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ABSTRACT 

Different and Not Equal: How Poverty, Race, and State-Level Abortion Laws Shape Abortion 

Timing among US Women 

by 

Alexa!L.!Solazzo 

The number of regulations surrounding abortion has increased drastically in recent years, 

but research does not examine how these laws may be disproportionately associated with the 

abortion timing among select groups of women, including poor or non-white women. To fill this 

research gap, I analyze data from the nationally representative 2008 Abortion Patient Survey, 

with appended information on state laws regarding abortion in 2008. I find that the relationship 

between abortion timing and several state-level abortion laws is different for black and Hispanic 

women compared to white women, and that poverty status moderates the association between 

state laws and abortion timing for black and Hispanic women. Overall, this research illustrates 

the relevance of state-level abortion laws for shaping abortion timing among women, and the 

importance of considering how these relationships differ across racial and socioeconomic groups. 
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Chapter 1 

Different and Not Equal: How Poverty, 
Race, and State-Level Abortion Laws 

Shape Abortion Timing among US Women 

Debates on abortion and beginning of life care play a large role in American politics. In 

2011, the federal government was nearly shut down because of controversy surrounding the 

funding of Planned Parenthood, and the passage of the Affordable Care Act in 2009 was only 

made possible by allowing state governments to forbid coverage of abortion services in their 

state exchanges (Hulse 2011; Murray and Montgomery 2009). These debates, and others like 

them, often center on restraining access to abortion. Indeed, 204 state laws regulating abortion 

were enacted between 2011 and 2014, compared to 189 in the entire previous decade. As a 

result, according to the nonpartisan Guttmacher Institute (2014), half of U.S. women now reside 

in a state with policies designed to block their access to and use of abortion services. Yet despite 

the prominence and importance of this topic in public life, sociological research rarely examines 

questions of abortion access and use among U.S. women.    
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This oversight is surprising for two reasons. First, abortion is essentially about fertility 

and family planning, and similar to many other demographic processes, the use and timing of 

abortion occurs unevenly across socioeconomic and demographic groups (Jones and Kavanaugh 

2011). Second, abortion is a common, safe, and legally guaranteed medical procedure—a 

medical procedure that nearly one third of American women will have during their lifetime, yet 

also a medical procedure that 44 percent of Americans oppose due to religious and moral 

reasons, and for which there is increasing political opposition and state regulation (Jones and 

Kavanaugh 2011; Gallup 2015; Guttmacher 2014).  

Past research has found that access to and use of reproductive health care services more 

generally are stratified by economic status and race. It is unlikely that laws regarding health care 

access to a controversial medical procedure that requires a specialized clinic in a metropolitan 

area, multiple visits, and is frequently paid for out of pocket will affect all woman seeking 

abortion equally (Jones and Jerman 2014; Jones et al 2013; Hall 2012). With this in mind, this 

paper attempts to add to the research gap by studying how state level policies restricting abortion 

access relate to abortion timing, with a specific focus on assessing whether laws restricting 

abortion have outsized impacts in economically and racially disadvantaged groups. Given that 

much of the research on abortion access and timing uses state-wide abortion rates, research that 

more closely measures whether and how the individual characteristics of women, particularly 

poverty status and race, interacts with state laws to predict the timing of an abortion is necessary 

to determine whether abortion laws relate to abortion timing equally among women.   

I focus on abortion timing because timing is important in terms of cost, accessibility, and 

safety of abortions. Earlier abortions are less expensive than later-term abortions—while the 

average cost of a first trimester abortion is $470, the average cost of an abortion at 20 weeks is 
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$1,500 (The Guttmacher Institute 2011). First trimester abortions are also performed in more 

locations than second trimester abortions, making the procedure physically as well as financially 

more accessible. Finally, while legal abortion is a safe procedure with a mortality rate of just 0.7 

per 100,000 legal abortions, the mortality rate increases 38 percent with each additional week 

that the pregnancy continues (Bartlett et al 2004). Given this, it is important to document 

whether and how state laws that restrict abortion relate to abortion timing among U.S. women.  

In light of the public debates on this issue, and the relative lack of published research 

addressing both structural restrictions and individual characteristics as they relate to abortion 

timing, this project asks the following questions. First, do state-level abortion policies predict 

abortion timing, independent of the individual characteristics of women? And second, do poverty 

status and race moderate relationships between abortion timing, state-level abortion laws, and the 

individual characteristics of women?  I explore these questions using data from the 2008 

Abortion Patient Survey, a nationally representative sample of abortion patients in the US, in 

addition to appended data on state laws regarding abortion at the time of the survey. I begin by 

performing a series of clustered regressions predicting abortion timing, interacting state laws 

with poverty status. Following, I stratify models by racial group and perform Clogg tests to 

determine whether and how abortion laws differentially relate to abortion timing for women of 

disparate racial and socioeconomic groups. I find that the association of state laws for Hispanic 

and black women’s abortion timing is dependent upon their poverty status, while the association 

of state laws for white women’s abortion timing is the same regardless of her poverty status.  
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1.1. BACKGROUND#

1.1.1. The#Importance#and#History#of#Abortion#Laws#

 The modern pro-life movement arises from the mid-nineteenth century, when doctors 

began to change the definition and moral implications of abortion. As detailed by Luker (1985), 

prior to this time early abortions were often seen as at the discretion of the pregnant woman, with 

the fetus being considered human, and therefore abortion considered murder, after 80 days of 

pregnancy or quickening (i.e., when the woman felt the fetus move). Due to the difficulty of 

knowing when conception occurred, as well as whether or not the fetus had quickened, there was 

little regulation surrounding abortion and the laws that did exist were rarely enforced. By the 

beginning of the twentieth century, however, every single state in the United States passed laws 

forbidding abortion at any stage in the pregnancy, unless abortion was necessary to save the 

woman’s life. The exact meaning of “life,” and under what circumstances it could be threatened 

by a pregnancy, was often left up to individual doctors to determine -- until the late 1960’s, when 

California, Colorado, and North Carolina passed more liberal abortion laws. When the Supreme 

Court decided Roe v. Wade in 1972, nearly one third of all states had passed less restrictive 

abortion laws (Luker 1985). Since that time, national and state restrictions on abortion have been 

in flux—constantly debated, passed in state legislatures, and challenged by the opposing side.  

State laws passed since Roe v. Wade have mainly centered on restraining access to 

abortion (Luker 1985). Although designed to dissuade abortions by making them more difficult 

to obtain, some research using state level abortion rates has shown that state abortion laws may 

have an unintended effect of merely shifting the timing of abortions back so that more second 

term abortions are performed (Bassett 2012; Bitler and Zavodny 2001). Later abortions that 

occur when the fetus is closer to viability have less public support and are considered more 
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morally questionable than early abortions (Quinipac University Poll 2013). They are also more 

expensive and entail greater health risks (The Guttmacher Institute 2011; Bartlett et al 2004). 

1.1.2. State#Laws#on#Abortion#and#Abortion#Timing#

Since the 1991 Supreme Court case Planned Parenthood vs Casey, states have been able 

to regulate abortion prior to fetus viability as long as the regulations do not prove an “undue 

burden” to women seeking abortions. To date, research on state abortion laws generally look at 

the rate of abortions performed in a given state, rather than timing.  This work generally finds 

that state-laws designed to increase the regulation of abortion have reduced the abortion rate 

(Joyce and Kaestner 1997; Medoff 2009).  

The limited research that does exist on abortion timing finds that many of the laws 

increase the number of abortions occurring in the second trimester. Bitler and Zavodny (2001), 

who analyzed data from the Center of Disease Control on abortions from 1974 to 1997, found 

that states with a mandatory delay, or waiting period prior to an abortion, raises the percentage of 

abortions that occur post first-trimester by 2.6 percent. Joyce and Kaestner (1997) also show that 

when Mississippi began to require a mandatory 24-hour waiting period and pre-procedure visit in 

1992, the number of overall abortions dropped but those occurring after 12 weeks increased – 

likely because women who lived in Mississippi were four times as likely to travel more than 100 

miles to receive an abortion than women who lived in nearby states without a 24-hour waiting 

period. If the difference in distance between the nearest in-state and nearest out-of-state abortion 

provider is 20 miles or less, women were more likely to go to an out-of-state provider. Overall, 

this resulted in women who lived closest to an in-state provider having abortions later in 

pregnancy than those who lived closest to an out-of-state provider (Joyce and Kaestner 1997).  
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Often enacted in conjunction with waiting periods is in person counselling, where a 

woman must go to the abortion clinic and receive counselling on her decision to have an 

abortion. Such counselling may include a description of the procedure, the fetus’ stage of 

development and ability to feel pain, as well as how having an abortion may affect their health 

and well-being1 (Guttmacher Institute 2008). A less intensive version of in person counselling is 

written counselling, where the women must receive this information prior to having an abortion 

in writing via postal mail, the internet, or fax. 

Beyond counselling and waiting periods, issues of state support for abortion payment are 

also relevant. Medicaid has not covered abortion since the Hyde Amendment in 1976, except in 

the cases of rape, incest, or when the life of the women is in danger (Planned Parenthood 2015). 

However, some individual states’ Medicaid plans do cover abortion services using state money. 

Estimates using state abortion rates from 1974 to 1988 found that 19 to 25 percent of abortions 

among women that would rely on Medicaid do not take place after Medicaid funding for 

abortions is eliminated (Blank et al 1995). Earlier research also found that Medicaid restrictions 

delayed abortions for Medicaid-eligible women by two to three weeks (Henshaw and Wallisch 

1984). The percent of Medicaid-eligible women having abortions post 10 weeks was 50 percent 

in 1982 (after Medicaid restrictions) compared to 37 percent in 1977 (before Medicaid 

restrictions). However, more recent research has failed to find a relationship between Medicaid 

restrictions and abortion timing (Bitler and Zavodny 2001).  

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!

1 The accuracy of these claims varies by state, as some states require that patients are incorrectly told that having an 
abortion and increased risks of breast cancer, depression, and fertility problems (Henderson et al 2008, Kaplan et al 
1996, APA Task Force on Mental Health and Abortion 2008). 
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While ultrasound technology is used by many abortion providers as a normal part of the 

procedure, various laws exist to make women have ultrasounds at least 24 hours prior to the 

abortion, to hear descriptions of the fetus during the ultrasound, or to require that the woman be 

offered the chance to view the ultrasound image. Previous research has found that viewing the 

ultrasound image does not pertain to whether a woman has an abortion or not -- except for a 

small minority of women who had low confidence in their decision to abort, where viewing an 

ultrasound was positively and significantly related to deciding to continue the pregnancy (Gatter 

et al 2014). However, women who are more than nine weeks pregnant are less likely to view the 

ultrasound image than those who are earlier in their pregnancy (Kimport et al 2013). 

Other laws, such as requiring abortions be performed by doctors, in hospitals after a 

certain gestational age and allowing institutions the right to refuse abortions, have not been 

explored in this literature. Yet these rules may also be relevant, since regulating who can perform 

abortions and where they can be performed often increases the expense of having an abortion, as 

well as potentially decreasing the number abortion providers. While the effects of these laws 

may be less obvious than requiring two visits or an ultrasound, they may influence access in a 

systemic way among women. 

State abortion laws may also work in conjunction with each other to influence abortion 

use and timing. Forbidding state Medicaid programs from paying for abortions reduces the 

abortion rate by three-to-six percent, while requiring some form of parental involvement for 

minors seeking abortions reduces the abortion rate by about five percent (Medoff 2009). In 

addition, states that do not have Medicaid funding for abortions, require parental involvement, 

and have some form of pre-abortion counseling have an abortion rate about half that of states that 



8!
!

 

have none of those policies (Hussey 2010). However, other work has shown that state-mandated 

counseling prior to receiving an abortion is unrelated to the abortion rate (Medoff 2009).   

1.1.3. Conditional#Role#of#Race#and#Poverty#

Poverty status is likely a key factor influencing abortion timing among women. 

Socioeconomic status is a fundamental cause of health and disease, operating in part by shaping 

access to health-relevant resources (Link and Phelan 1995). Studies show that reproductive 

health care access is moderated by socioeconomic status, as economically advantaged women in 

the U.S. are more likely to access reproductive health services than economically disadvantaged 

women (Hall et al 2012, 2014), and socioeconomic resources are often discussed as a key factor 

shaping abortion use and timing. For example, compared to women with some college or an 

associate degree, women who have less than a high school degree have 1.42 times the odds of 

having an abortion in the second trimester, while women with a college or graduate degree have 

0.7 times the odds of having an abortion in the second trimester (Jones and Finer 2012). Studies 

also show that the abortion rate declines with increasing income. Jones and Kavanaugh (2011) 

found that the abortion rate of women aged 15 to 44 is 52.2 per 1,000 women living at less than 

100 percent of the Federal Poverty Level (FPL), drops to 27.9 for women living between 100 and 

200 percent of the FPL, and declines further to 9.3 among women living at or above 200 percent 

of the FPL.  

In addition to abortion incidence, poverty status matters for abortion timing as well. 

Abortion timing is essentially dependent on a woman’s ability to navigate and pay for a 

controversial health care procedure, and financial factors and difficulty navigating the abortion 

process are frequently cited as reasons for delaying abortion (Drey et al 2006; Finer et al 2006; 

Janiak et al 2014; Jones and Kavanaugh 2011). Poor women are more likely to be delayed in 
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accessing an abortion that non-poor women (Finer et al 2006), and financial barriers contribute 

to the delay in one-fifth of second-term abortions, with uninsured women have over six times 

higher odds compared to insured women of reporting difficulties in payment for delaying 

abortion than insured women (Janiak et al 2014). Because the Janiak study took place in 

Massachusetts, a wealthy state with a strong Medicaid program, these delays could reasonably be 

longer or more frequent in states without such a strong social welfare system. Similarly, a study 

of California abortion clinics found that financial factors were cited as a cause for delay in 15 

percent of first trimester abortions and 20 percent of second trimester abortions (Drey et al 

2006). These results point to the importance of economic resources in abortion timing.  

Given past research and how reproductive health care in general is determined in part by 

socioeconomic status, a woman’s economic status will likely affect her abortion access and 

timing. But the association between state laws surrounding abortion and poor women remains 

under examined. While 56 percent of women who reported their abortion was delayed said it was 

delayed because of difficulties in making arrangements for the procedure, poor women were 

twice as likely to report this difficulty as wealthy women (Finer et al 2006). Moreover, while 

studies on abortion laws relay important information about abortion access and timing, they are 

limited. With the exception of two articles (Gatter et al 2014 and Henshaw and Wallisch 1984) 

the data comes from vital records or state-wide abortion rates, which do not control for important 

sociodemographic and socioeconomic factors. Modeling how personal income interacts with 

state laws is needed to assess whether state laws on abortion disproportionately impact abortion 

timing among poor women.   

In addition to poverty, studies also often examine the relationship between abortion 

timing and access by race. Broadly, these articles have shown abortion rates and timing vary by 
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race—black women have a greater chance of having second trimester abortions than white 

women, while Hispanics are equally as likely as white women to have second trimester abortions 

(Jones and Finer 2012). In addition, recent research on abortion rates and state laws has found 

that certain laws affect the abortion rates of black, white, and Hispanic women differently 

(Medoff 2014). Abortion rates for Hispanic women lower in response to restricted Medicaid 

funding, while requiring two visits is associated with lower abortion rates for white women, but 

not black or Hispanic women (Medoff 2014). However, like much other research, these studies 

depended on abortion rates and were not able to look at how state laws relate to abortion timing 

across racial and SES groups of women. As such, whether or not abortion timing among black 

and Hispanic women is disproportionately impacted by state abortion laws, relative to white 

women, has not been explored.  

Race may matter to abortion timing because of the way poverty is racialized in the United 

States—poverty rates for black and Hispanic women are about 25 percent, compared to 10 

percent of white women (National Women’s Law Center 2013; Ryan and Siebens 2012). 

Moreover, average family wealth is distributed unevenly by race as well. White families with a 

college-educated head of household have an average of $19,000 net financial assets, while black 

families with a college-educated head of household have an average of $175 (Oliver and Shapiro 

1995). Having fewer monetary resources may lead to diminished access to health care and the 

resources to have a timely abortion. In addition to income, educational differences by race exist 

and may be particularly important in predicting abortion timing since education increases a 

person’s sense of control and agency, potentially allowing them to more easily navigate state 

laws designed to increase the barriers to having an abortion (Maccartney, Bishaw, and Fontenot 

2013; Ross and Mirowsky 2003). Medical mistrust may be particularly salient for racial 
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differences in abortion utilization due to a history of reproductive medicine and eugenics (Seigel 

Watkins 1998; Flavin 2008). Medical mistrust has been linked to underutilizing or delaying 

medical care in the black community (LaVeist, Issaac, and Williams 2009), and some state 

abortion laws, such as those requiring written or in person counselling, give women false 

medical information that may add to mistrust of the procedure (Henderson et al 2008, Kaplan et 

al 1996, APA Task Force on Mental Health and Abortion 2008).  

Looking at race and poverty in tandem is important since intersectionality research argues 

that inequalities stemming from various identities, including gender and race, are interdependent 

and reinforcing (Bowleg 2008). People occupy multiple identities at the same time, and scholars 

have questioned the validity of research that examines how identities separately relate to various 

aspects of well-being (Collins 1993). Not considering how race, class, and gender can influence 

a person in tandem incorrectly assumes homogeneity within race, class, or gender categories, and 

can result in improper research conclusions. Despite intersectional research detailing race and 

class differences in a variety of health outcomes (e.g., Ailshire and House 2011; Cummings and 

Jackson 2008), existing research has not considered how the intersecting roles of poverty and 

race combine to influence abortion timing (Finer et al 2006; Jones and Finer 2012).  

Keeping in mind the way that poverty and wealth are racialized in the United States, I 

examine whether or not racial identity moderates demographic, socioeconomic and social 

support characteristics and state laws on abortion timing to see if race operates as a marker for 

women who are more vulnerable to experiencing delayed abortion timing.  

1.1.4. Other#Individual#Characteristics#Related#to#Abortion#Timing#

Abortion timing is associated with a myriad of sociodemographic, socioeconomic, and 

social support characteristics (Jones and Finer 2012; Finer et al 2006; Kiley et al 2010). Abortion 
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timing is later among teenagers than older women, and studies show that women accessing 

abortion in the second trimester are more likely to be young (Jones and Finer 2012; Kiley et al 

2010). While the link between nativity and abortion timing has not been studied, a lack of 

familiarity with the U.S. health care system and abortion politics may cause immigrant women to 

have delayed abortions when compared to their U.S. born peers. Other demographic factors such 

as parity have also been linked to abortion timing (Kiley et al 2010; Jones et al 2010), as 61 

percent of women having abortions already have at least one child (Jones et al 2010) – but 

women with no previous pregnancies are more likely to have a second trimester abortion than 

women with previous pregnancies (Kiley et al 2010).  

Both academic research on abortion and conversations in the media generally use the 

distance travelled to receive an abortion as a proxy for time and money costs associated with 

obtaining an abortion (Calmes 2014; Joyce and Kaestner 1997). As gestational age at abortion 

increases, there is a linear relationship with how far a woman travels to get an abortion, and 

overall women who are having second term abortions are more likely to travel farther (Jones and 

Jerman 2013; Kiley et al 2010). A recent study by Jones and Jerman (2013) also found that while 

there is a connection between distance travelled and state laws, such that women living in a state 

requiring two visits were more than four times as likely to travel 100 miles or more than women 

living in states without such a requirement, the relationship between abortion timing, distance 

travelled, and state laws is unexplored. 

Other characteristics of women’s lives and relationships may also influence abortion 

timing due to the women’s levels of social support and decision-making process regarding her 

abortion. In general health outcomes, stress negatively impacts health outcomes while social 

support bolsters health outcomes (Bird and Rieker 2008). Stressful life events have previously 
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been linked to delayed abortions, as women having abortions later in the pregnancy are also 

more likely to have been exposed to life disruptions, such as being evicted or experiencing the 

death of a loved one (Jones and Finer 2012). In addition, some studies have shown that women 

who had trouble deciding whether or not they wanted an abortion were more likely to be delayed 

in having the procedure done (Drey et al 2006; Finer et al. 2006). Other factors, including the 

relevance of a woman’s relationship with her partner, and his knowledge/support of the abortion, 

are less studied.  While research has shown that 82 percent of women receiving an abortion 

report that their partner knows about the abortion, with about two-thirds of those feeling that 

their partners are supportive of their choice (Jones, Moore, and Frohwirth 2011), whether a 

partner’s knowledge and support is related to abortion timing has not yet been examined. 

The link between religiosity and abortion timing is similarly unclear and has not been 

studied, despite many religious groups’ opposition to abortion and the conflict that such 

opposition may give church attending women who seek abortions. Although church attendance is 

positively related to health outcomes and health care utilization in general (Musick et al 2004; 

Reindl Benjamins and Brown 2004), the controversial and often religious nature of the abortion 

debate may cause women who attend church more frequently to delay having an abortion. 

Research by Drey and colleagues (2006) found that women obtaining second-trimester abortions 

were more likely to cite moral dilemmas regarding abortions as a reason for their delay than 

women obtaining first-trimester abortions. Yet other work has found that being moderately or 

very religious was not associated with abortion timing (Foster et al 2008), and a study by 

Gawron et al. (2013) also found that women having abortions due to fetal abnormalities were not 

delayed due to religious reasons, despite 70 percent of the sample of participants being 

religiously affiliated. 
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1.2. METHODS#

1.2.1. Data#

The individual-level data for this study comes from the 2008 Abortion Patient Survey 

(Guttmacher Institute 2009). The data was collected on a stratified, multi-stage sample of women 

receiving abortions in the United States. Abortion facilities were chosen based on the 

Guttmacher Institute’s 2005 Abortion Provider Census. Providers were stratified by hospital 

status and by the number of abortions performed each year, and were sorted by census region 

and state. A total of 95 facilities across the U.S. participated in the study, and surveys were 

administered to 9,493 respondents (response rate = 74%). All women receiving an abortion 

during the study period were asked to participate in the survey (available in English and Spanish) 

during their visit to an abortion provider’s facility. While the staff at each facility chose when to 

give the survey to the women, most women completed the survey in the waiting room before the 

procedure as they filled out other paper work.  

The analytic sample includes women aged 18 and older who lived in the United States. 

Women under 18 were excluded (n=630) since it was not possible to ascertain whether or not 

they had to obtain a judicial bypass for the abortion, had parental support, or obtained the 

abortion without their parental consent or knowledge. Due to the focus on state-level abortion 

laws in this paper, those who reported not living in the United States were also excluded from the 

analytic sample (n=21). In addition, because the data was imputed including racial identity as a 

stratification term, those missing on the race measure are also not included in the analytic sample 

(N=231). Respondents who were missing on the dependent variable (weeks pregnant at time of 
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abortion) were not included in the analytic sample, although they were included in the 

imputation model (N=397) 2. These restrictions resulted in a final analytic sample of 8,282. 

Non-response on survey items was around two percent for most questions, although 

family income and zip code were particularly high, at 15 percent. After the laws were merged 

together with the survey, I used multiple imputations to deal with item nonresponse. Multiple 

imputation was used rather than list wise deletion in order to avoid potential biases and to 

maximize all the information available (Allison 2012). The dependent variable was included in 

the imputation model, but cases where the dependent variable was originally missing were not 

included in analysis (Von Hippel 2007).  

State-level data came from the Guttmacher Institute’s records on abortion-related laws in 

2008, and I coded the laws into dichotomous variables by state. Following, I then merged the 

state laws with the person-level survey data based on the state the facility a woman accessed her 

abortion in rather than her state of residence. I merged based on state of facility rather than state 

of residence for several reasons. First, a non-significant amount of women had abortions 

performed in states where they did not live. By merging based on facility state rather than the 

state where she lived, I was able to better ascertain the legal obstacles a woman actually faced in 

obtaining an abortion. Second, due to the sensitive nature of the survey, some women were 

hesitant to put down identifying information such as their state of residence. Because the 

Guttmacher Institute supplied the information on the state where the abortion was done, there 

was no missing data for the facility’s state, whereas there was a high amount of missing data on 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!

2 One woman was recorded as being 21 years old and having 22 children. She was recoded to missing on children.  
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respondent’s state3. By using facility state rather than state of residence, I perform a more 

complete analysis of the role of statewide abortion laws for shaping abortion timing.  

1.2.2. Measures#

Weeks Pregnant at Time of Abortion: How many weeks pregnant a woman is at the time 

of her abortion is the dependent variable. This was measured in two ways in the survey. First, 

women had the option to self-report how many weeks pregnant they were. Second, they could 

report the first date of their last menstrual period. Responses to the first question were primarily 

used to measure weeks pregnant, although if the first question was left blank, then weeks 

pregnant was calculated using the difference between the day of the survey and the first day of 

the last menstrual period.  

Demographic Characteristics and Socioeconomic Status: Demographic characteristics 

include age (range: 18 to 42 years old), race/ethnicity (non-Hispanic white, non-Hispanic black, 

Hispanic, and other), number of previous children, and whether or not they were born in the 

United States. Socioeconomic measures include education (less than high school, high school, 

some college, college or more), and household income’s percent of the federal poverty line 

(referred to as poverty status). 

Social Support and Living Situation: Social factors include how far the women live from 

the abortion facility (less than 25 miles, between 25 and 50 miles, between 50 and 100 miles, 

between 100 and 400 miles), how supportive the man who impregnated them is of the abortion 

(unsure, supportive, neither supportive nor unsupportive, unsupportive, and he doesn’t know 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!

3 Supplementary analysis done by state of residence showed the same overall pattern as results presented in this 
paper. 
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about the abortion), whether or not they live with the man who impregnated them, church 

attendance (more than once a week, once a week, 1-3 times a month, less than once a month, 

never), whether their mind was made up about the abortion when they made the appointment 

(yes or no), and a count of the number of stressful life events they’ve experienced in the past 12 

months (top-coded at five, including a close friend died, fell behind on rent/mortgage, was 

separated from husband/partner, was unemployed and looking for work for a month or more, had 

a serious medical problem, a dependent or close family member had a serious medical problem, 

had a baby, was the victim of a robbery or personal assault, home was burglarized or broken into, 

had a partner who was arrested or incarcerated, or moved two or more times). 

State-Level Abortion Laws: In total, I examine the role of eight state-level abortion laws 

that were in effect in 2008 (the same year the women completed the Abortion Patient Survey), 

including: (1) Written counselling, where a state requires that some or all of the following 

information be offered or given to women prior to the procedure: descriptions of the procedure, 

fetal development at their point in the pregnancy as well as throughout the entire pregnancy, the 

ability of a fetus to feel pain, how abortion can affect their future fertility, and/or their chances of 

have having breast cancer and mental health problems later in life in writing4. (2) In person 

counselling, where women must go to the abortion facility in person to be told this information. 

In person counselling must occur before their waiting periods are able to begin, necessitating two 

trips to the abortion facility. (3) Waiting periods, which are the amount of time (normally 24 

hours) between when a woman attends the required counselling or makes an appointment, and 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!

4!Contrary to these warnings, fetuses have not been shown to experience pain, and abortion has not been shown to 
affect future fertility, chances at having breast cancer, or mental health problems (Lee et al 2005; Henderson et al 
2008, Kaplan et al 1996, APA Task Force on Mental Health and Abortion 2008).  !
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when she is able to receive an abortion. (4) States that do not allow Medicaid to pay for 

enrollees’ abortions, with the exception of rape, incest, and when the mother’s life is in danger. 

(5) Requiring that a woman be offered the opportunity to view the ultrasound image, if the 

ultrasound was done as part of the preparation for the procedure. (6) While it is not medically 

necessary for an abortion to be performed by a doctor, since nurse midwives, nurse practioners, 

and physician assistants are able to safely perform the procedure (Weitz et al 2013), the majority 

of states require that a licensed physician perform abortions. (7) Some states require that 

abortions be performed in the hospital when the woman is more than 12 or 14 weeks pregnant. 

(8) Finally, some states have laws guaranteeing medical institutions such as hospitals the right to 

refuse to provide abortions, even though this is already a federal law (NARAL 2015). 

1.2.3. Analyses#

To test whether state laws and individual characteristics are significantly associated with 

gestational age of the fetus at the time of abortion (i.e., abortion timing), I performed ordinal 

least squared regressions that adjusted for clustering within each state5. To answer the first 

research question, I ran nested models, first adding the individual characteristics, then separately 

adjusting for state laws, and finally controlling for individual characteristics and state laws 

together in order to evaluate whether state-level abortion laws predict abortion timing above-and-

beyond the individual characteristics of women. To answer the second research question, and 

determine whether poverty status moderates these relationships, I interacted percent of the 

federal poverty level with each of the state laws. Finally, to examine how the intersection of race, 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!

5 Supplemental analyses done using poisson regression had similar results to the analysis presented in this paper.  
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state laws, and poverty status operate in predicting abortion timing, I stratified the full nested 

model and interaction model by race (white, black, and Hispanic), and performed supplemental 

tests to determine if the differences between racial groups were significant (Clogg, Petkova, and 

Haritou 1995). Although most research has found only black-white differences in abortion 

timing, I stratify by Hispanics as well as blacks to see if differences in poverty status matter for 

both racial groups. 

1.3. RESULTS#

1.3.1. Descriptive#Statistics#

Table 1 presents descriptive characteristics for sample women, overall and stratified by 

poverty status and race.  The average number of weeks pregnant at time of abortion is 8.4 weeks, 

with a mean age of 26 years. 39 percent of the sample is white, with blacks and Hispanics 

disproportionately represented. Most women in the sample have a child, are U.S. born, finished 

some college, and live below 200 percent of the federal poverty line.  To get to an abortion, 67 

percent of women travelled less than 25 miles. The majority of women in the sample have a 

partner who is supportive of the abortion but with whom they do not live. Most women never 

attend church and experienced approximately one stressful life event in the past year. Finally, 

over 90 percent were sure of their choice to have an abortion at the time they made the 

appointment. 

---Table 1 about here— 

Since this paper explores differences in abortion timing by poverty status and race, I 

stratified the sample to by poor women (less than 200 percent of federal poverty line) and non-

poor women (200 percent or more of federal poverty line) as well as by race. Poor women had 
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abortions significantly later than non-poor women. Demographic and socioeconomic differences 

also exist between the poor and non-poor groups, although social support measures are more 

similar. Non-poor women tend to be older, white, have fewer children, are born in the United 

States, and have more years of education than poor women. 

 Approximately equal amounts of poor and non-poor women report travelling about the 

same distance to have an abortion (67 percent travelled less than 25 miles), and they report 

similar levels of attendance at religious services as well as being sure about their decision to have 

an abortion when they made the appointment. However, 74 percent of non-poor women say that 

their partner is supportive of the choice to have an abortion compared to 65 percent of poor 

women, and poor women also reported on average more stressful life events than non-poor 

women (1.2 versus 0.8). A higher proportion of non-poor women had abortions in states that 

required waiting periods, written counselling, and being offered the opportunity to view the 

ultrasound image, and a higher proportion had abortions in states that allowed institutions to 

have the right to refuse abortions. 

Turning to characteristics across racial groups, Table 1 also shows that black and 

Hispanic women differ from white women in nearly all demographic, socioeconomic, and social 

support categories, and in the extent to which they have abortions in states with restrictive 

abortion rights. Abortion timing is significantly later, on average, among black women than 

white women (8.9 vs. 8.3 weeks).  On average, a higher proportion of black women are also 

younger, foreign born, have more children, are less educated and have a lower income. Black 

women travelled a shorter distance to have an abortion than white women, they attend church 

more frequently, and a higher proportion have a partner who is supportive of their abortion 

choice. A higher proportion of black women have abortions in states with waiting periods, where 
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they must be offered the opportunity to view the ultrasound, and the abortion must be performed 

by the physician, and fewer have abortions in states where in person or written counselling is 

required, or where institutions can refuse to provide abortions. 

Compared to white women, Hispanic women report more children, and a higher 

proportion are foreign born, less educated, poorer, travelled a shorter distance to have their 

abortion, attend church frequently, and report fewer stressful life events. A larger proportion of 

Hispanic women have abortions in states that require written counselling, and fewer have 

abortions in states that do not require waiting periods, in person counselling, where Medicaid 

does not pay for abortions, they must be offered an opportunity to view the ultrasound, or 

abortions must be performed in a hospital after 12 or 14 weeks.  

1.3.2. Regression#Models#

Table 2 shows nested regressions predicting weeks pregnant at time of abortion for the 

full sample. Model 1, including only individual level characteristics, shows significant 

associations between abortion timing and several demographic and socioeconomic factors. 

Abortion timing is negatively and significantly associated with education and poverty status, 

while race is significant in terms of black-white differences -- black women are estimated to 

have abortions half a week later than white women, but there is no significant difference between 

Hispanic and white women in abortion timing. U.S. born women also have abortions 

significantly later than foreign born women.  

--Table 2 about here-- 

Model 1 also shows that social support characteristics are associated with differences in 

abortion timing. Distance travelled to have an abortion is positively and significantly associated 

with abortion timing, and the man’s feelings about the abortion is also significant: when he is 
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supportive of the abortion, timing is earlier, and when he does not know about the abortion, 

timing is later (relative to those who report that they are unsure of whether he is supportive or 

not). Women who cohabit with their partner also have significantly later abortions. Attending 

church frequently and having your mind made up about an abortion when making the 

appointment are associated with earlier abortions, while stressful life events are significantly 

associated with later abortions.  

In Model 2, state laws are used to predict gestational age at the time of abortion, and four 

laws are significant. Requiring in person counselling and the opportunity to view the ultrasound 

are positively and significantly associated with having a later abortion (likely because they 

require an additional appointment), while Medicaid not paying for abortions and institutions 

having the right to refuse to provide abortions are significantly associated with earlier abortions.  

When the individual and state level characteristics are included together in Model 3, there 

are few changes in significance or magnitude of the individual level characteristics. The 

relationship between education and abortion timing weakens somewhat, and the coefficient for 

cohabiting loses significance. Age emerges as significant (with older age being associated with 

earlier abortion timing), and the relationship between distance travelled and abortion timing 

strengthens. Including the individual characteristics of women in Model 3 also alters some of the 

relationships between state laws and abortion timing shown in Model 2.  Requiring a waiting 

period becomes significantly associated with earlier abortions, while laws requiring women be 
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offered the opportunity to view the ultrasound is no longer a significant predictor of abortion 

timing6. 

The final model of Table 2 adds interactions between state laws and poverty status to the 

full model; three terms are significant. In order to facilitate interpretation of significant 

interaction terms, I graph these relationships using predicted values.  As shown in Figure 1, in 

states that do not have a waiting period, abortion timing declines strongly with increasing income 

(i.e., women with higher income have abortions earlier, on average, than women with less 

income). However, in states that do have a waiting period, there is a weakly positive association 

between income and gestational age at the time of abortion. As a result, for women with the 

lowest incomes, those having abortions in states where there is a waiting period have abortions 

earlier than those obtaining abortions in states without a waiting period. This trend reverses when 

poverty status is approximately 450 percent of the poverty line (e.g., approximately $47,000 

annual income for a one-person household), wherein wealthier women having abortions in states 

with waiting periods have them later than women in states with no waiting period.  

Figure 2 shows the interaction between poverty status and in person counselling laws. In 

states that require in person counselling, women with higher household incomes have abortions 

later than women with lower household incomes. The opposite relationship is seen in states with 

no in person counselling requirements—the wealthier a woman is, the earlier she has an abortion. 

Last, Figure 3 shows the interaction between poverty status and whether Medicaid will 

pay for an abortion.  In states that allow Medicaid to pay for abortions, there is no difference in 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!

6 In analysis not shown, a scale consisting of the total number of restrictive abortion laws was included in 
lieu of individual abortion laws. This scale was not a significant predictor of abortion laws in any model. 
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abortion timing by income-to-poverty level. However, when Medicaid does not pay for abortion, 

the more money a woman has, the earlier she is predicted to have an abortion. 

--Figures 1, 2, and 3 about here-- 

1.3.3. RaceJStratified#Models#

 To determine if black, white, and Hispanic women’s access to abortion differed by state 

laws and poverty status, I stratified the full model and interaction model by race in Table 3. 

Model 1 shows how individual and state level characteristics relate to abortion timing among 

white, black, and Hispanic women. In terms of the individual characteristics of women, several 

factors operate differently in their relationship to abortion timing across racial groups. Turning 

first to differences between black and white women, Table 3 shows that older black women 

receive abortions earlier than younger black women, but age does not significantly predict 

abortion timing for white women. Black women are significantly more delayed than white 

women in obtaining an abortion when they live between 25 and 50 miles from the abortion 

clinic. Black women are predicted to have abortions nearly a week earlier if the abortion was 

performed in a state that requires a waiting period, but approximately five days later if the 

abortion was performed in a state requiring the procedure be done by a physician.   

 Comparing Hispanic and white women, Table 3 shows that there are no differences in the 

association between individual characteristics and abortion timing for white and Hispanic 

women, and Hispanic women are predicted to be delayed by over one week in states where a 

physician is required to perform abortions, while the association for white women and abortion 

timing does not change. 

 In Model 2 of Table 3, I included interaction terms for state laws and poverty status in the 

race-stratified model—essentially creating a three-way interaction between state laws, poverty, 
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and race. Doing so demonstrates that in states where in person counseling is required, white 

women’s predicted abortion timing is unchanged by poverty status, but black women’s predicted 

abortion timing is changed by poverty status. As black women become wealthier, their predicted 

weeks pregnant at time of abortion increases while white women’s predicted abortion stays the 

same. 

 For Hispanic women, poverty status moderates the relationship of three laws differently 

than for white women. Laws requiring in person counselling, Medicaid not paying for the 

procedure, and the procedure be performed by a physician have different associations for 

Hispanic women than for white women based on their poverty status. These laws work in 

different directions. For Hispanic women in states that require in person counselling and that 

abortions be performed by physicians, as income increases, predicted weeks pregnant decreases. 

Unlike Hispanic women, white women’s poverty status does not change the association of in 

person counselling or physician requirements on predicted abortion timing. We see the opposite 

trend by racial group in states that forbid Medicaid to pay for abortion—as white women’s 

income increases, their predicted weeks pregnant at time of abortion decreases, while the 

association with abortion timing remains the same for Hispanic women regardless of their 

income. 

1.4. CONCLUSION#

Abortion is a common, legal, and safe medical procedure in the United States (Jones and 

Kavanaugh 2011; Raymond and Grimes 2012). However, the accessibility, cost, and safety of 

abortion varies based on weeks of gestation at the time of abortion (The Guttmacher Institute 

2011; Bartlett et al 2004). Second trimester abortions are associated with higher risks, they are 
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more expensive, and are offered in fewer locations than first trimester abortions. How abortion 

timing is related to individual characteristics and state laws, however, has been understudied as 

most research on state laws on abortion timing are based on vital records or only state-level 

abortion rates (Bitler and Zavodny 2001; Medoff 2009; Blank et al 1995).   

Overall, I find that both individual characteristics and selected state laws are important in 

predicting abortion timing, and that the relevance of state laws in predicting abortion timing 

differed by a women’s race and poverty status. This study reveals that state laws requiring a 

waiting period, in person counseling, Medicaid refusing to pay for abortions, and that institutions 

having the right to refuse abortions are associated with abortion timing over and above the 

personal characteristics of women. The differential relationships of women’s poverty status and 

race with state laws requiring in person counselling, Medicaid not pay for abortion, and abortion 

be performed by physicians highlights the importance of how poverty variations in racial groups 

effects health outcomes, particularly in areas of reproductive health care access. Observing only 

the additive associations of race and poverty would have hidden the large differences in how 

state laws predict abortion timing differently for racial groups based on their poverty status. By 

stratifying the models and including interaction terms, I was able to show these laws do not 

influence all women equally—poorer and non-white women are largely predicted to have later 

abortions than white and non-poor women, and the association between poverty and abortion 

timing was significantly different for Hispanic and white women more often than the association 

for black and white women.  

These findings have two main policy implications. First, they are important when 

considering the Supreme Court requirement that state abortion laws not present an “undue 

burden” to women seeking abortion. These laws seem to not burden certain classes of women, 
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but represent a significant burden for socioeconomically and racially disadvantaged women. 

Second, these laws themselves are often passed under the guise of women’s safety (Tuma 2014). 

However, they likely result in abortions being pushed back for women or in pushing women to 

not have abortions altogether. Later abortions are less safe and have higher mortality risks 

(Bartlett et al 2004), while women who wish to have abortions but are restricted from doing so 

have worse health outcomes, three times the odds of living below the federal poverty line two 

years later, increased odds of being exposed to domestic violence, and their children from the 

unwanted pregnancy have poor health outcomes  (Lang 2013; Roberts et al 2014; Dytrych et al 

1975).  

Because most individual characteristics were unchanged by including state laws, prior 

studies of abortion timing that exclude information on state-level abortion laws likely present a 

fairly accurate picture of how the individual characteristics of women relate to abortion timing 

across U.S. However, models that exclude individual level data and examine only state-level 

associations are biased. Two laws (waiting period and opportunity to view ultrasound) showed 

different relationships with abortion timing when individual characteristics were controlled for, 

while the relationship of five other laws (waiting period, in person counselling, Medicaid not 

paying for abortion, requiring abortion be performed by physicians, and allowing institutions the 

right to refuse to perform abortions) were moderated by a woman’s poverty status or race. 

Research that included only state-level abortion rates are likely skewed, and may not accurately 

depict the effect of state abortion laws (Blank et al 1995; Hussey 2010; Bitler and Zavodny 2001; 

Medoff 2009). 

Restrictive abortion laws such as those requiring waiting periods, Medicaid not paying 

for abortions, and institutions having the right to refuse abortions are associated with women 
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having earlier abortions. Although I cannot assess why exactly this may happen, there are several 

potential explanations. First, previous research has shown that having a waiting period lowers the 

abortion rate (Joyce and Kaestner 1997), which may be the result of preventing women who 

would have had been at risk of having later abortions from having abortions at all, thereby 

lowering the average weeks pregnant at time of abortion for groups of women that are most 

likely to forego abortions due to state restrictions. Fewer women having abortions may also 

result in greater availability of appointments for abortions. Support for this is found in Figures 1 

and 2. In states without a waiting period law or in person counselling, abortion timing has a 

negative association with poverty status and predicted weeks pregnant. Given what is known 

about the association of poor health outcomes and behaviors with socioeconomic status (Herd et 

al 2007; Phelan, Link, and Tehranifar 2010), this makes sense. However, when states require in 

person counselling or a waiting period, this trend is reversed, and poorer women are predicted to 

have earlier abortions than wealthier women. Combining this with research on the lower abortion 

rates associated with abortion laws (Joyce and Kaestern 1997), I interpret this reversal to mean 

that poorer women who would have been most likely to present for later abortions are likely to 

not have abortions in states with these laws, pushing down the overall expected abortion timing, 

while wealthier women are still likely to have abortions, but will do so later than they would 

otherwise due to impediments presented by the law.  

A second reason for the negative association between abortion timing and state laws 

designed to restrict access is that knowing there is a waiting period, or that institutions can refuse 

abortions, may provide an incentive for women to make appointments quicker once they know 
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they are pregnant. Given anecdotal evidence7 and general public misunderstanding of abortion 

laws (Stone and Waszak 1992), however, I feel that this is unlikely.  

In terms of the individual characteristics of women who have abortions, like previous 

research, poor women present for abortion significantly later than non-poor women (Finer et al 

2006; Drey et al 2006), confirming other scholars who found that difficulty in paying for 

abortions is associated with later abortions (Janiak et al 2014; Drey et al 2006). This paper 

confirms previous research that has found differences in abortion timing by education, race, as 

well as by age (Williams and Sternhal 2010; Jones and Finer 2012). This paper also finds that 

religious attendance, like other health behaviors, is associated with better health outcomes (i.e. 

earlier abortions), and that being native born is associated with later abortions.  

Regarding the association of institutions being able to refuse abortions and abortion 

timing, all but three states (New York, Alabama, West Virginia) have this law, and 80 percent of 

the women in the sample from those three states had their abortions in New York. There is also a 

federal law protecting any individual or entity that receives federal funds from providing 

abortions if it is against their moral or religious beliefs (NARAL 2015). In effect, therefore, 

medical providers in all 50 states have this protection despite it being a state law in only 47 

states. The average number of weeks pregnant of women who have abortions in New York, 

Alabama, and West Virginia are later than the pooled sample. It is possible the mean gestational 

age of these three states could create an unexpected pull on the coefficient. As a sensitivity test in 

results not shown, I performed regressions excluding respondents who received their abortions in 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
!

7 Anecdotal evidence comes from conversations with administrators at an abortion clinic and a lawyer who performs 
pro bono work for minors seeking abortions in Houston, Texas. When clients are told that there is a waiting period 
or other restrictions surrounding abortions, they are often surprised. 
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New York, Alabama, and West Virginia and found the same overall estimates as the full pooled 

model. Additionally, I performed separate regressions on the full sample that included dummy 

variables for New York, Alabama, and West Virginia. Although the number of respondents from 

Alabama and West Virginia was not high enough to perform the full regressions, the results from 

New York showed that the association between predicted abortion timing and having an abortion 

performed in New York was the inverse of the institutions refuse coefficient.   

Although my paper expands the current knowledge on abortion access and timing, there 

are several weaknesses that need to be addressed. First, I am not able to test at which step in the 

abortion seeking process women are delayed as well as why exactly delays are more likely to 

occur among certain groups. The delays associated with demographic and socioeconomic 

variables may be because those are women less likely to know they are pregnant early on in their 

pregnancy (Foster et al 2008). Second, weeks pregnant was self-reported, and previous research 

has shown that self-reports are often inaccurate. However, ultrasounds or sonograms are 

performed as part of standard pre-abortion care, and the type and cost of an abortion is dependent 

upon how many weeks pregnant a woman is (Weitz 2013). Because the survey was administered 

as women were about to have abortions, it is likely that they had already completed their 

ultrasounds, were aware of the type of procedure they would undergo, and therefore knew how 

many weeks pregnant they were. Third, because this is a survey of women obtaining abortions, 

women who attempted to have abortions but were unable to afford them, were passed the legal 

limit and were prohibited from receiving an abortion, or obtained an illegal abortion never took 

the survey and thus are not included in analysis. Finally, although women in the sample varied 

between having abortions at four weeks and 24 weeks, the majority of abortions occurred within 

a much smaller range, with 50 percent of abortions occurring between six and ten weeks. This 
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makes many of the coefficients in the regression models appear very small. However, it’s 

important to remember that the final estimates of abortion timing are cumulative of the 

individual associations.  

No other previous research that I am aware of looks at the differential relationships of 

abortion laws on abortion timing by whether or not the women seeking the abortion is poor and 

her racial identification. This paper shows that not only does the relationship between state laws 

and abortion timing vary based on a woman’s poverty status and race, but the associations of 

abortion timing with demographics, socioeconomic characteristics, and social support variables 

vary as well. This paper highlights the importance of economic resources and race in accessing 

timely care, particularly when that care is heavily regulated by the government. It also 

contributes to literature on how socioeconomic status and race is associated with reproductive 

health care use, as well as general health care use. These findings dovetail with previous work 

that has found that income rather than education is the most effective resource in slowing (or in 

this case stopping) the progression of health problems as well as broader literature that shows 

how black women’s health care and status is often worse than white women’s, regardless of 

socioeconomic status (Herd et al 2007; Williams and Sternthal 2010).  

The data for this paper comes from a survey in 2008, prior to many of the laws on 

abortion that have been recently enacted at the state level (Guttmacher Institute 2014). Future 

research should study the effects of abortion timing under these new laws, as well as look at how 

state laws affect abortion timing at each step in the abortion process. The controversy 

surrounding abortion in the United States continues, and it seems unlikely that the rising tide of 

state laws designed to limited access to abortion will abate anytime soon. As such, scholars 
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would do well to examine how these laws relate to abortion use and timing among diverse 

groups of women. 
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Table 1: Sample Characteristics, Mean (Standard Error) and Percent Values 

 
Pooled 
Sample 

Poor 
Sample 

Non-Poor 
Sample 

White 
Sample Black Sample Hispanic 

Sample 
Weeks pregnant at time of abortion 8.4 (.03) 8.6 (.04) 8.0 (.06)*** 8.3 (.05) 8.9 (.07)*** 8.4 (.07) 
Demographic Characteristics       
Age 26.1 (.07) 25.5 (.08) 27.5 (.12)*** 26.3 (.11) 25.7 (.11)*** 26.0 (.14) 
Race       
   White 38.8 33.9 49.1*** -- -- -- 
   Black 29.7 32.7 23.2*** -- -- -- 
   Hispanic 22.5 25.1 17.1*** -- -- -- 
   Other 9.0 8.3 10.6*** -- -- -- 
Parity 1.25 (.02) 1.4 (.02) .87 (.02) *** 1.0 (.02) 1.5 (.03)*** 1.4 (.04)*** 
Born in U.S. 84.3 83.8 85.4* 96.1 92.1*** 66.8*** 
Socioeconomic Status        
Education       
   Less than high school 13.1 17.9 2.8*** 9.3 11.2*** 23.2*** 
   High school or GED 30.3 35.7 19.0*** 29.0 34.6*** 28.9*** 
   Some college 39.0 37.2 42.7*** 40.9 40.0*** 35.9*** 
   College or more 17.6 9.2 35.5*** 20.7 14.6*** 11.9*** 
Percent of Federal Poverty Line 173.0 (1.48) 96.0 (.59) 336.4 (2.24) 202.8 (2.57) 146.9 (2.29)*** 146.8 (2.80)*** 
Social Support Characteristics       
Distance travelled       
   Less than 25 miles 66.9 67.1 66.5 55.2 71.5*** 77.6*** 
   Between 25 and 50 miles 14.8 14.2 16.0 19.1 10.5*** 14.1*** 
   Between 50 and 100 miles 10.9 11.1 10.3 15.5 10.8*** 4.9*** 
   Between 100 and 400 miles 7.4 7.6 7.1 10.2 7.2*** 3.4*** 
Support from partner       
   Unsure 13.9 14.7 12.3*** 13.2 11.4*** 19.6 
   Supportive 68.0 65.3 73.7*** 72.0 65.5*** 62.5 
   Neither 4.1 4.5 3.3*** 3.9 4.2*** 4.5 
   Unsupportive 8.2 8.7 7.1*** 5.6 12.0*** 8.0 
   He doesn’t know 5.7 6.8 3.5*** 5.3 6.8*** 5.4 
Cohabit with partner 44.7 42.9 48.5*** 44.8 38.7*** 47.0 
Freq of religious service attendance 4.0 (.01) 4.0 (.02) 3.9 (.02) 4.3 (.02) 3.5 (.02)*** 4.0 (.03)*** 
Mind made up at time of 
appointment 91.9 91.8 92.2 92.3 92.6 91.1 

Number of stressful life events 1.1 (.01) 1.2 (.02) .8 (.02) *** 1.1 (.02) 1.1 (.02) .99 (.03)*** 
State Laws       
Waiting period 40.8 41.9 38.4** 45.7 49.6** 28.3*** 
In person counselling 8.8 9.2 8.0 12.1 9.6** 3.2*** 
Written counselling  61.0 61.9 59.3* 61.6 54.8*** 69.1*** 
Medicaid does not pay 53.7 53.5 54.2 60.3 59.0 43.6*** 
Offered opp. to view ultrasound 8.4 8.8 7.6* 10.4 12.6** 1.5**** 
Performed by physician 80.4 80.0 81.2 78.5 82.1*** 80.5 
Performed in hospital post 12-14 
weeks 16.8 16.8 16.8 19.5 19.1 10.3*** 

Institutions can refuse to provide 
abortions 85.0 84.3 86.5** 87.3 78.9*** 86.1 

Sample size 8,282 5,628 2,654 3,211 2,456 1,866 
***p < .001, **p < .01, *p < .05 (two-tailed t-test compared to poor and white samples)
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Table 2: Nested regressions predicting weeks pregnant at time of abortion for pooled sample 

***p < .001, **p < .01, *p < .05 (two-tailed t-test) 

 Model 1 Model 2 Model 3 Model 4 
Demographic Characteristics     
Age -0.012  -0.016* -0.016* 
Race (ref: white)     
   Black 0.614***  0.549*** 0.549*** 
   Hispanic 0.185  0.176 0.192 
   Other 0.094  0.062 0.063 
Parity 0.007  0.021 0.022 
Born in US 0.545***  0.558*** 0.556*** 
Socioeconomic Status     
Education (ref: less than high school)     
   High school -0.270*  -0.193 -0.192 
   Some college -0.574***  -0.503** -0.506** 
   College or more -0.902***  -0.812*** -0.808*** 
% of federal poverty level -0.001*  -0.001* -0.001 
Social Support Characteristics     
Distance (ref: less than 25 miles)     
   Between 25 and 50 0.252  0.329* 0.324* 
   Between 50 and 100 0.291  0.358* 0.359* 
   More than 100 0.488***  0.600*** 0.588*** 
Support from partner (ref: unsure)     
   Supportive -0.230*  -0.224* -0.229* 
   Neither 0.143  0.158 0.153 
   Unsupportive 0.194  0.231 0.233 
   He doesn't know 0.507*  0.493* 0.488* 
Cohabit with partner 0.199*  0.173 0.171* 
Attend church 0.113*  0.086* 0.087* 
Mind made up at time of appointment -0.319*  -0.274* -0.279* 
Number of stressful life events 0.178***  0.180*** 0.180*** 
Laws     
Waiting period  -0.214 -0.430** -0.741** 
In person counselling  0.899*** 0.878** 0.678* 
Written counselling  0.135 0.225 0.123 
Medicaid does not pay  -0.418** -0.404** -0.075 
Offered opportunity to view ultrasound  0.577* 0.477 0.576* 
Performed by physician  0.220 0.171 0.290 
Performed in hospital post 12 or 14 weeks  0.199 0.210 0.393 
Institutions can refuse to provide abortions  -1.158*** -1.026*** -1.279*** 
Interactions     
Poverty rate x Waiting period    0.002* 
Poverty rate x In person counselling    0.001* 
Poverty rate x Counselling written    0.001 
Poverty rate x Medicaid not pay    -0.002* 
Poverty rate x Offered opportunity to view ultrasound    -0.001 
Poverty rate x Performed by physician rate    -0.001 
Poverty rate x Performed in hospital post 12/14 weeks    -0.001 
Poverty rate x Institutions can refuse to perform abortions    0.001 
Constant 8.240*** 9.311*** 9.130*** 9.254*** 
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Table 3: Full and interaction models predicting weeks pregnant at time of abortion for white, black, and 
Hispanic samples 

 
 Model 1 Model 2 
 White Black Hispanic White Black Hispanic 
Demographic Characteristics       
Age -0.005 -0.040* -0.010 -0.005 -0.040* -0.009 
Parity -0.017 0.111 -0.036 -0.019 0.118 -0.035 
Born in U.S. 0.350 0.664* 0.511* 0.356 0.651* 0.504* 
Socioeconomic Status        
Education (ref: less than high school)       
   High school -0.426* -0.040 -0.175 -0.424* -0.025 -0.193 
   Some college -0.569** -0.470* -0.506 -0.567** -0.456* -0.509 
   College or more -1.037*** -0.650* -0.711 -1.020*** -0.631* -0.724 
% of federal poverty level -0.001 -0.001 -0.001 -0.001* -0.004** 0.000 
Social Support Characteristics       
Distance (ref: less than 25 miles)       
   Between 25 and 50 0.063 0.778* 0.303 0.063 0.761* 0.314 
   Between 50 and 100 0.260 0.288 0.554 0.267 0.270 0.552 
   More than 100 0.448* 0.539* 0.907* 0.431* 0.531* 0.947* 
Support from partner (ref: unsure)      
   Supportive -0.275 -0.161 -0.248 -0.289 -0.183 -0.233 
   Neither -0.203 0.387 0.181 -0.219 0.372 0.239 
   Unsupportive 0.115 0.429* 0.028 0.109 0.394 0.054 
   He doesn't know 0.551 0.672 0.055 0.546 0.641 0.070 
Cohabit with partner 0.209 0.047 0.242 0.216 0.033 0.251 
Attend church -0.015 0.139* 0.104 -0.018 0.140* 0.111 
Mind made up at time of appointment -0.232 -0.137 -0.492 -0.244 -0.145 -0.544 
Number of stressful life events 0.162** 0.126* 0.221*** 0.159* 0.120* 0.219*** 
Laws       
Waiting period -0.264 -0.918* -0.348** -0.508** -1.080 -0.769*** 
In person counselling 0.883** 0.885** 1.350** 0.722 0.280 2.025*** 
Written counselling 0.344* 0.123 0.056 0.256 -0.062 0.138 
Medicaid does not pay -0.478** -0.304 -0.392** 0.001 0.033 -0.324* 
Offered opportunity to view ultrasound 0.527 0.626* 0.316 0.876 0.391 0.223 
Performed by physician -0.192 0.700* 1.037* -0.335 0.240 1.809** 
Performed in hospital post 12 or 14 weeks 0.156 0.224 -0.015 0.408 0.430 -0.320 
Institutions can refuse to provide abortions -0.691** -1.268*** -1.919*** -0.878*** -1.167*** -2.391*** 
Interactions       
Poverty rate x Waiting period    0.001 0.001 0.002*** 
Poverty rate x In person counselling    0.001 0.005* -0.004* 
Poverty rate x Counselling written    0.001 0.001 -0.001 
Poverty rate x Medicaid not pay    -0.002** -0.002 0.000 
Poverty rate x Offered opportunity to view ultrasound  -0.002 0.002 0.001 
Poverty rate x Performed by physician    0.001 0.003 -0.006*** 
Poverty rate x Performed in hospital post 12/14 weeks  -0.001 -0.001 0.001 
Poverty rate x Institutions can refuse to perform abortions  0.001 -0.001 0.004* 
Constant 9.632*** 9.703*** 9.489*** 9.764*** 10.063*** 9.319*** 
***p<.001, **p<.01, *p<.05 (two tailed t-test; Bolded coefficients are significantly different from white samples. 
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Figure 1: Predicted Weeks Pregnant at Abortion by Poverty Rate and Waiting 
Period (adjusted) 

 

 
Figure 2: Predicted Weeks Pregnant at Abortion by Poverty Rate and In Person 
Counseling (adjusted) 
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Figure 3: Predicted Weeks Pregnant at Abortion by Poverty Rate and Medicaid 
Paying (adjusted)+
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