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To: MARCY WILDER 

Date: December 18, 2000. 

Telephone: Fax: 690-7998 

From: Heather Howard 

Telephone: 456-7263 Fax: 456-2878 

Subject: E.O. on Emergency Contraception 

Pages: 

Comments: 

(Including this cover sheet) 

Marcy - here's what I got from NARAL. Let iTie know what you think. 

SECOND FLOOR WEST WING • WASHINGTON, DC 20502 
TELEPHONE (202) 456-7263 • FACSIMILE 456-2878 
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NARAL 
Reproductive Fn-cc/ow & Choi a 

Memorandum 
To: Bruce Reed, Assistant to tiie President and Director of the Domestic Policy Council 

Ann O'Leary, Special Assistant to tiie President for Domestic Policy 
^ Heattier Howard, Associate Director of Domestic Policy 

From: Betsy Cavendish, VP NARAL Foundation, Legal Director 
Allison Herwitt, Director of Government Relations 

Date: November 20, 2000 
Re: Executive Order Regarding Emergency Contraception for Rape Victims 

Thanl< you for your interest in promulgating an Executive Order providing that rape 
victims be offered emergency contraception in the emergency rooms of hospitals 
receiving federal funds. We have attached some materials in support of this 
proposal. 

More broadly, NARAL has been so grateful for the President's support of reproductive 
rights, demonstrated at the outset of his administration by the signing of five pro-
choice Executive Orders. It is only fitting that the administration issue at least one 
more pro-choice Executive Order as a legacy document. We think that this proposal 
is appropriate for several reasons: 

^ First, part of being pro-choice is being pro-contraception. This Executive 
Order would locate the president's support for abortion rights in the larger 
context that he himself espouses, in that abortion will be more rare as 
contraception is more accessible. 

^ Second, wider information about and access to emergency contraception is 
the single best way to reduce unintended pregnancy. Thus, by issuing this 
Executive Order, the President would shine a spotlight on the promise of 
emergency contraception and the effect of the Order would be far broader 
than the help it would provide to women victimized by rape. 

^ Third, while in principle NARAL supports much more robust measures to 
expand access to emergency contraception through the Title X program, this 
Executive Order would pose no danger to the Title X program, a frequent --̂ l̂iri- 700 

1 \ % i?ih Sirrei. iWV 

Wasliinjjion, DC 20(103 
2(0 9"3 ?000 target of anti-choice animus in Congress. 

^ Finally, should Congress try to undo this Executive Order as it has so many of lia Wi i;« 
the President's pro-choice Executive Orders, it would expose the opponents' 

IOi)M \\'''cs[ Pico Doulcvarcl 

radical agenda to deny women vital health information and contraception. 
Suite 100 
l.os ArificlM, CA 9006-1 
.MO 23^1 2m 

If you have any further questions about this matter, we would be glad to assist. 310 23-1 Mô fax 
Allison's direct line is 973-3003 and Betsy's is 973-3012. She is reachable the rest of l i t i p : , ' / \ \ -ww.nnra l . t ' r i ; 

the week at I TZZZ. I ^ , 1 n=,n,ift n.,-,>i.ori; 
P6/(b)(6) 



1 
NARAL 
Reproductive Freedom & Choice 

Memorandum 

To: Interested Parties 
From: NARAL Legal Department 
Date: November 2000 
Re: Requiring hospitals to provide emergency contraception to 

rape survivors 

Few Americans are aware that, in emergency situations, contraceptive 
methods are available that can prevent pregnancy after sexual 
intercourse. Emergency contraception may be used when contraceptive 
methods fail or when women are sexually assaulted. Emergency 
contraceptive pills (ECPs) - the most commonly used method of 
emergency contraception - are ordinary birth control pills that reduce a 
woman's chance of becoming pregnant by 75 to 89 percent when a 
specific dose is taken within 72 hours of unprotected sex and a second 
dose is taken 12 hours after the first dose. ECPs do not cause abortion; 
rather, they inhibit ovulation, fertilization or implantation before a 
pregnancy occurs. 

Emergency contraception is a safe and effective way to prevent 
unintended pregnancy and reduce the need for abortion. When a woman 
is raped, emergency contraception can be an important tool to help her 
avoid the additional trauma of an unwanted pregnancy by the rapist. 
Emergency contraception should be hospitals' standard of care for 
treating survivors of sexual assault. 

Why Requiring Hospitals to Provide Emergency Contraception to Rape 
Survivors is Necessary 

• Over 300,000 women are raped in the U.S. each year.^ 

• Each year, over 32,000 women become pregnant as a result of rape 
and approximately 50 percent of these pregnancies end in abortion.^ 
Emergency contraception is not only a safe and effective method to 
prevent unwanted pregnancy, but it also can empower women who 

1156 15ch Screet, NW 
Suite 700 
Washington, DC 20005 
202 973 3000 
202 973 3096 fax 

1095 1 West Pico Boulevatd 
Suite 100 
Los Angeles, CA 90064 
310 234 2805 
310 234 8806 lax 

littp://www. naral.org 
naral@naral.org 



I 
have been raped with a sense of control and provide an important way to help 
them to cope wi th the trauma of sexual assault. 

• Very few women know about emergency contraception. A national survey 
found that only one in ten women aged 18-44 have heard of and know the key 
facts critical to using emergency contraceptive pills.^ Unless hospitals inform 
women of the option to use emergency contraception, women are unlikely to 
know enough to ask for the treatment. 

• Standards of emergency care established by the American Medical Association 
(AMA) require that rape survivors be counseled about their risk of pregnancy 
and offered emergency contraception.* 

• Despite these facts, recent studies have found that many hospitals do not 
provide emergency contraception to women requesting it, even to women who 
have been sexually assaulted. For example: 

> Only half of all Minnesota hospitals provide emergency contraception to 
rape survivors.^ 

> Nearly one in three New York hospitals fail to offer emergency 
contraception to rape survivors, and an additional 23 percent have no clear 
policy on the issue.® 

> In Pennsylvania, two-thirds of the general hospitals in the state do not 
provide emergency contraception to survivors of sexual assault.^ 

> Nationwide, 82 percent of Catholic hospitals do not provide emergency 
contraception to women who have been raped.^ 

> In 1995, 14 Catholic hospitals in Chicago treated 1004 rape victims but 
refused to offer them emergency contraceptive pills.^ 

Requiring hospitals to provide emergency contraception to rape survivors would 
rectify the current gap in emergency care and ensure that women who have been 
raped have access to every available means to protect their health and well-being. 
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Notes 

' This estimate is limited to women 18 years or older and is not based on whether the rape is 
reported. Patricia Tjaden and Nancy Thoennes, "Prevalence, Incidence, and Consequences of 
Violence Against Women: Findings from the National Violence Against Women Survey," Research in 
flr/e/(Washington, DC: U.S. Department of Justice, National Institute of Justice, Nov. 1998, NCJ 
1728371,4 <http://ncjrs.org/pdffiles/172837.pdf> (8/22/00). 

^ Melisa M. Holmes, Heidi S. Resnick, Dean G. Kilpatrick, and Connie L. Best, "Rape-Related 
Pregnancy: Estimates and Descriptive Characteristics from a National Sample of Women," American 
Journal of Obstetrics and Gynecology, vol. 175, no. 2 (Aug. 1996): 322. 
^ Kaiser Family Foundation, Emergency Contraception: Is the Secret Getting Out?, Summary of 
Findings (CA: KFF, 1997), 7-8. 

" American Medical Association, "Strategies for the Treatment and Prevention of Sexual Assault" 
(1995), 18. 

^ Minnesota NARAL Foundation, "Access in Crisis: The Continuing Decline of Hospital-Based 
Emergency Contraceptive Services in the State of Minnesota" (2000), 7. 
® New York State Affiliate of the National Abortion and Reproductive Rights Action League 
Foundation, "Preventing Pregnancy After Rape: Does Your Hospital Provide Emergency 
Contraception to Rape Survivors?" (Dec. 1999), 9-11. 

^ Rebecca Simons, "Emergency Contraception for Sexual Assault Survivors: A Survey of Hospital 
Emergency Rooms in Pennsylvania," (Clara Bell Duvall Education Fund, May 2000). 
* Catholics for a Free Choice, Catholic Health Restrictions Updated (Washington, D.C: Catholics for 
a Free Choice, 1999), 7. 

^ Miriam Berg, "In Merger, Catholic Hospital Can Compromise," New York Times, Oct. 19, 1997, 
Sec. 4, p. 14. 
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NARAL 
Reproductive Freedom & Choice 

EMERGENCY CONTRACEPTION: AN IMPORTANT AND 
UNDERUTILIZED CONTRACEPTIVE OPTION 

Emergency contraceptive pills (ECPs), the most commonly used method of 
emergency contraception, are ordinary birth control pills that reduce a 
woman's chance of becoming pregnant by 75 to 89 percent when a specific 
dose is taken within 72 hours of unprotected sex and a second dose is taken 
12 hours after the first dose. ECPs do not cause abortion; rather, they inhibit 
ovulation, fertilization or implantation before a pregnancy occurs. ECPs do 
not disrupt an established pregnancy. 

GREATER USE OF ECPs WILL IMPROVE REPRODUCTIVE HEALTH AND 
REDUCE ABORTION 
• Increased use of ECPs could reduce the number of unintended 

pregnancies and abortions by half annually. 

BARRIERS TO ACCESS 
• Eighty-two percent of Catholic hospitals do not provide emergency 

contraception even to women who have been raped, although in cases of 
sexual assault, the Catholic Church permits using medication to prevent 
pregnancy. 

• Sixteen states have laws that permit health care facilities, health care 
professionals, or other individuals to refuse to provide contraception or 
family planning, which may include emergency contraception. 

EDUCATION AND DIRECT DISTRIBUTION BY PHARMACISTS WILL 
INCREASE ACCESS TO AND USE OF EMERGENCY CONTRACEPTION 
• Only one percent of women aged 18-44 have used ECPs, and 89 percent 

have not heard of or do not know the key facts critical to use of the pills. 
• One survey found that 37 percent of New York City pharmacists knew 

nothing about emergency contraception or provided only incorrect 
information about emergency contraception. 

• A Washington state project enabled women to receive ECPs directly from 
pharmacists. In 16 months, ECPs were provided to nearly 12,000 women, 
preventing an estimated 700 unplanned pregnancies and 350 abortions. 

DO SOMETHING! Call 1-877-YOU-DECIDE (1-877-968-3324) or log-on to 
www.naral.org. 

For a complete fact sheet on Emergency Contraception, please contact the NARAL 
Information Line at (202) 973-3018. 

1156 15th Street, N W 

Suite 700 

Washington, DC 20005 

202 973 3000 

202 973 3096 fax 

1095 I West Pico Boulevard 

Suite 100 

Los Aiigeles, CA 9006^! 

310 23^1 2805 

310 234 8806 fax 

http://www.naral.org 

naral@naral.org 
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NARAL 
Reproductive. Freedom & Choice 

EMERGENCY CONTRACEPTION: AN IMPORTANT AND 
UNDERUTILIZED CONTRACEPTIVE OPTION 

Emergency contraception is often called "the nation's best-kept secret̂ ' because few 
Americans are aware that, in emergency situations, contraceptive methods are 
available that can prevent pregnancy after sexual intercourse. Emergency 
contraception may be used when contraceptive methods fail,' are misused or not used 
at all, and when women are sexually assaulted. Although emergency contraceptive 
methods are not a substitute for ongoing contraceptive use and do not protect against 
the transmission of sexually transmitted diseases, these important and underutilized 
contraceptive options can reduce unintended pregnancy and the need for abortion. 
American women should have broader access to a full range of contraceptive services, 
including postcoital emergency methods. 

Emergency contraceptive pills (ECPs) are the most commonly used method of 
emergency contraception. ECPs are ordinary birth control pills that reduce a woman's 
chance of becoming pregnant by 75 to 89 percent when a specific dose is taken within 
72 hours of unprotected sex and a second dose is taken 12 hours after the first dose.̂  
ECPs do not cause abortion; rather, they inhibit ovulation, fertilization or 
implantation before a pregnancy occurs.̂  The FDA has approved the Gynetics 
Incorporated's PREVEN Emergency Contraceplion Kit, which became available, via 
prescription, in October of 1998.' In July of 1999, the FDA approved another ECP 
called Plan B developed by the Women's Capital Corporation.' The copper-T 
intrauterine device can also be used as an emergency contraceptive.'' 

Greater Use of Emergency Contraception Will Improve Reproductive Health 

Estimates show that increased use of ECPs could reduce the number of 
unintended pregnancies and abortions by half annually.' Lack of access to 
emergency contraception may contribute to higher rates of unplanned 
pregnancy in the U.S. compared to countries where emergency contraception 
is widely available.̂  

A study of women who had used ECPs found that 91 percent were very 
satisfied or somewhat satisfied with the ECPs, and 97 percent would 
recommend ECPs to a friend or family member.' 

1156 15 th Street, N W 
Suite 700 
Washington, DC 20005 
202 973 3000 
202 973 3096 fax 

10951 West Pico Boulevard 
Suite 100 
Los Angeles, CA 9006'i 
310 234 2805 
3 10 234 8806 fax 
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• Emergency contraception is cost-effective in preventing unintended pregnancy. 
Estimates show that in a managed care setting, a single treatment of ECPs saves $142; 
and advance provision of ECPs to women using spermicides, periodic abstinence, barrier 
contraceptives or withdrawal saves $263 to $498 annually.'" 

• The need for emergency contraception can bring women, and young women in particular, 
into family planning centers, where they can receive other health care services and 
counseling. For those who remain sexually active, emergency contraception provides a 
bridge to ongoing contraception and disease prevention." 

Barriers to Access 

Despite the promise of using ECPs to reduce imintended pregnancy, efforts to limit access to 
them have been significant. Much of the opposition to ECPs arises from the mistaken belief that 
ECPs cause abortion. ECPs, however, do not disrupt an established pregnancy, which begins 
with implantation of the fertilized egg in the uterine lining. Rather, ECPs delay or inhibit 
ovulation or implantation prior to pregnancy and therefore, do not cause abortion. Nevertheless, 
consider the following: 

• Eighty-two percent of Catholic hospitals do not provide emergency contraception even to 
women who have been raped, although the Catholic Church permits, in cases of sexual 
assault, using medication to prevent ovulation, sperm capacitation, or fertilization before 
conception.'̂  A study conducted by NARAL of New York found that more than one-half 
of non-Catholic hospitals in New York have no clear policy of providing rape survivors 
with emergency contraception. Twenty-four percent of non-Catholic hospitals in New 
York do not provide emergency contraception to rape survivors.''' 

• Fewer than 10 percent of Missouri hospitals provide emergency contraception, according 
to the preliminary results of a survey conducted by Missouri NARAL. A study by 
Wyoming NARAL found that only one-third of responding hospitals and clinics in 
Wyoming provide emergency contraception.''' 

• Twenty percent of family planning coordinators of Title X grantees in Michigan believe 
that "ECPs are primarily an abortion-inducing agent." In explaining why their family 
planning programs did not provide ECPs, several respondents cited politics and the 
debate over abortion.'̂  

• Wal-Mart, one of the nation's largest drug distributors, refused to carry PREVEN, but 
later issued a policy requiring pharmacists who object to dispensing ECPs to find 
someone who will."^ A study conducted by NARAL New Mexico/Right to Choose found 
that nearly 15 percent of New Mexico pharmacists would not fill prescriptions for 
ECPs." 
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• A 1998 South Dakota law permits pharmacists to refuse to dispense medication if there is 
reason to believe it would be used to "destroy an unborn child," which includes a human 
organism from fertilization until birth.'^ In 1999, five states (IN, KS, LA, OR, WI) 
introduced legislation to allow pharmacists to refuse to provide certain medicines, 
including ECPs." 

Sixteen states (AR, CO, FL, GA, IL, ME, MA, MN, NJ, NY, OR, TN, VA, WV, WI, 
WY) have laws that permit health care facilities, health care professionals, or other 
individuals to refiase to provide contraception or family planning, which may include 
emergency contraception."" 

• In 1999, North Carolina enacted a contraceptive coverage bill specifically excluding 
coverage for PREVEN or any equivalent drug.-' Seven states (CA, CT, HI, ME, MD, 
NV, NC) with contraceptive coverage laws permit employers and/or insurers to refijse, on 
moral or religious grounds, to cover contraception, which includes emergency 
contraception." 

Public and Professional Education Will Improve Access and Increase Use of Emergency 
Contraception 

• Only one percent of women aged 18-44 have used ECPs, and 89 percent of women aged 
18-44 have not heard of or do not know the key facts critical to use of the pills.̂ "" 

• Although nearly 100 percent of obstetrician-gynecologists believe ECPs are safe and 
effective, only 24 percent prescribe them on a regular basis (more than five times a 
year).̂ '' This low prescription rate may be due to the fact that clinicians often lack 
adequate knowledge about emergency contraception, and therefore do not discuss it with 
patients during routine contraceptive counseling sessions. In addition, many patients are 
not aware of emergency contraception and do not ask that it be made available. To help 
reverse this trend, the American College of Obstetricians and Gynecologists (ACOG) and 
others are conducting a national physician education campaign supporting "women's right 
to know about all birth control methods" and encouraging doctors to discuss and 
prescribe emergency contraception when appropriate.̂ ' 

• One survey found that 37 percent of New York City pharmacists knew nothing or 
provided only incorrect information about emergency contraception.̂ '' 

• A national toll-free hotline (1-888-NOT-2-LATE) that provides information on 
emergency contraception and referrals to health care professionals who are able to 
prescribe it was inaugurated on February 14, 1996 by the Reproductive Health 
Technologies Project. The hotline has received 201,682 calls as of December 1999. 
Additionally, the emergency contraception website (http://www.not-2-late.com or 
http://opr.princeton.edu/ec/) has been visited 519,252 times as of October 1999." 
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• The Hawaii Health Department conducted a public service advertising campaign about 
emergency contraception in 1999. The ads directed listeners to contact the national toU-
ft-ee hotline or the state's family planning information line. The average number of calls 
to the family planning information line increased from eight to ten calls per day to 40 to 
50 calls per day during the month the radio spots aired.'̂ ^ 

Direct Distribution by Pharmacists Will Also Increase Access to and Use of Emergency 
Contraception 

• Although ECPs are typically available by prescription only, some state regulations permit 
pharmacists to dispense certain medications through a collaborative drug therapy 
agreement between a pharmacist and a physician or other prescriber.̂ ' In 1999, 
Washington state completed a two-year pilot project that enabled women to receive ECPs 
directly fi-om pharmacists. In 16 months, the program provided ECPs to nearly 12,000 
women, preventing an estimated 700 unplanned pregnancies and 350 abortions.̂ " The 
success of Washington's program prompted the Oregon Medical Association's House of 
Delegates to pass a resolution in April of 1999 to work with the Oregon Board of 
Pharmacy to establish a one-year pilot project to permit pharmacists to dispense the 
PREVEN Kit.^' In addition, in 1999, the California legislature considered a bill to allow 
pharmacists to initiate emergency contraception drug therapy under a collaborative 
agreement.̂ -

• • ECPs should be more readily available, such as direcdy through a pharmacist, because 
the need for ECPs can almost always be self-diagnosed, they are simple to use, the doses 
do not need to be adjusted to a woman's particular situation or medical condition, 
accidental overdoses are not dangerous, and it is doubtftil that the regimen constitutes a 
serious risk to any identifiable group of women." 

Conclusion 

Emergency contraception is an important but underutilized contraceptive option. Increasing 
access to emergency contraception will reduce unintended pregnancy and the need for abortion, 
and will improve women's reproductive health. Instead of restricting access to emergency 
contraception, policy makers should focus on better public education, professional education, and 
innovative programs to make emergency contraception more available. 

01/17/2000 
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NOTES: 

1. Nine in ten women at risk of unintended pregnancy use a contraceptive method. The Alan Guttmacher 
Institute (AGl), "Contraception Counts: State-by-State Information," Issues in Brief (Jan. 1998): 5. 

2. James Trussell, Charlotte Ellertson and Felicia Stewart, "The Effectiveness of the Yuzpe Regimen of 
Emergency Contraception," Family Piannmg Perspectives, vol. 28, no. 2 (Mar./Apr. 1996): 58, 64; 
Women's Capital Corporation, "A New Generation of Emergency Contraception Has Arrived," July 28, 
1999 (press release). 

3. Robert A. Hatcher et al., Emergency Contraception: The Nation's Best-Kept Secret (Atlanta: Bridging the 
Gap Communications, 1995), 29-30; Judy Peres, "Fears Keeping 'After Sex' Pill on Back Shelf," Chicago 
7>7*H«e, Feb. 14, 1996, A l . 

4. Food and Drug Administration (FDA), "FDA Approves Application for Preven Emergency Contraceptive 
Kit," Sept. 2, 1998 (talk paper). 

5. Plan B contains only levonorgestrei, a progestin. Women's Capital Corporation, "A New Generation of 
Emergency Contraception Has Arrived." PREVEN contains a combination of estrogen and progestin. 
Office of Population Research, Princeton University, Emergency Contraceptive Pills 
<http://opr.princeton.edu/ec/ecp.html> (1/7/2000). One study found that women using the progestin-only 
regimen were about one-third as likely to become pregnant, as compared to women using estrogen-
progestin ECPs. The study also found that 23% of women taking only progestin experienced nausea, 
whereas 51% of women using estrogen-progestin ECPs experienced nausea. Task Force on Postovulatory 
Methods of Fertility Regulation, "Randomised Controlled Trial of Levonorgestrei Versus the Yuzpe 
Regimen of Combined Oral Contraceptives for Emergency Contraception," The Lancet, vol. 352, no. 9126 
(Aug. 8, 1998): 428,430,431. 

6. The copper-T lUD is an effective method of emergency contraception that reduces the risk of pregnancy by 
99 percent. AGI, The Henry J. Kaiser Family Foundation (KFF) and National Press Foundation, 
"Emergency Contraception: All Talk, No Action?," Dec. 18, 1997 (Q & A factsheet), 1. The copper-T 
iUD may be inserted up to five days after intercourse or five days after ovulation, whichever is later. 
Office of Population Research, Princeton University, Copper-T IUD as Emergency Contraception 
<http://opr.princeton.edu/ec/eciud.html> (1/7/2000). 

7. Based on data from the 1980s, it is estimated that increased use of ECPs could reduce the number of 
unintended pregnancies by 1.7 million annually and the number of abortions by 800,000. James Trussell et 
al., "Emergency Contraceptive Pills: A Simple Proposal to Reduce Unintended Pregnancies," Family 
Planning Perspectives, vol. 24, no. 6 (Nov./Dec. 1992): 269-70. 

8. Richard A. Grossman and Bryan D. Grossman, "How Frequently Is Emergency Contraception Prescribed?" 
Family Planning Perspectives, vol. 26, no. 6 (Nov./Dec. 1994): 270-71. A 1998 publication concluded 
that 33 million U.S. women were at risk of unintended pregnancy. AGI, "Contraceptive Services," Facts In 
Brief (Jan. 1998): 1. 

9. S. Marie Harvey et al., "Women's Experience and Satisfaction with Emergency Contraception," Family 
Planning Perspectives, vol. 31, no. 5 (Sept./Oct. 1999): 240. 

10. James Trussell et al., "Preventing Unintended Pregnancy: The Cost-Effectiveness of Three Methods of 
Emergency Contraception," American Journal of Public Health, vol. 87, no. 6 (June 1997): 932, 934-35. 

11. Reproductive Health Technologies Project (RHTP), "Emergency Contraception Hotline, Questions and 
Answers," Aug. 1996 (factsheet), 10. 
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NARAL 
Reproductive Freedom & Choice 

EMERGENCY CONTRACEPTIVE PILLS SHOULD BE 
AVAILABLE OVER-THE-COUNTER 

Emergency contraceptive pills (ECPs) are ordinary birth control pills that 
significantly decrease a woman's chance of becoming pregnant when 
administered within 72 hours of unprotected sex.^ Estimates show that 
increased use of ECPs could reduce the number of unintended pregnancies 
and abortions by half annually.^ In recent years, the FDA has approved two 
types of ECPs - the PREVEN Emergency Contraception Kit and Plan B -
both of which are available by prescription.^ 

Currently, ECPs can be difficult to obtain in a timely manner because women 
must obtain a prescription in order to use thenfi. For example, a woman faced 
with a broken condom on a Friday night, whose doctor's office is closed over 
the weekend, might have to wait until the following Monday - three days later 
- to obtain a prescription for ECPs. Women in rural areas may have to travel 
great distances to reach the nearest doctor or clinic, making a prescription 
within 72 hours of unprotected sex difficult, if not impossible to obtain. Even 
under less extreme circumstances, obtaining a prescription for ECPs can be 
problematic. A recent study ofthe Emergency Contraception Hotline (1-888-
N0T-2-LATE), a 24-hour, automated phone line that provides the names and 
telephone numbers of clinicians who prescribe ECPs in the caller's 
geographic area, found that even when calls to clinicians were made during 
business hours, only three out of every four attempts to obtain ECPs resulted 
in appointments or telephone prescriptions within 72 hours.'' Because ECPs 
are more effecfive the earlier they are used - and most effective within the 
first 12 hours of unprotected sex - t he obstacles associated with obtaining a 
prescription for ECPs pose a serious threat to women's health. 

Because ECPs are safe, effective, and easily self-administered, they are 
suitable for non-prescription (i.e. over-the-counter) availability. Making ECPs 
available over-the-counter would eliminate an unnecessary barrier to 
women's access to this important contraceptive option. 

1156 15th Streec, N W 
Suite 700 
Washington, DC 20005 
202 973 3000 
202 973 3096 fax 

10951 West Pico Boiilcvarcl 
Suite 100 
Los Angeles, OA 90064 
310 234 2805 
310 234 8806 fa.x 

http://www.naral.org 
naral@naral.org 



FDA CRITERIA FOR OVER-THE-COUNTER DRUGS 

To be approved by the FDA for over-the counter distribution, a drug must meet certain 
criteria: 

• the drug must be safe and effective; 
• taking the drug must be safe enough that medical supervision - and thus, a 

prescription - is not necessary to preserve public health due to the drug's 
toxicity, its potential for harmful side-effects, or its method of use; and 

• the drug must be simple enough to use that instructions on the drug's packaging 
are sufficient to ensure safe and correct self-medication. 

The FDA requires a prescription for drugs that, because of their toxicity, their potential 
for harmful side-effects, or their method of use, are not safe to use except under the 
supervision of a medical professional.^ ECPs meet the criteria for non-prescription 
status and can be safely marketed over-the-counter. 

ECPs ARE SAFE AND EFFECTIVE 

• Oral contraceptives, the same drugs found in ECPs, have been studied for three 
decades. They have been studied more extensively and have been found safer than 
most drugs in medicine. No serious medical consequences from an overdose of oral 
contraceptives have been reported.^ 

• ECPs are 75 to 89 percent effective when a specific dose is taken within 72 hours of 
unprotected sex and a second dose is taken 12 hours after the first dose. 

ECPs HAVE MINIMAL SHORT-TERM SIDE-EFFECTS 

• The most common side-effects of ECPs are nausea and vomiting; other side-effects 
include dizziness, fatigue, and headache. These short-term side effects are not 
serious and are easily manageable without medical supervision.^ 

• Long-term side-effects are unlikely given the very short duration of treatment.^^ 

• All of the side-effects of ECPs are less dangerous than either pregnancy or 
childbirth.""^ 

ECPs ARE EASY AND SAFE TO SELF-ADMINISTER 

. In a study of Scottish women who were given an advance supply of ECPs to keep at 
home, 98 percent ofthe women who used ECPs used them correctly, and none 
experienced serious adverse effects. 

• Women can diagnose their own need for ECPs; taking the drug involves simply 
swallowing pills. 

• The dosage and timing of ECP use are the same regardless of the individual 
characteristics ofthe woman. 

• No specific medical conditions preclude a woman's use of ECPs. In fact, the only 
contraindication to ECPs is pregnancy - not because ECPs can harm a pregnant 
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woman or a developing embryo, but because ECPs will not work once pregnancy 
begins. 

NON-PRESCRIPTION ACCESS TO ECPs DOES NOT DISCOURAGE ONGOING 
CONTRACEPTIVE USE 

• Claims that increased access to emergency contraception might encourage riskier 
sexual behavior or lead to less frequent use of other forms of contraception have not 
been supported by recent data. A Scotland study found that, compared to women 
who had to go through their doctors to obtain ECPs, women who had a supply of 
ECPs available at home did not differ in their use of other forms of contraception and 
were not more likely to use ECPs more frequently. In addition, 98 percent of the 
women reported that they did not take more risks as a result of having ECPs readily 
available. 

BETTER ACCESS TO ECPs WILL IMPROVE WOMEN'S HEALTH 

• Nearly 50 percent of pregnancies in the U.S. are unintended, and over half of those 
pregnancies end in abor t ion .An estimated one half of these unintended 
pregnancies and abortions could be prevented each year through wider use of 
ECPs.^' 

• Lack of access to emergency contracepfion may contribute to higher rates of 
unplanned pregnancy in the U.S. compared to countries where emergency 
contraception is widely available.^° Negative health outcomes - including delayed or 
inadequate prenatal care, increased likelihood of low birth weight and death in the 
first year of life, increased risk ofthe mother being physically abused, and economic 
hardship - are strongly associated with unintended pregnancy.^^ 

• ECPs are more effective the earlier they are used: delaying the first dose of ECPs 
more than 12 hours after unprotected sex increases a woman's chance of becoming 
pregnant by 50 percent. Thus, imrtiediate access to ECPs is crucial for maximizing 
effectiveness.^^ 

• By increasing women's contraceptive opfions, better access to ECPs will give 
women greater control over their reproductive lives. 

In short, ECPs have all of the characteristics of an over-the-counter drug: they are safe, 
effective, and simple to use; they are not associated with any serious or harmful side-
effects; they are not dangerous to women with particular medical conditions; and they 
do not lead to riskier behavior or less frequent use of other forms of contraception. 
ECPs have enormous potential to reduce unintended pregnancy and the need for 
abortion. In fact, wider access to and use of them is perhaps the single most promising 
avenue for reducing this country's high rate of unintended pregnancy. If women simply 
saw them in pharmacies, awareness of ECPs would increase tremendously. This could 
make a crucial difference to millions of women. However, without speedy and 
uncomplicated access to ECPs, women cannot take full advantage of this important 
contraceptive option. Making ECPs available over-the-counter would remove this 
barrier to access, and help to improve women's health. 

6/22/2000 
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I am faxing you two documents. One is an article written by Rachel Gold of AGI that 
discusses how "conscience clauses" in federal law have moved over time from religious 
exemptions for individuals and instituitions over abortion and steril^tion services to xxiore 
indirect fomis of involvement (sucHls insurance coverage) in a wdder array of services. The 
article contains a useful chart on conscience clauses in federal and state law. I ani also faxing 
you a NARAL document which I find very useful because it provides the legislative language 
for the various conscience clauses in federal law. You should see, in particular, the language 
for the Church amendment. 

Here is the bottom line: The Church amendment exempts individuals and institutions from 
providing abortion and sterilization on religious groxmds. Any exemption for institutions that 
object to contraception would be a significant expansion of federal law on the subject of 
conscientious objections. 
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special Analysis 

Refusing to Participate 
In Health Care: A 
Continuing Debate 
For nearly 30 yexxnt, policymakers have 
debated the circumstances in 'which it muy 
be appropriate for individuals and. institu­
tions involved in health care to refuse to 
particvpaie in aervices to which they object 
as a matter of conscience. The rise of man­
aged care and recent debates over mandat­
ing insurance coverage of contraception 
have brought into focus the many facets of 
this issue, including the rights and respon-
sibilicies of such corporate players as health 
plans and employers. 

By Rachel Benson Gold and Adam Sonfield 

Among the host of national wntroversies unleashed by 
the Supreme Court's Roe v. Wade decision is the issue 
of whiitlier individuals and instimtions should he per­
mitted to refuse to participate in health care services on 
the grounds of religious belief or moral objeotion. 
However, what had ori^nally presented itself as a mat-
ler involving individual clinicians and facilities iii ihe 
actual provision of abortion and sterilization procedures 
has broadened in clie nearly three decades since Roe to 
include a range of issues coneemin î more indirect 
forms of involvement in a wider array of services. The 
result is a complex and iaierrelated web of federal aud 
state laws and policies addressin4 the fundajncncsl 
questions of whose nonparticipation should be allowed 
and for what services (see chart). Some of these pubhc 
pohcy questions—especially as they pertain to the 
actual provision of medical care and, specificall\', the 
provi.sion of abortion and sterilization sendees—have 
not been actively debated in many years. Others, con­
cerning involvement less directly related to the hands-
on proN'ision of medical care and the breadth of allow, 
able reasons for noncomphance, remain highly 
controversial. What is certainly least developed, how­
ever, is a body of public policy addressing the otiier side 
nf the equation: the ability of individuals to obtain 
health care .services to which they are entitled, by law 
or under the terms of their insurance plan, in a system 
in which a range of key players are allowed to opt out. 

Consdence and Health Care Providers 

Within weeks of the Roe decision in 1973, Con.iircs.'; 
adopted legislation proposed by tiien-senaror ymnk 
Church (R-ID) that permits individual Viealtli care 
providers receiving federal funding or working for enti­
ties receiving such funding to refuse to perform oi- assist 
in performing abortions or sterilizations if these proce­
dures violate their religious beliefs or moral co^ '̂ictions, 
The provision also prohibits discrimination ag;iinsr 
health care providers because of their nonparticipa­
tion—or participation—in abortions or sterilizations. 

At least as related to abonion, states quickly enmlated, 
and expanded, the federal model. More than half the 
states adopted laws by the end of 1974, and currently, 
45 states allow health care providers—whether or not 
pubbe funds are involved—to refuse to panicipate in 
the delivery of abortion services. Only three of these 
swtes require providers to notify patients of their 
refusal. Moreover, while 39 states protect providers who 
refuse to participate io abortion from dLscrimination, 
only eight follow the federal law in also protecting those 
who do choose to participate. 

Several states apply these types of pro\1sions to other 
reproductive health services. Twelve states allow individu­
als to refuse to provide sterilization services, while 13 
states allow health, care providers, public employees or 
both to refuse to provide contraceptive services or infor­
mation related to contraception. (Trvo additional states 
have general provisions allovving providers to refuse to 
p3nicip.iT£ In any healtii care service.) 

In addition to allowing individuals to opt out, the fed-
eral Church amendment allows institutional health care 
providers, such as hospitals, receiving federal fimding to 
refuse to permit their facilide.s to be used for abortions 
or sterilizations if those procedures contravene the 
facihty's religious beliefs or moral comlctions. However, 
the law offers no criteria for determining when a health 
care faciUty—a corporate entity—appropriately may 
claim a religious or moral belief. 

Similar provisions allowing institutions to refuse to par­
ticipate in the dehvery of abortion services were 
adopted by 42 states, although, significantly, only a 
handful of these statutes mirror the federal provision by 
limiting the grounds for refusal to religious or moral 
beHefs. Moreover, five states specifically allow facilities 
to refuse to provide even advice and counseling about 
or refenal for abortion. And only seven require institu­
tions to notify the pubUc, through a posted public 
notice or directly to the patient, of their policy. 
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Federal and State Policies Allowing Nonparticipation in 
Reproducti've Health Care 
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Eleven states allow some or all facilities to refuse to pro­
vide Sterilization services, and seven states aUo«- diem to 
refuse to provide contraceptive services or information 
related to contraception. (Three addiUonal states have 
general provisions that cover all health care services.) 

Sparked in part by the Food and Drug Administration's 
approval in Sepiembcr 1998 of 'x^mergency contracep­
tion;" birth control pills packaged specifically for use 
within 72 hour of unprotected intercourse—«s well as by 
concems over the potential legabzation of assisted sui­
cide—some phammoists, and even some pharmacies and 
pharmacy chains, have begun to assert a right to refuse 
to fill certain prescriptions {TGR, Vol. 2, No. 3, June 
1999). In 1998, South Dakota enacted a law allowing 
pharmacists to refuse to fill prescriptions related to 
assisted suicide and euthanasia or to the destruction of 
"an unborn child"—defined under state statute to 
include a fertilized egg. Similar legislative proposals were 
seriously considered in four states in 1999, but none was 
adopted. However, many of the state laws allowing 
providers to refuse to provide contraception could be 
interpreted to apply to pharmacists or pharmacies. 

Coverage Mandates aad Plan Noncompliance 

Federal and state mandates tliat a specific package of ben­
efits be covered, and the rise of managed care, together 
and separately raise a series of thorny policy questions 
about the ciroumstanoe.s imder which healtii plans that 
pay for care, rather than provide it, should be permitted 
to opt out of covering .<;ervlces to which diey may object. 
In Medicaid, the joint federal-state insurance program for 
low-income Americans, the two issues are joined. 

Medicaid covers Si."? million women of reproductive age, 
almost all of whom now get their health care through 
some type of managed care arrangemeni. Family plan­
ning is one of the few services mandated by federal 
Medicaid hw, giving Medicaid recipients natiom\ide a 
legal entitlement to unfettered access to contraceptive 
servic-es and supphes. 

In an effort to ensure that access to family planning 
would not be impeded because individual providers, or 
even entire managed care plans, refuse to provide the 
care, the federal Medicaid statute was amended in the 
niid-l980s to allow managed care enroUees to obtain 
family planning services from the provider of their 
choice, even if outside theu- managed care plan. Tltis 
provision remains one of the few conscious attempts by 
policymakers to mitigate the impact of noncompliance 
on people seeking services. Because the individual states 
historically organized and operated their own Medicaid 
managed care systems, implementation of this provision 
wn.s kft to them (TGR, Vol. 1, No. 4, August 1998). 

States' latitude over their Medicaid managed care efforts 
was limited in 1997, when Congress, as part of far-
ranguig budget legislation, moved to establish the first 
uniAirrii national swndard.i for Mcdicjiid managed care. 
In so doing, Congress extended to Medicaid managed 
care enroUees key elements of a package of protections. 
iinown as the Consumers' BUI of Riglits and Responsi­
bilities, that had been developed by a presidential advi­
sory commission. A central component of this package 
is an "antigag provision," designed to preclude plans 
from prohibiting providers from, discussing treatment 
options not covered by the plan. 

When Congrejw extended the ontigag protection to 
Medicaid enroUees, however, it also added a provision 
allowing plans to refuse to cover counseling and referral 
services to which the plan has a religious or moral ol:>jec-
tion. While tliis provision applies only to counseling and 
referral and not the actual p^o '̂ision of services, advo­
cates were fearful of die impact on low-income women's 
reproductive health of such an invitation to decline to 
provide time-consuming counseling and referral services. 

Advocates also feared that the joining of the counseling 
and referral exemption to the antigag provision would 
be a precedent for subsequent extensions of the protec­
tions of the Consumers' Bill of Rights and 
Responsibilities to other groups of managed care 
enroUees. These fears quickly proved to be well 
founded. In 1998, Congress embarked on an effort to 
extend these consumer protections to privately insured 
Americans. iV<t the measure languished in the face of 
stiff opposition, an impatient Clinton administration 
used an executive order to extend the protections 
where it could, including to the nearly 300 plans partic-
ipathig ui the Federal Employees Health Benefits 
Program (FEHBP). Unfortunately, in doing so, the 
administration continued the pairing of the antigag aud 
noncompliance provisions. Whether that pairing will be 
continued at sucli time as Congress actually passes a 
consumer bill of rigliLS for privately insured Americans 
is now ver>' much an open question. 

The question of whether plans could refuse to comply 
with a federal mandate also surfaced when Congress in 
1998 took the historic step of mandating contraceptive 
coverage for federal employees and their dependents 
under the FEIIBR The final measure included a provi­
sion allowing noncompliance by five named religious 
health plans, as well as any other existing or future plan 
that objects on the basis of its "reUgious beliefs." 

Plan noncomphance with a contraceptive coverage 
mandate also has figured in state contraceptive cover­
age debates; a statute enacted in 1999 in Nevada, for 
example, exempts an insurer affiliated with a religious 
organization if it objects to such coverage on religious 
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grounds. At the same time, policymakers and plans 
ahî e have tried to find creative ways to mitigate the 
impact on enroUees. Under a 1999 Connecticut contra­
ceptive coverage mandate, for instance, a managed care 
plan that objects to providing such coverage may have a 
financial arrangement with a third party to pay for ser­
vices for enroUees, thereby keepmg tlie plan at arm's 
length from the actual payment for contraception while 
ensuring coverage for enroUees. Similar tactics, in fact, 
have been adopted quietly by religious plans across the 
country in order to participate either in Medicaid pro­
grams that require coverage of contraception and other 
reproductive health care or in a private marketplace 
when such heallh care is demanded by consumers 
{TGR, Vol. 1, No. 6, December 1998). 

Finally, broad-based managed care laws in at least four 
states (Ulinois, Pennsylvania, Texas and Washington) 
explicitly give plans a general riglit to refuse to pay for 
any health care service that is in violation of some stan­
dard of conscience, moral belief or religious conviction, 
(The noncomphance pro\islon in Washington is espe­
cially broad and also includes employers with "a reli-
^ous or moral tenet opposed to a specific .service.") In 
fact, such laws are not entirely new. A 1979 
Massachusetts statute allows ILMOs to refuse to pay for 
or provide referrals for abortions not necessary to pre­
vent the deadi of a woman, and several other long­
standing provisions relating to abortion or family plan­
ning are written so broadly that they could be 
construed to cover managed care organizations or other 
insurance provided. 

Employer Rights and Responsibilities 

Since most people in tliis country obuin in.suranoe for 
themselves and their dependents through the workplace, 
calls for contraceptive coverage mandates inevitably 
have sparked a debate over the circumstance in which 
employers might be allowed to refuse to comply. 

The Equity m Prescription insurance and Contraceptive 
Co\'erage Act (EPlCC), pending in both houses of 
Congress, would mandate conuaceptive coverage in pri­
vate, employment-related insurance policies nation­
wide. As iniUaUy proposed, neither the Hou.se nor tlie 
Senate version included a noncompliance provision. 
(And the is-sue was essentially irrelevant to the FEHBP 
debate, because the employer in this case is the federal 
government itself.) 

But at the state level, where contraceptive coverage 
mandates have received more serious consideration and 
several have been enacted, the question of whether 
employers have a right to refuse to comply with a con­
traceptive coverage mandate has been a focal point of 
debate (TGR, Vol. 2, No. 4, August 1999). In 1995, a biU 

approved by the Califomia legi.slature was vciocd by 
then-govenior Pete Wilson (R) specifically because it 
failed to include such an employer exemption. 

So far, ]() states have enacted comprehensive, EPICC-
like contraceptive coverage legislation: six of these 1() 
laws allow at least some employers to dccUnc to com­
ply. While aU six of the laws allow so-called religious 
employers to refuse to include contraceptive coverage 
in the plans they purchase for their employees, they dif­
fer significantly in how they define "religious employer.'" 
Maryland, the first state to enact a mandate, is at one 
end of the spectrum; its 1998 law includes no definition 
of rehgious employer at all, allowing employers to refuse 
to cover contraceptives if doing so would i)e against 
their "bona fide religious beliefs and practices." 

California is at the other end of the spectrum. 
Legislation finally signed into law by Gov. Gray D.nvis 
(D), foUowing three vetoes by his predecessor, narrows 
noncompliance to an employer that is a nonprofit orga­
nization whose purpose is to further "tlie inculcation of 
religious values" and that primarily employs and ser\-cs 
people who share the religious tenets of the employer, 

One of the recent state laws contains an interesting pro­
vision aimed at balancing an employer's right to claim a 
conscientious exemption with ensuring access to con­
traception for individuals covered under the policy, 
Legislation enacted in Hawaii allows employees in firms 
claiming ilic exemption to purchase contraceptive CQ\-
erage directly from the insurance plan itself, bv-passing 
the employer entirely. Employees choosing this cover­
age would be required to pay no more than what would 
have been paid if contraceptive coverage had been 
included in the group policy. 

x\s states retum to their first legislative session of the 
new ce t̂u.r̂ ', it is likely that the question of mandating 
contraceptive coverage will continue to occupy a promi­
nent place on their agendas. If last year is a barometer, 
tliai discussion will often include debate over the cir­
cumstances under which employers, plans and 
providers may refu-st: to comply. The issue is also likely 
to arise should Congress seriously consider EPICC in 
this or a subsequent legislative season. For their part, 
those advocating for access to reproductive health ser­
vices in either the federal or die state legislation will 
continue to search for imiovative strategies to mitigate 
the extent to which such noncomplL^noe impedes 
access to this important care. © 

The research on which thin artick is based was supvoned in 
•pun bv rh« VS. Department offiealch and Human i'omees 
under gritn: FPR000072-01. The conc/u-wiw and opinionw 
exprei5s<id in tliis article, hov>wer, are Jiose of thK authirs and 
The Atati Guiimacher Instituta. 
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NARAL Promoting Reproductive Choice 

CONSCIENCE CLAUSES IN CURRENT LAW 

It is often appropriate to allow individual providers to decline to provide certain medical services 
because of their personal religious beliefs or moral convictions. However, i f an individual opts-
out of providing a service to which he or she is religiously or morally opposed, then health care 
personnel must make an appropriate referral for the requested care. A conscience clause must 
not operate to deny access to health care services. 

Attached is the language of conscience clauses that are in current federal law. The first 
conscience clause, now known as the Church Amendment, was enacted in 1973 and has been the 
model for subsequent provisions in federal law. The Church Amendment slates that no 
individual or entity (such as a religious hospital) has to pefforni or assist m tlic perionTTance of a 
sterilization procedure or abortion or make facilities available for these procedures if doing so is 
contrar)' to the religious beliefs or moral convictions of an individual. It also protects against 
discrimination in employment against any individual who has assisted or refused to assist in an 
abonion. This language originally applied to programs fimded under the Public Health Service 
\ct. A year later an amendment was added to include individuals involved in any program 
mnded by DHEW (now DHI-IS). 

Until the FY 98 Budget Reconciliation hill, conscience clauses applied to individuals and in the 
case ofthe Church Amendment and in the Civil Rights Restoration Act also apply to entities. 
But nowhere were conscience clauses extended to plans or institutions acting as insurers. 

A broadly written conscience clause can deny patients access to medically necessary 
services. 

CURRENT LAW 

Church (D-ID) Amendment to the Health Programs Extension Act of 1973, Pub. L. No. 93-45. 
(Enacted June 18,1973) 

SEC. 401 (b). The receipt of any grant, contract, loan, or loan guarantee under the Public Health Service 
Act. the Community Mental Health Centers Act, or the Developmental Disabilities Services and Facilities 
Construction Act by any individual or entity docs rot authorize any court or any public official or other 
public authority lo require 

(1) such individual to perform or assist in the perfonnance of any sterilization procedure or abortion 
if his performance or assistance in the performance of such procedure or abortion would be contrary 
to his religious beliefs or moral convictions; or 
(2) such entity to -

(A) make its facilities available for the perfonnance of any sterilization procedure or abortion if 
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the performance of such procedure or abortion in such facilhies is prohibited by the entity on the 
basis of religious beliefs or moral convictions, or 
(B) provide any personnel for the performance or assistance in the performance of any 
sterilization procedure or abortion ifthe perfonnance or assistance in tlie performance of such 
procedure or abortion by such personnel would be contrary to the religious beliefs or moral 
convictions of such personnel. 

(c)(1) No entity which receives a grant, contract, loan, or loan guarantee under the Public Health Service 
Act, the Community Mental Health Centers Act, or the Developmental Disabilities Services and Facilities 
Construction Act after the date of enactment of this Act may -

(A) discriminaie in the employmeni, promotion, or termination ofthe employment of any physician 
or other health care personnel, or 
(B) discriminate in the extension of staffer other privileges to any physician or other liealth care 
personnel, because he performed or assisted in the performance of a lawfii) sterilization procedure or 
abortion, because he reftised to perform or assist in the performance of such a procedure or abortion 
on the grounds that his performance or assistance in the performance of the procedure or abortion 
would be contrary to his religious beliefs or moral convictions, or because of his religious beliefs or 
moral convictions re.«;pccting sterilization procedures or abortion. 

The Church Amendment was amended by the National Research Act of 1974, Pub. L. No. 93-348. 
(Enacted July 12,1974) 

SEC. 214 (a)(2). Section 401 of such Act is amended by addmg the following new subsection: (c)(2) No 
entity which receives after the date of enactment of this paragraph a grant or contract for biomedical or 
behavioral research under any program administered by the Secretary of Health, Education, and Welfare 
may -

(A) discriminate in the employment, promotion, or termination of employment of any physician or 
other health care personnel, or 
(B) discriminate in the extension of staff or other privileges to any physician or other health care 
personnel, because he performed or assisted in the performance of any lawful health service or 
research activity, because he refused to perform or assist in the performance or assistance in the 
performance of such service or activity on the grounds that his performance or assistance in the 
perfonnance of such activity would be contrary to his religious behcfs or moral convictions 
respecting to any such service or activity. 

(b) Section 401 of such Act is amended by adding at the end of the following new subsection: (d) No 
individual shall be required to perfonn or assist in the performance if any part of a health service program 
or research activity fimded in whole or in part under a program administered by the Secretary of Health, 
Education, and Welfare if his perfonnance of such part of such program or activity would be contrary to 
his religious beliefs or moral convictions. 

Danforth (R-MO) Amendment to the Civil Rights Restoration Act, Pub. L. No. 100-259. (Enacted 
March 22,1988) 

SEC. 909. Nothing in this title shall be construed to require or prohibit any person, or public or private 
entity, to provide or pay for any benefit or service, including the use of facilities, related to any abonion. 
Nothing in this section shall be construed to permit a penalty to be imposed on any person or individual 
because such person or individual is seeking or has received any benefit or service related to a legal 
abortion. 

Commerce, Justice, State Appropriations from FY 97 Omnibus Appropriations, Pub. L. No. 104-
208. (First Enacted, October 1,1988 - Current Language Enacted September 30,1996) 

SEC. 103. None ofthe funds appropriated by this title shall be available to pay for an abortion, except 
where the life of the mother would be endangered if the fetus were carried to term or in the case of rape: 
Provided, That should this prohibition be declared unconstitutional by a court of competent jurisdiction. 
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this section shall be null and void. 

SEC. 104. None ofthe funds appropriated under this title shall be used to require any person to perform, 
or facilitate in any way the performance of, any abortion. 

SEC. 105. Nothing in the precedmg section shall remove the obligation ofthe Director ofthe Bureau of 
Prisons to provide escort services necessary for a female inmate to receive such service outside the 
Federal facility: Provided, That nothing in this section in any way diminishes the effea of section 104 
intended to address the philosophical beliefs of individual employees of the Bureau of Prisons, 

ACGME (Accreditation Council on Graduate Medical Education), Pub. L. No. 104-134. 
(Amendment to the permanent authorizing statute Enacted April 25,1996) 

SEC. 245 (a) In general - The Federal Govemment and any State or local government that receives 
Federal financial assistance, may not subject any health care entity to discrimination on the basis that 

(1) the entity refuses to undergo training in the performance of induced abortions, to require or 
provide such training, to perform such abortions or to provide referrals for such training or such 
abortions; 
(2) the entity refuses to make arrangements for any of the activities specified in paragraph (1); or 
(3) the entiry attends (or attended) a post-graduate physician training program or any other program 
of training in the health professions that does not (or did not) perfonn induced abortions or require, 
provide or refer for training in the performance of induced abortions, or make arrangements for the 
provision of such training. 

(b) Accreditation of Postgraduate Physician Training Programs.-
(1) In General - In determining whether to szrant a legal status to a health care entity (including a 
license or certificate), or to provide such entity with financial assistance, services or other benefits, 
the Federal Govemment or any State or local govemment that receives Federal financial assistance, 
shall deem accredited any postgraduate physician training program that would be accredited but for 
the accrediting agency's reliance upon an accreditation standards that requires an entity to perform 
an induced abortion or require, provide, or refer for training in the performance of induced abortion 
or make arrangements for such training regardless of whether such standard provides exceptions or 
exemptions. The government involved shall formulate such regulation or other mechanisms or enter 
into such agreements with accrediting agencies, as are necessary to comply vvith this subsection. 
(2) Rules of Consmiction ~ 

(A) In General - With respect to subclauses (I) and (II) of section 705 (a) (2) (B) (I) (relating to a 
program of insured loans for training in the health professions), the requirements in such 
subclauses regarding accredited internship or residency programs are subject to paragraph (1) of 
this subsection. 
(B) Exceptions—This section shall not-

(i) prevent any health care entity from voluntarily electing to be trained, to train or to arrange 
for training in tlie perfonnance of, to perfonn or to make referrals for induced abortions or 
(ii) prevent an accrediting agency or Federal, State or local government from establishing 
standards of medical competency applicable only to those individuals who have voluntarily 
elected to perform abortions. 

(c) Definitions-forthe purposes of this section: 
(1) The term 'financial assi-stance', with respect to govemment program, includes govemment 
payments provided as reimbursement for carrying out health-related activities. 
(2) The term 'health care entity' includes an individual physician, a postgraduate physician training 
program, and a participant in a program of training in the health professions. 
(3) The temi postgraduate physician training program includes a residency training program. 

Balanced Budget Act of 1997, Pub. L. No. 105-33 (Enacted August 5,1997) 

MEOICARE^CHOICESECTION (Title IV, SubHth A) 
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SEC. 1852 (j)(3) Prohibiting interference with provider advice to enroUees--
(A) In general-Subject to subparagraphs (B) and (C), a Medicare-s-Choice organization (in relation to 
an individual enrolled under a Medicare+Choice plan offered by the organization under this part) 
shall not prohibit or otherwise restrict a covered health care professional (as defined in subparagraph 
(D) from advising such an individual who is a patient of the professional about the health status of the 
individual or medical care or treatment for the individual's condition or disease, regardless of 
whether benefits for such care or treatment are provided under the plan, ifthe professional is acting 
within the lawful scope of practice. 
(B) Conscience protection-Subparagraph (A) shall not be construed as requiring a Medicare+Choice 
plan to orovide, reimburse for, or provide coverage of a counseling or referral service if the 
Medicare-t-Choice organization offering the plan— 

(i) objects to the provision of such service on moral or religious grounds; and 
(ii) in the manner and through the written instrumentalities such Medicare+Choice organization 
deems appropriate, makes available information on its policies regarding such service to 
prospective enroUees before or during eiirollment and to enroUees within 90 days after the date 
that the organization or plan adopts a change in policy regarding such a counseling or referral 
service. 

MEDICAID SECTION (Title IV, Subtitle H) 

SEC. 4704 (b)(5) Protection of enrollees-provider communications— 
(A) In general-Subject lo subparagraphs (B) and (C), under a contract under section 1903(m) a 
Medicaid managed care organization (in relation to an individual enrolled under the contract) shall 
not prohibit or otherwise restrict a covered health care professional (as defined in subparagraph (D) 
from advising such an individual who is a patient of the professional about the health status ofthe 
individual or medical care or treatment for the individual's condition or disease, regardless of 
whether benefits for such care or treatment are provided under the contract, ifthe professional is 
acting within the lawful scope of practice. 
(B) Construction—Subparagraph (A) shall not be construed as requiring a Medicaid managed care 
organization to provide, reimburse for, or provide coverage of a counseling or referral service ifthe 
organization-

(i) objects to the provision of such service on moral or religious grounds; and 
(ii) in the manner and through the written instrumentalities such organization deems appropriate, 
makes available infonmation on its policies regarding such service to prospective enroUees before 
or during enrolhnent and to enroUees within 90 days after the date that the organization adopts a 
change in policy regarding such a counseling or referral service. 

Contraceptive Coverage for Federal Employees - Treasury, Postal Appropriations from FY 99 
Omnibus Appropriations, Pub. L. No. 105-277 (Enacted October 21,199S) 

DEPARTMENTS, AGENCIES, AND CORPORATIONS GENERAL PROVISIONS SECTION (Title VI) 

SEC. 656 (a) None ofthe funds appropriated by this Act may be used to enter into or renew a contract 
which includes a provision providing prescription dmg coverage, except where the contract also includes 
a provision for contraceptive coverage, 
(b) Nothing in this section shall apply to a contract with: 

(1) any of the following religious plans: 
(A) SclectCarc 
(B) Personal CaresHMO 
(C) Care Choices • 
(D) OSF Health Plans. Inc. 
(E) Yellowstone Community Health Plan 

(2) any existing or future plan, if the plan objects to such coverage on the basis of religious beliefs 
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(c) In implementing this section, any plan that enters into or renews a contract under this section may not 
subject any individual to discrimination on the basis that the individual refuses to prescribe conn̂ ceptives 
because such activities would be contrary to the individual's religious beliefs or moral convictions. 

NARAL 1/7/98 
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Ethical and Religious 
Directives for Catholic 
Health Care Services 

"A conteinporcry und^rsianding of 
the Catholic heallh cere minisiry musl tal'^ 
into account the nev,- challenges presented 
by transitions both in the church and in 
American society, ' say (he "Ethical and. 
Religious Directives for CathoUc Health 
Care Services" approved by the U.S. bish­
ops Nov. J7during their meeting in Wash­
ington and made public by their Commirtee 
on Doctrine Dec. 1. Tne text revises and 
updates directives approved by the U.S. 
bishops in 1971 and revised in 1975. The 
directives "are concerned primarily with 
instirutionclly based Catholic health core 
scn'ices. They address 'die sponsors, trust­
ees, administrators, chaiplains, physicians, 
heallh care personnel and patients or resi­
dents of these instimtions and services, " 
says the text. Bui, il is add^d, the directives 
"also wiVZ be helpfid to CathoUc profes­

sionals engaged in health care services in 
other settings. " The document includes six 
pans, each divided into Ty<-o sections: The 
first section "serves ns an introduction and 
provides the context in which concrete is­
sues can be discussed from the perspective 
ofthe Catholic faitiL The second section is 
in prescriptive form. ~ Tlie six parts cover 
social responsibility-; pastoral and spiri­
tual responsibility; the professional-patient 
relationship: the beginning of life; the dy­
ing; /leu- partnerships v.'ith health cr.re or­

ganizations and providers. The directives 
discuss abortion, eutlianasia, treatment of 
rape victims, advance directives for heallh 
care decisions, care for the poor, medical 
or genetic experimentation, iredment for 
infenility, prenatal diagnosis, experiments 
on a living embryo or fetus, surrogate 
motherhood, in virrofenilizaticr., r.uir'uion 
and hydration for the lermirwUy ill, pain 
treatment, organ donation, employee rights 
and responsibilities, ,and many other issues. 
The text is accompanied by a no:c explain­
ing tJiai "at the annual meeting of the Na 
tional Conference of CathoUc Bishops the 
directives vjere approved cs the narioncl 
code, recommended for irnplcrr.c-totion by 
the diocesan bishop. " The text ofthe direc­
tives follo'ivs. 

P R E A M B L E 
Health care in the United States is 

marked by extraordinary chiiige. Not only 
is thtre continuing change in clinical prac­
tice due to technological advanc^i;, but the 
health caje system in the United States is 

•being challenged by botli ijistitiiuoiial and 
social factors as well. At the same time, 
there are a number of developrr.cnlj within 
the Catholic Church affecting the ecclesia! 
mission of he.al(h c^ire, yVraong these are 

(conlLniicd on page 45J] 
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±±/i.l/V\J U1.^4 rAA ^U^ HIO OVIU INAKAL 

r 
Oregon ivurs approved a 

hillot measuie Hov. & to 
^ ph;)-3ie:n.-u 10 prescribe 

....ml drugs for lerm'inaUy ill 
pctienis cipccled to die 
^.ilhln sic mor.lk: c-A who 
request the dmjs. Arch-
hisliop H'T/.'/ir: Lcvtiia uf 
Portland. Ore., ga^c r report 
Sov. )6toiU U.S. b'tLhops 
ctirins theirfc'.l rr.ie:i.-S '•' 
Tt'cj'iir.p.'C.T or, the \o\e in his 
ztoie, noii.is Oregon hod 
become ihc -cr.iy :w::i ir. our 
r.ZJion lu derriii::.-..ct:i: 
doc'.cr-assiitrd .'fic'ide for 
tenr.irjiUy ill p^ie.-Jis. " 77ie 

•.cjzi cf h'lS report r.pprcred in 
the currerJ \a!iirr.e oj 
Origirj:. pp. -'.'J/fDi-c. /, 
ly^]. -S:ippcr:er: of litis 
ru:w lesi'—'-ieri hc\-f 
iiidiccred their desire to 
promote iirr,i',:r chcngrs in 
Lews ihrcJ£.'-~-t cur 
ccfrJry, ' LfVciia :cid. The 
crchbishcp clio srJd the 
rc::ilis cf the \ o:c i.-. Oreson 
'clccrly deir.orJir:::e the 
r.eed lo 'u-.cresise cur 
ed:jcaiior.cl e^ons cr.d the 
impcrtcree cf h-ildir.r 
coalittoriS •^-ith other 
concerned citLLcrjs in the fcce 
ofthe liUly efforts of Ihc 
eijlluin^la rr.c^'erner.t to l/il:^. 
^tir co!r:pa'.f,n to tKe rjzitoit 

hrse- ' 
Other tcris ort the Oregon 

ballot iiirr-shrc appeared in 
the currr.ns \cl\ime cf 
Origi,iS, pp. 353 or.,} 355 
(A'ou. 3, ]yy^). 

Arr.ons other ^ery reeeril 
lexis in Oricirs on eul'nonc-
sia andphyiic'i^n-eissisled 
suicide, see: 

— 'IrTi iJ Eutliaii^ista ts 
r-:ui R^j7/ I l Is Sot. ' hy 
bishops o f C c r . c d i , the 
current vc/i'.Tir, pp. - P i f r 
(,Vor. J7. /??,•). 

— -En\\rc-:n(rj t\~t.cre 
Supper, fcr Eu!hcr.^io 
Crc-^-s. ' i:y,'L.-ch'pi:hop 
Thorr.zs S'.urph-; cficcnte. 
pp. j!.<f;(.'^'c:: 17. ICryey 

— 'Erief A^hs Ke\e.-sci of 
M:\sted-Suicide nulin^. ' by 
t'r^ U.S. Ccthclic Ccr.ferericc 
und :l:e '»'e.'.' Coesi Sti^te 
Cniholic Ccnfcrerccs. the 
ej:rcr.: vc'.'jji e, pp. Zl-ff 

— ' R^'i^in^ Ihe S.'c.^LrLT in 
the Ei;!i:st:csii^ Debcre, 
Kiillr.f byJ~'C^e Bcrbcrc 
Fo'.Ji^tein, the curre:\! 
voliir.ir. pp. I 7jf (y.^- 26, 
li-9~). 
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reasonable information about Uie essential nature 
of the proposed treatment and its benefits, >t5 
risks side effects, consequences niid cost; and 
any reasonable and morally legitimate alterna­
tives including no treatment at all. 

•28. Each person or the person's siirrogaie 
should have access to medical and moral infor­
mation and counseling so as to be able to form his 
or her conscience. The free and mformed health 
care decision of the pereon or the person's surro­
gate is lo be followed so long as it does not 
contradict CzlJiolic prTJiciple.s, . 

29. A l l persons scr^'ed by Ciiholic health 
coic have the right and duty to protect and pre­
serve their bodily and functional integrity-'* The 
functional inregrity of the person may be S3cn-
ficed to mrlnt.iin the healOi cf life of the person 
v^hen no other morally permissible means is 

available.'' ,. 
30. Tne transplantation of organs from liv­

ing donors is moniUy pemii&sible when such a 
donation wil l ret s.-5crifice or serioivsly impair any 
esi^enlial bodily function and the anticipated ben­
efit to the recipient is proponionile lo tlic hfirm 
done to the donor. Funhennore, the f ic tdom of 
the prospective donor must be respected, and 
economic adv.-vnUges should not accrue to the 
donor. 

31. No one should be the subject of medical 
or ge.neiic eTperimentation, even i f it is therap-ei:-
tic, unless the person or surrogate first has given 
free and informed consent. In instances of 
nontheropeutic e;;periinenUt!on, the surrogate 
can give ihis consent only if the experiment en-
t:iils no sienlficani risk to the person's Well-be­
ing. Moreover, the greater the person's incompe­
tency and >-ulnerability, the greater the reasons 
must be to pcrfomi any medical eAPerimcntntion, 
especially P.omherapeutic. 

32. ^^'llile every person is obliged to use 
ordinary mcins to preserve his or her health, no 
person should be obliged to submit fo a he:»lth 
care procedure that die person has judged, with a 
free and informed conscience, not to provide a 
reasonable hope of benefit without imposing e-c-
cessive risks and burdens on the patient, or txces-
sive expense to family or community."• 

33. The well-being cf the whole person 
iiiu>t be taken into account in deciding about any 
ihcrapeu'.ic intervention or use of technology. 
Thcrtipeutic procedures (h?.t ate likely to cause 
harm or undesirable side effects can be justified 
only by a proportionate benefit lo the patient. 

34. Health care providers are to respect 
each person's privacy and confidcnlialify regard­
ing iriformalicn related to the person's diagnosis, 
treatment end care. 

35. Heallh care professionals should be 
educated IO recogniz-e Uie s\-mptoms of abuse and 
violerxe. and are obliged lo report coses of abuse 
to Ihe proper authorities in accordance with local 
sl-Ttutes. 

' 36. Ccmpassionalc and understanding care 
should be gi^'en to a person who is the victim of 
se-xual assault. Health care providers should co-
opemie with law enforcement officials, offer the 
person psvcliological and spiritual support, and 

@]003 
accurate meuivai uu".-""-"- '" r j v i t 
been raped should be able to defend herself 
against a poiential conception from the sexual 
assault I f , after appropriate testing, there is no 
evidence that conception has occuned already, 
she may be treated with medications that would 
prevent ovulation, sperm capacitation or fertiliza­
tion It is not permissible, however, to initiate cr to 
recommend treatments that have as then purpose or 
direct effect the icmovai, destruction or interference 
with the iraplantiition of a fenUized ovum.'" 

"A female who has been raped 
should be able to defend herself 
against a potential conception from 
the sexual assault. If, after appropri­
ate testing, there is no evidence thai, 
conception has occurred already, 
she n̂ ay be treated v.'ith medica­
tions that would prevent ovulation, 
sperm capacitation or fertilization. 
It is not permissible, however, to 
initiate or to recommend treat­
ments that have as their, purpose or 
direct effect the removal, destruc­
tion or interference with the implarv 
tation of a fertilized ovumi." 

37. An ethics commiiiec or some iltirDiLe 
form of elhical consultation should be available 
to assist by advising on particular ethieal sir-ia-
tions, by offering educational opporTuniUes. .->nd 
by reviewing and reconunending policies. To 
these ends there should be appropriate siandirds 
for medical ethical consultation within a particu­
lar diocese that w i l l respect the diocesan blthop's 
pastorzl responsibility as well as assist members 
of etliics committees lo be familiar with Catholic 
medical ethics imd, in particular, these directives. 

ISSUES EN CARE 
FOR T H E BEGEvKLNG OF L I F E 

Introduction 
Tlie.church's commimient to humzji dig­

nity Inspires an abiding concern for the sar.cur)' 
of human l i fe f rom its very beginning, and with 
the dignity of marriage and ofthe marriage act by 
which hum.°.n l i fe is tr^nsmined. The church can­
not approve medical ptacUces thai undcrmL^e the 
biological, psychologicol and moral bends on 
which the strength of marriage and the farmJy 
depends. 

Catholic heallh caie mbiistiy witriesses lo 
the sanctity of l i fe "from the moment of ccneep-
tion until dea-J .̂""^ The church's defense of life 
encompasses the unborn, and the care of women 
and their children during and afncr prcgrusjacy. 
The church's commitment to life is seen in its 
willingness to collaborate witb other:; lo alleviate 
the causes of the high infant monalir>- ra'.e ajid to 



NARAL NV 

Preventing Pregnancy After Rape: 

Does Your Hospital Provide Emergency Contraception 
to Rape Survivors? 

A 
Report of 

The New York State Affiliate of the 
National Abortion and Reproductive Rights Action League 

Foundation (NARAL/NY Foundation) 

December 1999 

New York Slate .•VfTjliatc 

N.M lON.̂ l. .\noRTlo\ i : 

RirHODLimVE RlC.HTS 

-Al.TlON Lt.u-.i E 

62 Broadwav 

''te 540 

^^orl^, NY 10013-

V3-0U4 

\ 

\ 



ACKNOWLEDGEMENTS 

NARAL/NY is the New York State affiliate of the National Abortion and 
Reproductive Rights Action League. With more than 50,000 members, NARAL/NY 
works to protect safe, legal abortion and expand the full range of reproductive rights for 
all New Yorkers, regardless of age or income. 

The NARAL/NY Foundation is the 501 (c) (3), tax-exempt research, educational 
and training aim of NARAL/NY. The Foundation produces a variety of educational 
materials and training programs to educate members, advocates, and the general public 
about reproductive rights issues. 

IVIany individuals have offered support throughout the production of this report. 
NARAL/NY Foundation would like to highlight the collective effort behind this project 
and extend the deepest thanks to the generous fimding provided to the NARAL/NY 
Foundation, whose grants have made this work possible. 

We wish thank Catholics for Free Choice and The Abortion Access Project of 
Massachusetts. Both organizations have examined the provision of emergency 
contraception at Catholic hospitals and their work inspired our efforts in New York. 
Finally, the NARAL/NY staff, interns and volunteers, especially Jenn Turk and Julia 
Willdorf, have made this project possible with their ceaseless support and dedication. 

NARAL/NY FOUNDATION STAFF: 

Kelli Conhn Executive Director 
Robert Jaffe Deputy Director 
Kim Gerstman Deputy Development Director 
Jeanne McMahon Director of the Reproductive Health Care Project 
Erica Pelletreaii Legislative Director 
Eric Alterman Membership Director 
Pauline DeMairo TORCH Director 
Rebecca Raible Development Associate 
CristinaPage Program Associate 
Sima Weinsaft Long Island Project Coordinator 
Sara Sills Volunteer Coordinator 

AUTHORS OF THIS STUDY: 

Robert Jaffe Project Director 
Kaya Tretjak Research Coordinator 
Ambika Panday Research Assistant 
T.J. Ford Research Assistant 
Mickey Ronan Legal Researcher 



I N T R Q D U C T T O N 

Over 54 percent of the 215 hospital emergency rooms in New York State are 
failing to provide adequate health care to survivors of rape. The unwillinaness of 
hospitals to provide survivors of sexual assault with safe and effective medication to 
prevent pregnancy jeopardizes the physical and emotional health of these patients. By not 
offering rape survivors emergency contraception (EC) as part of standard procedure, 
hospitals are failing to follow treatment protocols established by medical professionals 
and recommendations made by survivor advocacy groups on how to best treat rape 
survivors. Among the 38 Catholic-run hospitals, the number of emergency rooms failing 
to adequately provide EC to rape survivors is ahnost 80 percent. These hospitals are 
turning a blind eye to Catholic Church directives that allow the provision of emergency 
contraception to prevent conception in cases of rape. 

The New York State affiliate of the National Abortion and Reproductive Rights 
Action League (NARAL/NY) undertook a comprehensive survey of all hospitals 
operating in New York State to determine whether these facihties provide emergency 
contraception to rape survivors. It is standard practice for emergency medical 
professionals or law enforcement officials to bring rape survivors to the nearest hospital 
for emergency medical care, evidence collection, and counseling. In order for survivors 
to receive proper medical care it is essential that all hospitals—mcluding Catholic-run 
facilities—meet appropriate medical standards for the treatment of survivors of sexual 
assault. 

Our study finds a fiightening disparity in the way hospitals treat rape survivors. 
Few ofthe hospitals surveyed provide proper emergency care to rape survivors and only a 
handful have pohcies well understood by emergency room personnel, allowing for the 
provision of EC. More than half of hospitals in New York either do not take medically 
appropriate steps to prevent pregnancy, or have ambiguous policies that do not ensure the 
delivery of proper medical care to rape survivors. These hospitals demonstrate a lack of 
understanding of the medical necessity of providing rape survivors with emergency 
contraception in a rimely manner. 

Hospitals must ensure that every female survivor of rape is counseled about 
pregnancy prevention and offered emergency contraception, which should be provided 
immediately upon the patient's request. These hospitals also need to take a more 
aggressive stance in educating emergency room personnel about the imponance of 
providing emergency contraception to rape survivors. New York State Department of 
Health officials must guarantee that survivors of rape are properly treated at emeraency 
rooms and should closely monitor the care and treatment delivered by New York 
hospitals. 

In this report, NARAL/NY examines the reasons why emergency contraception 
can and should be provided to rape survivors. The report describes the methodology of 



the survey of New York State hospitals and offers recommendations on steps that should 
be taken to improve the care and treatment of rape survivors. Included are findings firom 
the survey noting the availability of emergency contraception at the state's non-Catholic 
and Catholic hospitals. 

NARAL/NY believes that women brought to an emergency room following a 
sexual assault must be provided with the highest quality and most compassionate medical 
care and treatment. The uneven care provided at New York State hospitals is deeply 
troublint̂  and it is our hope that this report will encourage hospital officials and the State 
Health Department to look more closely at how these instimtions provide medical care to 
rape survivors. Future surveys conducted by 'NARAL/NY will hopeflilly reveal a marked 
improvement m the provision of quality health care to rape survivors at New York State 
hospitals. 

RAPE IN AMERICA 

Rape is one of the most violent and prevalent crimes against women today. 
Certainly, it is also one ofthe most traumatic. Survivors of rape face the multiple threats 
of disease, physical injury, psychological trauma, and unwanted pregnancy, which are all 
further compUcated by the necessity for comprehensive police investigations.' Their lives 
are forever changed. 

• One in every six American women will be raped in her lifetime." 
• The United States Department of Justice reported that 197,000 Americans were 

the survivors of rape m 1997.'" 
• Only one-half of rape survivors in 1997 reponed the crime to law enforcement 

officials.'" 
• There were sUghtly more than 95,000 reported rapes in the United States in 1997. 
• In 1994, sexual assault represented 5.5 percent of all violent crimes reported in the 

United States." 
• The New York State Division of Criminal Justice Services indicates that in 1994, 

4,085 cases of rape were reported to law enforcement officials in the state." 

TTTF EMOTIONAL AND MENTAL CONSEQUENCES 
OF RAPE ON THE SURVIVOR 

Understandably, survivors of rape face acute physical and psychological pain and 
need immediate medical attention. However, the effects firom having' been raped do not 
easily fade. The long-term effects are numerous and may be highly destructive to one's 
Ufe. 

• All survivors experience disorganization ui their lives."" 
• One-third of rape survivors report ongoing nightmares."'" 



Heightened anxiety, painfiil flashbacks, sleeping disturbances, and 
psychosomatic symptoms are common in all rape survivors.'" 
Some survivors never recover firom the experience and develop chronic stress 
disorders and phobias." 
31 percent of all rape survivors develop Rape-Related Post Traumatic Stress 
Disorder (RRPTSD)." 
Rape survivors are eight times more likely to commit suicide than non-
survivors."' 

TTTE EFFECTS OF UNINTENDED PREGNANCY 

Between one and five percent of sexual assaults result in pregnancy."" If a 
woman becomes pregnant after having been raped, this is not only an unintended 
pregnancy, but also a constant remmder of the survivor's attacker, her violator, her 
niahtmare. Recognizing the severe psychological consequences of rape, medical experts 
unanimously agree that treatment for the prevention of pregnancy should be discussed 
and offered. Since emergency contraceptive interventions are most effective when taken 
immediately after sexual contact, it is critical that a woman receives timely counseling 
and that she is immediately offered emergency contraception. The consequences of an 
unintended preanancy may further exacerbate the physical and psychological trauma 
already prevalent among rape survivors. An imintentionally pregnant woman is less 
likely to seek early prenatal care and more likely to expose the fetus to toxic substances 
like cigarette smoke, alcohol, and drugs."'" Furthermore, the survivor is at greater risk of 
depression and of physical abuse." 

Emergency contraception, when offered to rape survivors at the appropriate time, 
permits women to prevent an unintended pregnancy resulting fi-om rape. EC allows these 
women to focus on their mental and physical health convalescence, and may increase 
their chances of fiill recovery. 

THE TRUTH ABOUT EMERGENCY CONTRACEPTION 

The use of emergency contraception is a safe and effective method of preventing 
preanancy.""' According to the United States Food and Drug Administration (FDA) and 
the American College of Obstetricians and Gynecologists, EC pills do not terminate an 
established preanancy, which begins with implantation of the fertihzed egg in the uterine 
linina. Rather, EC pills delay or inhibit ovulation or implantation prior to preanancy. 

• EC pills are actually birth control pills taken in different dosages, effective up 
to 72 hours after unprotected sex. 

• EC pills are at least 75 percent effective in preventing pregnancy after 
unprotected sex, but will not work if a woman is already pregnant. 

• EC pills cannot and do not cause abortions. 
. The FDA has approved EC pills. 



The safety of EC pills is well documented.""' While there are no specific studies 
showing the effect of EC pills on a fetus, extensive studies of thousands of women who 
use birth control pills while pregnant have been undertaken. Studies examining women 
who have inadvertently continued to take birth control pills after becoming pregnant 
show no evidence of mcreased risk of fetal defects.""̂ " EC pills are a woman's last chance 
to avoid an unintended pregnancy before having to consider other reproductive health 
options, such as abortion. 

T7r. PT?OVF,N MORE. E F F E C T I V E W H E N T A K E N E A R L I E R 

If a rape survivor chooses to use emergency contraception after her attack, her 
chances of becoming pregnant are significantly reduced. A recent smdy released by The 
World Health Organization found that when a woman uses EC within 24 hours of 
unprotected intercourse, she reduces her chances of pregnancy by an astonishing 9D 
percent. The women who took EC pills between 24 and 48 hours after unprotected 
intercourse decreased their chances of becoming pregnant by 85 percent. The women 
who took the pills after 48 hours lowered their chances by 60 percent. The sooner a 
woman takes EC pills, the less likely she is to get pregnant.""" 

T R A N S P O R T A T I O N T O T H E E R : 
TTTF P R O B L E M W I T H T I M E AND E M E R G E N C Y R O O M S 

It is imperative that women wishing to obtain emergency contraception following 
a sexual assault are able to do so within 72 hours. While no exact figures are available, a 
sianificant number of rape survivors seek medical care through a hospital emergency 
room. A woman may be brought to an emergency room by law enforcement officials, a 
family member or fiiend, or by emergency medical responders. New York State 
regulations require emergency medical personnel to transport an injured woman to the 
nearest hospital with an emergency room, unless the patient requests that she be 
transported to a specific facility. The policy ofthe New York State Department of Health 
states "that a patient in need of emergency medical care be taken to the nearest 
appropriate health care facility.""" Further, the policy states that, "a patient's choice of 
hospital or medical facihty should be complied with unless...complying with the 
patient's request would be injurious or cause ftirther harm to the patient." 

Given the trauma experienced by a survivor of sexual assault after the attack, she 
may be in no condition to specifically request a hospital that provides emergency 
contraception. Assault is often followed by Rape Trauma Syndrome, the shon-term 
phase of which may last for hours or days and consists of the emotional shock, disbelief, 
and despair caused by a life-threatening event. The woman's outward response during 
this period varies from emotional instabiUty to a well-controlled behavior pattern.""' If 



the nearest hospital does not provide emergency contraception, which is the case m many 
areas and the survivor is not in the condition to request another provider, she will be 
transported to a hospital that does not administer EC in a thnely manner. Valuable time 
will be lost before she is able to obtain emergency contraception. This delay, combmed 
with forensic evidence collection, other necessary treatments, and the fact that the 
survivor may not have contacted the authorities immediately after the assault, may 
entirely prevent the survivor from obtaining EC within the 72-hour period. 

MT7T>TCAL P R O T O C O L S F O R THE. T R E A T M E N T 
O F R A P E S U R V I V O R S 

A woman who is either brought to a hospital by emergency medical personnel or 
directly seeks care at a facility should receive a medical examination to determine the 
extent of physical injuries and so that evidence for possible legal proceedings may be 
collected She should be tested for sexually transmitted infections, preanancy, hepatitis 
and hum'an immunodeficiency virus (HIV)."" '̂ Treatment of injunes and prevention of 
sexually transmitted infections (STIs) and pregnancy are part ofthe standard protocol for 
the treatment of a sexual assault survivor. Survivors must also be treated for 
psychological trauma and be provided with referrals to agencies and community based 
organizations that provide follow-up medical care, counseling, and information regardmg 
legal issues."""' 

The medical Uteratiire concerning the provision of emergency contraception to 
survivors of rape is clear. Stiidies that date as far back as the early 1980s advise 
emergency room physicians to offer emergency contraception to sexual assault sur/ivors. 
A sturdy pubUshed in the Tnumal of Emeraencv Medicine in 1985 entitled, "Emergency 
Department Management ofthe Sexual Assault Victim," states, "The physician's mecical 
concem(s) should be... prevention of pregnancy."""'" The rape survivor requires treatment 
considerations in the areas of: (1) physical mjunes; (2) prophylaxis against venereal 
disease and preanancy, and (3) psychiatric intervention. The decision whether to employ 
one of the preg îancy prevention methods should be made by the patient m conjunction 
with the physician after the patient has been properly informed as to the risk of pregnancy 
and the risk ofthe altemative treatments."" In 1980, the Annals of Emeraencv Meaicme 
issued a study entitled, "Improving Emergency Department Care of.the Sexual Assault. 
Victim " hi this publication, medical experts state, "The physician must treat the victim's 
injunes, prevent unwanted pregnancy and venereal disease, and provide emotional 
support and advice.""""" 

Elaborating upon these earlier studies, the American Medical Association (.̂ -MA) 
has issued comprehensive guidelines for the treannent of sexual assault survivors in the 
Strategies for th^Treatment and Prevention of Sexual Assault."""" This publication 
cleariy outlines the procedural and clinical management of suivivors of sexual assault. 



providing detailed explanations regarding the appropriate care of rape survivors. Medical 
guidelines established by the AMA state. 

Medical protocols specifically address the need to provide post-coital pregnanê / 
prevention to a survivor of sexual assault. Articles in many other medical journals"""" 
and the AMA's guidelines clearly require physicians to counsel a patient about pregnancy 
prevention, to perform a pregnancy test, and to provide prophylaxis. 

Further, in 1991 the New York State Department of Health issued the Adult 
Sexual Offense Evidence Collection Protocol as a result of the passage of a law (Chapter 
821 Laws of 1984) requuing every hospital that provides treatment to rape survivors to 
collect and properly mamtain sexual offense evidence. However, the Protocol's 
references to pregnancy prevention are vague and make no mention of EC provision to 
rape survivors. 

C A T H O L I C H E A L T H C A R E D I R E C T I V E S AND T H E ^ ^ E D I G A L 
T R E A T M E N T O F S U R V I V O R S O F R.APE 

Survivors of rape who are treated at Catholic hospitals in New York State receive 
particularly substandard care; tiie NARAL/NY survey of Catholic hospitals reveals that 
most Catholic hospitals are unwilling to provide emergency contraception to prevent 
preanancy and do not make appropriate referrals to a patient. This is inconsistent with 
clear, pubUshed medical guidelmes for the treatment of rape. CatiioUc hospitals are 
ianoring their own rules that permit the provision of emergency contraception to rape 
survivors. 

In 1994, the National Conference of Catiiolic Bishops issued the Directives for 
Catholic Health Care Services,""'" which are intended to provide guidance on certain 
moral issues tiiat face Catholic providers of health care. The Bishops directly address the 



issue of tiie treatment of sexual assault survivors m Directive No. 36. The Directives 

state. 

Catholics for Free Choice, an organization that undertook a nationwide survey of 
the provision of emergency contraception in CatiioUc hospitals, found the Directives to be 
conftising, leavmg hospitals to "mterpret when they may provide emergency 
contraception."""' The Directives only permit contraceptive medication to be provided 
prior to conception, leaving Catiiolic hospitals m tiie hnpossible position of determining 
whetiier conception has occurred. No conclusive medical tests are available to determine 
whetiier conception has occurred. Therefore, as tiie Catholic for Free Choice report 
explains. Catholic hospitals are relymg on varying interpretations of when EC may be 
provided. Most hospitals take a rigid approach tiiat denies survivors of sexual assault 
access to safe and effective medication to prevent pregnancy. 

TTOW H O S P I T A L S W E R E S U R V E Y E D 

Over a three-montii period in Febmaiy, March, and April 1999, NARAL/NY 
undertook a survey of Catholic-run hospitals in New York State. A list of Catholic 
hospitals was obtained from tiie CathoUc Healtii Care Association ofthe United States of 
America; 42 hospitals located in New York State were Usted in tiie hospital directory. Of 
these hospitals, four did not provide emergency room services and were eliminated from 
the survey. 

Over a four-month period in July, August, September, and October 1999, 
NARAL/NY surveyed all other hospitals in New York State. A list of tiiese hospitals was 
obtained from the American Hospital Directory; 187 non-Catiiolic hospitals located in 
New York State were listed in tiiis directory. Of these hospitals, four did not provide 
emeraency room services and were eliminated from tiie survey. An additional six were 
specialized facilities, providing cancer, orthopedics, and eye, ear, and throat treatments, 
and were also eliminated from the survey. 

NARAL/NY volunteers made at least two phone calls to each facility. The 
surveyor called the main number of the hospital and requested to be transferred to the 



emer<Jency room. Two different survey instruments were used; ui the first survey, the 
caller informed tiie emergency room personnel she was conductmg a survey and asked 
whether the hospital provided emergency contraception to rape survivors. If not, the 
surveyor asked whetiier a referral could be provided. The caller did not identify herself 
as a volunteer with NARAL/NY. In the second survey, the call was made by a hcensed 
social worker who sought information regarding a cUent who had been raped. The social 
worker requested information about die type of services tiiat tiie hospital would provide 
to a rape survivor, includmg testing for HIV and STIs as well as the availability of 
emergency contiaception. In cases where a hospital did not provide emergency 
contraception, the surveyor requested a referral. 

Surveyors kept careful notes of the conversations with emergency room 
personnel, including tiie length of tune it took to receive infonnation and, when provided, 
the names and titles of individuals responding to the request for infonnation. 

RESULTS OF THE NARAL/NY SURVEY 

NON-CATHOLIC HOSPITALS 

NARAL/NY found vast differences in the approach hospitals take in dispensing 
emergency contraceptive pills to rape survivors. 

. Of the 177 surveyed non-CathoUc hospitals in New York State, less than one-
half (48%') were found to operate under a clear poUcv of providina rape 
•survivors with emeraencv contraception. The staff in these emergency rooms 
clearly stated this in response to both survey calls. 

. More than one-quarter (24%) of non-Catholic hospitals in New York State 
were found not to provide the survivors of rape with emergency contraception. 
The staff clearly stated this in response to both calls. 

, One quarter f25%) of non-Catholic hospitals demonstrated no clear policv on 
providing emeraencv contiaception to rape survivors. Emergency room staff 
either provided the two callers with contradictory answers and/or stated their 
uncertainty of the poUcy, usually after numerous phone call transfers to other 
staff members. In these cases, a third phone call was made, each of which 
resulted in an equally ambiguous response. 

, Two percent of non-Catholic hospitals consistently stated that emeraencv 
nnntraception would be provided to rape survivors at the physician's 
discretion. 



, One non-Catholic hospital consistently dechned to answer either caller, and 
did not return numerous messages left for various supervisors and hospital 
administrators. 

Of tiie 43 non-Catiiolic hospitals found not to offer EC pills to rape survivors, ten 
stated that tiie survivor will be given a prescription for emergency contraception to be 
filled elsewhere. Such a practice is not in accordance with protocols for treatment of 
sexual assault survivors established by medical experts. Smce time is ofthe essence when 
attemptina to obtain emergency contraception witiiin 72 hours, hospitals that do not offer 
EC pills in the emergency room itself pose an obstacle to proper medical care provision 
to rape survivors. This unnecessary obstacle may prevent tiie survivor from receiving the 
treatment in time. 

Of the 85 non-Catholic hospitals found to operate under a clear policy of 
providina EC pills to rape survivors, one stated that the survivor will receive EC only if 
she is over 18 or accompanied by a parent. Given the race agamst tiie clock involved in 
obtaioino EC as soon as possible, such a restriction is an unreasonable obstacle to proper 
medical care- as with any other necessary medical treatment, action should be taken as 
soon as possible. Further, tiiis is in violation of New York State law, which allows for 
the distribution of birth control to minors witiiout parental consent. A parent may be 
entirely unavailable, the need for EC may be a result of incest, or the survivor may 
simply feel uncomfortable discussing tiie situation with a parent at the time of the crisis. 
None of tiiese factors should unpede administering proper treatment to the survivor. 

Provision of EC at Non-Catholic Hospitals' 

"DISCRETION 

4 hospitals 

2 percent 

• One uon-Catholic hospital did not respond to the survey 
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CATHOLIC HOSPITALS 

The survey also found vast differences m tiie approach CatiioUc hospitals take in 
dispensing emergency contraceptive pills to rape survivors. The method of hospital 
categorization used for non-Catiiolic hospitals was also used for categonzmg CatiioUc 
hospitals. 

. Of the 38 Catiiolic hospitals in New York State that provide emergency room 
sQv/ices, nnlv 21 percent were found to operate under a clear policv of 
prnvidina r?rie survivors with emeraencv contraception. 

. Alr^nsi two-tiiirds (61%) of New York State Catholic Hospitals were found 
nnf tn provide the survivors of sexual assault with emeraencv contraceonon. 

Another 13'̂ /" " f hospitals demonstrated no clear noUcv on providina 
emeraencv contraception to rape survivors. 

. grill another five percent of hospitals consistently Ft̂ tpH that emeraencv 
rnntracention wniild be provided to rape survivors at the physician's 
discretion. 

Of tiie 23 hospitals found not to offer EC pills to rape survivors, two stated tiiat 

the survivor vviU be given a prescription for emergency contiaception to be filled 

elsewhere. 

Provision of EC at Catholic Hospitals 

tfii)is.§mwoN-'--' 
1 

^ i ^ ' m nMiR-« 

^̂ ŝ :̂ ffi:̂ ••̂ 3̂;w••v̂ :̂••̂ ^̂  

23 hospitals 

61 percent 

2 hospitals 

5 percent 

1 

Attached to this report are the complete results ofthe survey, including the names 
of all surveyed hospitals. We also mclude a fiirther breakdown of EC provision by 
geographical location. 
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BEYOND THE RESULTS 

TTNri.EAR POLICIES AIND UNINFORMED STAFF 

Several emeraency rooms demonstrated a disturbing lack of knowledge regarding 
policies on offering emeraency contraception to rape survivors. The staff at St. Joseph's 
Hospital in Ehnira, for example, provided surveyors witii tiiree different answers on three 
septate occasions The first surveyor was told tiiat tiie hospital would provide a woman 
with emergency contraception if she were a survivor of rape, while the second was told 
the hospital would definitely not provide this service. The third caller was told emergency 
contraception is given at tiie doctor's discretion, but tiiat the treatment is only prescnbed, 
and not administered. 

The staff at Soutiiampton Hospital m Long Island as well as the staff at Westfield 
Memorial Hospital in Western New York also provided surveyors with directly 
contradicting answers. The first surveyor of both hospitals was told tiiat EC is absolutely 
always provided, while the second was told by tiie nurse in charge that she has never seen 
the treataient given. 

The sexual assault survivor's right to proper medical care is too often up to the 
luck of the draw when she is admitted to such emeraency rooms. All New York State 
emeraency rooms should adopt a clear policy on tiiis matter m accordance with medical 
protocols,'and ensure that tiie staff is aware of it. 

In response to whetiier tiie hospital offers EC to rape survivors: 

In response to whetiier the hospital provides STI testing for rape survivors: 

PTK^TAN ROULETTE W I T H "PHYSICIANS' DISCRETION" 

Certain hospitals repeatedly answered that whetiier emeraency contraception will 
be administered depends on the individual doctor responsible for treating the survivor. A 
survivor of sexual assault cannot be expected to cross her fingers at the door and hope for 
the best particularly not when she was simply brought to the closest emergency room by 
eme-encv medical responders. Further, several hospitals that stated that they do not 
officially provide emergency contraception added that it may depend on the doctor's own 
discretion All emergency rooms should follow clear gmdelines in accordance with 
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medical protocols, physicians should not be placed m the uncomfortable position of 
providmg EC "under tiie table." ui 

ayail'able, but not 

(.WestTslip-

A NARROW VIEW OF CATHOT rr CHURCH REGDT ATTf̂ .v. 

All Catiiolic hospitals tiiat stated they do not provide emergency contraception to 
rape survivors clamied that they do so due to their Catiiolic affiliation. However, 
Directive No. .6 of the Ethical and Reliaioii^DMives for Catholic Health C r l 
Sepces states a female who has been raped shoT^iZ^able to defend herself aaamst a 
potential conception from the sexual assault." Many hospitals mteipret tins directive in 
the most ngid way, denymg rape survivors access to emergency contraception. Yet other 
hospitals seem to operate m ignorance of it, assummg that the Catholic faitii simply 

r t ' ' ^ ' ' ° ^ r ^̂ v̂e Phelps, a spokesman for the 
Ca hohc Medical Center, which covers several New York CathoUc hospitals, said, "We 
follow the directives like other Catholic hospitals."-" When mfomied about Directive 
iNo. J6, he remarked, I would be very surprised by that." 

All hospitals that offer emergency room services to the general public should 
ftinction under giaideUnes established by medical expeas in order to provide those in need 
with proper medical care Failmg to do so borders on cnminal negligence, hi cases of 
sexual assault, hospitals should not interpret their Catholic affiUation as" an obstniction to 
providing this important medical treatment in their emergency room. 

On denying rape survivors emergency contraception: 

. •-rEm r̂gencĵ rpom 

'we're a Catholic 
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RECOMMENDATIONS 

Overall, the results of the NARAL/NY survey demonstrate the overwheUnine 
need for clear, enforced guidelines, in accordance with established medical protocols, for 
the treatment of rape survivors in New York State emergency rooms. These emergency 
rooms should be regulated to ensure compassionate, medically appropriate care. 

• Emergency contraception should be offered, and unmediately provided upon 
the request of the patient, at the time of treatment. To enforce this, the state 
leaislature should pass a law mandatina the state Department of Health to 
develop regulations that require all hospitals offering emeraencv room 
services to meet medical standards for the care of sexual assault survivors. 
Such standards should mclude testing for STIs, mcludmg HIV, as well as 
appropriate treatment protocols. Patients must be treated for psychological 
trauma and receive referrals to agencies where they may obtain follow-up 
care. All female patients who have survived a sexual assault must receive 
counseling regarding pregnancy prevention and be presented with the option 
of unmediately receiving emergency contraception. I f the physician has 
personal reservations against providing the patient with this uiformation, 
he/she must be responsible for ensuring someone else informs the patient of 
her options and provides immediate treatment. In developing such hospital 
regulations, the Department of Health should utilize ciurent medical 
standards, such as those outUned by the American Medical Association, as 
well as consult with other physicians' organizations and sexual assault 
survivor advocacy groups. 

. The Department of Health should monitor emergency rooms to ensure that 
sexual assault survivors are given medically appropriate care. The state 
legislature should also require the Department of Health to report to the 
legislature, on an annual basis, the results of a review of hospital procedures 
pertaining to medical care of rape survivors. The Department of Health should 
also report any complaints regarding specific procedures. 

. Upon develooina such regulations, the Department of Health should mandate 
hospital officials to inform all emeraencv room personnel of these protocols. 
The Department of Health should strengthen programs to inform hospital staff 
of the standards for treatment of rape survivors and provide interdisciplinary 
updates on the issue to the hospital staff. 

. The New York State Department of Health should provide funding to pemiit 
the Sexual Assault Nurse Examiner (SANE) program to be expanded to all 
hospitals. Our smdy found that all New York State hospitals that worked with 
the Sexual Assault Nurse Examiner (SANE) program compUed with medical 
protocols for the treatment of rape survivors. The SANE program provides 
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sexual assault nurse examiners who are on-call for survivors of sexual assault. 
The program is a collaborative effort in which rape crisis centers work witii 
health care providers, law enforcement, and the prosecutor's office to meet the 
needs of the survivor. 

To ensure the provision of medically appropriate care to survivors of sexual 
assault nationwide, hospital regulations should also be established on a 
national level. The U.S. Conaress should pass legislation mandatina the U.S. 
Department of Health and Human Services to develop regulations similar to 
those that should be established bv the State Department of Health. In 
developing such regulations, the U.S. Department of Health and Human 
Services should follow the steps outUned above for tiie State Department of 
Health. 

Further, the results of tiiis sttjdy show tiiat most New York Catiiolic hospitals 
either do not currently provide EC to rape survivors and attribute this to their 
Catholic affiUation, or have no clear policies regarding EC provision. The 
New York State Catholic Conference should inform all Catholic hospitals. 
which currently do not offer EC. that Catholic regulations do permit offering 
•survivors of rape the option of unmediately receiving emergency 
cnnU-aceotion. The Conference should also call upon all hospitals with 
ambiguous policies regarding this issue to take a clear stance and provide all 
rape survivors with medically appropriate care. 

Until the Department of Health develops clear standards for the provision of 
EC in emergency rooms. aU hospitals should review their own policies and 
inform sexual assault advocacy arouos and the local police of their individual 
procedures. As long as hospitals providing inadequate medical care to sexual 
assault survivors remain unregulated, organizations and authorities should be 
informed of these insufficient policies in order to avoid referring or taking 
rape survivors to these faciUties whenever possible. In publishing the results 
of tiiis smdy, it is the hope of NARAL/NY that the Department of Health 

•takes action.against the substandard care provided to sexual.assault survivors 
by ihany hospitals.' 

Survivors who are in need of emeraencv contraception should be eligible for 
reimbursement. Currently such reimbursement can be covered under Crime 
Victim's Compensation; however, to quaUfy a survivor must repon the sexual 
assault to the poUce as well as lack medical insurance. Given that survivors 
face significant medical risks and expenses, including potential HIV exposure 
and the need for immediate prophylactic treatment, all sexual assault survivors 
who undergo the rape exam should have access to Crime Victim's 
Compensation. 
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It is YOUR RIGHT... 
The Minnesota Constitution protects reproductive choice 

as a fundamental right of privacy. 
H/t is your right to choose an abortion (up to the point of fetal 

viability) without governnnent interference. During the first 
trimester of pregnancy a state may not ban or regulate abortions. 
During the second trimester the state may regulate abortion to 
protect your health. In the third trimester the fetus may be able to 
live outside the womb, so an abortion is only permitted when 
necessary to preserve your life or health. 

D/t is your right to give informed consent to an abortion procedure 
after a full explanation ofthe procedure and any potential 
complications. 

m/t is your right to access a hospital or medical facility to obtain 
any medical procedure, including an abortion, without 
harassment. 

(nj/t is your right, if you receive state or county public medical 
assistance funds for health care, to use these funds to pay for an 
abortion to preserve your life, for health reasons, to prevent 
"substantial and irreversible impairment of a major bodily 
function," or ifthe pregnancy resulted from rape or incest. 

®lt is your right, as a minor (unemancipated, under 18), to an 
abortion only if both of your parents have been notified. You can 
receive an abortion without your parents' consent by obtaining a 
court order, commonly known as a judicial bypass. 

Mit is your right, as a minor, to confidential reproductive health 
service, including contraceptives and emergency contraception, 
pregnancy-related care, and STD treatment. Your physician can 
notify your parents if she finds that not informing them would 
seriously jeopardize your health. (Accordlngto Hennepin County's reading 
of MN statute 144.343) 

YOU iWAY HAVE THE RIGHT, 
BUT CAN YOU EXERCISE THE RIGHT? 
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The Minnesota Hospital 
Provider Project Survey: 
Identifying the Barriers 

This brochure is intended to identify 
the barriers to accessing reproductive 
health care services in Minnesota 
hospitals. The Minnesota Hospital 
Provider Project (MHPP) conducted a 
detailed survey of Ob/Gyn 
Departments, Emergency Rooms, 
Nursing Departments, and 
administrators at hospitals 
throughout Minnesota to determine 
hospital policies regarding access to 
abortion services, emergency 
contraceptives, and referrals for these 
services. The MHPP also conducted 
extensive anonymous phone inquiries 
into each hospital to uncover the 
actual practices of Minnesota 
hospitals. 

The following pages reflect the 
major barriers to reproductive 
health care in Minnesota. This 
brochure should be seen as an 
educational tool for health care 
professionals and health care 
consumers alike who are 
concerned about decreasing 
access to reproductive health care 
and are interested in expanding 
access to this care in Minnesota. 
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HOSPITALS ARE A CRITICAL 
RESOURCE 

D/Wost clinics in rural IVIInnesota 
do not offer reproductive health 
care services. Even though most 
abortion and emergency 
contraceptive services are offered 
through clinics, these clinics are only 
viable in heavily populated areas. 
97% of counties in Minnesota have 
no abortion provider, forcing most 
women in rural areas to travel 50-100 
miles or more to obtain abortion 
services. For women in rural areas, 
hospitals are often the only resource 
available for their reproductive health 
care. 

(UMany ofthe women who need 
abortions cannot afford them. 
Many low-income women get their 
health care from hospitals, not from 
private physicians. Hospital services 
are an important resource for low-
income women because all hospitals 
accept Medicaid, whereas most 
clinics do not accept this aid. 

H/Wost reproductive health clinics 
are not equipped to provide care 
for women with medical 
conditions. Women with heart 
trouble, anemia, severe asthma, 
seizures, or other physical concerns 
need to be seen at a hospital. 
Hospitals are also essential for 
managing rare but possible 
complications from abortions. 

HENNEPIN 
COUNTY 

Dr. Mildred Hanson, 
Minneapolis 

612/870-1334 

Aleadowbrook Women's 
Clinic, 

Minneapolis 
612/376-7708 

AAidwesl Health Center for 
Women, 

Minneapolis 

ABORTION 612/332-231 1 

PROVIDERS Robbinsdale Clinic, 

(hospitals & clinics) Robbinsdale (hospitals & clinics) 
763/533-2534 

RAMSEY COUNTY 

Regions Hospital, 
St. Paul 

651/221-3200 

Planned Parenthood, 
St. Paul 

651/698-2405 

ST LOUIS COUNTY 

Women's Health Center, 
Duluth 

• 218/727-3352 

MHospitals train new physicians. 
When teaching hospitals do not 
provide abortions, they cannot train 
physicians to perform the procedure, 
adding to the state-wide decline in 
abortion providers. Despite the fact 
that abortion is one of the most 
common surgical procedures in the 
U.S., almosthalf of all graduating 
Ob/Gyn residents have never 
performed a first-trimester abortion. 

(nlReproduct/Ve health care has 
been stigmatized by anti-choice 
extremists. Includingthe full range 
of reproductive health care services, 
such as abortion and emergency 
contraceptive services, in hospital 
care reduces the stigmatization of 
these health care services for the 
providers and the women who choose 
it. 

Increasing hospital-based 
abortion services ensures that 
abortion is part of comprehensive 
medical care, and that women 
have access to the full range of 
reproductive choices. 



ACCESS TO OTHER CRUCIAL 
REPRODUCTIVE SERVICES 

EMERGENCY CONTRACEPTION: 
An important pregnancy prevention 
option 

What is Emergency Contraception? 
Emergency Contraception ("the 
morning after pill") is a high dose of 
birth control that prevents 
pregnancy by disrupting ovulation, 
fertilization, or implantation before a 
pregnancy can begin. Emergency 
Contraception is 98% effective when 
taken within 72 hours of unprotected 
intercourse. 

Emergency Contraception cannot 
interrupt an already established 
pregnancy and cause an abortion. It 
prevents unwanted pregnancies, 
reducing the need for abortion. 

(U/t is estimated that increased use of 
Emergency Contraception could 
annually reduce the number of 
unintended pregnancies by 1.7 
million and the number of abortions 
by 800,000 (Family Planning 
Perspectives, Nov./Dec. 1992). 

Access to Emergency 
Contraception is an important step 
toward reducing unintended 
pregnancy, especially for survivors 
of sexual assault. 
Protection against unwanted 
pregnancy is crucial in emergency 
care treatment for rape survivors. 

%ofallhospitals 
in Minnesota 

offering emergency 
contraceptive services 

to women 

mm-

LEGEND 

% of hospitals ofteriiig 
emergency contraception 
services to all women 
(includinii r.npe 
survivors) 

% of liospitals offcrinii 

emergency contraception 

services only to rape 

% of hospitals wit i iout 

emergency contraception 

DID YOU KNOW? 

The Ethical and 
Religious Directives for 
Catholic Health Care 
Providers, which guides 
the policies of Catholic 
hospitals, states that a 
woman who has been 
raped can be offered 
emergency contraception, 
though it prohibits many 
other reproductive health 
care services such as 
contraception, abortion, 
and sterilization. 

Only 50% of the Catholic 
hospitals in Minnesota 
offer emergency 
contraception to rape 
survivors! 

MThe MHPP found that only 30% of 
Minnesota hospitals offered 
Emergency Contraception to all 
women (including rape survivors). 

dlOn/y about half of alt hospitals 
offered Emergency Contraception to 
even rape survivors'. 

m/IEDICAL ABORTION: 

Medical abortion is an early non­
invasive alternative to surgical 
abortion. The procedure terminates a 
pregnancy through a series of 
prescription drugs. The most 
promising of these medications is 
mifepristone (RU-486). Recently 
approved by the FDA, the widespread 
availability of mifepristone has the 
potential to expand access to abortion 
services by offering greater privacy to 
the clinician and patient. 



WHERE EMERGENCY 
CONTRACEPTION IS AND IS 

NOT AVAILABLE 

dlOnly 43 ofthe 140 hospitals in 
Minnesota provide emergency 
contraceptives to all women 
(including rape survivors). 

U34 ofthe 140 hospitals in 
Minnesota offer emergency 
contraceptives only to 
survivors of rape. 

(see map on pages 10 & 11) 

To find out if your local hospital 
provides emergency 
contraception, contact the 
Minnesota NARAL Foundation at: 

naralsurvey@mtn.org 
1-888-546-7895 

or 
wvm.mnnaral.org 

For more information on the 
emergency contraceptive provider 
nearest you, contact: 

emergency contraception hotline 

1-888-NOT-2-LATE 
tittp://not-2-late.com 

http;//opr.princeton.eclu/ec 

in 24 of Minnesota's 
87 counties, Hospital-

Based Emergency 
Contraceptive and 
Abortion care is 

UNAVAILABLE: 

Chippewa 
Clearwater 
Cottonwood 

Faribault 
Fillmore 
Houston 

Kandiyohi 
Koochiching 

Lac Qui Parle 
Mahnomen 

Meeker 
Morrison 
Mower 
Murray 
Nobles 
Norman 
Redwood 
Renville 

Rock 
Roseau 
Steele 

Traverse 
Wabasha 
Waseca 

8 
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Reproductive Health Technologies Project 

Sampling of actual responses 
from hospital staff members given 
to questions asked during the 
MHPP survey: 

Can I get emergency 
contraception at your 
hospital? 

"We don't offer any abortion 
techniques here. I have no idea 
if anyone in Minnesota does 
abortions." 

'I don't know where, try calling 
around to the clinics." 

Can I schedule an abortion at 
your hospital? 

"Try the Yellow Pages!" 

"Call a Crisis Pregnancy Center 
[fake clinic] or Planned 
Parenthood." 

"I don't believe in abortion." 
[then she hung up!] 

Quality of referrals 
given by staff members 
to MHPP callers asking 

about reproductive health 
services unavailable at 
their particular hospital 

LEGEND 

% of good referrals 
(12%) 

% of adequate referrals 
(32%) 

% of bad referrals (4G%) 

% refused to refer (10%) 

INADEQUATE REFERRALS 

Hospital operators in Minnesota generally tell 
someone ŵ ho calls where they can receive 
treatment that is unavailable at their facility. 
Since abortion and emergency contraceptive 
services are not available at many Minnesota 
hospitals, referrals for these services are 
essential. Unfortunately, referrals for 
reproductive health care are typically 
inadequate. 

Anonymous phone calls vi/ere placed to survey 
the emergency contraceptive and abortion 
services offered at Minnesota hospitals. V^hen 
the caller v^ras told that a hospital did not 
provide either of these services, the caller 
then asked to be referred to a providing 
facility. The vast majority of responses ranged 
from misinformed and unhelpful to rude and 
hostile. In fact, ofthe 139 hospitals in 
Minnesota that do not offer abortion services, 
only 12% gave the w/oman w/ho called an 
accurate and respectful referral to an 
appropriate facility. 

88% of Minnesota hospitals were either 
unable or not willing to handle these calls. (A 
sampling of the responses is shown at left.) In 
addition, numerous hospitals gave us referrals 
to facilities that do not provide the service. 
Most callers were transferred around hospitals 
to 3 or more staff members and still didn't end 
up with a referral to a providing facility! These 
barriers make it that much more difficult for 
women to ask for, and obtain the care they 
need. 

IVomen needing referrals for 
reproductive health care should 
not be treated with disrespect, nor 
should they expect less than a 
clear, direct, and accurate referral 
to a specific facility. 
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NOTES 

' o f three hospitals in Dulut l i , one offers 
Emergency Contraception to all women 
(including rape survivors), one offers oniy to 
rape survivors, and one does not offer 
Emergency Contraception. 

' Of six hospitals in Minneapol is, three offer 
Emergency Contraception to all women 
(including rape survivors), two offer on/y to rape 
survivors, and one does not offer Emergency 
Contraception. 

Of two hospitals in St. Paul, one offers 
Emergency Contraception to all women 
(including rape survivors) and one does not offer 
Emergency Contraception. 

In the Twin Cities Area, hospitals that offer 
Emergency Contraception to all women 
(including rape survivors) are located in 
Buffalo, Fridley, Maplewood, Sti l lwater, and 
Waconia. Hospitals that offer Emergency 
Contraception only to rape survivors are located 
in Burnsvil le, Coon Rapids, Edina, Hastings, 
IVIonticello. New Prague, Robbinsdale, and 
Sl iakopee. 

Of three hospitals in Rochester, two offer 
Emergency Contraception only to rape 

WINONA survivors, and one does not offer 
" j ^ ^ ^ Emergency Contraception. 
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^WHAT WE'RE DOING TO 
IMPROVE ACCESS AND HOW 

YOU CAN HELP! 

1 Talk to your friends about 
emergency contraception. Make sure 
they know what it is and how they can 
obtain it. 

2 Ask your doctor if they are pro-
choice. Find out if they provide 
abortions, nnake referrals, and offer 
emergency contraception. 

3 Call the Minnesota NARAL 
Foundation to find out ifthe hospital 
in your community provides 
accessible abortion and emergency 
contraceptive services. 

4 Ask your local hospital why they 
don't offer accessible abortion and 
emergency contraceptive services. 

5 Join Minnesota NARAL 
Foundation's Action Alert list (via 
email or snail-mall) and stay updated 
on reproductive issues and events. 

6 Write a letter to the editor of your 
local paper on the importance of 
reproductive health care that 
includes abortion and emergency 
contraception. 

7 Invite the Minnesota NARAL 
Foundation to a community meeting 
in your area to discuss how you can 
move your local hospital to improve 
Its policy regarding abortion and 
emergency contraception. 

8 Make a contribution to the 
Minnesota NARAL Foundation. 
Your tax-deductible donation 
supports our programs to promote 
and protect the full range of 
reproductive choices. 

Until now, the 
availability of hospital-
based reproductive 
health services such as 
abortion and 
emergency 
contraceptives vvas 
virtually unknown. 
The MHPP survey 
reveals a dismal 
picture of women's 
access to reproductive 
health care in 
Minnesota's hospitals. 
Fortunately, this 
landscape is always 
changing. By working 
together as community 
members, health care 
providers, and the 
individuals who need 
this care we can create 
changes and increase 
access to the full range 
of reproductive health 
services! 

For More Information, 
Call the Minnesota 
NARAL Foundation: 

1-888-546-7895 

Email us: 

naralsurvey@mtn.org 

or Check Out Our 
Website: 

www.mnnaral.org 

un estudio de 

Minnesota NARAL Foundation 
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INTRODUCTION 

When Catholics for a Free Choice first began report­
ing in 1994 on the Catholic health care system and 
how merger between Catholic and non-Catliolic 
hospitals impact on access to reproductive health, the 
issue wasjust gaining momentum. Big changes in 
health care were imderway. President Clinton was 
pursuing his ambitious but ultimately ill-fated attempt 
to reform the country's healdi care system. "Merger 
mania" was sweeping the healdi care indusuy The 
Catholic bishops were seeking exemptions fr̂ om 
providing reproductive healtii caie under the Clinton 
reform plan as Cadiolic and non-Catholic hospitals 
began combining at a dizzying pace without much 
public scmtiny Since dien, these mergei-s, and die 
resulting threats to reproductive health cai e, have 
become a pennanent part of die landscape. Re-
cendy, in an attempt to bring to life die real world 
impact of diese mergere. Catholics for a Free Choice 
luidertook a survey of the provision of emergency 
conti-aception (EC) at Catholic hospital emergency 
rooms. We wanted to find out what a woman seeking 
the "morning after pill" would be told if she called a 
Catholic facility. The findings were striking: 82 
percent of the hospitals sui-veyed said they did not 
provide EC, even to a woman who had been raped. 
And of those hospitiils, only 22 percent would provide 
a referral that had enough infoirnadon to help a 
woman obtain emergency contracepdve services.' 

The sui-vey fiirdier exposed the ambiguity ofthe 
provision of reproductive health services in Catholic 
healdi care settings, piqued media interest in the 
con.sequences of Catholic health care resnictions for 

women, and sen'ed as a useful tool for advocates in 
die reproductive health care field seeking to reduce the 
impact of Catholic mergers. But the most interesting, 
and perhaps the greatest achievement of our merger 
research to date, is the manner in which our EC survey 
has affected the 
Cadiolic health care 
system—particularly in 
its dealings with 
requests for informa­
tion about reproduc­
tive health services in 
Catholic facilities and 
the increased attention 
Cadiolic healdi care is 
giving to the issue of 
Catholic/non-Catho­
lic mergers. 

This report will 
provide an ovei"view of 
the impact of the EC 
survey. It will also 
serve as an interim 
1999 report on merger 
activity between 
Cadiolic and non-
Cadiolic hospitals and 
systems and the ongoing impact of and opposition to 
such mergei-s. This activity is detailed in the appendi­
ces. One note: die term "merger" is used loosely. 
Check the appendix for specifics on each affiliation as 
to the actual structure of the deal. 

^rhemweyjurther 
exposed the ambiguity 

ofthepnyoisionof 
: r^mdiictivehealffi 
services iriGathoUc 

healtii daresMri^and 
piquedinedia interest in 

tfie consequences of 
Catholic health care 

restrictiomfarwcmen. 
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ACQUISITIONS: 
THE PACE SLOWS BUT NOT THE IMPACT 

Merger and acquisition activity between Catholic and 
non-Catholic hospitals and health systems has slowed 
somewhat in the first three quarters of 1999 com­
pared to die breakneck pace of 1998. According to 
our tracking, between January 1 and the end of 
September of this year, there was a total of 12 Catho­
lic/ non-Catholic mergers or acquisitions completed. 
Another 10 deals are pending. This compares to the 
43 completed mergers and acquisitions between 
Cadiolic and non-Catholic facilities that we identified 
in 1998.̂  This slowing ofactivity is consistent with 
lai ger trends in the health care industry. According to 
Irving Levin Associates, merger and acquisition 
activity within the health care industiy has fallen to its 
lowest level since 1995. The number of all hospital 
mergers fell 35 percent between the second and diird 
quarters of 1999, and third quarter activity was 24 
percent below third quarter 1998 activity.'' The 
consensus within the health care industry is that most 
ofthe "low hanging finit"—the financially ailing 
hospitals that either had to merge or die—has been 
picked. As a result, 1998 can be seen as .somewhat of 
an anomaly in terms of merger activity. 

Having scooped up many of these troubled hospitals 

in recentyeare, 
the Cadiolic 
health care 
industiy is now 
engaged in a 
process of 
internal consoli­
dation. Small 
and mid-sized 
Catholic systems 
are merging into 
laî ger regional 
systems and new 
systems are being 
created. Signifi­
cantiy, die laigest 
and third-largest 
Catholic hospital 

The Catholic health caw 
industry is nmu engaged in a 
process of internal consoli­

dation. Small and mid­
sized Catholic systems are 
mer^nginto laTgerreffjonal 

systems and new systems are 
beingamted. 

systems in terms of revenue were created this year. 
The newly created Ascension Health, the largest 
Cadiolic system in the nation with $5.6 billion in 
annual revenue, owns or is affiliated with 66 hospitals 
in 15 states and the District of Columbia.'' This trend 
speaks to the growing influence of Catholic systems as 
they come to dominate certain geographic areas. For 
instance. Catholic Healthcare West is now the largest 
operator of hospitals in Califomia, running 46 
hospitals, 18 ofwhich were formerly secular^ San 
Antonio-based Incarnate Word Health System and 
Houston-based Sisters of Charity Health Care System 
merged in Februaiy to create the five-state Christus 
Health system, which owns over 30 hospitals concen-
û ated in Louisiana, the Louisiana-Texas border and 
the Texas Gulf coast.'' The Sisters of St. Francis 
Health Services now controls acute-care facilities in 
four nordiwestem Indiana cities: Hammond, Crown 
Point, Dyer and Michigan City.' 

Several other trends are worth noting. One is the 
fruits of activism in opposition to hospital mergers. A 
glance dirough the appendices finds a good number 
of mergei-s are facing organized community opposi­
tion. Having seen successes in this area, activists have 
created models of community opposition that are now 
successfully being replicated. Tlie increased attention 
that CFFC and others have brought to die issue has 
made it hai der and harder for diese deals to be 
completed in the dark of night Letting some light 
into the process has in some cases halted mergers and 
in others resulted in compromises or solutions diat 
preseiA'ed at least some access to reproductive health 
semces, aldiough often at considerable inconvenience 
to the women involved. And in the instance of 
Optima Heathcare, created by the merger of Elliot 
Hospital and Catholic Medical Center, consistent 
community opposition to the merger resulted in its 
dissolution after five years." 

Anodier trend is less heartening. It is the undoing 
of compromises or die discontinuation of reproduc­
tive health services in the years following die comple­
tion of a merger In two high-profile cases in die last 
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two years—one in Litde Rock, Arkansas, and one in 
Austin, Texas—the Vatican has nbced compromises 
that had allowed mergers to pass community activists' 
muster' '" This is a worrisome trend, because it 
suggests that promises made are not being kept or 
cannot be kept in die face of Vatican opposition. It 
also highlights the importance of monitoring hospitals 
following mergers, as changes in policy can be made 
once the limelight has faded. For instance, when Palm 
Beach's non-CathoUc Good Samaritan Medical 
Center and Catholic St. Mary's Medical Center 
merged in 1995 to form Intracoastal Health, the 
hospitals announced diat reproductive health services 
would be preserved at Good Samaritan. This year 
however, Inti-acoastal announced that Good 
Samaritan's maternity ward would be closed, effiec-
tively scutding die compromise because women will 
have no choice but to deliver at a Catholic maternity 
ward diat does not perfonn postpartum tubal 
ligations." 

Another disquieting trend is the structuring of 
hospital acquisitions in a manner diat completely 
evades community or regulatoiy review. Cadiolic 
Healthcai e West has pioneered this technique in 
California. When it looked like its purchase of a 
hospital in Gilroy from Columbia/HCA Healthcare 
would face opposition, Columbia simply shut down 
Valley Medical Center and suiTcndered its license. 
CHW dien purchased die hospital building. Since diis 
was simply a "real estate transaction," according to 
CHW, it required no review.'"̂  

The following anecdotes provide a snapshot of some 
of the merger and acquisition activity, opposition and 
consequences in the past nine months: 

Vatican Overturns Compromise 
On September 28,1999, over a year after a compro­
mise ensured die continuation of tubal ligations at St. 
Vincent Doctor's Hospital in Litde Rock, which was 
purchased by St Vincent Healdi System, the Vatican 
ordered die hospital to halt provision of the proce­
dure. The deal entailed allowing St. Vincent Health 
System to lease space in St. Vincent Doctor's Hospital 
to the Arkansas Women's Healdi Center, which 
perfomied tubal ligations for women who wanted 
diem. Arkansas Bishop Andrew McDonald had given 
approval of the arrangement, but asked die Vatican 
for a review. He revoked his approval when die 
Sacred Congregation for die Doctrine of die Faidi in 
Rome, the ami of the Vatican that examines questions 

of interpretation related to the moral teachings of the 
church, decided that die arrangement was inappropri­
ate. Hospital officials estimated that about 30 steril­
ization procedures were performed each month. An 
estimated 370 have been performed since the agree­
ment began, which accounts for approximately ten 
percent of the women who deliver annually at the 
facility.'-̂  

Services Quietly Restricted 
A secular hospital in Florida has been curtailing 
abortion services for two yeai-s, but most people in the 
commimity were not aware of i t When Bayfront 
Medical Center in St. Petersburg, Florida, became 
part of the newly fomied, eight-hospital BayCare 
Health System two years ago, it agreed to limit 
severely abortion seraces as part of the deal in 
deference to the two Catholic parmers in the system. 
But it kept the new policy quiet The policy came to 
light diis year when the cit)' challenged it as a viola­
tion of the hospital's lease, which says care must be 
provided "without regard to sex, race, color or creed." 
Under BayCare's policy, all late-term abortions must 
be approved by a review committee, which is headed 
by a nun. Late-term abortions for reasons of genetic 
defects are not provided unless the baby would only be 
expected to survive a few hours after delivery." 

Keeping the Heat on For Five Years 
A five-year-old merger that was troubled from die 
very beginning over the curtailment of abortion 
seiAdces has ended. Unable to resolve differences over 
abortion and odier reproductive healdi services, New 
Hampshire's Elliot Hospital and Cadiolic Medical 
Center agreed to end their merger, dissolving Optima 
Healdi in early 1999. Abortions were banned at Elliot 
in 1996 when it became clear diat a handful were 
bei ng per formed each year con tî aiy to die Ethical and 
Religions Diinclives for Catholic Health Can Sennce.<;, which 
Catholic Medical Center insisted Elliot follow. Elliot 
came under fierce fire fi om reproductive healdi 
advocates in 1998 when it refiised to perfomi an 
emergency abortion, forcing the woman to go 80 
miles away to receive the procedure. Apparendy die 
boards of the two hospitals were unable to reach an 
agi eement over abortion polic)', which had not been 
clearly articulated at the outset of die merger The 
dissolution of die merger came after almost three 
years of effort by physicians, the New Hampshire 
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chapter of die ACLU, and the anti-merger Coalition 
for Live-Free-or-Die Healthcare in Greater 
Manchester'-' 

Plans for Restrictive Women's 
Health Center End 

A plan by Enid, Oklahoma's two acute care hospitals 
—St. Maiy's Mercy Hospital and Integris Bass Baptist 
Health Center—to build a $12 million women's 
health center that wouldn't offer tubal ligations was 
derailed by community opposition. Tlie new center 
would have offered the only obstetrical serxices in 
town, as bodi hospitals were scheduled to close 
their obstetiics units once the facility was built. 
Women who wanted a tubal ligation after delivery 
were to be driven to Integris Bass following deliveiy. 
A majority of doctors in die community signed a 
petition opposing die ban on tubal ligations, and 
community opposition generated a statewide 

coalition to protect reproductive healdi services, an 
impassioned town meeting, a petition drive and a 
protest advertisement in die local newspaper fi-om die 
county's two medical societies."" 

Merger Becomes Ownership Switch 
Community activists in Genesee County, New York, 
have been successful in protecting access to reproduc­
tive health services in their county. In a deal brokered 
to end community dissent, St. Jerome's Hospital m\\ 
be taken over by Genesee Memorial Hospital. The 
original plan called for the hospitals, the only two in 
the county, to merge and both follow the Directives. As 
a result ofthe new agreement, abortions and steriliza­
tions will remain available to women in the region. 
St. Jerome's will no longer be a Catholic hospital, but 
it Vkill continue to follow the Directives fov five years. A 
community coalition. People Against Lost Services, 
had batded the merger plans for diree years." 
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THE EC SURVEY: CALLING CATHOLIC PROVIDERS 

In the winter of 1999, CFFC conducted a survey of 
589 Catholic hospital emergency rooms to determine 
if emergency contraception is available to women— 
especially rape victims— f̂i-om these important sources 
of care.'" This is an important area of exploration 
because while the Di'rectivesMow for the provision of 
emergency contraception for women who have been 
raped—and it is a widely accepted standard of care 
for rape victims—anecdotal evidence suggested that 
many Catholic hospitals were not providing E C ' We 
designed the survey to assess the "real world" avail­
ability of EC—not the theoretical availability that 
may be stated in hospitals' official policies. We called 
the place that women seeking such care would be 
likely to call—the emergency room—not an adminis­
trative or public relations office. We asked the ques­
tion much as we imagined women seeking such care 
would ask i t "Hi, I was wondering if you have the 
moming after pill?" 

If respondent answered "yes," the caller thanked 
them and hung up. Ifthe answer was "no," the caller 
asked the respondent about the availability of EC in 
cases of rape. For hospitals that said EC wasn't 
available even for women who had been raped, the 
caller asked for a local referral, ff the emergency 

room told die caller to call her OB/GYN, the caller 
said her OB/GYN was not available and again 
requested a referral. Ifthe respondent gave the name 
of a local clinic or Planned Parenthood, the caller 
asked for the phone number 

Ifthe emergency room did not give an absolute yes 
or no, the caller asked under what circumstances EC 
would be available. Ifthe respondent did not men­
tion rape in the explanation of circumstances in which 
EC would be available, the call asked direcdy if EC 
would be available in cases of rape. The caller than 
asked about referrals for EC in the same manner as 
above. 

Of the hospitals sui-veyed, 82 percent said they did 
not make emergency contraception available in any 
circumstance. Of those, only 22 percent provided a 
usefiil referral—one with a specific source of care and 
a phone number Many of the refeirals were so 
vague as to be virtually useless. For instance, in some 
cases the caller was told: "Call the health depart­
ment" In some cases, as detailed in Caution: Catholic 
Health Restrictions May Be Hazardous to Your Health, 
callers were given totally inaccurate information, such 
as EC was not available anywhere in the city, or 
chastised or belitded."'"' 

Catholics for a Free Choice 



TV coverage included a discussion of die survey on 
Bill Maher's "Politically Incorrect," and an 
ABCNews.com story that featured a woman who 
became pregnant after a Cadiolic hospital failed to 
provide EC as part of her after-rape care.̂ ' Frances 
Kissling did numerous radio interviews on die study, 
including one for NPR. The survey also received 
additional coverage in die KaiserDailyRepwdvxiiue 
Health Report, a news summary service which is widely 

read in the reproductive healdi community. The scope 
ofthe coverage illustrates die intense interest in diis 
issue. The survey helped bring home two points about 
Cadiolic/non-Cadiolic mergers diat many had previ­
ously failed to grasp: Cadiolic hospitals are providers 
of care to the larger community and Catholic hospitals 
deny services diat are standard components of medical 
care. The survey in effect forced Cadiolic hospitals to 
"come out" as providers. 

Catholics for a Free Choice 



THE RESPONSE TO "CATHOLIC HEALTH 
RESTRICTIONS MAY BE HAZARDOUS 

TO YOUR HEALTH" 

It was in part at the urging of collegia] organizations 
working to preserve access to EC in merger situations 
that CFFC decided to focus on EC in the last merger 
update and we are pleased that other groups have 
been able to build on our survey. In California, 
Massachusetts and Pennsylvania, local groups used 
the EC sui-vey to follow-up with hospitals in attempts 
to have EC policies reviewed and revised. On Long 
Island, New York, local activists used the survey to 
help pressure merging facilities into guaranteeing the 
availability of EC following the acquisition of Mid-
Island Ho.spital by Catholic Health Services of Long 
Island and Winthrop South Nassau University Health 
System. '̂ EC for rape victims is now one of three key 
concessions that New York State activists arc demand­
ing in their efforts to preserve reproductive health 
services when Catholic and non-Catholic facilities 
merge. ' ' Using the data in our sun'ey, the American 
Society for Emergency Contraception sent a mailing 
to the CEO of every hospital identified by CFFC as 
not offering EC to women who had been raped and to 
corresponding local newspapers.This resulted in 
local reporters following up on the issue and forced 
hospitals to clearly state their EC policies to the local 
public. 

In one case, after an article appeared in a local 
paper, St Cloud Hospital in Saint Cloud, Indiana, a 
Catholic facility clarified its policy to the public. In a 
letter to the editor the hospital stated: "Our policy 
also dictates that the drug [to prevent pregnancy] 
must be administered within 72 hours of the rape. I f 
we believe the woman is pregnant, and that the drug 
would abort a fetus, we will not administer it."-' 

The results of the survey were widely reported in 
the media. In total, there was coverage of the sui-vey 
in over 30 media outiets ranging from USA Today, 
Newsweek.com and the "Harper's Index" to TV's 
"Politically Incorrect." The sur\'ey received signifi­
cant national print coverage, with two articles by t/.S'/I 
Today's DeWayne Wickliam that ran in at least eight 
different national, regional and local papers, and 
coverage in the Lxis Angeles Times, Boston Globe, 

Washington Times and the Chicago Tribune."̂ ^ The articles 
highlighted the fact that EC is not an abortifacient 
and that EC for rape Nactims is the medicadly accepted 
standard of care, as well as the lack of referrals by 
Catholic facilities. The articles also tied the EC story 
into the larger issue of Catholic/non-Catholic hospi­
tals mergers and the impact on non-Catholic popula­
tions. In some instances, such as the Boston Globe 
article, the survey was tied into a specific local 
merger'̂ '' The Los Angeles Times and Chicago Tribune 
articles focused on the ambiguity in Catholic doctrine 
over whether or not EC is acceptable for rape victims 
and the resulting inconsistency in Catholic hospitals' 
policies. 

The story received high-profile coverage in con­
sumer magazines as well, including Newsweek.com, 
Glamour and Harper's Magazine. Glamour, a monthly 
women's magazine well-regarded for the quality of its 
reproductive health coverage, featured an editorial on 
the issue that asked the question, "Are Catholic 

•hospitals playing God with women's lives?" and urged 
women to put pressure on lawmakers to prevent 
mergers that cut ser\'ices.''''̂  Harper's Magazine featured 
the statistic "Chances that a U.S. Catholic hospital 
does not provide emergency contraception to rape 
victims: 4 in 5," in its "Harper's Index," and 
Newsweek.com 
featured the 
report in its 
"Periscope" 
section. 

Modern Heallhcare, 
one of the most 
widely read trade 
publications in 
the health care 
industr)', did an 
article about the 
growing incidence 
of Catholic/non-
Catholic hospital 
deals.'" 

The survey helped bring 
home tuodpoints about 
Catholic/non-Catholic 
mergers that manj had 

previously failed to grasp: 
Catholic hospitals are 

providers of care to the larger 
commiinity and Catholic 
hospitals deny services. 
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CATHOLIC HOSPITALS COME 
THE DEFENS 

OUT-
E 

As a result of CFFC's report and work by groups like 
MergerWatch and the Abortion Access Project, 
Catholic hospitals have been called to greater ac­
countability, both in their communities and in the 
media. The report focused attention on the inconsis­
tent interpretation and application of die Directives. It 
also offered concrete evidence that vital semces were 
being denied as die result of Cadiolic/non-Catholic 
mergei-s. Tlie sheer amount of media coverage forced 
Catholic hospitals and their trade association, die 
Cadiolic Healdi Association (CHA) to respond and 
clarify their policies regarding EC. 

On the local level. Catholic hospitals found them­
selves on the receiving end of phone calls from 
reporters who wanted to know what dieir EC policy 
was, forcing some hospitals to go on the record with 
their EC policies. Some hospitals launched intemal 
communications reorganizations so that only specific 
employees would be allowed to answer outside ques­
tions about ser\ices provided.'̂ '' The CHA also urged 
hospitals to obtain a copy of the CFFC report. In a 
memo to member hospitals, CHA Pi esident Michael 
Place requested diat hospitals review die data in the 
report regarding dieir facility and report back any 
"inaccurate or misleading infomation about your 
organization."'̂ '' This suggests that in many hospitals, 
employees may not be aware of official EC policies, so 
different messages ai e being communicated to patients 
and potential patients. 

CHA also went on the defensive in the media, 
contesting the findings of CFFC's report. In a letter 
to ABC News regarding its stoiy about the rape rictim 
who became pregnant because she was denied EC at a 
Cadiolic hospital. Place disputed the survey's find­
ings.'"̂  He claimed diat callers only asked if die 
moming-after pill was available, and then "wrongly 
concluded that the Cadiolic hospital does not treat 
victims of rape." This is not accurate. After asking 
about the general availabilit)' of die moming-after 
pill, the CFFC caller dien specifically asked if it was 
proxided in instances of rape, ff die respondent 
answered "no," the conclusion was con ectiy reached 
that the hospital does not treat rape xictims according 

to the medically accepted standard of care. As a 
matter of fact, some states require hospitals to inform 
rape victims of the availability of EC." 

Place's letter also highlights a fiindamental dilemma 
regarding the use of EC by Catholic hospitals that 
CFFC identified in its report He stated in his letter to 
ABC News that "Catholic hospitals can provide 
contraceptive services to rape victims."'"' This is 
exacdy CFFC's point. The Directivesc\c2s\y state that 
EC is an acceptable option for women who have been 
raped if conception has not occuned: 

"A female wlio lias been raped should be able to defend herself 
against a potential conceptionfrom sexnud assault. If, after 
appropriate testing, lliere is no evidence thai conception lias 
occurred already, she may be treated wiih medications that 
Tvould prevent avuJatim., sperm capacitation orfertilization." 
(Directive No. 36) 

But the reality is diat many Catholic hospitals don't 
provide EC for women who have been raped because 
their interpretations of the directive vary widely and 
each hospital develops its own guidelines under the 
direction of the local bishop. Some Catholic institu­
tions, such as Mercy Medical Center in Baltimore and 
Cadiolic Health West, the Califoniia-based hospital 
chain, say they offer EC to all rape victims when 
appropriate.''" Other Cadiolic hospitals, such as tho.se 
in the Aichdiocese of Chicago, aie officially supposed 
to question patients about their mensti-ual cycle and 
refuse EC to anyone who may have receiidy ovulated 
and therefore might conceive as a result of rape."' 
Still other Catholic hospitals insist that die method is 
an abortifacient and refiise it to all rape victims.'" As 
die CFFC survey found, some hospitals that don't 
provide EC to women who have been raped do 
provide counseling and referrals about the method 
and some don't '- In some cases where EC is denied, 
women end tip aborting their pregnancies, as did the 
woman in the ABC News stor)'. '•' 

Place also claims that CFFC researchers "called 
emergency rooms and asked if the 'moming-after pill' 
was provided diei e, thus confusing the issue of 
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. ^CdikoliiHetiibili^^ 

abortion and emergency contraception for the pur­
pose of obtaining a preordained residt'"" It is not 
CFFC that confuses emergency contraception and 
abortion, but Catholic hospitals. CHA and CFFC 
agree that EC is not an abortifacient However, many 
Catholic hospitals deny EC to women who have been 
raped in the mistaken belief that it is an abortifacient 
Six years ago. Bishop John Myei-s of Peoria, Illinois, 
ordered the Catholic hospital in the diocese to cease 
using EC because he Sciid it could cause abortion. 
The medical fact is that EC will not and cannot 
disrupt an already-established pregnancy—one in 
which implantation has already occurred.''̂  CFFC 
used die term "moming-after pill" when calling 
hospitals because that is the term a woman is more 
likely to use. 

In a letter to the editor of USA Today, Place further 
stated that "Catholic hospitals all over the country 
offer immediate, compassionate, sensitive care to 
women who are victims of sexual assault"'" Rou­
tinely denying a key tool to alleviate the already 
devastating long-term impact of rape is not 

"compassionate, sensitive care." Not informing 
women of all of their options is not good medical or 
ethical protocol. Also, nowhere does Place state that 
hospitals actually provide EC, leaving them to define 
what constitutes "immediate, compassionate, sensitive 
care." 

The confusion over the issue of the provision of EC 
to rape victims is not surprising as the Catholic church 
cannot seem to get its story straight on EC. The 
Vatican has consistendy labeled the method as an 
abortifacient. In May, Monsignor Elio Sgreccia, vice 
president of the Pontifical Academy for Life and a 
close advisor to the pope, said in reference to the 
provision of EC to women in Kosovo who had been 
raped, "The 'moming-after pill' does not exist This 
is an abortion.'""* During the preparatory conferences 
for the five-year review of the Cairo Intemational 
Conference on Population and Development in New 
York, the Holy See delegation denounced emergency 
contraception as "abortive practices, camouflaged as a 
means of contraception."''" 
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CONCLUSIONS 

The CFFC survey on Catholic hospitals' provision— 
or lack thereof—of emergency contraception illus­
trated the "real world" availability of emergency 
contraception by asking hospitals if EC was available 
in language real women would use. It also specifically 
explored the question of the provision of EC for rape 
victims. The survey is a valuable addition to the 
limited public infonnation that is available on the 
presence of Catholic providers in the U.S. health care 

system and the impact of Catholic/non-Catholic 
mergers. The survey opened pubhc debate not only 
on the emergency contraception issue, but also on the 
larger issue of the role of Catholic providers in a 
largely sectarian health system. It also created the 
need for Catholic hospitals to respond v^th specifics as 
to their standard of care for rape victims and forced 
some to make specific provisions for protecting EC 
services in mergers. 
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GLOSSARY 

Acquisition: the outright purchase of one facility by 
anodier. 

Affiliadon: a cooperative venture that may entail 
joint purchasing arrangements, apportionment of 
medical specialties among separately owned facilities, 
or the sharing of laboratory and other ancillary 
services. 

Directives: the Ethical and Religious Directives for 
Catholic Health CareSertnces, which are promulgated in 
the United States by the National Conference of 
Catholic Bishops. Last revised in 1994, the Directives 
outline the mission and spiritual responsibilities of 
Catholic health care, instruct institutions on maintain­
ing Catholic identity when forming partnerships with 
non-Catholic health care providers, and prohibit 
abortion, contraception counseling, in vitro fertiliza­
tion, fetal tissue research, reproductive sterilization 
(temporary or permanent), and euthanasia. Where 
questions arise, the Directivesare interpreted by the 
hospital's sponsor and its local bishop. 

Emergency Contraception: two specific doses of 
oral contraceptives that work to prevent pregnancy 
after unprotected sexual intercourse. Depending on 
the time during the menstrual cycle when it is taken, 
emergency contraception (EC), which can be taken 
up to 72 houi-s after unprotected sex, may inhibit or 
delay ovulation, or it may alter the endometrium (the 
lining of the utenis), thereby inhibiting implantatior^ 
of a fertilized egg. EC is approximately 75 percent 
effective in preventing pregnancy; the sooner after 
improtected intercourse it is used the more effective it 
is. The copper-T intrauterine device (IUD) can be 
inserted up to five days after unprotected intercourse. 
This method reduces the risk of pregnancy by more 
than 99 percent.' 

Integrated delivery network, or network: 
a system that may combine delivery, financing, and 
management of care in one organization, giving 
physicians, hospitals, and insurers shared responsibil­
ity for health care delivery and risk management. 

Lease: a contract under which one health care 
system or nospital operates another health cat e 
facility for a specified time. 

Mei^er: the establishment of shared assets, liabili­
ties, and administrative functions between two 
entities. 

Reproductive health services: in this report, the 
reproductive health services discussed are those 
prohibited by the Directives, as these have been the 
focus of controversy in mergers between Catholic and 
non-Catholic hospitals. These services include 
contraceptive counseling; tubal ligation, vasectomy or 
other reproductive sterilization, whether temporary 
or permanent; abortion; emergency contraception for 
rape victims; and most assisted reproduction services. 

Sponsor: while Catholic hospitals are owned by the 
church, under canon law, stewardship of each health 
care facility rests with a sponsoring organization. A 
sponsor is a Catholic group (religious institute or 
order, diocese, or private association) that ensures that 
the hospital follows church guidelines and a specific 
"healing mission." Sponsors usually have certain 
governance responsibilities, known as "reserved 
powers," over their facilities.'' The sponsor generally 
appoints and removes the hospital's trustees. 

' Office for Population Research: Emergency Contraception Website: 
<\vww://oprprinceton.edu/ec/>. 

A Profile ofthe Catholic Healthcare Ministry, 1992 (St Ixiuis: Catholic 
Healdi Association, 1992), p. 82. 
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SION OF EMERGENCY CONTRACEPTION 
IN CATHOLIC EMERGENCY 

The following is a reprint ofthe emergency contraception study that originally appeared in Caution: Catholic Health Restrictions 
May Be Hazardous to Your Health. Catholics for a Free Choice researchers contacted the emergency rooms of 589 Catholic 

^,ia January 6, 1999 to inquire if emergency contraception was provided, i f it was 
provided to women who have been raped or i f referrals were available. Please note that in some cases our findings contradict 
hospitals' official policies. This survey is not intended to represent official hospital policy, but what callers to the emergency 
room were told. 

Hospital denies EC 

Hospital 
Policy No policy 

permits EC exists 
- j,'"^•••i«ferral:--";-;'v.refei^ -ProvidiBS'j 

Tpotal ,* y/niimber ;Woi number, no refeiiral; 
ALABAMA 

Mercy Medical, Daphne 
Providence Hospital, Mobile 
St. Vincent's Hospital, Birmingham 

ALASKA 

iKetchikan General Hospital, Ketchikan 
Providence Alaska Medical Center, Anchorage ' J 

(ProvidenGe Kodiak Island Medical Center, Kodiak • 
Providence Seward Medical Center; Seward 

ARIZONA 

Carondelet Holy Cross Hospital, Nogales 
Carondelet St. Joseph's Hospital, Tucson 
Carondelet St. Mary's Hospital, Tucson 
St. Joseph's Hospital &.Medical Ctr., Phoenix 

ARKANSAS 

jCbnway^Cqunfyi^^ ~ ; . , '['-''•' [ . ' • • ' ^ ' ^ -
jCprivvay Regiont̂ ^ . ! ' ' -̂ 5 i 
Meircy Hospital &:PinevTOod:l^iuisirig Home.A^^ldrbh.'; , " ̂ S.Ci!. 
i lylerc^Hp^ ; • v.; •- V,-; ' ,̂  
[St^Bemii^d's R.egi6nk̂ ^ ^ • . i ; 
St. Edward Mercy Medical Center, Fort Smith 
St. Joseph's Regional Health Center, Hot Springs 
St. Mary-Rogers Memorial Hospital, Rogers 
St. Vincent Infirmary Medical Center, Litde Rock 

X 

x 
X 

1 i - t - i 

X 

X 

X 

X 

X 

X 

•.». 
X 

X 

X 
X 

X 

X 

X 

X 

X -

X 

X 

X 

X 

X 

.•X •• 

: : • : 
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AppeniiixD:Prt)vmm if Emergen^ CortirMt^tion in Ctitiolic.Emergehty Radm^ 

Hospital denies EC 

Hospital 
Policy 

permits EC 
No policy 

exists 

r • - Provides Piroyidcs i 
• .-.rtfenrai. refernd Provides 
Total w/humWr .w/pfluinibcr no referral; 

CALIFORNIA 

Alexian Brothers Hospital, San Jose 
Citrus Valley Medical Center, West Covina 

(Queen of the Valley Campus) 
Daniel Freeman Marina Hospital, Marina Del Rey 
Daniel Freeman Memorial Hospital, Inglewood 
Dpnniinicah Santa Cruz ilospital|';SMX^^ ' ; ; 
Lassen Goiiirfiunit̂ ^̂ ^̂  . . ' 
iLiffle Compaiiy o f • ''''i'. . 
MarimMedical'^^^ ; .''':''^:r 
Mere/Americari 

(MercyMhericari .River Gk^ , 7 
Mercy American River Hospital, Carmichael 

(San Juan Campus) 
Mercy General Hospital, Sacramento 
Mercy Hospital, Bakersfield 
Mercy Hospital of Folsom, Folsom 
Mercy Hospital 6c Health Services, Merced 
MereyMedieilCe^ ' * : • - . - —' 
Misrcy MedicalrC Mount Shasta, Mouht Shasta 
Mercy SbutJivreŝ  
MissiorfHpsjitid Regi^ , 
lOCbrinorHpspi^^ _ . ; . . : . ^ . 
Providence St. Joseph Medical Center, Burbank 
Queen of Angels, Hollywood Presbyterian Medical Center, 

Los Angeles 
Queen of the Valley Hospital, Napa 
Petaluma Valley Hospital, Petaluma 
Providence H61y Crbss Medical Center; IVIissipn Hills i 
iReidwopd Meniprijd Hpspital, Fortuha: j , 
!R:obert E Ke^^ : 
San Pedro^Bsnirlsuk Hpspit^, San Pe^^^ : 
Santa Marta Hpspital,Lps Aiig^^ 
Santa Rosa Memorial Hospital, Santa Rosa 
Santa Teresita Hospital, Duarte 
Scripps Mercy Medical Center, San Diego 
Seton Medical Center, Daly City 
St. Agnes Medical Center, Fresno 
St. Bernar^dine's.Medicjd Center, 
St. Dominic's Hpspitd, Ma^^ ; ,̂  
St. EUzabeth Gpnimuiiity;Hps^^^^ 
St. ;Frincis Medical Gentê ^ 
St."Francis Mfe4'^ai Center pf Santa Barbara, Santa Barbara 
St. John's Health Center, Santa Monica 
St. John's Pleasant Valley Hospital, Camarillo 

' X -

X 

X 

X 

X 

X 

X 

.X . 

•X-,,' 

xi 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

x: 
X 

X 

X 

X 

X 

X 

X 

X • 
X 

X 

X 

X 

X 

.".;-X 

X 

X 

X 

X 

X 

X 

X 

• X 

X 

X 

X 

X 

X 

X 

X 
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; 'Gatholic:Healih I^stnctiqm'tjpdated 

Hospital denies EC 

Hospital 
Policy No policy 

permits EC exists 

Provides; 'Provides ; ' i 
••' .referral referral - - Provides.' 
W/number' w/bnumber no referral >' i Total 

St. John's Regional Medical Center, Oxnard 
St. Joseph Hospital, Eureka 
St. Joseph Hpspital, Orange 
St. Jpseph's Medical Center pf Stocktpn, Stpcktpn 
St. Jude Hpspital, St. Jude Medical Center, Fidlertpn 
St; Lpvlise.Hbspitd, M 

X 

X 

X 

iSt/Rpsb'H(3spitsJi 
•St. Vincent Medical Centei-j Lps.Angieles 

COLORADO 

Centura Health-Mercy Medical Center, Durango 
Exempla/St. Joseph Hospital, Denver 
Penrose Community Hospital, Colorado Springs 
Penrose Hospital-St. Francis Health Services, 

Colorado Springs 
St. Anthony Hospital Central, Denver 
!St. AiitJipny Hbipi'tad Nbtdij We^itin^ , >; ; ' ' Z 
'St. Francis Health Center, Cplpradp Springs;. 
jSt. Maiy-Co?;wTn 
•St; Mkry's Hbspitjj 8c '{ 
1st Tjibrhas Mpre Hospitid^^ > ' 
f CanpnCity ' ^ 

CONNECTICUT 

Hospital of St. Raphael, New Haven 
St. Francis Hospital &c Medical Center, Hartford 

(St. Francis Campus) 
St. Joseph Medical Center, Stamford 
St. Mary's Hospital, Waterbury 
St. Vincent's Medical Center, Bridgeport 

DELAWARE 

St. Francis Hospital, Wilmington 

DISTRICT OF COLUMBDV 

Georgetown University Hospital 
Providence Hospital 

FLORIDA 

.ffph Secpurs-St. Jpseph Hpspital; Pprt Charlptte , • 
(Bpri Secdur^rVeiiiee Hpspital^ Venice v ' • i v ^ ' • ' , ' • 

•.••X. 

X 

X 

X 

X 

X 

X 

X 

• , 11 • 

X 

'X, 

X 

X 

•X'. 
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Apfimdixp:' 

Hospital denies EC 

Hospital 

|i,=,,'i;r,*-̂ €̂ -̂:4ProJwira ProvidMjV^^^ 
Policy Nopolicy ''^•^^^^f'p^y.^i^kn^^^ ̂  

permits EC exists i;Totalv4 ̂ .̂  ^w/Auml^ 

Hply Cross Hospital, Fort Lauderdale 
Mercy Hospital, Miami 
Sacred Heart Hospital of Pensacola, Pensacola 
St. Anthony's Hospital, St. Petersburg 
St. Joseph's Hospital, Tampa 
StTjoidpfi's^VyoirieW 
jSt, Mary s Hospital, 

X 

X 

X 

X 

X 

•x, •• 
"X •V.­

GEORGIA 

St. Jpseph's Hpspital pf Adanta, Adanta 
St. Francis Hospital, Inc., Columbus 
St. Joseph Hospital, Augusta 
St. Jpseph's Hpspital, Savannah 
St. Mary's Health Care System, Athens 

X 

X 

X 

X 

X 

X 

HAWAII 

iStSFtantisjM^ 

I D A H O 

Clearwater Valley Hospital, Orofino 
Mercy Medical Center, Nampa 
St. Alphonsus Regional Medical Center, Boise 
St. Benedict's Family Medical Center, Jerome 
St. Joseph Regional Medical Center, Lewiston 
St. Mary's Hospital, Cottonwood 

ILLINOIS 

AJexian Brothers Medicd Village ;,,' 

jCblurnbiisHbspital,;Giu^ ::--^J. .••:'-i^;|v^>;'-''-V: 
jQppd Siiiriaiitan Regipnd.Health Center,'Mt^^ 
iHoJy'Crpss.MbspitaljChkagd ;; ^ - - - Z ^ ^ ^ ^ - '.; 
Holy Family Medical Center, Des Plaines ' , ' , ' 
Litde Company of Mary Hospital Sc Health Care Centers, 

Evergreen Park 
Loyola University Medical Center-

Foster G. McGraw Hospital, Maywood 
Mercy Hospital &, Medical Center, Chicago 
Oak Park Hpspital, Oak Park 
iQSF Ŝ t. Andipriy M^^ 
jOSF St. James Hpspitd,'Pprid^^ ' ; . . . ; ; i i f i " ' 
l0SF'St.'JpsepirHpspitd;,Bi^ :;;',Vi^?;-;;-x:. 

X 

X X 

X X 

• ' • ' -' . - • ix • • 

•x' 

•x'"..' - i 
• i 

• ' .1 
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YGatholk Health R^^ t/pJiiteti • ] 

Hospital denies EC 

Hospital 
Policy No policy 

permits EC exists 
'H^J^?' '• ' '^!^!'^^^9iy' 'f-^'^'^ ,-r Provides'-j 
• Tp^-; V' ^",w/niimber ^ 

Prpvena Mercy Center, Aurora 
Provena St. Joseph Hospital, Elgin 
Provena St. Joseph Medical Center, Jpliet 
Provena St. Therese Medical Center, Waukegan 
Provena St. Mary's Hospital, Kankakee 

Logan Cslmpus, Danville 
Prpvenia United Sairiantans Medical Center-

Sagerpampus, Da^ ^j>.*x \ .i 
RfisimecripriM Chicagp - ' 
St. Anthony Hospital, Chicago 
St. Andipny's Health Center, Alton 
St. Anthony's Memorial Hospital, Effingham 
St. Bernard Hospital & Health Care Center, Chicago x 
St. Clare's Hospital, Alton 
p^ClSnet'tJospimiv^ :-::^ir:': • 
Sfe Elizaiibth Medical Caiteri^ G h t i u t e ^ C i t y ' r - ^ - : ^ ' ' • 
St. lElizabeth's Hdsjiil^vB^ ^ I 
Sj^Elizabedi^ Hospitel'of Clufcagp^t^W 
§ft|r£mciil^psp^ '"^'-i^'!^:/";:':':-'.:• X 
St. Francis Hpspital &, Health Center, Blue Island 
St. Francis Hospital of Evanston, Evanston 
St. Francis Medical Center, Peoria 
St. John's Hospital, Springfield x 
St. Joseph Hospital, Chicago x 
St. JdsephMbdic^Cfent^Blbp^ ^ V : • -
St. JpsephJVlempri4 Hpspital, Murphysl)^^ •.". 
St;J(jseph'svHpspitalj:Br(l«^ • 
St^^psepHiHbsgi^-0^^ 
jSt^Margaret's Ho ; 
St. Mary Medical Center, Galesburg 
St. Mary of Nazareth Hospital Center, Chicago 
St. Mary's Hospital, Centraha 
St. Mary's Hospital, Decatur 
St. Mary's Hospital, East St. Lpuis 
St. Mary's Hospital, Streator 

INDIANA 

MfctnonZHpspita^ CfentEi^ija^^^i!; ^': " -
jSt;̂ : Anthpn)^ M e d i c a l ^ 
jSt; AnthPiiyMembni^^ , , 
|St; Catherine Hpspital p fEas^C^^ 

E l i N b e d i ^ t o n H o s § i 0 ' i ^ M p 6 n v i i l t ; 
St. Elizabeth Medical Center, Lafayette 
St. Francis Hpspital Sc Health Centers, Beech Grove 

x 
X 

X 

X 

X 

X 

X 

X 

•• ^ X 

X 

X 

X 

vX 

X 

X 

X 

X 

X 

- X ' 

X 

x-

• VX •; 

•„jc. •' 

X 

X 

X 

X 

X 

X 

X 

X 

,-X' 

: . , . • X 

'. \:\ '•• .X • 

X 

X 
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Appendix D: Provision of Emergency 'Contraception in Catholic Emergency Roonis 

Hospital denies EC 

Hospital 
Policy No policy 

permits EC exists 

Provides Provides • 
referral referral Provides 

w/number w/o number ho referral Total 

St. John's Health System/St. John's Medical Center, 
Anderson 

St. Jpseph Cpmmunity Hospital, Mishawaka 
St. Joseph Hospital 8c Health Center, Kokomo 
St. Joseph's Regional Medical Center, Plymouth 
St. Joseph's Regional Medical Centeî  South Berid 
St. Margaret Mercy Healthcare Ceriters-
' North Cariipus/Hainmpnd' •' ' 
St. Margiaret Mercy Healthcare Centersr v ., 
. Sputh Campus, Dyer ; ' 
St. Mary's Medical Center, Hpbart 
St. Mary's Medical Center pf Evansville, 

Evansville 
St. Mary's Warrick, BppnviUe 
St. Vincent Carmel Hospital, Carmel 
St. Vincent Hospitals 8c Health Services, Iridianapplis 
St. Vincent Mercy Hpspital, iElwpbd 
St. Vincent New Hppe, liidianapplis . 
St. Vincent WilUamspprt, Willianispprt ' 

IOWA 

Alegent Health-Mercy Hospital, Council Bluffs 
Avera Holy Family Health, Estherville 
Covenant Medical Center, Waterloo 
Marian Health Center, Sioux City 
Mercy Health Center-St. Mary's Unit, Dyersville 
Mercy Hospital, Cprhing . 
Mercy Hpspitalj Ipvira City ; . . : ' 
Mercy Hpspitd Medical Center, Des Mpihes , 
Mercy Hpspital pf Franciscan Sisters, Oelwein 
Mercy Medical Center, Cedar Rap^^ . • ; . -
North Iowa Mercy Health Center, Mason City 
Samaritan Health System, Clinton 
St. Joseph Community Hospital, New Hampton 
St. Joseph's Mercy Hospital, Centerville 

KANSAS 

Central Kansas Medical Genter-
' St. Rpse Campiis, Great Bend : . • 

Mercy Hpspital, Fprt Scott 
Mercy Hpspital, Independence 
M t ; Carmel Medical'Center, Pitiisburg 
Providence Medical Center, Kansas City 
St. John Hospital, Leavenworth 
St. Catherine Hpspital, Garden City 

X 

•̂x 

X 

x 
x 

X 

X 

X 

x" 

;X;, 

X. 

X 

X 

X 

X 

x-- ^ 

X~ ,' 

x 

x 
X 

32 Catholics for a Free Choice 



f^Gaihptic-IfMlth^^ 

Hospital denies EC 

Hospital 
Policy No policy 

permits EC exists 

> Prpyidesi Pfdyides , ! -'f.: 
; referral^. r. . referral' Provides : 
i w/iiumbeir :w/6 huihbec nO'rbfe£ral Tcitai 

St. Francis Hpspital 8c Medical Center, Topeka 
Via Christi Regional Medical Center-

St. Francis Campus, Wichita 
Via Chrisn Regional Medical Center-

St. Joseph Campus, Wichita 

KENTUCKY 

;cARnA5'Me(S : 
{Flaget Memorial.Hpspital, Bardstpvvk;. 7- r " ' ' • ' ; ' 
iLburdes Hpspital, Paducsih v O^i ' , ^ . i , j ^ ; 
jMarcum 8cWaUaceMempri4;Hosp^^ ' 
iMarymbunt Medical Center, London ' " . ' 
Our Lady pf BeUefonte Hospital, Ashland 
Our Lady of the' Way Hospital, Marnn 
St. Claire Medical Center, Morehead 
St. Elizabeth Grant County, Wiliiamstown 
St. Elizabeth Medical Center-North, Covington 
St. Joseph Hospital, Lexington 

LOUISIANA 

TOur Lady of Lake Regipnal Medieai Center, •Batpn Kbuge ; 
jOur Lady pf Lpurdes Regipnal Medical Center, Lafayette ,' .; 
Sisters' pf Charity Cpiishafe'HealthiGM^^^ Cpushatta , 
[sisters bfCharity-ScKumpert Heklth System, Shrevepb^^[ v 
;Sisters pf Chmty-St. Patrick Hpspital, L 
St. Frances Cabrini Hpspital, Alexandria 
St. Francis Medical Center, Monroe 
St. Patrick's Hospital, Monroe 

X , 

X . 

X 

X 

X 

X 

X 

X 

'. "': 

.'?x 

X 

X 

X 

•••f:-^'--X-

x 

X;: 

X 

X 

X 

X 

•X 

M A I N E 

Mercy Hpspital, Pprdand ' . ^ 
;St. Jpseph Hpspital, Bangpr . „ - . 
ist; Mary's Regipnal Medical Gieriter, LevristPn 

MARYLAND 

Bpn Secours Hospital, Baldmore 
Holy Cross Hospital of Silver Spring, Silver Spring 
Liberty Medical Center, Baldmore 
Mercy Medical Center, Baltimore 
Sacred Heart Hospital, Cumberland 
St. Agnes HealthCare, iSaltimbre 
;St. Jpseph Medical Center̂  Towspn 
'St..Luke Institute, Silver Spririg 
The Gbpd Samaritan Hpsjpitail pf Maryland; Baltimpre 

X 

X 

X 

X 

X 

X 

X 

X 

X 
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Appendix D: Pnyision ofEmergericy Cdntracep^^^ CittholicErnergen^ koiim^ ' 

Hospital denies EC 

Hospital 
Policy 

permits EC 
No policy 

exists 

.Pjw v̂iiies Provides , , ; 
referral , referral .> Provides , 

w/niunber w/(» number no referrali Total 

MASSACHUSETTS 

Caritas Norwood Hospital, Norwood 
Caritas Southwood Hospital, Norfolk 
Carney Hospital, Boston 
Good Samaritan Medical Center, Brockton 
Holy Family Hospital 8c Medical Center, Methuen 
iViercy Hospital, Springfield . • 
St. Anne's Hospital Corp, Fall River • ; ; 
Saints Memorial Medical Centeti Lowell 
'St. EUzabedi's Mddicai Center, Boston .' „. • 
Ypuville Hpspital 8c Rehabilitatibn Center, Cambridge 

M I C H I G A N 

Batde Creek Health System, Batde Creek 
Bon Secours Hospital, Grosse Pointe 
Borgess Medical Center, Kalamazoo 
Community Hospital, Batde Creek 
Genesys Regional Medical Center, Grand Blanc 
;Hbly Cross Hospital bf ,Dbtrpit, .Detrpit ; ' 
;L'ee Memorial Hpspitaly bpwagiac ' 
jLeila Hpspital, Battle Creek . ; ' 
Mci^herspti Hpspital,,iHpv\^ell 
pVIerty General Hbspital Psutners^ r ' ' , ' 
'^Sherman BpuleyardCampusj'Muslc^^^ 
Mercy Health Services North, Grayling 
Mercy Hospital, Cadillac 
Mercy Hospital, Detroit 
Mercy Hospital, Port Huron 
Providence Hospital 8c Medical Centers, Southfield 
Saline Cbminuiuty Hpspit̂ ^̂ ^ 
iSt Francis, iidspit̂ ^^^ . f : : . • 
jStijpKn'Detrpit.Rivemew Hpspital/^ ' 
:St.JphnHbspit4:8cMecQcaiee^^^ .[ • . 
St. Jphn Macpmb Hospital, Warren 
St. Jphn Oakland Hospital, Madison Heights 
St. John River District Hospital, East China 
St. Joseph Mercy Hospital, Ann Arbor 
St. Joseph Mercy-Oakland, Pontiac 
St. Joseph's Mercy-East, Mt. Clemens 
St. jpseph's Mercy-West, CiintPii Tp\TOship' 
St. Mary Hpspital, Livpnia , 
St. Mary's Health ServiceSj C^ 
St. Mary's Medical Center pf Saginaw, Saginaw ',. , 
Tawas St. Jpseph Hpspital, Tav\ras City: . 

X 

k 

• X." 

X 

X 

X 

X 

x; 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X . 

x' 

X 

X 

• X 

X 

X' 

X 

X 

.X 

X 

X 

X 
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'{CdthoUcMetiltb'JtiM^ " ''4' 

Hospital 

Hospital denies EC 

Policy 
permits EC 

No policy 
exists Total 

, Pniyidies ••' 
referral 

I w/nuinbeir 

Provides-

w/6 number' 
"Provides 1 
no referral 

MINNESOTA 

Divine Prpvidence Health Center, Ivanhoe 
Graceville Health Center, Graceville 
HealthEast St. Joseph's Hospital, St. Paul 
Lake Wood Health Center, Baudette 
Queen of Peace Hospital, New Prague 
iRegina: Medicd Center, Hasritip , r : —• - j 
.Sputh fSubiirbini Medical CenfeiiF 

!sb^ipiid;Hpspit!ai^t:CM V '̂̂ f 
fSt.'fFfsuids Mediiial Center, Breckeiiridge 1 H;?'s ,•, 
jSiiTtsurids;^ 
St. Gabriel's Hospital, Litde Falls 
St. Joseph's Area Health Services, Park Rapids 
St. Joseph's Medical Center, Brainerd 
St. Mary's Hospital, Rpchester 
St. Mary's Medical Center, Duluth 
St. Mary's Regipnal Health Center, Detroit Lakes 

X 

X 

X 

:j,-:':-;V:-:vy..-; 

X 

X 

X 

X 

MISSISSIPPI 

[St/DpriiinioJadBPn Merftprid Hpspitd^̂ ^ 

MISSOURI 

Alexian Brothers Hospital, St. Louis 
Breech Regional Medical Center, Lebanon 
St. Joseph Health Center, Kansas City 
SSM Arcadia Valley Hospital, Pilot Knob 
SSM DePaul Health Center, Bridgeton 
S W S t Jpsepĥ ^H^̂ ^ Charles 
SSM St; Ĵ ^̂  St. Lpuis 
SSM St. Jpseph Hbspitd.West,,La St. Lpuis 
SSM St:.Mary's Health Center, St. Lbuis • 
5t^Andibn;l5's Mê ^̂  • 
St. Francis Hpspital, Mpuntain View 
St. Francis Hospital 8c Health Services, Maryvillc 
St. Francis Medical Center, Cape Girardeau 
St. John's Mercy Hospital, Washington 
St. John's Mercy Medical Center, St. Louis 
iPlphn's ESl^bnal Health Cettter, Springfield. ; 
S|v JoIin's , 
§f::Maiy's Healdi Center Jefferson City 

Hospital of Blue Springs,. Blue Springs 

••'•••'"jc-

X 

X 

X 

X 

X 

X 

•X.. 
•X.-

X 

X 

X 

.•x> 
X 

X 

X 

X . 

X 

T x. •• 
" X ' ' 
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:Af>peh(iikD': •^ovisioritpfE 

Hospital denies EC 

Hospital 
Policy No policy 

permits EC exists 
V.--: , 

cTo^^ 

•PipwdlM' VProvides; ; ! 
-,.ia^ î?!i,jr .̂/•refeocal.-i..,,". Proyidcs;; 
.w^tiiunber' w/6.nuinber, ho'refemilr 

MONTANA 

Benefis Healthcare, Great Falls 
Holy Rosary Health Center, Miles City 
St. Vincent Hospital 8c Health Center, Billings x 
St. James Community Hospital, Butte 
St. Joseph Hospital, Poison 
St. Patrick Hospital, Missoula 

NEBRASKA 

AlegentHeidSi^ MeteyMe&c^d^^ 
[Faidi RegibniUtleilth'Se^ ^ r f ' y 
jGppd SainmtanrH'pspital:̂ !^^^ -A'i Î S- " ' 
iEtovidejiee-M[edi^ '-^r-jiife-iVi. 

jSt^lli^O^I;^^ ''I.-^i:.'^t^1'-:;\- • ; • 
St. Elizabeth Cpmmunity Hospital, Lincoln 
St. Francis Medical Center, Grand Island 
St. Francis Memorial Health Center, Grand Island 
St. Francis Memorial Hospital, West Point 
St. Mary's Hospital, Nebraska City 

X 

X 

X 

X 

X 

•; • X ' j 

"';xr 
X 

' ••'X' • 
X 

X 

X 

X 

X 

•• Xf "• 

X 

X 

X 

-vjc-; -

X 

X 

X 

NEWHAMPSHIRE 

jCadioUcM'edicidGenteî ^^ . 

jSt. JpsepfrHpsipital 8cT^^ 

NEVADA 

St. Mary's Regional Medical Center, Reno 
St. Rose Dominican Hospital, Henderson 

NEW JERSEY 

Holy Nariie HpspitM, Te •. ",̂ "'1 
jOiir .LadymLbuidie 
jSt; Clue's Hpsp^ * 
St. Glare's Hpspital, DenviUe ', ' ^ " J" 
St. Clare's Hospitd, Dbver^^ i . .. " • \ 
St. Clare's Hpspital, Sussex 
St. Elizabeth Hpspital, Elizabeth 
St. Francis Hospital-Franciscan Health System of NJ, 

Jersey City 
St. James Hospital of Newark, Newark 
St. Jpseph's Hpspital & Medical Center, Patersph , , 
S t Mary's Hpspital, Passaic ' . 
;St.;Maty's Hpspitsd-Franciscan H ^ ':' 
'.•JHbbpken ••.' \- V 
'St^Mi^hafelisMedicalCen^ , ;, v;' 
i$t;^eter's Utuversity Hpspitial 8c Heaidi System,'New Bnmswitk 

X 

X 

; ' ,X ' 

-X-

X 

X 

X 

X 

•',X. 

•• -X • 

,..x 
X 

X 

X 

X 

X 

X 

X 

,r. . jX'" 
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Gathqltc HealtkRjstriJctions'^tJpdated'.:^^ ^ 
;-.-jih-.-:.' 

Hospital denies EC 

Hospital 
Policy Nopolicy 1, ,, 

permits EC exists 'Tplal' 

• -'Prowde .̂̂ f • ̂^̂̂^̂̂^ •.; -i 
;^ireferral' \= -. . Provides i 
w/number . w/o iiunibe n6 referral; 

NEW MEXICO 

St. Joseph Northeast Heights Hospital, Albuquerque 
St. Joseph Rehabilitation Hospital, Albuquerque 
St. Joseph West Mesa Hospital, Albuquerque 

NEW YORK 

iBeiiediedne Hospitil^ 
|Gajbrini;lS|edic4-C ;^-0J.-r^V '̂;>; 
jFlpfeWe ©"Ui-sp P a ^ •' ' • , [ ' ' . ' • .'7̂  
;Gpb|i Sammt^^^^ ''' ' ]:': 
GpodSarhmtM 
Kenmpre Mercy Hpspital, Kenmore 
Mary Immaculate Hospital, Jamaica 
Mercy Community Hospital, Port Jervis 
Mercy Hospital of Buffalo, Buffalo 
Mercy Medical Center, RockviUe Centre 
Mount St Mary's Hb^ipital'pf Nia Falls; Lewisfpn 
j^uijLady pf Lputdes'Me'mbrial Hospital; BinghamtPri 
jQiir Lady pf M ^ ' 

• D.'Ursp PaviUbh,̂ ^̂ ^ 
[Our. Lady pf Victory v 
Setpn Health System-St. Mary's Division, Troy 
Sisters of Charity Hospital of Buffalo, Buffalo 
St. Agnes Hospital, White Plains 
St. Anthony Community Hospital, Warwick 
St. Clare's Hospital, Schenectady 
[St.- Clare's Mosjpitat iScHealth'Center, NeW Yprk. ; . 
;S|. EUzabeitJh Medicd , . ; 
;St.;-Erands Hp6pit̂ Q,!BeaCpti-^ ^̂̂^ ' '^ : ' 
jStr lrancis Hpspital, Poughkee^^ : " ; 
^^jairpes Mercy i i p ^ ^ >. 
St. Jerpme Hpspital, Batavia 
St. Jphn's Queens Hpspital, Elmhurst 
St. Joseph Hospital, Cheektowaga 
St. Joseph's Hospital, Elmira 
St. Joseph's Hospital, Flushing 
St-Joseph's Hospital Health Center, Syracuse 
S|-Maty's' M^̂  Rpchester . ; . 
Sj.:Mary's Hpspit'^ at A>n̂ ŝ ^ 
jSt; Maiy's^ 

;St. Peters'Hpspitd, Albany^' ^ ,̂  
St. Vincents Hospital 8c Medical Center, New York 
St. Vincent's Medical Center of Richmond, Staten Island 

X 

X 

X 

•_• • 
• "• ?^ • 

X 

X 

X 

.X 

X 

X 

X 

X 

X 

..•X', 

X 

X 

X ' 

X 

X 

X 

.••X -• 
X 

X 

X-

,x. 
X 

X 

X 

... - . X , 

•::^i. 
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"Appmdix b; PrmmionofE^^^if^ 

Hospital denies EC 

Hospital 
Policy Nopolicy V,.^^^ifAy. ':'v^(m ^refeltal , '.- 'Provides'1 

permits EC exists jTom^t'^'w/i^^ 

NORTH CAROLINA 

St. Joseph of the Pines, Pinehurst 

NORTH DAKOTA 

MexcyM*«lical'Cehbi^:\W^ 
jCjitos GPmmunitŷ ^̂  Cyces ,̂,̂  ̂  
Presentatipn Medical Center, Rolla x 
St. Aloisius Medical Center, Harvey x 
St. Alexius Medical Center, Bismarck x 
St. Andrew's Health Center, Bottineau x 
St. Ansgar's Health Center, Park River x 
St. Joseph's Hospital 8c Health Center, Dickinson x 

O H I O 

^rjUiet^caii jibspital-^^lfe Any C . & ^ 
E ^ M s t a d - H o s f ^ l ^ ^ 

Good Samaritan Hospital, Cincinnati 
Good Samaritan Hospital, Dayton 
Good Samaritan Medical Center, Zanesville 
Marymount Hospital, Garfield Heights 
Mercy Hospital, Hamilton 

x 
X 

X 

X 

X 

X 

>x: Men:yMisdiM'eentei;-.Sp l-^s?-';!^-:' •̂ x>t -"--:"'v''; • 

Mount Carmel East Hospital, Columbus 
Mount Carmel Medical Center, Columbus 
Providence Hospital, Sandusky 
Riverside Mercy Hospital, Toledo 
St. Ann's Hospital, Westerville 
jSt; Charles Mefcyjfiti^^MiJ^G^ 
jSt. Ehzabeth Health Center, Youngstown ,̂  ' x 
jSt'joseph.HealdirCenteir-E^^ 'V. ' l - ' ^ 'v r" '^"^ 
jSj..Rita'i4^e(Ucal:Cen P'-Vs?^^iis|*«iJ^:v-V '-'"-'ri''^-i*:" 
|St.''Viricerit1^^i^yl^fedical•^ 4 / f t ; ^ f ' / ^ ' - ' ^ f ^ t ^ ^ '• " x ' } 'S^-: •' -

X 

X 

X 
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Catholic Health Restrictions Updated 

Hospital denies EC 

Hospital 
Policy 

permits EC 

Provides Provides 
Nopolicy referral referral Provides 

exists Total w/nuinber w/o number no referral 
OKLAHOMA 

Broken Arrow Medical Center, Broken Arrow 
Hillcrest Health Center, Oklahoma City 
Mercy Health Center, Oklahoma City 
Mercy Memorial Health Center, Ardmore 
St. Anthony Hospital, Oklahoma City 
St. Francis Hpspital, TiJsa 
St. Jphn Medieai Centeir, Tidsa 

St. jbseph Regipnal Medical Center pf Nprthem«Oklahpma, 
Ppnca City ' ' . 

St. Mary's Mercy Hpspital, Enid 

O R E G O N 

Hply Rpsary Medical Center, Ontario 
Mercy Medical Center, Roseburg 
Peace Harbor Hospital, Florence 
Providence Milwaukie Hospital, Milwaukie 
Providence Newberg Hospital, Newberg 

Prpvidence Pprdand Medical Center, Pprtland 
Prpvidence Seaside Hpspital, Seaside 
Prpvidence: St Vincent Medical Centeiv pprdand' 
Sacred Heart Medical Center, Eugeiie . • , 
St. Anthpny Hpspital, Pendletpn 
St. Charles Medical Center, Bend 

St. Elizabeth Health Services, Baker City x 

PENNSYLVANIA 

Bpn Secpurs Hply Family Regional Health System, '> 
Altppna 

Divine Prpvidence Hospitd, Williamspprt . ; f , ' 
Good Samaritan Medicial Center, Jplinstpwn - ^ ; 
Gppd Samaritan Regipnal .Medical Center, Pottsi^ ' 
Hazletpn-St. jpseph Medici4.Centi£r,Hazletpn-
Holy Redeemer Hospital 8c Medical Center, Meadowbrook 
Holy Spirit Hospital, Camp Hill 
Jeannette District Memorial Hospital, Jeannette 
Marian Community Hospital, Carbondale 
Mercy Fitzgerald, Darby 

Mercy Hpspital, ScrantPn " , / • 
Mercy Hpspital, Wilkes-Barre . 
Mercy Hpspitai, pf Philadelphia, Philadelphia 
Mercy Hpspitd-pf Pittsburgh, Pittsburgh . 
•Mercy Prpvidence HPspitiali Pittsburgh 
Muncy-Valley,Hpspital, Miincy ' 

X 

X 

X 

X 

X 

X 

X-

X 

X 

X 

X 

X 

X 

X 

•. X'̂ -

;X;-

,X: 

'x'-

X 

X 

x' 
X; 

X 

X 

X 

X 

X 

X 

•X • 

X 

X 

X . 

X- v 

X 

X 

; X: • , 

X • 

X 

X 

X 

X 

X 

. X ' 

X 

X 

X 

•x 

•X 

X 

X 

X 

X 

X 

X 

X 

X 
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Appendix D: Provision of Emergency G6ntrac^iipn'in>Gatholic Emergent^ 

Hospital denies EC 

Hospital 
PoUcy No policy 

permits EC exists 

Provides • Prtm 
refenrai- "referral ^ Provides 

w/humber' Wd number no referral 

Nazareth Hospital, Philadelphia 
Sacred Heart Hospital, Allentowm 
St. Agnes Medical Center, Philadelphia 
St. Francis Central Hospital, Pittsburgh 
St. Francis Hospital of New Casde, New Casde 
St Frands Medieai Center, Pitteburgh' •. , " 
St John Vianney Hospitalj Dovmingtown 
St.Jpseph Hospital, Lancaster;; : , ' ; .' 
St Jpseph Mfedical CenW, Ri:ading«.̂  
St. Mary Medical Centeir̂  Lahghpme 
St Vincent Health Center, Erie 

X 

X 

X 

X 

X 

, ^% 
K ' 

• X .-

X 

X 

X 

X 

X 

;x 
X 

X 

R H O D E ISLAND 

Our Lady of Fatima Hospital, North Providence 
St. Joseph Hospital for Specialty Care, Providence 

SOUTH CAROLINA 

Bpn Secpurs-St. Francis Xaviei: Hpspital, Charlestpn 
St; Eugerife Cpmmunity Hpspitjd, iDillph 
St Francis Hpspital, Greenville ' > / : : ' 
St. Frands Women's Hpspital, Greenville ,. ; , 

SOUTH DAKOTA 

Avera McKennan Hpspital, Sioux Falls 
Avera Queen of Peace Health Services, Mitchell 
Avera St. Luke's, Aberdeen 
Sacred Heart Health Services, Yankton 
St. Benedict Health Center, Parkston 
St. Bernard's Prpvidence Hpspital, MUbank 
St. Mary's Heathcare Centetj Pierre 
St Mary's Hpspital, Pierre 

T E N N E S S E E 

Memorial Hospital, Chattanooga 
St. Thomas Health Services, Nashville 
St Mary's Health System, Knoxville 

TEXAS 

Baptist-St. Ahthohy's Health System, Amarillp 
Burlespn St. Jpseph Healdi Center, Caldwell 
CpgdeU Memprial Hpspital; Snyder. 
Crpsbytpn Clihic Hospital,; Grpsbytpn 
Grimes St Jpseph Health Center, Navaspta 
Highland Lakes Medical Center-, Burtiet ' 

x 

X 

X 

X 

•;X-J 

••X 
X 

X 

X 

X 

X 

X 

X 

X 

X 

X . 

X 

X 

X 

X , 

X 

X 

X 

X 

X 
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\'GathoiicHedlihRestrictiomU^ 

Hospital denies EC 

Hospital 
Policy No policy 

permits EC exists 

Provides Provides 
referral referral Provides 

Total w/number w/o number no referral 

Jasper Memorial Hospital, Jasper 
Madison St Joseph Health Center, Madisonville 
Mercy Regional Medical Center, Laredo 
Providence Health Center, Waco 
Santa Rosa Hospital, San Antonio 
Setpn East Cpmmunity. Health Center, Austiin 
SetPn Medical Center, Austin . . 
Setpn Nnrthwest, Austin 
SetPn Spudi Cpmmunity Health Center," Austin 
Spbhn Bee Cpunty Hpspital^ Beeville , 
Spphn Hospital Shoreline, Corpus Christi 
Spohn Hospital South, Corpus Christi 
Spohn Kleberg Memorial Hospital, Kingsville 
Spohn Memorial Hospital, Corpus Christi 
St. Elizabeth Hospital, Beaumont 
St John Hospital, Nassaii Bay 
St Jpseph Hpspital, Hpustpn . ' 
St. Jpseph's Hpspital 8c Health Center, Paris 
;St Jpseph Regipnal Health Center, Btyan:; 
S t. Maty Hpspiital pf Pprt Arthur, Pprt Arthur 
St. Mary of the Plains Hospital, Lubbock 
St. Michael Health Care Center, Texarkana 
St. Paul Medical Center, Dallas 
Svirisher Memorial Hospital, TiJia 
Trinity Medical Center, Brenham 
.Trinity-Mother Frances Health System, Tyler 
JUnited Regipnal Health Care System, 
^ Eleventh Street Campus, .Wichita Falls 
Villa Rpsa Hpspital, San Antbnip 
Ypakum Cbunty Hpspital, Denver City 

,.x .... 

x 

x 

X 

X 

X 

X 

' ,X. 

•'X 

X 

X 

X 

X 

X 

X 

X 

X ; 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

VERMONT 

Fletcher Allen Health Care, Burlington 

VIRGINIA 

Bon Secours De Paul Medical Center, Norfolk 
ĵ Bori Secbiirs Maryview Medical Center, Portsmputh 
!Bon Secpiurs Mijinprial Hegibnal Medical Center, 
j • M'echanicsville . " 
jBbn Secpurs-Richmpnd Cpmmunity Hpspital, Richmpnd 
jBpn Secpurs-St Maty's Hpspital, Richmpnd 

X 

X 

X 

X 

X 

X 

X 
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Appendix D: Provision of Emergency Contraception in Catholic Emergency Rooms 

Hospital denies EC 

Hospital 
Policy No policy 

permits EC exists 

Provides - Provides 
. refernd referral Provides 

Total w/iiumber w/o number no referral 

tl i 

Bpn Secours Stuart Circle Hospital, Richmond 
Mary Immaculate Hospital, Newport News 
St. Mary's Hospital, Nortpn 

WASHINGTON 

Deer Park Health Center 8c Hpspital, Deer Park 
Hply Family Hpspital, Sppfeahe 
Mpunt Carmel Hpspital, Gpl\^e 
Our Lady pf Lourdes Health Cetiter, Pasco . . 
PeaceHealidi-St John Medical Cienter, Longview 
Providence Centralia Hospital, Centralia 
Providence General Medical Center, Everett 
Providence Pacific Clinic, Everett 
Providence Seatde Medical Center, Seatde 
Providence St. Peter Hospital, Olympia 
Prpviden(:eTbppefush Hpspital, Toppenish 
Prpvidence Yaldina Miedicd Center, Yakinaa , 

>Sacted Heart Medical Cisnter, Sppkane 
St Clare Hpspital, Tacoma 
St Frands Hpspital, Federal Way 
St. Joseph Hospital, Bellingham 
St. Joseph Hospital, Chewelah 
St. Joseph Medical Center, Tacoma 
St. Mary Medical Center, Walla Walla 

WEST VIRGINIA 
St. Jpseph's Hpspital pfBuckhannpn, Buckhannon 
St Maty's Hpspital pfHuhtingtph, Huntingtpn 

Wheeling Hpspital; Wheeling 

WISCONSIN 

Elmbrpok Memorial Hospital, Brookfield 
Franciscan Skemp Healthcare-Mayo Health System, 

Arcadia 
Franciscan Skemp Healthcare-Mayo Health System, 

La Crosse Campus Medical Center, La Crosse 

Franciscan Skemp Healthcare-Mayo Health System, 
Sparta . 

Good Samaritan Health Center of Merrill, Merrill . 
Hply Fairiily Hpspital, New Richmpnd 
Holy Family Memorial Medical Center, Manitpwpc 
Langlade Memorial Hospital, Antigo 
Mercy Medical Center of Oshkosh, Oshkosh 
The Monroe CUnic, Monroe 

X 

X. 

X 

X 

X 

X 

X 

X 

^x 
X 

X 

X 

X 

X 

X : 

x 
X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

ill 
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