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Dobbs v. Jackson Women’s Health Organization

Editorial on the Research Topic

Global perspectives on the health inequities in sexual, reproductive, and

maternal health post Roe v. Wade

In June 2022, the United States (U.S.) Supreme Court’s Dobbs v. Jackson Women’s

Health Organization decision overturned Roe v. Wade, thereby eliminating the

constitutional right to abortion (1). Authority now resides with individual states to regulate

abortion access in the U.S. The impact of the ruling is expected to exacerbate existing

health disparities and produce new inequities in sexual, reproductive, and maternal health

outcomes, disproportionately affecting those who are already minoritized and living in

States where abortion access has been banned or restricted. Observations from countries

that have restricted access to abortion over the past 30 years reveal that such laws increase

rates of unsafe abortion, which in many instances leads to pregnant people becoming

severely ill or dying from preventable causes (2–4). In an era of maternal health crisis for

people of color in the U.S. (5, 6) and other disadvantaged populations around the world,

eliminating the constitutional right to abortion in the U.S. will have a severe impact on

underserved and minoritized groups everywhere (7). This Research Topic of Frontiers

in Public Health includes ten articles that highlight the global implications of the U.S.

Supreme Court decision on sexual and reproductive health.

Several articles illuminated the challenges that the Dobbs v. Jackson decision has

on reproductive justice. For instance, Montero et al. examined the safety and efficacy

of evidence-based abortion care protocols in Chile. They found five types of structural

barriers that impede legal voluntary termination of pregnancy (VTP) and conclude that

these structural barriers violate reproductive rights and amount to violence against women.

Current discourse in the US about the humanity of exceptions to restrictive abortion laws

is problematic. This study demonstrates that exceptions do not result in better access to

abortion care.

Schott et al. emphasized the importance of ensuring that abortion-related research is

conducted ethically and is informed by the social, political, and structural conditions that

shape reproductive health inequities. Their discussion underscores that abortion research

should be grounded in reproductive justice, human rights, community engagement, and

applied ethics.
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Roth used a historical framework to examine abortion rights

within the U.S., Latin America, and the Caribbean. Roth suggested

that reframing restrictions to abortion rights from an issue of

individual impacts to a broader public health issue of social and

economic justice and human rights will be most effective in

advancing reproductive rights.

Lambert et al. examined the anti-abortion rhetoric used

in arguments for a 6-week abortion ban in South Carolina.

They found that medical disinformation and moral arguments

were the most common form of rhetoric used by proponents.

A better understanding of the strategies used by anti-abortion

supporters can help inform future approaches to abortion and

reproductive legislation.

Other authors discussed how the Dobbs v. Jackson decision

exacerbates existing inequities, most often among marginalized

groups. For example, Mann et al. assessed U.S. college

students’ perspectives on contraception and abortion post-

Dobbs. Participants were fearful, angry, and concerned about

restrictions on reproductive decisions; felt pressured to use certain

contraceptive methods [e.g., long-acting reversible contraception

(LARC)]; and felt that they would be able to seek an abortion if they

desired. The authors concluded Dobbs exacerbates the unequal

gendered burden of contraception, places undue pressure on

young women to use LARCs, diminishes reproductive autonomy,

and further illuminates inequities in socioeconomic privilege,

particularly given differential perceptions of access to care.

Kheyfets et al. explore the impact of anti-abortion legislation

on the Black maternal health crisis in the U.S., highlighting limits

to abortion education and training as key factors in worsening

health outcomes. The authors also describe the residual impacts

of Dobbs on access to other reproductive health services. Their

approach underscores cascading impacts of restrictive abortion

laws on health care delivery and already poor, racialized outcomes

in the U.S.

Zhao et al. examined the potential spillover effects of

Dobbs on non-abortive reproductive care and rights using

pre- and post-Roe U.S. national clinic data. They concluded

that there is early evidence of worsening inequities in non-

abortive and reproductive health care differentially impacting

socio-economically disadvantaged groups. These insights signal

ripple effects regarding how data are collected, how healthcare

is funded, how providers are supported, and how comprehensive

reproductive health services are delivered that should be considered

in policy development.

Andersen et al. studied the impact of Texas Senate Bill

8 on travel to abortion clinics within Texas and out-of-state.

Researchers found that travel to abortion clinics in Texas decreased

significantly, while travel to out-of-state clinics increased. The study

highlights the importance of access to out-of-state abortion services

for people in States where abortion is banned or restricted.

Braveman et al. examined California birth records to

compare rates of preterm birth among Black immigrants

from Africa, Black immigrants from the Caribbean, U.S.-

born White women, and U.S.-born Black women who gave

birth in California between 2010 and 2021. U.S.-born and

Caribbean-born Black women had higher preterm birth

rates than U.S.-born white women and African-born Black

women. Chronic exposure to stress, such as racism in the

U.S., has been linked to this phenomenon. Exposure to

discriminatory practices or hostile reproductive environments

post-Dobbs may have negative impacts on maternal and child

health outcomes.

Ujah et al. examined public perceptions and concerns

regarding racial and ethnic disparities following the

overturn of Roe v. Wade. Through sentiment analysis

and structural topic modeling, the authors conclude that

the ethno-racial concerns following the reversal of Roe v.

Wade highlight the necessity for ongoing surveillance of

racial and ethnic disparities in abortion access post-Dobbs.

Examining public perceptions regarding legislative changes

to health rights may be beneficial in future analysis of

policy-related disparities.

The articles in this Research Topic of Frontiers in Public

Health reveal actual short-term and potential long-term

global health inequities to sexual, reproductive, and maternal

health produced by the Dobbs decision and similar legislation.

Exceedingly, authors note compromises to reproductive justice

and human rights that suggest calls for advocacy and policies

to counter anti-abortion legislation. Devoting a Research

Topic to this topic brings vital and robust discourse about

reproductive justice and health inequity to the forefront of

public health.
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Texas Senate Bill 8 significantly
reduced travel to abortion
clinics in Texas
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The Dobbs v. Jackson decision by the United States Supreme Court has
rescinded the constitutional guarantee of abortion across the United States. As
a result, at least 13 states have banned abortion access with unknown effects.
Using “Texas” SB8 law that similarly restricted abortions in Texas, we provide
insight into how individuals respond to these restrictions using aggregated and
anonymized human mobility data. We find that “Texas” SB 8 law reduced
mobility near abortion clinics in Texas by people who live in Texas and those
who live outside the state. We also find that mobility from Texas to abortion
clinics in other states increased, with notable increases in Missouri and
Arkansas, two states that subsequently enacted post-Dobbs bans. These results
highlight the importance of out-of-state abortion services for women living in
highly restrictive states.

KEYWORDS

abortion, health policy, public policy, digital health, mobility

1. Introduction

On June 24th, 2022, in the Dobbs v. Jackson decision, the United States Supreme

Court overturned Roe v. Wade and Planned Parenthood v. Casey, rescinding the right

to abortion (1). Immediately thereafter, trigger laws in 13 states prohibited or

severely restricted access to abortion (Figure 1), with elected officials in those and

other states considering further restrictions. Although it is too early to see the full

effect of the Dobbs decision, we can anticipate what is to come by studying an earlier

law. In late 2021 the Court allowed Texas’ Senate Bill 8 (SB8) to go into effect,

prohibiting abortions in the state after 6 weeks of gestational age. Others have shown

(2) that SB8 led to an increase in requests for self-managed medication abortions (3)

and travel to abortion providers in four states contiguous to Texas (4). This paper is

the first to quantify the impact of SB8 beyond Texas’s nearest neighbors. It is also

the first to use mobility data to assess the points of origin of patients—both within

and outside of Texas.

Abortion access in the U.S. has been a longstanding controversial and divisive issue.

In 1973, the U.S. Supreme Court legalized abortion nationwide in the landmark case

Roe v. Wade (5). This case established the right to an abortion during the first

trimester as protected under a constitutional right to privacy. However, this decision

came with criticism, which ultimately reflected in further decisions from the

Supreme Court, such as the 1992 decision in the case Planned Parenthood of

Southeastern Pa. v. Casey (6). In this case, the Court upheld the legality of abortion
01 frontiersin.org7
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FIGURE 1

Abortion policies by state, following Dobbs v. Whole Women’s Health.

Andersen et al. 10.3389/fgwh.2023.1117724
throughout the U.S. but changed regulatory standards. Under

Casey, states could not prohibit women from obtaining an

abortion before viability. Still, states did have the right to

restrict abortion, as long as a restriction did not represent an

undue burden on women seeking abortions. After Casey,

policies restricting abortion access became more common,

particularly in those states where opposition to abortion had

been historically strong.

Texas is one of these states. Different abortion restrictions

have been implemented across time and, therefore, even before

Texas SB8, women faced high barriers to accessing

reproductive healthcare. Among the most recent policies

implemented in this state are a 2000 parental involvement law,

a 2003 two-trip mandatory waiting period, and 1998 and 2009

targeted regulations of abortion providers (TRAP laws).

However, its most controversial policy was a 2013 TRAP law,

Texas HB2, which required abortion providers to obtain

admitting privileges at a hospital located within 30 miles of

the abortion facility, among other provisions. As a result,

more than half of the abortion facilities closed because the

providers could not obtain admitting privileges in nearby

hospitals. Then, the distance to the nearest abortion increased

for women living in some countries, causing a decrease in

abortion rates and increases in birth rates (7–10). In June

2016, the Supreme Court struck down the admitting privileges

and distance regulations included in the bill, issuing a

majority opinion that the state had failed to demonstrate they

served a legitimate interest in regulating women’s health and
Frontiers in Global Women’s Health 028
that they imposed an undue burden to access abortion (11).

However, even though the policy was struck down, as of June

2018, only three clinics that closed because of Texas HB2

reopened (8).

Although Texas’ abortion landscape has historically been more

restrictive than other states, its case study has informed us of the

potential impacts that abortion policies in other states could

have. For example, Fischer et al. (7) estimated a 1.3 percent

increase in births in counties that did not have a provider within

50 miles after H2B implementation. Jones and Pineda-Torres

(12) explore the impacts on teenage fertility of targeted

regulations of abortion providers (TRAP laws) implemented

across the US. H2B is one of the studied policies. Their findings

indicate TRAP law implementation increases teen births by 3

percent in TRAP states v. non-TRAP states. Although these

studies explore changes in abortion access at different geographic

levels, HB2 impacts on fertility are consistent with the impacts of

overall TRAP laws.

Besides studies focusing on Texas, an extensive body of work

has documented the impacts of abortion policies on abortion

access, use, and fertility. For example, in the case of the U.S.,

different studies have explored changes in these outcomes

induced by legalization of abortion in the 1970s (13–18).

Furthermore, an array of studies has analyzed the health impacts

of abortion access induced by state-level policies such as parental

involvement laws [the most recent evidence has been provided

by Joyce et al. (19) and Myers and Ladd (20)], and mandatory

waiting periods for abortion (21–24). Other studied policies
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include restrictions on the use of Medicaid for abortion,1

gestational limits (25, 26), and compulsory ultrasound

requirements (27).

Outside of the U.S., different studies have documented the

health and economic impacts of abortion policies in Norway

(28), Romania (29, 30), Eastern European countries (31), Spain

(32), Mexico (33, 34), and Israel (35). Overall, studies on the

U.S. and other countries reach similar conclusions on the causal

impacts of abortion policy on abortion access, abortion use,

fertility, and economic outcomes.
2. Methods

2.1. Data

We collected location data on 813 abortion clinics from the

restricted version of the Myers Abortion Facility Dataset (36),

which included the latitude and longitude of each clinic and

information on the services provided by each clinic. We matched

these data with weekly mobility data from SafeGraph for

locations within 250 meters of an abortion clinic (using the

Haversine formula). The SafeGraph data we use do not include

personally identifiable information and do not report data on

any individual device. To protect the privacy of the individuals

in the data, SafeGraph employs differential privacy methods,

similar to those used by the Census Bureau, that add noise to the

underlying data (37–39). No ethical review was required by the

University of North Carolina at Greensboro Institutional Review

Board. We discuss other ethical considerations further below.

Our SafeGraph data come from millions of consenting

smartphone users using location-enabled apps. These data

provide information on the number of unique devices (visitors)

that visit each location in the panel on a weekly basis and the

total number of visits to each location, which counts returning

visitors. Our data do not include individual-level information,

nor can it be used to identify individuals. In addition,

SafeGraph assigns each device a home location, at the Census

Block Group (CBG) level, based on the common nighttime

location from the previous 6 weeks (40). SafeGraph reports the

number of weekly visitors to each location from home CBGs

with more than two visitors traveling to a given location from

that CBG. The exact number of users contributing to the

SafeGraph panel varies over time therefore, we scale the data to

represent the movement of the population in each state by

multiplying the counts of visitors to a location by the ratio of

state population to the average number of devices observed in

the SafeGraph panel in each state and week. We checked for

differential changes in the number of devices in the SafeGraph

sample over time (Figure 2) and found no evidence of a
1See section 2.1 in Jones and Pineda-Torres (12) for a detailed list on the

studies of these policies.
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reduction in devices in the sample in Texas, relative to other

states, following the implementation of SB8.

From our initial list of approximately 90,000 locations, we

excluded over 70,000 locations with a North American Industry

Classification System (NAICS) code starting with “62”, which

indicates that the location was a healthcare-related location. We

imposed this condition to protect participants in the SafeGraph

panel from potential legal liability under Texas’ SB8 law (see

“Ethical considerations” below). As a result, our final sample

includes weekly mobility data from SafeGraph for 20,334 non-

healthcare locations (e.g., restaurants, banks, etc.) within 250

meters of 814 abortion providers in the United States from

January 2021 to December 2021 (we omit the week of February

15th, 2021 due to the Texas ice storm). Table 1 reports the

number of points of interest by industry in our sample. The

majority of locations in our sample come from two sectors–

Retail Trade and Accommodation and Food Services–which

include retail outlets like Target and Walmart, coffee shops like

Starbucks and Peets Coffee, and restaurants including

McDonald’s, Red Robin, and Applebee’s. For our analysis, we

aggregated our data to the nearest clinic level so that our final

dataset is a panel dataset of mobility in proximity to abortion

clinics over time.

We developed a novel approach to study visitors’ origin points

and destinations to abortion clinics in the Myers Abortion Facility

dataset. Not only does the approach allow us to understand any

decline in the number of devices (and thus individuals) at

abortion clinics due to SB8, but also the alternative destinations

selected by those device users. In short, we know where would-

be abortion clinic visitors go when they can no longer visit a

clinic in Texas. To our knowledge, no other study to date has

taken this approach.
2.2. Ethical considerations

The use of data derived from health information technologies

(HIT) to study abortion access has been of great concern to

regulators, policymakers, and the public (41–43). These concerns

became particularly acute following press reports about data

sharing by period tracking apps (44) and the use of Facebook

messages in a recent abortion prosecution (45). These concerns

led some geolocation data providers to restrict data collection

around sensitive locations (43, 46).

We adopted a research design that reduces potential risks to

women seeking access to abortion. First, using cellphone-based

measurements, rather than clinic-level data, protects women

seeking abortions because we do not know the reason for a visit

to a clinic—women may be near an abortion clinic to visit a

nearby Starbucks or visiting the clinic itself for other healthcare

services. A cellphone-based approach also reduces the

administrative burden on clinics and allows us to collect data on

a broader range of locations than would be feasible, collecting

data from each clinic individually, thus providing a landscape of

changes in mobility.
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FIGURE 2

Device counts did not appreciably change following Texas’ SB8. Coefficients are the interaction of an indicator for Texas and date from a two-way fixed
effects Poisson regression of total devices seen in each state on date and state fixed effects. Standard errors clustered at the state level.
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Second, we use locations near abortion providers as a proxy for

mobility to abortion clinics because SafeGraph no longer provides

mobility data to family planning centers (which include abortion

clinics). We exclude healthcare-related locations in case there is

misclassification of some abortion providers. Our assumption is

that changes in the number of devices visiting locations near an

abortion clinic will be proportional to changes in the number of

devices visiting a clinic (47), which is plausible since some of the

nearby locations include coffee shops and other locations where
TABLE 1 Industry distribution of the safe graph sample.

Industry sector # POIs %
Utilities 2 <0.01

Construction 245 1.06

Manufacturing 581 2.51

Wholesale Trade 167 0.72

Retail Trade 6,101 26.30

Transportation and Warehousing 283 1.22

Information 397 1.71

Finance and Insurance 1,456 6.28

Real Estate and Rental and Leasing 783 3.38

Professional, Scientific, and Technical Services 601 2.59

Management of Companies and Enterprises 50 0.22

Administrative and Support and Waste Management and
Remediation Services

95 0.41

Educational Services 774 3.34

Health Care and Social Assistance 0 0.00

Arts, Entertainment, and Recreation 1,257 5.42

Accommodation and Food Services 6,236 26.90

Other Services (except Public Administration) 3,597 15.50

Public Administration 351 1.51

# POIs is the unduplicated number of points of interest in our sample.
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people may loiter before or after visiting a clinic. Because we

cannot deduplicate the count of visitors near an abortion clinic,

we cannot directly convert our mobility estimates into

anticipated changes in abortions as a result of Texas’ SB8 law.2

Our approach, which allows us to understand the potential

mobility patterns surrounding the adoption of SB8, also prohibits

us from identifying individuals and exact clinic visit patterns.

However, it is precise enough to estimate the effect of SB8

without being so precise as to be useful for law enforcement or

those who would seek to use the data to target oft-traveled

clinics for anti-abortion protests.

We view geolocation data as a new and valuable data point for

health services and public health research. These data have been

frequently relied on by the medical and health policy

communities during the COVID-19 pandemic, demonstrating

their utility for medical researchers (49, 50). These data also have

potential future applications in assessing access to care using

observed, rather than hypothesized, movement patterns.
2.3. Descriptive statistics on abortion in the
United States

The abortion rate in the U.S., i.e., abortions per 1,000 15–44-

year-old women, has sustained a decreasing trend since the

1990s. The average abortion rate between 2000 and 2019 was 12
2See Andersen et al. (48) for a paper that converted mobility changes into

abortion counts.
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abortions per 1,000 women of reproductive age.3 The lowest

abortion rate was observed in 2019, with 9.8 abortions per 1,000

women of reproductive age. Abortion rates in Texas were

consistently higher than the national rates up to 2013. However,

starting in 2014, abortion rates in Texas have been below the

national rates. For instance, between 2000 and 2013, the average

abortion rate in Texas was 14.9 compared to a national average

rate of 12.9 abortions per 1,000 15–44-year-old women.

However, from 2014 to 2019, the average abortion rate was 9,

compared to a national average rate of 9.9 abortions per 1000

15–19-year-old women. This decrease in abortion rates in Texas

since 2013 is likely associated with the abortion policies

implemented in Texas in the last decade, particularly Texas H2B,

as described in section 1.
2.4. Empirical methods

We assessed the effect of SB8 on visits near abortion clinics in a

difference-in-differences framework (23), which identifies the

causal effect of SB8 based on differences in changes in

movement patterns to clinics in Texas, compared to other states,

while controlling for aggregate time effects. Our implementation

uses differences between clinics in Texas and other states before

and after August 30th, 2021 (the beginning of the week

containing September 1st, 2021, when SB8 took effect). Our

identifying assumption is that in the absence of SB8, movement

patterns near abortion clinics would be the same in Texas and

other states. While this assumption is not directly testable, we

can test for differences over time before the implementation of SB8.

Our difference-in-differences regression specification is:

E[Yit jPostt , TXi, di, gt] ¼ exp(b1Postt � TXi þ di þ gt)

Where Yit is the number of visitors or visits to location i in week t,

Postt is a dummy for the post-period, TXi indicates if location i is

in Texas, di is a set of unit fixed effects (which control for time-

invariant differences across units), gt is a set of week fixed effects

(which control for time-varying differences across units). The

coefficient of interest, b1, identifies the proportional change in

visits to abortion clinics in Texas, relative to other states, after

SB8, compared to trends before SB8 took effect.

The difference-in-differences model identifies the causal effect

of treatment on the treated under a parallel trends assumption—

essentially, trends in “control” units are parallel to trends in

“treated” units in the counterfactual scenario when treated units

are not actually treated. While we cannot directly test this

assumption, we can look at “event studies” that plot the
3Own calculations using abortion counts on abortion occurrences from the

CDC Abortion Surveillance System (51) and population data from SEER

program.
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evolution of an outcome variable in treated and control units

over time. If the pre-trends are parallel, then it is more likely

that the post-treatment trends in the counterfactual scenario are

also parallel. For our event studies, we used the same

specification as above, but replace Postt with gt , and b1 becomes

a vector of differences in outcomes for treated versus control

units. We normalize the week of August 3rd, 2021, to be zero so

that the unit fixed effects are identified. We rely on a Poisson

estimation which assumes a discrete probability distribution of

the probability of an event occurring during a fixed time interval,

such as the number of visits/visitors to a location in a week. We

clustered the standard errors at the state level.

To examine the extent to which people traveled to other states

following the SB8 decision, we also estimate models of the form:

E[YijtjPostt , TXi, di, gt] ¼
exp (b1Postt � TXi � TXj þ b2Postt � (1� TXi)� TXj

þ b3Postt � TXi � (1� TXj)þ dij þ gt

)

Where Yijt is the number of visitors from home j to location i in

week t, Postt is a dummy for the post period, TXj is an indicator

that the home location was in Texas, di is a set of unit fixed

effects, and gt is a set of week fixed effects. The coefficients b1,

b2, and b3 correspond to the change in visitors to Texas

locations from Texas devices, non-Texas locations from Texas

devices, and Texas locations from non-Texas devices. Visitors to

non-Texas locations from non-Texas devices are the excluded

reference group. As in the previous specification, we rely on a

Poisson estimation and use two-way clustering at the source and

destination state levels to compute our standard errors. These

methods assume that in the absence of Texas’ SB8, the trend in

the number of visits/visitors to a location would have been the

same in locations in Texas as what is observed in locations in

other states.

Our final analysis, which provides insight into the impact of the

Dobbs decision on women in Texas, generalizes the previous model

by estimating changes in mobility near abortion clinics in each state

for Texas versus non-Texas residents. This method of analysis, to

our knowledge, is the first of its kind to assess both the point of

origin and potential destinations of those seeking abortion care

across state lines.
3. Results

Figure 3 plots the relative change in the average number of

visits (top) and visitors (bottom) near abortion clinics, by week,

in Texas versus all other states. For both outcomes, there was a

visually apparent decline beginning in early August of 2021 that

was sustained throughout the Fall of 2021. The additional dip in

early December corresponds to the Supreme Court oral

arguments in Dobbs v. Whole Women’s Health, the case that led

to the overturning of both Roe v. Wade and Planned Parenthood

v. Casey. While there are occasional statistically significant
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FIGURE 3

Visits (total devices) and visitors (unique devices) to areas near abortion clinics in Texas, relative to clinics in other states and to August 2nd, 2021.
Coefficient estimates for the interaction of date with an indicator for Texas from two-way fixed effects Poisson regression, including clinic and date
controls. Standard errors are clustered at state level.
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differences from zero in the pre-period, these events are

concentrated in February and March of 2021.

Table 2 presents difference-in-differences estimates of the

effect of Texas’ SB 8 law on visits near abortion clinics. The first

two columns demonstrate that SB8 led to a 10–11 percent

reduction in mobility near abortion clinics. The final column

demonstrates that there was a substantial reduction in visitors

near abortion clinics in Texas for devices typically used in Texas

(9.1 percent, 95% CI: 3.4–14.7, p = 0.003) and outside of Texas

(10.8 percent, 95% CI: 5.7–15.8, p < 0.001). At the same time,
TABLE 2 Difference-in-differences estimates.

(1) (2) (3)

Visits Visitors Visitors by
origin

Visits to Texas clinics −0.108
(0.028)

−0.099
(0.030)

Texas residents visiting Texas
clinics

−0.091 (0.029)

Texas residents visiting clinics
outside Texas

0.069 (0.020)

Non-Texas residents visiting
Texas clinics

−0.108 (0.026)

# of observations 41,463 41,463 51,229,459

# of clinics 813 813 813

# of home locations (census
block groups)

– – 189,111

All coefficients are interacted with an indicator for after Texas SB8 took effect.

Models for columns (1) and (2) included clinic and week fixed effects. The model

in column (3) included origin census block group by clinic and week fixed

effects. Standard errors clustered at the state (columns 1 and 2) or origin and

destination state (column 3) level in parentheses.
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Texas residents significantly increased visits near abortion clinics

outside of Texas (6.9 percent, 95% CI: 3.0–10.9, p < 0.001).

Figure 4 builds on the third column’s result and demonstrates

substantial increases in mobility to several states, notably

Missouri, but also several Northeastern states, Oklahoma, and

South Carolina. Among these states, Missouri and Oklahoma had

post-Roe trigger ban laws and, as of September 2021, have

banned or substantially reduced access to abortion in those

states. Our novel mobility-data-focused method, therefore, shows

that destinations that may have provided abortions to Texans in

the wake of SB8 are no longer options after the Dobbs ruling and

resulting trigger laws.
4. Discussion

Following the Dobbs decision, abortion bans are becoming

more common. Therefore, it is important to understand the

consequences of restrictions on abortion access, with special

attention paid to the availability of alternative means for women

to access abortion services through out-of-state travel. This

study—to our knowledge, the first of its kind to assess potential

cross-state clinic visit effects with mobility data—demonstrates a

significant reduction in visits to areas around abortion clinics in

Texas following the implementation of SB8. However, the

reduction in access to care within the state was partially offset by

increases in mobility to clinics outside of Texas. Notably, we

observed increases in mobility to states such as Missouri, South

Carolina, and New York, which do not border Texas and have

not been included in previous studies of changes in abortion visit

patterns due to SB8 (4). As these results reveal, women living in
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FIGURE 4

Percentage change in mobility near abortion clinics by state for Texas devices relative to non-Texas devices (outline colors correspond to Figure 1). Each
state is shaded according to the predicted percentage change in mobility from Texas to the state following SB8’s implementation. Estimates are from
destination-state specific two-way fixed effects Poisson regressions of visitors on a dummy for a Texas origin interacted with Post SB8, including
(destination) clinic-by-origin Census block group and date fixed effects.
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restrictive states have historically relied on out-of-state abortions

abortion services. However, at least two of those destinations–

Missouri and Oklahoma–are no longer an option due to post-

Dobbs trigger laws, while the situation in Kansas has temporarily

stabilized with the defeat of a constitutional amendment that

would repeal abortion protections in the state (52). Therefore, as

more states implement abortion bans, the abortion landscape will

continue turning more restrictive, limiting out-of-state options

for residents of such states.

Our paper is also one of the first to demonstrate the utility of

geolocation data for monitoring access to healthcare services.

Measuring access to ambulatory healthcare services is challenging

since people have various insurance arrangements—including no

insurance at all—and states do not engage in centralized data

collection for ambulatory services. Geolocation data provides

from a diverse set of devices and can measure movement both to

ambulatory service providers, subject to privacy concerns, and

close to those providers. For this reason, geolocation data should

be considered in all future studies of access to healthcare.

However, these efforts must be tempered by an appreciation of

privacy concerns. In our implementation, for example, we do not

directly measure access to abortion care but rather infer it based

on how movement patterns in the vicinity of an abortion clinic

changed following SB8. This approach may be useful in future

research on access to abortion in both the United States and

other countries.
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Our analytic strategy has some limitations since we cannot, by

design, identify individuals visiting abortion clinics, and our

definition of near encompasses people who may be visiting a

clinic, protesting at the clinic, and visiting other locations. First,

our estimates of mobility near clinics may be biased if SB8

resulted in a reduction in abortion protestors near clinics in

Texas or led to an increase in abortion protestors from Texas

traveling to clinics in other states. Second, our results do not

imply that there will be a commensurate reduction in abortions

in Texas since we do not demonstrate that our mobility data are

correlated with abortions by state. Third, because of privacy

protections, our measure of out-of-state movement is likely to be

understated because SafeGraph does not report links with two or

fewer devices after differential privacy has been applied. Fourth,

women seeking abortions, particularly in the aftermath of SB8,

may have disabled location services, leading us to underestimate

movement to clinics outside of Texas following SB8.
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Qualitative analysis of
anti-abortion discourse used in
arguments for a 6-week abortion
ban in South Carolina
Victoria C. Lambert*, Emily E. Hackworth and Deborah L. Billings

Department of Health Promotion, Education and Behavior, University of South Carolina, Columbia, SC,
United States

Background: On June 24, 2022, The U.S. Supreme Court overturned Roe v. Wade,
leaving abortion legislation entirely up to states. However, anti-abortion activists
and legislators have organized for decades to prevent abortion access through
restrictive state-level legislation. In 2019, South Carolina legislators proposed a
bill criminalizing abortion after 6 weeks gestation, before most people know
they are pregnant. The current study examines the anti-abortion rhetoric used in
legislative hearings for this extreme abortion restriction in South Carolina. By
examining the arguments used by anti-abortion proponents, we aim to expose
their misalignment with public opinion on abortion and demonstrate that their
main arguments are not supported by and often are counter to medical and
scientific evidence.
Methods: We qualitatively analyzed anti-abortion discourse used during legislative
hearings of SC House Bill 3020, The South Carolina Fetal Heartbeat Protection
from Abortion Act. Data came from publicly available videos of legislative
hearings between March and November 2019, during which members of the
public and legislators testified for and against the abortion ban. After the videos
were transcribed, we thematically analyzed the testimonies using a priori and
emergent coding.
Results: Testifiers (Anti-abortion proponents) defended the ban using scientific
disinformation and by citing advances in science to redefine “life.” A central
argument was that a fetal “heartbeat” (i.e., cardiac activity) detected at 6 weeks
gestation indicates life. Anti-abortion proponents used this to support their
argument that the 6-week ban would “save lives.” Other core strategies
compared anti-abortion advocacy to civil rights legislation, vilified supporters
and providers of abortion, and framed people who get abortions as victims.
Personhood language was used across strategies and was particularly prominent
in pseudo-scientific arguments.
Discussion: Abortion restrictions are detrimental to the health and wellbeing of
people with the potential to become pregnant and to those who are pregnant.
Efforts to defeat abortion bans must be grounded in a critical and deep
understanding of anti-abortion strategies and tactics. Our results reveal that
anti-abortion discourse is extremely inaccurate and harmful. These findings can
be useful in developing effective approaches to countering anti-abortion rhetoric.

KEYWORDS

anti-abortion, legislation, policy, abortion rhetoric, abortion laws, pro-life movement,

discourse, attitudes toward abortion
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1. Introduction

On June 24, 2022, in a 5–4 decision, the Supreme Court of the

United States overturned the constitutional right to abortion through

the Dobbs v. Jackson Women’s Health Organization decision,

overturning the 1973 Roe v. Wade decision and leaving states to

decide on and enact their own abortion legislation. Since then,

abortion access has become increasingly difficult and confusing

within a fragmented and polarized abortion landscape. Many

states in which Republicans control state legislatures have passed

extreme abortion restrictions or complete bans (1, 2).

Overturning the right to abortion granted by the 1973 Roe

v. Wade decision was the result of decades of organizing by

fundamentalist conservatives in the United States, who worked

strategically over time through state-by-state actions to pass

restrictive legislation. The past decade has seen a sharp rise in

state abortion restrictions, with a record 108 state restrictions on

abortion enacted in 2021 alone (3). At the same time, efforts to

reverse antiquated legislation, known as trigger laws, were

unsuccessful or not pursued, thereby making abortion illegal

when Roe v. Wade was overturned (3).

Since 2011, multiple state legislatures have proposed or enacted

legislation that bans abortion after a fetal “heartbeat” is detected

(4). These bills promote misinformation that life is indicated by

the detection of a “heartbeat” (more accurately described as

electrical activity of cells) (5), which can occur as early as 6

weeks gestation, before most people know they are pregnant (6).

A surge of 6-week abortion bans began in 2019 (7), with five

states successfully enacting 6-week bans in 2019 alone, including

Georgia, Kentucky, Louisiana, Mississippi, and Ohio (8).

Only one other study has analyzed the anti-abortion rhetoric

around a 6-week abortion ban. Evans and Narasimhan

conducted a narrative analysis of the legislative testimony around

the 2019 6-week ban in the state of Georgia (9). They report that

anti-abortion advocates in Georgia promoted fetal personhood

and legal protection of fetuses by using “heartbeat” as a proxy

for life. They also framed this protection as a matter of states’

rights. Furthermore, these anti-abortion advocates misrepresented

scientific findings and appropriated progressive successes, such as

civil rights legislation (9).

In the current study, we replicate the approach used by Evans

and Narasimhan to examine the anti-abortion rhetoric used by

anti-abortion proponents in South Carolina (SC) in 2019, who

aimed to pass a 6-week abortion ban. The South Carolina Fetal

Heartbeat Protection from Abortion Act, House Bill 3020

(H.3020) was introduced to the SC House on January 8, 2019

(10). It required “testing for a detectable fetal heartbeat before an

abortion is performed on a pregnant woman and to prohibit the

performance of an abortion when a fetal heartbeat is detected.”

Unlike the bill in Georgia, H.3020 did not pass in SC during the

2019 legislative session. However, a practically identical bill (S.1)

was introduced to the SC state Senate during the 2021 legislative

session, passed both the House and Senate, and was signed into

law by Governor Henry McMaster on February 28, 2021. While

it was initially struck down by a federal judge, this 6-week ban
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went into effect again soon after Roe v. Wade was overturned in

June 2022. It was subsequently enjoined by the SC Supreme

Court, which on January 5, 2023, ruled the 6-week ban was

unconstitutional based on the right to privacy, which was added

to the state Constitution in 1971 (11).

Roe v. Wade no longer exists to overrule state-level bans on

abortion. In this historical moment, it is critical to deconstruct

and understand the strategies and tactics that aim to restrict

abortion access and to position these strategies within the

context of a post-Roe world. Further, it is important to

illuminate the consequences of restrictive abortion legislation,

especially in terms of deepening abortion-related stigma and the

detrimental impact on the health and lives of South Carolina

residents, especially those marginalized by racism, poverty, and

anti-LGBTQ and anti-immigrant sentiment and policies. By

examining the arguments used by anti-abortion advocates, we

aim to expose their misalignment with public opinion on

abortion (12) and demonstrate that their main arguments are not

supported by and often are counter to medical and scientific

evidence.
2. Methods

2.1. Design and participants

We utilized publicly available videos of meetings of the SC

House Judiciary Constitutional Law Subcommittee and the SC

Senate Medical Affairs Subcommittee, during which members of

the public provided testimony for H.3020. The meetings took

place between March and September 2019, with video footage

posted on the South Carolina legislature video archives website

and the Women’s Rights Empowerment Network Facebook page.

We analyzed arguments from anti-abortion proponents,

including 19 South Carolina legislative representatives as well as

22 community members who made anti-abortion arguments in

support of the bill or demanding even stricter abortion legislation.
2.2. Procedure

Video files of the hearings were downloaded from the Women’s

Rights and Empowerment Network’s Facebook page (https://www.

facebook.com/WomensRightsandEmpowermentNetwork) and the

South Carolina legislature video archives website (https://www.

scstatehouse.gov/video/archives.php) and transcribed using Happy

Scribe, a virtual transcription service. The transcripts were then

fidelity checked by the research team and imported into NVivo,

where they were thematically coded. Researcher-perceived

demographic characteristics (e.g., gender, age, race) of the testifiers

were noted when testifiers did not provide characteristics in their

testimony. We also conducted a word count of terminology used in

the testimonies to characterize fetuses.

We used a combination of a priori and emergent codes. The a

priori codes were developed based on a codebook from a previous

analysis of Georgia’s “heartbeat” bill hearings, conducted by Evans
frontiersin.org
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TABLE 1 Perceived characteristics of anti-abortion speakers at 2019
H.3020 hearings.

Variable # of
Participants
(N = 41)

Age 18–29 3

30–54 12

55+ 16

Unsure 10

Gender Male 28

Female 13

Race White 34

Black 7

Occupation (self-
identified)

Government Figure 19

Physician or Nurse 4

Anti-Abortion Advocate 6

Religious Figure 6

Crisis Pregnancy Center
Employee

2

Student 1

Other 4

Religion (self-identified) Christian 20

Unknown 21
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and Narasimhan (9). Authors 1 and 2 began by independently

double-coding each transcript. After initial coding of each

transcript, a coding comparison query was conducted to assess

coder agreement for each code. Agreement ranged from 83%-

100% across all transcripts.

We implemented a constant comparison approach, where we

coded the data then paused to review the codebook, examples of

individual codes, and overlap between the codes. All three

authors met to discuss the codes after each initial coding of a

transcript. We reviewed coding of themes for which there was

lower reliability (i.e., 90% or lower) and clarified any questions

about the codebook that arose while coding. We also discussed

any new codes or other changes we thought should be made to

the codebook. When changes were made to the codebook, each

of the previously coded transcripts was recoded by one of the

first two authors based on extensive discussion about the codes

among all three researchers. Additionally, the research team

regularly communicated with colleague researchers Evans and

Narasimhan, who analyzed 6-week ban hearings in Georgia.

Through this process, the codebook was frequently reevaluated

and refined to best represent the South Carolina data.

We expanded the codebook used in the analysis of Georgia’s 6-

week ban to include new themes that arose in South Carolina. First,

we added codes to characterize scientific misinformation, including

codes identifying different types of evidence (e.g., anecdotal,

statistics, quotes, health professional credentials) and codes

around specific arguments used to promote misinformation (e.g.,

abortion is harmful, advances in science and technology). We

also added codes that characterized moral arguments against

abortion, including limiting government overreach, racism,

abortion clinic profit, carry to term coercion, abortions for

convenience or burden, equating abortion with murder,

organized responses to abortion, and value of life. Finally, we

expanded a single code for rape used in the Georgia codebook by

adding more specific codes, such as arguments for and against

exceptions for rape, abortion as evidence of rape, descriptions of

rape victims, and responsibility of rape victims to report.
2.3. Study ethics

The Institutional Review Board at the University of South

Carolina reviewed the study protocol and determined this study

did not meet the criteria for human subjects research. Although

quotes can be matched with video footage, throughout this

article, we do not directly identify any individual who provided

testimony except the primary legislative sponsor. Given that all

testimony analyzed is part of the public record, our approach

respects research ethics related to privacy and confidentiality.
1These estimates are based both on video footage as well as familiarity the

third co-author has with the anti-abortion proponents providing

testimony, based on her decades-long participation in abortion access

hearings in the SC legislature.
3. Results

Researcher-perceived and self-identified characteristics of the

anti-abortion proponents who gave testimony are summarized in

Table 1. We analyzed testimonies from 41 individuals, including
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19 SC legislators, four physicians or nurses, six anti-abortion

advocates, six religious figures, two crisis pregnancy center

employees, one student, and four people who did not provide

their occupation in their testimony. Twenty of the anti-abortion

proponents who testified identified as “Christian” as part of their

testimony. While we were unable to obtain self-identified socio-

demographic information about the community members who

testified, we estimated most to be 30–54 years old (n = 12) or 55

or older (n = 16), white (n = 34), and male (n = 28).1
3.1. Argument frames

In our analysis, we found that arguments could be classified

into two major argument frames: scientific disinformation and

moral arguments, with some anti-abortion proponents using

both frames to build their case for supporting H.3020.
3.2. Scientific disinformation

Throughout the testimonies, proponents of H.3020 framed

arguments using claims based in scientific disinformation. These

types of claims misrepresented scientific findings and used

scientific and medical terms and explanations of pregnancy and

abortion in inaccurate or misleading ways to justify the ban.
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Both individuals with medical backgrounds and those without

scientific training used scientific arguments to support the ban.

Arguments that relied on scientific disinformation can be

classified into four themes: (1) Arguments from biased medical

professionals; (2) Arguments that misrepresented science; (3)

Arguments that attempted to redefine life from a scientific

perspective; and (4) Arguments using value or logic statements

to connect scientific and moral arguments.

3.2.1. Medical professionals supporting the ban
were biased and used coercion

Four supporters of H.3020 from the 2019 hearings were

medical professionals. Each began their statements by describing

their training and credentials in detail, with only one claiming to

specialize in obstetrics. The other three mentioned that their

training in obstetrics was outdated or not extensive, yet they felt

they could serve as experts despite their “limited experience.” One

even stated, “I don’t have the level of expertise and experience of

my obstetrical colleagues,” yet continued to share his testimony

about refusing to refer pregnant people seeking abortions to

abortion providers. All the medical professionals mentioned the

Hippocratic Oath, referring to it as their “oath to protect the life of

the born and the unborn,” and their duty “to speak on behalf of

the unborn.”

The medical professionals with experience working in family

medicine or obstetrics shared stories of coercing pregnant people

to listen to and view their ultrasounds.2 One stated:

“We have a look at the ultrasound and have the mother see the

heartbeat. Upon seeing the heartbeat, she realizes this is a child

and it’s her child…Most of the women who have an

opportunity simply to see truth—that this is their child

they’re carrying—decide to continue with the pregnancy.”

In a later testimony, this same physician stated that he would

“never coerce,” yet he described how he would offer free

ultrasounds to pregnant people who had made it clear they

wanted an abortion and then use that ultrasound as an

opportunity to convince them to continue their pregnancies:

“We’d put the ultrasound probe on and see this teeny little

peanut of a fetus—or an embryo, really– and then hung

around a little bit further and then see this teeny little

fluttering, which comprised a kind of a rapid beat that you

could see. And almost invariably– not all the time, but

almost invariably– I would point that out and the lady would

say, ‘Is that my baby’s heartbeat?’ Almost invariably, that was
2A SC law passed in 2016 (S.C. CODE ANN. § 44-41-330(A)(1)(a)) requires

people seeking abortions who have an ultrasound be given the

opportunity to see their ultrasound image. However, it does not mandate

that people seeking abortions have an ultrasound or view the ultrasound

image if they do have one.
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a comment that was made.…And then after that, the vast

majority of those women who would see that heartbeat

would then decide to keep their pregnancies. Not all, but

many of them did decide to keep them.”

Medical professionals also used medical terminology in biased ways

to bolster their claims. One described fetal development by saying:

“At 6 1/2 weeks, the teeny little baby is about a little bit less

than an inch long; has very incipient eyes, head, chest, a two

chambered heart; has limb buds with teeny little buds that

will eventually become fingers at the time of the average time

for elective abortion.”

Another physician stated, “We can discuss all day long here

today whether the fluttering, the pulsation and cardinal vessels of

a tiny embryo comprise a heartbeat or two chamber for chamber

heart.” Despite his medical expertise, he went on to say, “When

a mother says that it is a heartbeat, that’s a heartbeat.”

Intertwining their anti-abortion opinions with their medical

“expertise” and “experience,” the medical professionals who

testified in support of the 6-week ban made grandiose claims

about how wrong they believe abortion to be. One stated, “Any

medical procedure that interrupts or terminates that developing

human life for whatever reason constitutes the taking of a

human life.” Another said:

“There is no circumstance, no matter how desperate or

difficult, that justifies the killing of innocent unborn children

with beating hearts. And trust me, as a family doctor, I have

dealt with all of these desperate and difficult circumstances

that surround the conception of unborn children.”

Another obstetrician and medical director at a crisis pregnancy

center stated, “I have lots of patients and I don’t tell them, ‘I’m a

Christian, I don’t believe in abortion, you can’t have an

abortion’ … I talk to them about their options.”

3.2.2. Anti-abortion proponents misrepresented
science

Many anti-abortion proponents relied heavily on data, statistics,

or numbers to bolster their claims. However, they rarely referred to

actual sources and often misrepresented the statistics they cited.

Representative John McCravy, the primary legislative sponsor of

H.3020 stated, “If that heartbeat’s detected, there’s a 90 percent

chance of that baby’s survival” and “we know from medical science

that that’s about 90 to 95 percent now.” Fetal cardiac activity –

what supporters of this bill call a “heartbeat” – can be detected as

early as 6 weeks gestation, which is long before the possibility of a

viable birth. While viability is a complex medical concept

determined by more than gestational age, leading experts in the

field of fetal and maternal medicine do not consider births before

20 weeks gestation to be near the threshold of viability (i.e.,

periviable) (13). Furthermore, the American College of Obstetricians

and Gynecologists reports that 95% of births before 23 weeks

gestation result in fetal death (14).
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TABLE 2 Scientific and medical disinformation.

Examples of false claimsa Evidence refuting these claims
Describing fetal cardiac activity as a “heartbeat” Cardiac activity occurs long before the heart is developed (25).

Fetal cardiac activity ensures viability and “survivability”
(confounding viability with risk of miscarriage)

While viability is determined by more than gestational age, experts in the field of fetal and maternal
medicine commonly consider the point of viability to occur between 23–24 weeks gestation (14, 26).
Futhermore, periviable births, those near the limit of viability, are those that occur from 20 0/7 weeks to 25
6/7 weeks of gestation (26).

Abortions are harmful/more dangerous than giving birth Legal abortions are extremely safe (18–20, 23). Risk of mortality from giving birth is 14× greater than for
abortion (27).

Abortions prevent later pregnancies Abortions have no effect on fertility (23). They also appear to enable people to have later intended
pregnancies. In a study following people 5 years after seeking an abortion, people who were able to get an
abortion had higher overall pregnancy rates and higher intended pregnancy rates compared to people
denied an abortion (17).

aSources of these claims were not mentioned or were based on anecdotal evidence.
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Other speakers made erroneous statements about the

consequences of abortion, such as “the statistics show that 10% of

women who have abortions never have another child” and “there

is no data to support the claim that abortion is safer than

childbirth.” These speakers did not provide sources for these

claims. However, even if the former statement were true, 90% of

people who get abortions would go on to have a child, which is

high given the fact that nearly 17% of older adults in the United

States do not have biological children (15). There are not reliable

studies that follow people for the rest of their reproductive years

to ascertain if they have a biological child after getting an

abortion; however, most people who have abortions already have

at least one child (16). Furthermore, compared to people denied

an abortion, people who receive an abortion are more likely to

become pregnant again in the subsequent 5 years (17). Regarding

the safety of abortions, many studies have found that legal

abortions are much safer than childbirth (18–20). Considering

mortality alone, abortions are significantly safer than giving birth.

In the United States in 2019, there were 20.1 deaths per 100,000

live births (21). In contrast, the rate of abortion-related deaths

from 2013 to 2017 was 0.44 legal induced abortion-related deaths

per 100,000 reported legal abortions (22).

Some speakers used anecdotal evidence to generalize about the

experiences of patients, displaying that they lacked the ability (or

desire) to differentiate between their subjective experiences and

scientific evidence. A registered nurse referred to a “brief survey”

that she conducted of obstetrics and gynecology (OB-GYNs) at

the hospital where she worked. She said her sample consisted of

“a handful of doctors” but she used research terminology and

drew generalized conclusions. She stated that, “All but one

[doctor] admitted to seeing multiple women in the emergency

room with abortion complications,” and that there were “frequent

diagnoses of retained products of conception, punctured uterus

and undiagnosed ectopic pregnancy, a life-threatening condition.”

She followed up by stating, “That is when a woman has had an

abortion without having an ultrasound to determine the location

of the pregnancy.” Similarly, an obstetrician, who was also the

medical director at a crisis pregnancy center, claimed to see

patients who reported physical and mental harm from abortions.

Another medical doctor recounted his experience with patients

seeking abortions, stating, “The vast majority of those women who
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would see that heartbeat would then decide to keep their

pregnancies.” These speakers misrepresented anecdotal experience

as scientific evidence, describing experiences that contradict

research showing that abortions are very safe (18–20, 23) and that

most people do not regret getting them (24).

Disregard for scientific evidence was also demonstrated when

anti-abortion proponents stated that the scientific backing for the

bill was obvious without providing data or evidence to support

this claim. For example, one person stated, “Obviously, the

scientific case for life has been made. We’ve all been through

middle school [and] high school biology.” He went on to say,

“We know that organisms that reproduce sexually when the

sperm fertilized egg, there’s a unique, genetically unique organism.”

Table 2 outlines the most common false claims made by anti-

abortion proponents as well as scientific evidence refuting these claims.

3.2.3. Anti-abortion proponents attempted to
redefine life and personhood

Another prominent strategy of anti-abortion proponents was

attempting to redefine life and personhood from an ostensibly

scientific perspective. One way they did this was through use of

various words and phrases to promote a new standard of life and

personhood. Throughout all the anti-abortion testimonies we

analyzed, the term “heartbeat” was used 97 times when not

referring to the bill itself; “baby” was used 62 times; “unborn” was

used 45 times; “unborn child” was used 16 times; “personhood”

was used eight times; and “pre-born” was used six times.

The word “heartbeat” was particularly instrumental to the anti-

abortion arguments trying to redefine life from a scientific

perspective, with many supporters of the bill framing their

arguments around the heartbeat being the new standard for life.

The primary legislative sponsor of the bill stated in his opening

testimony, “…the heartbeat is a definite marker and a predictability

of survival.” One pastor stated, “While not the beginning of life,

the heartbeat is a universally recognized indicator of life.” Another

speaker, the executive director of an anti-abortion non-profit,

stated, “The absence of a heartbeat indicates death, then logically

the presence of a heartbeat indicates life.”

Anti-abortion proponents also suggested that advances in science

and technology have changed the standard for fetal viability and how

the medical field understands life. For example, representative

McCravy, H.3020’s primary legislative sponsor, stated:
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“There’s also a consensus among medical experts, scientists,

lawyers and ethicists that the standard of viability has

changed. That we now know many more things about the

unborn child that we did not know in the 1970s. So we’ve

had so many advances in medical and scientific technology

that have expanded our knowledge of prenatal life.”

Neither this representative nor anyone else making similar

arguments cited evidence for the claim that advances in scientific

technology had redefined the medical standards of viability or life.

However, though there have been advances in care for pre-term

deliveries, fetal viability occurs long after 6 weeks gestation. Births

between 20 and 26 weeks are considered “periviable,” with

viability depending on various factors surrounding a pregnancy (13).

In contrast to those who tried to redefine life and personhood

at a fetal “heartbeat,” some anti-abortion proponents refused to use

this as the new standard for life. For example, a medical

professional in favor of the bill stated, “My expert medical

testimony is that human life begins at conception. That was what

I was told in medical school 40 years ago. That was true then.

That’s true now. Nothing has changed in the ensuing 40 years.”

One anti-abortion proponent, who opposed the bill in favor of

stricter legislation, stated:

“The heartbeat bill does not establish justice for all human

beings at fertilization but chooses the biological benchmark

which may occur and be detected for a month and a half or

later after fertilization and allows all human beings in the

womb prior to that point to be exterminated.”

3.2.4. Anti-abortion proponents used value or
logic statements to connect science and morality

Many supporters of H.3020 intertwined scientific claims with value

or logic statements as the basis of moral arguments. Since science

provided a new standard for detecting life, anti-abortion proponents

argued it was clear that abortion after a “heartbeat” is detected is

taking a life, which is immoral. Some who used this line of

reasoning referred to it as “logical,” “rational,” or “common sense”

when making their arguments. A pastor said, “Science and common

sense tells us that a heartbeat signifies life,” while not following up

with an explanation of what he meant by either “science” or

“common sense.” Another speaker, a family physician, stated:

“You are logical and rational people, and I trust that you make

your decisions based on good rationale and good logic and not

on emotion. Life begins at conception and there is a heartbeat

in every unborn child. Nothing changes that fact. That’s logical,

that’s rational. And I trust that you make your decisions based

on good logic and good rationale.”

The framing of H.3020 as the heartbeat bill provided an

opportunity for anti-abortion advocates to claim a novel

scientific standard for life, which made it easier for supporters of

H.3020 to claim that their connection of scientific and moral

arguments was logical.
Frontiers in Global Women’s Health 0621
3.3. Moral arguments

Supporters of H.3020 made various arguments that framed

abortion and those providing or seeking abortions as immoral.

Moral arguments across the testimonies could be classified into

five themes: (1) Promoting the (perceived) righteous cause of

protecting the unborn; (2) Religion as the basis of morality; (3)

Vilifying and stigmatizing the pro-choice movement; (4) Vilifying

healthcare providers; and (5) Vilifying and stigmatizing people

who get abortions.
3.3.1. Anti-abortion proponents promoted the
perceived righteous cause of “protecting the
unborn”

Based on the assumptions that a “heartbeat”– or some other

indicator of fetal development– signified human life, anti-

abortion proponents argued that abortion after 6 weeks is

murder. While many simply used the word murder (or related

terms) to describe abortion, others attempted to explain why

they believed abortion was equivalent to killing a person. Some

supporters of the bill believed that life begins at conception and,

hence, abortion before 6 weeks gestation should also be defined

as murder. However, many argued that, since absence of a

heartbeat is an indication of death, presence of a heartbeat

indicates life. Hence, in “civilized” societies, abortion after

detection of a fetal “heartbeat” is taking a life. Many promoted

the fetal “heartbeat” as the new standard for life in a modern or

“civilized society” that does not allow innocent humans to be

killed. One person who provided testimony, the director of an

anti-abortion non-profit, summarized this line of thinking:

“Another fact-based saying is if the absence of a heartbeat

indicates death, then logically the presence of a heartbeat

indicates life. In a civilized society, we should all agree that

the human heartbeat is the objective scientific proof of life.

In a civilized culture, we can all agree that it is barbaric and

a savage act to kill an innocent, innocent member of the

human family with a beating heart.”

Supporters of the bill called abortion genocide and both

directly and indirectly compared it to historical injustices and

atrocities. In their view, just as society’s morals have progressed

regarding historical atrocities, society must progress by adopting

this new standard of life–the fetal “heartbeat.” One white male

proponent of the bill said the following:

“If nothing else, history tends to judge people harshly based on

the standards of the current day. Not at the time of the actual

event. I never hear anyone try to justify slavery based on the

standards of today. Women not having the right to vote

seems ludicrous. The Jim Crow laws of the South seem cruel

by today’s standards. But what will we tell our grandkids

about abortion when they ask why we had the chance to

stop it? But we fell prey to political pressure and let the

carnage continue. How would they judge us? Some will
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justify it as a right the mother has to do with her body as she

wants, never once considering the future mother she may be

carrying.”

To further demonstrate the morality of H.3020 and its

advocates, supporters of the bill framed the unborn as a targeted

and vulnerable group in need of special protections. To do this,

they co-opted language and ideas from human rights

movements, suggesting abortion is an inhumane practice that

violates universal principals of morality. Human rights language,

including terms such as “intrinsic value” and “dignity of human

life,” was used to extend the rights of humans to embryos (which

anti-abortion proponents refer to as “fetuses”). Thus, supporters

framed this bill and its advocates as the true champions of

morality and human rights. Indeed, many supporters touted their

own commitment to the “value of life.” They urged

representatives listening to do the same, adding that they

believed the government is responsible for protecting life through

banning abortions. One speaker co-opted human rights language

by saying:

“Unlike pro-abortion advocates, the pro-life movement firmly

believes in the value and dignity of each human life. That

includes every single person in this room. And I want to tell

each of you in this room, your life matters. Your life has

intrinsic and immeasurable value because you are human.”

A legislative representative more explicitly framed abortion as a

human rights issue:

“The U.S. Constitution, which all our laws must pursue, states

in the Fourteenth Amendment: No state shall deprive any

person of life without due process of law and order, not to

any person within its jurisdiction equal protection of the

laws regardless of the age, size, or dependent status. A child

with a heartbeat should be treated with dignity. These

unborn men and unborn women have human rights too.

And yes, even children conceived through the terrible crime

of rape have a right to life and justice. They have a right not

to have their bodies mutilated, their choices eliminated, and

their heartbeats stopped. I stand against abortion so

passionately because it is the chief example in our time of

the callous violation of human rights. It is our job in

government to defend against this. Human children deserve

to be defended.”

3.3.2. Anti-abortion proponents used religion as
the basis of morality

While religious rhetoric was sparse across the testimonies,

some anti-abortion proponents used their primarily evangelical

Christian religious beliefs as the foundation for their moral

arguments about the value and definition of life. For example,

speakers stated they supported the bill because they believed in

the value and sanctity of life of the unborn, a belief informed by

their religion. In addition to claiming to respect the “value of
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life,” speakers making religious arguments used multiple

adjectives with moral implications to describe life, such as

“precious,” “sacred,” and “dignity.” The following quote

exemplifies many of the adjectives used to discuss their view on

the “value of life” as well as the seamless connection speakers

made between religious beliefs and morality:

“We want the heartbeat bill because we want to protect the

God-given value and dignity of all human life, including our

own. Unlike pro-abortion advocates, the pro-life movement

firmly believes in the value and dignity of each human life.

… Your life has intrinsic and immeasurable value because

you are human. If we believe we can discard human life at

its most helpless and most vulnerable, it cheapens the innate

and immeasurable value that God bestowed upon each one

of us at that very first moment of our own existence. Tiny,

precious, and innocent lives are at stake in this legislation.

But so is our very own worth and dignity.”

Anti-abortion proponents who discussed religion also used

other tactics to connect their religious beliefs to the immorality

of abortion. Some quoted biblical scripture as evidence that “life”

in the womb is determined and created by God, with some

speakers explicitly stating that life begins at conception. Others

used anecdotes and personal stories. Some of these stories were

about pregnant people who considered abortion yet decided to

carry to term because of their religious beliefs. Other stories

centered people whose mothers considered aborting them but

did not. While religious speakers described the inherent value of

“pre-born” life as bestowed by God in scripture, they often tied

the worth of the people in these stories to their potential to

advance Christianity.

3.3.3. Anti-abortion proponents vilified the
pro-choice movement

In contrast to their portrayals of themselves and other

advocates of H.3020, supporters of the bill framed the pro-choice

movement and opponents of the bill as immoral. They framed the

unborn as a vulnerable group, thereby claiming that pro-choice

advocates were not only discriminatory but also proponents of

child sacrifice and genocide. They further claimed pro-choice

advocates devalue life and human rights and strategically

dehumanize the unborn to achieve their goals. One supporter of

the bill—a male physician and medical director for a crisis

pregnancy center—compared societal approval of abortion to

historical acceptance of chattel slavery and the Holocaust.

“So you think about throughout history to make something to

be able to commit atrocities against a group of people. What

society has done is dehumanized them. United States with

slavery and Nazi Germany with the Jews. That’s what they

did. They said, ’Well, they’re not human’, right? That’s what

we did. Right. Shameful. That’s what we’re doing. That’s

what we’re doing with the unborn child.… I think this is a

blight on our nation. And I think there’s a genocide, to

which we’re all going to be called by our maker.”
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3.3.4. Anti-abortion proponents vilified healthcare
providers who perform abortions

Supporters of the bill also vilified healthcare providers and

clinics providing abortions, claiming they make exorbitant

incomes from abortions while providing inadequate care and

coercing people into getting abortions. One pastor questioned the

motives and morality of a nearby healthcare provider offering

abortions:
Fron
“This past weekend, I was at [name of medical center], which is

one of the busiest abortion clinics in the southeast. One of the

reasons it is, is because it’s the cheapest.… But I quickly asked,

how much money do they make off this one center? They own

three. And the answer is four to five million dollars a year. And

I was thinking, man, are they really here for women? Or are

they here to line their pockets?… Our battle is against the

evil. Our battle is against not anybody that’s against this bill.

Our battle is for flesh and blood. It’s not against flesh and

blood.”
Another speaker—a physician and medical director at a crisis

pregnancy center—attacked Planned Parenthood:
“And one of the main reasons we’re here today is money. This

is money. And power. This is a multi-billion dollar business,

abortion. And I’m telling you, I have so many patients who

come to me and said ‘they didn’t tell me about the risk of

depression. They didn’t tell me the risk I would get a

perforated uterus and have a hysterectomy.’ I’ve seen that

happen. ‘They didn’t tell me about any of the risk of the

suicidal thoughts and suicidal ideation.’ I have family

members who have had an abortion who’ve never gotten

over the depression from that. So we need to–if we’re going

to provide safe abortion–we need to make sure that people

like Planned Parenthood who are making billions of dollars

—half a billion of our tax dollars are going to Planned

Parenthood– we need to make sure that they are properly

counseling women on the not only physical risk of abortion,

but the mental risk.”
In 2019, Planned Parenthood’s total revenue, including both

government funding and private donations, was $1.6 billion

while its expenses were $1.5 billion (28). However, Planned

Parenthood is prohibited from using any federal funding it

receives on abortion services, and abortions account for only 3%

of the total medical services provided at Planned Parenthood

health centers (28). Furthermore, there is ample evidence that

abortions are safer than childbirth (18, 19) and other common

medical procedures (29) and that people seeking an abortion

who are able to get one fair better in terms of their short-term

mental health (30) and longer-term physical health and financial

well-being than people denied abortions (31).
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3.3.5. Anti-abortion proponents vilified people
who receive abortions

Anti-abortion proponents used multiple tactics to both

stigmatize abortion and malign people who receive abortions.

They characterized people who receive abortions as lazy and

irresponsible or selfish and immoral and stated their objections to

“abortions of convenience,” defined by multiple speakers as having

an abortion for social or economic reasons and not for the life of

the pregnant person or because of rape or incest. While many of

these speakers stated or implied that most abortions are done for

“convenience,” none cited evidence for this claim.

Supporters of the bill described their aversion to “abortions of

convenience” with statements like this from a legislative representative:

“Over 90% of the abortions that are done in the United States

are what? They are done for the manner of convenience. Not

because of life of the mother. Not because a rape or incest.

But because of convenience issues.”

Another example came from a testifier who was an educator at

a Christian university and the president of an anti-abortion non-

profit: “The vast majority of abortions are obtained for social and

economic reasons, not rape, incest, or life of mother.… Studies

indicate that over 90% of women seek abortion for social and

economic reasons.”

Some anti-abortion proponents who described people who get

abortions as selfish also described them as victims. They claimed

abortions are mentally, emotionally, and physically harmful to people

who receive them. For example, one person described her own

abortion as selfish, yet said that she and other people who get

abortions are unaware of (what she perceived as) emotional

repercussions of abortion:

“I got an abortion, and it was a heartless, selfish act of snuffing

out a precious life for my convenience. Women don’t know,

nor are they told about, the guilt and the shame that they will

carry the rest of their lives. Abortion doesn’t just end the life of

a baby. It hurts women, and it scars them for life. I have heard

hundreds of testimonies, and I know many women will deny

what I just said. They claim there have been no repercussions.

However, even if they hide their guilt and their shame from

themselves, or they deny it or bury it so deep that they don’t

feel anything anymore, they still live with it the rest of their lives.”

In contrast to this quote, researchers have found that, among

people seeking abortions, those denied an abortion are more

likely in the short-term to experience adverse mental health

outcomes, such as anxiety, low self-esteem, and low life

satisfaction compared to people who receive abortions (30). The

person who said the previous quote went on to describe her

husband’s disdain for her past abortion, revealing the potential

source of the guilt she felt for getting an abortion:

“Yesterday, my husband said to me, ‘You can be forgiven, but

you have still taken a life.’ Heartless. For women who have had
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an abortion, those are fighting words because it’s difficult to face

the reality that we have taken a life. Abortion is a heartless act

and the argument that women have a right to their own bodies

is a smokescreen to hide the reality that they can’t face.”

Another anti-abortion proponent who was an educator at a

Christian university and the president of an anti-abortion non-profit

implied that people who get abortions are victims because healthcare

providers do not inform them of the risks of having an abortion.

She used this argument to advocate for the new bill, which would

require informed consent and provision of information about the

“harms” of abortion to anyone seeking an abortion:

“For many of these women, abortion is not an act of liberation.

Rather, it is a violent act of despair. Many of these women have

indicated they would carry their child if they were not

abandoned by the father, pressured by employers, or rejected by

parents. Further, many women in the United States, unlike those

in South Carolina, have not been guaranteed informed consent.

…They undergo abortions with no knowledge of fetal

development, or knowledge of alternatives, or knowledge of the

risk involved. For many women, abortion is a skillfully marketed

product to prey on the fears of women in crisis. When women

discover the physical, mental, and emotional scars that often

surface, it is too late. I’ve met many of these women myself.”

As demonstrated in the quote above, supporters of the bill framed

people who get abortions as desperate victims by associating abortions

with abuse and coercion. In legislative sessions on the inclusion of an

exception in the bill for rape and incest, speakers focused more

intently on actual victims of abuse seeking abortions. Some against

the exception claimed abortion protects rapists because a baby is

evidence of rape and that abortion perpetuates the trauma of

victims. Conversely, they claimed that carrying a pregnancy to term

provides deliverance, healing, and vindication to victims of rape and

incest. This discourse around victims of rape, incest, and coercion

served to stigmatize abortion as associated with abuse. A quote

from one speaker–the founder and president of an anti-abortion

organization–exemplifies this discourse:

“And the younger a girl is, the more likely it’s someone in her

household, family member who’s been raping her. And the

more likely that it’s been going on for years. And guess who

reveals the rape? The baby. Her baby is ultimately her hero who

can deliver her out of that abusive situation. But we see time

and time again how oftentimes it’s her own mother who’s

trafficking her, who takes her to the abortion clinic where they

cover up the rape and then send her right back for repeated

abortion, after abortion, after abortion.…And it is absolutely

absurd to suggest that somehow more violence brings healing,

more violence in the exact place where she was traumatized is

somehow going to bring healing. But babies do have a way of

bringing healing. … And I am so concerned when people say

that somehow, you know, she’s going to be better off after an

abortion, when studies show that she’s four times more likely to

die within the next year after the abortion. They have a higher
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rate of murder, suicide, overdose because, again, more violence

doesn’t bring healing”
As stated in previous sections, there is no evidence that abortions

are associated with negative mental health outcomes. Indeed, people

who are denied an abortion are more likely to experience poor

mental health than people who get an abortion (30).
4. Discussion

Our analysis of legislative testimony in support of H.3020, both

by SC legislative representatives and the public, reveals that anti-

abortion advocates primarily used scientific disinformation and

moral arguments–based in their concepts of morality–to promote

this bill. The only prior study to investigate anti-abortion

arguments used in legislative hearings for a 6-week abortion ban

came out of Georgia’s 6-week ban, which was introduced in 2019,

around the same time as SC H.3020. Many of the anti-abortion

arguments and tactics we found in South Carolina were similar to

those reported in the analysis of Georgia’s ban (9), including

misrepresenting scientific and medical findings, redefining life and

personhood with the use of “fetal heartbeat” language, and

comparisons of abortion to historical atrocities while framing

opposition to abortion as defending human rights. However, anti-

abortion proponents in South Carolina employed several arguments

and strategies that were not found in the analysis of legislative

hearings in Georgia. Findings unique to South Carolina included

descriptions of biased and coercive care from medical professionals,

use of value and logic statements based on scientific disinformation,

use of religious rhetoric, and vilification of healthcare professionals

and people seeking abortions.

In the current study, we found that blatant misrepresentation of

science was commonly employed, with some speakers claiming there

were scientific justifications for the ban without explaining these

justifications and other speakers presenting opinions and anecdotal

evidence as factual. This emphasis on medical and scientific

arguments is consistent with anti-abortion arguments reported in

an analysis of Georgia’s 6-week ban. However, prior studies have

found an historic lack of science-based arguments from anti-

abortion activists, even within the last decade (32). The framing of

this legislation as the “heartbeat bill” and the related scientific

rationale used to ban abortions at 6 weeks may have allowed

advocates of abortion restrictions to expand their rhetorical

strategies by incorporating more scientific framing.

Though their scientific framing may have been relatively novel,

anti-abortion advocates in the current study used scientific

arguments as the basis for anti-abortion moral arguments that have

long been used to promote abortion restrictions. Moral framing was

prominent in the current analysis, with defenders of the bill

providing arguments for why abortion was immoral and banning

abortion was moral. This finding reflects a recent analysis of

legislative discourse about anti-abortion policies, which found that

morality frames were more common in discourse on abortion bans

compared to discourse on other types of abortion restrictions (32).
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The claim that fetal cardiac activity–which supporters of SC

H.3020 inaccurately called a “heartbeat”–indicates life was

fundamental to many of the moral arguments used by anti-

abortion speakers. Using cardiac activity as a proxy for life and

personhood, defenders of the ban asserted that abortion after

detection of fetal cardiac activity is murder. Supporters of a

similar 6-week abortion ban in Georgia in 2019 also used cardiac

activity as a proxy for life and personhood (9). Advocates of

abortion restrictions have long defended fetal personhood and

“right to life” and claimed that abortion is murder (32). However,

this novel and extreme legislation–deceptively named a “heartbeat

bill”–gave anti-abortion advocates a new way to frame fetal

personhood and connect supposedly scientific and moral arguments.

Anti-abortion advocates also endorsed the so-calledmorality of the

6-week ban by co-opting civil and human rights language and explicitly

comparing their efforts to eradicate abortion to historical civil and

human rights movements. This rhetorical strategy was also

prominent in an analysis of public testimonies in support of a similar

6-week abortion ban in Georgia in 2019 (9). Co-option of and

comparison to progressive, including civil rights, discourse have

become common tactics in the anti-abortion space over the past

decade (33, 34). Prior studies have found that anti-abortion

organizations and advocates appropriate the language of social justice

organizations and movements, such as Black Lives Matter; they also

frame abortion restrictions as moral by comparing abortion to

slavery, eugenics, and genocide and equating their advocacy to the

historical efforts to eradicate those atrocities (33, 34).

Another tactic used by anti-abortion speakers in the current study

was to frame the ban as sensible legislation by using phrases like

“logical” and “common sense.” This type of language was not found in

anti-abortion testimony for Georgia’s 6-week ban (9). However,

similar language was used during a congressional hearing for the 2014

federal Women’s Health Protection Act, during which anti-abortion

senators defended state abortion restrictions by referring to them as

“common sense” legislation and claiming a majority of American

people supported the restrictions (35). In an analysis of those hearings,

Duffy (2015) argued that use of “common sense” language appeals to

populist ideals by framing abortion restrictions as policies supported

by and aligned with the values of sensible, average Americans. This

rhetoric thus positions those opposing the “common sense” policies

(in this case, abortion restrictions) as enemies of the American people.

Duffy contends that this populist rhetoric in abortion policy discourse

masks the damaging effects of anti-abortion legislation by focusing on

conventional conservative talking points (e.g., arguments around

states’ rights and federal government overreach) rather than the actual

impact of these bans on people’s health (35).

Another theme in the current analysis that was not found in anti-

abortion arguments for Georgia’s 6-week ban (9) was negative

portrayals of people involved in abortions, including providers and

patients. Foundational to these negative portrayals was the claim

that abortions are dangerous, which has been a common claim

among U.S. anti-abortion advocates at least since the U.S. Supreme

Court’s Casey v. Planned Parenthood decision in 1992 (32, 36).

Anti-abortion proponents have used this false claim to frame

abortion restrictions as benefitting rather than harming women (32,

36–38). Claiming that abortions were harmful allowed proponents
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of the 6-week ban in South Carolina to both argue that abortion

providers were deceiving patients about the risks of abortion and

that abortion patients were being victimized.

Since the U.S. Supreme Court’s Casey v. Planned Parenthood

decision in 1992, abortion opponents have strategically vilified

abortion providers, claiming that they mislead people about the risks

of abortion (36). This theme remains prominent in anti-abortion

discourse today (33, 37). In the current study, we found explicit

negative portrayals of abortion providers, with anti-abortion

proponents endorsing inaccurate claims about the physical and

psychological consequences of abortion and claiming that abortion

providers were nefarious for not disclosing these supposed harms and

for ostensibly profiting off people who get abortions. In contrast, anti-

abortion healthcare providers who testified in support of SC H.3020

described situations in which they provided biased or coercive care to

patients seeking abortions. This finding suggests anti-abortion medical

professionals are the providers who are actually harming patients.

In the current study, anti-abortion proponents making moral

arguments also vilified people who get abortions by describing them

as either lazy, selfish, and immoral or desperate victims of poverty,

abusive relationships, and healthcare providers. They claimed these

people are duped or forced into having abortions. Some speakers

also claimed that abortions further traumatized victims of abuse,

leading to a downward spiral of other harmful behaviors, including

drug use and suicide. This discourse on the circumstances and

effects of abortion both stigmatized abortion and allowed supporters

of the abortion ban to claim it would protect women.

Prior research has reported that anti-abortion advocates

commonly promote lies about the harms of abortion in order to

claim that abortion restrictions protect women, with some even

declaring abortion opposition as a feminist stance (32, 36, 37). This

rhetoric is part of what has been termed “mother-child” framing, a

relatively recent strategy through which abortion opponents assert

abortion restrictions promote the wellbeing of both babies (fetuses)

and pregnant people (36, 37). Claims that abortion restrictions

protect women, are feminist, and are compatible with the wellbeing

of mother and child have become more common in the post-Casey

era (36). Before the 1992 Casey decision, anti-abortion proponents

explicitly promoted fetal rights over the bodily autonomy of

pregnant people; however, in recent decades, they have adopted a

more “pro-woman” approach, in part to make abortion restrictions

seem less radical (36–38). The recent rise of extreme abortion bans

and the rhetoric promoting them (e.g., fetal “heartbeat” language)

may suggest that anti-abortion strategies are regressing, with a

renewed emphasis on fetal rights and personhood (37). Indeed, the

current study and the analysis of anti-abortion rhetoric around

Georgia’s 6-week ban (9) suggest that personhood rhetoric is

becoming more prominent among advocates of extreme abortion bans.

Claims that abortions are dangerous are false. Legal abortions

are much safer than childbirth (18, 19) and other common

medical procedures (29). Furthermore, people seeking an

abortion who are able to get one experience better short-term

mental health (30) and longer-term physical health (20) and

financial well-being (39) than people denied abortions. Negative

experiences related to abortion (which appear to be infrequent)

can likely be attributed to inequitable social systems that oppress
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the most vulnerable abortion patients and not due to abortion itself

(40, 41).

Religious arguments in the current study were sparse yet notable

given their absence from anti-abortion arguments in legislative hearings

for Georgia’s 6-week abortion ban (9). In South Carolina, anti-abortion

proponents used religion as the foundation of personal and societal

morals by expressing how much they valued “life” in the womb, often

tying this value and their definition of life to their Christian faith.

Recent studies are mixed on the prominence of religious rhetoric in

anti-abortion discourse. A 2013 analysis of anti-abortion discourse

from anti-abortion forums, organizations, and parliamentary

representatives in Canada found that religious arguments were not

common (38); indeed, activists explicitly discouraged people from

making religious arguments to support abortion restrictions, and

scientific arguments appear to have replaced religious arguments for

the basis of fetal personhood arguments (38). However, this analysis

from Canada is dated, and the abortion landscape in Canada differs

substantially from that in the United States. A more recent study of

abortion discourse on Twitter found religious arguments were

prominent in anti-abortion Tweets (42). Hence, the prominence of

religious discourse may vary by platform. Additional investigation of

the prevalence and effects of anti-abortion religious discourse in the

United States is needed and may help abortion advocates counteract

thesearguments anddevelop theirownmessaging for religious audiences.

Our analysis had several limitations. We were unable to collect

self-reported demographic information of anti-abortion proponents

other than the legislators, so our estimation of participants’

demographic characteristics is based on our perceptions of their

race, gender, and age, which may be inaccurate. Furthermore, this

analysis focused only on anti-abortion arguments, and further

research is needed to analyze pro-abortion rhetoric used by those

opposing abortion restrictions.
5. Conclusions

Restricting abortions has detrimental impacts on the health and

well-being of people who can become pregnant (43). At this

moment when reproductive rights are being stripped away in the

United States, analyses of the discourse and strategies used to

promote abortion restrictions are critical. In the current study, we

found that arguments used during public legislative hearings to

promote a 6-week abortion ban in South Carolina were

characterized by scientific disinformation and stigmatizing language

around the morality of abortion. More research is needed to

determine the optimal tactics to counter this rhetoric; However,

advocates for reproductive rights, health, and justice may use

findings on current anti-abortion tactics to inform their own

strategies, including by explaining to the public and policymakers

that current anti-abortion rhetoric is extremely harmful and

inaccurate. As the struggle for reproductive rights and justice

continues in the United States, abortion advocates must continue to

document the dangerous strategies used by abortion opponents and

learn from the global pro-abortion movement to develop strategies

that will restore these rights.
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Examining ethno-racial attitudes
of the public in Twitter discourses
related to the United States
Supreme Court Dobbs vs.
Jackson Women’s Health
Organization ruling: A machine
learning approach
Otobo I. Ujah1*, Pelumi Olaore1, Onome C. Nnorom2,
Chukwuemeka E. Ogbu1 and Russell S. Kirby1

1College of Public Health, University of South Florida, Tampa, FL, United States, 2Department of
Community Medicine, Jos University Teaching Hospital, Jos, Nigeria

Background: The decision of the US Supreme Court to repeal Roe vs. Wade
sparked significant media attention. Although primarily related to abortion,
opinions are divided about how this decision would impact disparities, especially
for Black, Indigenous, and people of color. We used advanced natural language
processing (NLP) techniques to examine ethno-racial contents in Twitter
discourses related to the overturn of Roe vs. Wade.
Methods: We screened approximately 3 million tweets posted to Roe vs. Wade
discussions and identified unique tweets in English-language that had mentions
related to race, ethnicity, and racism posted between June 24 and July 10,
2022. We performed lexicon-based sentiment analysis to identify sentiment
polarity and the emotions expressed in the Twitter discourse and conducted
structural topic modeling to identify and examine latent themes.
Results: Of the tweets retrieved, 0.7% (n= 23,044) had mentions related to race,
ethnicity, and racism. The overall sentiment polarity was negative (mean =−0.41,
SD = 1.48). Approximately 60.0% (n= 12,092) expressed negative sentiments,
while 39.0% (n= 81,45) expressed positive sentiments, and 3.0% (n= 619)
expressed neutral sentiments. There were 20 latent themes which emerged
from the topic model. The predominant topics in the discourses were related to
“racial resentment” (topic 2, 11.3%), “human rights” (topic 2, 7.9%), and
“socioeconomic disadvantage” (topic 16, 7.4%).
Conclusions: Our study demonstrates wide ranging ethno-racial concerns
following the reversal of Roe and supports the need for active surveillance of
racial and ethnic disparities in abortion access in the post-Roe era.

KEYWORDS

Roe vs. Wade, racism, race, ethnicity, sentiment analysis, structural topic modeling, natural

language processing, social media

Introduction

Abortion in the United States (US) has remained a subject of longstanding ethical,

religious and political controversy (1). As far back as the early 19th-century abortion was

considered legal and by the mid-19th century, at least one in four pregnancies ended in

abortion (2). However, by the 20th century, abortion restrictions had grown across several
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states in the US which consequently heralded an era of illegal and

unsafe abortions that contributed to about 17% of maternal

mortality in the US (2). While limited access to safe abortion

services remained available for socially advantaged women,

young women and those from minority populations continued to

be disproportionately affected by having recourse to unsafe

abortions (3). The increase in unsafe abortions as well as an

increase in Thalidomide-associated birth defects strengthened

further advocacy efforts to decriminalize abortion (2). Eventually,

in 1973, the United States Supreme Court in a landmark decision

in Roe vs. Wade ruled that the decision to terminate or continue

a pregnancy was the constitutional right of women under the

protection of the “right to privacy” (4). Under this legal

framework, states were prohibited from restricting abortion

before the third trimester of gestation (5, 6). Beyond this point,

however, states were allowed to regulate abortion except when

the woman’s life was at risk. Since then, there have been several

legislative barriers that have confronted abortion access, and data

from survey polls show a roughly even split of the US population

into those opponents and supporters of abortion (7).

In the 1992 Planned Parenthood vs. Casey decision, the

Supreme Court upheld the constitutional right to abortion but

permitted states to restrict abortion before 24 weeks of gestation

(6). However, the Supreme Court ruling in Dobbs vs. Jackson

Women’s Health Organization regarding the constitutionality of a

Mississippi law banning abortion after 15 weeks of pregnancy led

to the eventual overturn of Roe vs. Wade, putting an end to the

49 years 5 months and 2 days constitutional right to abortion in

the United States and consequently, returning the authority to

regulate abortion to individual states (8–10). Since Dobbs, there

have been varying nationwide implementation of bans or

protection of abortion access (11) with several states imposing

partial or complete abortion restrictions. In conjunction with a

woman’s location of residency, restrictive abortion laws serve as

socio-ecological determinants of abortion care access which can

potentially impact her sexual and reproductive health and well-

being (12–14). The reversal of Roe vs. Wade has generated

substantial concerns among the public. However, there are some

who find the decision favorable within the context of the

morality of abortion. These individuals may believe that abortion

is morally wrong and that the reversal of Roe vs. Wade is a

positive step in the right direction (15). Those in favor of the

Supreme Court’s decision also argue that the decision is likely to

result in a decrease in the number of abortions performed and

ultimately increasing the sanctity of life.

With prior state-level abortion restrictions, some of the

challenges encountered with accessing abortion care and services

include delays in care, facility closures, long-distance travels for

women seeking abortion, and increased cost for abortion services

(6, 16) which were associated with medical, economic and safety

problems that are likely to be disproportionately worse, especially

for Black, Indigenous, and other people of color (BIPOC) in the

post-Roe landscape (16–18). Furthermore, there is evidence of

racial and ethnic differences in abortion rates and access in the

United States, with the need for abortion services being greatest

among women of color—Additionally, they face more obstacles
Frontiers in Global Women’s Health 0229
to abortion treatment than other racial and ethnic groups (4, 15).

Although Dobbs was primarily related to abortion, however,

opinions are divided about how the decision impacts the status

of federal right to contraception, consensual sexual intimacy,

marriage, and reproduction (14) as well as to what extent the

Supreme Court’s decision is likely to exacerbate extant health

disparities, especially for women of color who, compared to

White women are likely to have lower income (4, 19). Stevenson

(20) estimates that with a total ban in effect, overall maternal

mortality is likely to rise by approximately 21% with the rates

being even higher for Black women (33%).

According to the theory of planned behavior, attitude and

opinion together with perceived control and contextual subjective

norms shapes behavioral intention and subsequent behavior (21,

22). Therefore an understanding of these opinions could inform

strategies and help gain insight into salient issues that can

inform future research, policy, and practice related to eliminating

racial and ethnic disparities. While public opinion polls and

national surveys have been employed in assessing different

dimensions of attitudes towards abortion, these approaches are

however limited by how questions used to collect data are

framed, by repetition of questions on complex issues which

exhibit a temporal trend, and by the failure to capture robust

information of public sentiments (23, 24). There is a growing

interest in the use of social media, particularly Twitter, as a

unique source of big data for public health research, since it

provides real-time content and is easily accessible and searchable

(25–27). Furthermore, relative to traditional approaches to data

collection which tend to be expensive and time-consuming, social

media as a data source is efficient and cost-effective for data

collection, recruitment of study participants, and delivery of

interventions (2, 21). Also, due to the evolving nature of social

media discourses, it helps provide opportunities for researchers

to discover new, and previously unidentified perspectives (28).

Additionally, there is a substantial quantity and scope of data

from Twitter, which represents a variety of user demographics

(25). Considering that abortion is one of the frequently discussed

issues on social media platforms (27) and several studies have

used Twitter to examine abortion opinions (2, 4, 21, 27), women

who may potentially seek and eventually access abortion services,

especially with the post-Roe landscape may rely on information

from social media and shape discourses about their experiences

through this platform. Therefore, as an important source of data,

Twitter can provide an opportunity for early and rapid

assessment of the public’s concerns about abortion restriction

which lays the foundation for the design and implementation of

future research and programs.

An inherent challenge with the use of big data from social

media for qualitative research arises from the need for manual

processing and analysis of large volumes of unstructured texts in

a systematic and reproducible manner (29). It frequently results

in premature sampling and early selection of focal texts,

problems integrating perspective and interdiscursivity (29).

Nevertheless, this challenge can be overcome by employing

advanced natural language processing and computational text

analytic methods such as sentiment analysis and topic modeling
frontiersin.org
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to uncover attitudes and salient themes emerging from public

discourses contained in big data (29, 30). Several studies have

employed computational text analytic methods to examine

population attitudes toward contraception (31), topics and

sentiments expressed in health events (32), abortion legislation

(24, 33, 34), including the recent Supreme Court ruling in Dobbs

(2), COVID-19 pandemic (35) and “Black Lives Matter” (36).

Also, the utility of Twitter in studying abortion attitudes draws

from existing literature which showed that opponents and

proponents of abortion, including public figures and social

movement organizations use their social media platforms to

demonstrate their solidarity, spread information, mobilize

supporters and raise funds for events following the referendum

repealing Eight Amendment of the constitution in Ireland in

2017 (37). Therefore, considering the public’s reaction to the

overturning of Roe vs. Wade on social media, Twitter can help

play an important role in evaluating public knowledge and

concerns regarding restrictions on abortion access and as well,

can inform how contextually appropriate strategies to address

these concerns are designed and implemented.

Data mining techniques such as those in natural language

processing are effective for representing the opinions of pro-

abortion and anti-abortion supporters in the context of the

reversal of Roe vs. Wade. A recent study by Mane, Yue (2)

examined the public’s reaction on Twitter to the overturning of

Roe vs. Wade and abortion bans. The authors discuss spatial,

thematic, and sentiment patterns in Twitter content on the

abortion ban before and after Dobbs. Given substantial concerns

about how the Supreme Court’s decision may disproportionately

impact BIPOC, there is a need to understand how the

overturning of Roe is perceived and interpreted in the context of

racial and ethnic inequalities by the general public. By employing

advanced natural language processing (NLP) techniques, this

study examined ethno-racial attitudes in Twitter discourses

related to the overturn of Roe vs. Wade.
Methods

The steps involved to address the research questions for this

study include data acquisition, data cleaning and preprocessing,

and data analyses. Each step was performed using R software

version 4.2.0.
Data acquisition

Data for this study were collected from Twitter, which has

more than 300 million active users monthly. A random sample

of original tweets posted in English language between June 24

(Supreme Court ruling) and July 10, 2022, were collected

through Twitter’s official application programming interface

(API) using the “twitteR” package in R. This period was chosen

with the goal of capturing discourses in the early phase of the

reversal of Roe vs. Wade and therefore likely to reflect important

concerns of the public. Initially, tweets related to the overturn of
Frontiers in Global Women’s Health 0330
Roe vs. Wade were retrieved using related keywords/phrases and

hashtags which included “Roe”, “Roe vs. Wade”, “roevswade”,

“roeoverturned”, “Roe vs. Wade”, “#Roe”, and “#roevwade”.

Retweets were, however, excluded from the retrieved data since

they do not contain as much thought as an original tweet and

can serve as a source of bias in the data (38). To filter tweets for

mentions of racism and different racial and ethnic categories, we

customized and revised the filter terms from existing literature

(39). These included “black men”, “black women”, “black people”,

“white men”, “white women”, “white people”, “hispanic men”,

“hispanic women”, “hispanic people”, “latino”, “latina”, “latinx”,

“asian men”, “asian women”, “asian people”, “men of color”,

“women of color”, “people of color”, “bipoc”, “racial”, “racism”,

“blacks”, “Hispanics”, “whites”, “Caucasian”, “Black American”,

“African American”. Tweets used in this study are publicly

available. Permission to use data was obtained from Twitter

developers prior to data collection hence, ethical approval was

not required. However, in order to maintain privacy of user

accounts, mentions were replaced with “@username”.
Data cleaning and preprocessing

Prior to performing data analyses, dimensionality reduction in

terms of data cleaning and preprocessing techniques was

performed. This involved replacing contractions, removing special

characters (“&”, “@”, “$”,“#”), numbers, account usernames, non-

American Standard Code for Information Interchange (non-

ASCII) characters from strings, hyperlinks, white spaces, emojis,

punctuations, sentence breaks, duplicate tweets and stop words.

Also, texts were converted to lower case, and tweets containing

four or fewer words were excluded from the corpus of tweets

given that they do not provide useful semantics. Lastly,

tokenization of texts into single words was performed.
Data analyses

We employed natural language processing (NLP) techniques—

sentiment analysis and topic modeling—to address the research

questions for this study. Both techniques are useful for providing

nuanced insight into discourses in unstructured texts such as in

user-generated content from social media. Sentiment analysis

applies computational linguistics to identify and assess opinions

and attitudes about events contained in textual data (40). This

could be lexicon-based, machine learning based, or a hybrid of

both methods. In addition, sentiment analysis could be

performed at the text, word, or document level. This study

applied the “syuzhet” package to conduct a lexicon-based

sentiment analysis (41). This algorithm uses normalized scores to

classify texts, based on sentiment polarity, into either positive,

negative, or neutral sentiments. In addition, this package uses the

Canadian National Research Council’s (NRC) Word Emotion

Association Lexicon to classify emotions within the corpus of

text in to anticipation, anger, joy, surprise, trust, disgust, fear and

sadness according to Plutchik’s human emotion classification. In
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performing sentiment analysis, the term “abortion” was excluded

from the corpus since most lexicons score abortion highly

negatively thereby biasing the output. In addition, the use of the

abortion was more in reference to the news event rather than an

individual receiving the procedure.

Topic modeling, on the other hand, is a form of unsupervised

machine learning technique employed to detect word clusters which

frequently co-occur within unstructured data such as social media

data. In this study, structural topic modeling (STM) with spectral

initialization was performed to identify latent themes (42). The

STM is an extension of the Latent Dirichlet Al.location (LDA)

which integrates features of a correlated topic model and sparse

additive generative topic model. The “stm” package was applied to

run the topic modeling (43). Using the searchK() function, we

trained multiple STM models with different numbers of topics

ranging from 5–50 in increments of 5 and evaluated the coherence-

exclusivity plot to identify models best potential candidate topics. In

addition, we iteratively compared output from the model

diagnostics and selected the model with a high semantic coherence,

high held-out likelihood, high exclusivity, and low residual based on

recommendation from prior studies (44, 45). By examining tables

and plots of the semantic coherence and exclusivity estimates, the

model selection for the number of topics was based on a trade-off

between the semantic coherence and exclusivity of a model in

which there was no dominance by either metric (43). The
FIGURE 1

Tweet frequency per hour.
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researchers examined the 10 most frequently used words in each

topic to assign a label and interpreted based on highest probability,

FREX, score, and lift metrics (46). Each topic was then classified

based on sentiment polarity into topics with positive and negative

sentiments. Furthermore, we performed a correlation network

analysis to examine the correlation between the topics.
Results

We collected 3,161,353 Roe vs. Wade related tweets posted in

English language during the entire study period. Of these, a

subsample of 23,044 which had mentions related to racial discourse

were filtered using the relevant keywords and phrases. After data

preprocessing and removal of duplicates, 20,858 unique tweets

posted by 17,544 user accounts were retained for analysis. Of the

retained accounts, about 3.4% were verified (blue badge next to

account user’s profile name indicating that an account of public

interest is authentic) and about 90.6% sent only one tweet. The

average tweet per account was 1.19 (SD = 1.85). The number of

followers per account ranged from 0 (one account) to 58,651,318.

The median number of followers was 304. The retrieved tweets

were retweeted a mean of 3.1 (SD = 68.7) times and given a mean

of 13.6 (SD = 319.5) favorites by Twitter users. Figure 1 shows the

volume of tweets per hour.
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There was a total of 282,062 unique words and 1,853,293

characters (excluding stop words). The most frequently used

words after preprocessing are shown in Figure 2. The most

commonly used word was “white” (10,351). The next 19 most

commonly occurring stemmed words were “women” (8400),

“overturn” (6662), “black” (6470), “marriag” (5963), “peopl”

(5096), “racist” (4162), “interraci” (4035), “abort” (3995), “right”

(3021), “vote” (2462), “court” (2400), “decis” (2236), “thoma”

(2139), “color” (1913), “suprem” (1668), “racism” (1579), “justice”

(1455), “law” (1417) and “babi” (1400).
Sentiment polarity analysis

There was an overall negative sentiment polarity in related to

racism, race and ethnicity in Roe vs. Wade Twitter discourse,
FIGURE 2

Word cloud of top 200 words (stemmed) related to Roe vs. Wade and race, et
the corpus after preprocessing text.
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with mean polarity scores of −0.4 [standard deviation (SD),

1.5]. Majority of tweets (60.0%, n = 12,092) were classified as

expressing negative sentiments, with 39.0% (n = 8,145)

expressing positive sentiments and 3.0% (n = 619) expressing

neutral sentiments. In addition, tweets with a negative

sentiment polarity declined at a slower rate over time

(Figure 3B).
Emotion analysis

Of the eight basic emotions, trust was the most common

emotion expressed in approximately one-fifth (n = 29,144) of all

tweets with themes ranging from the decision impacting more

women, children and people of color, being rooted in racism and

having repercussions beyond abortion. Examples:
hnicity, and racism. Words with larger fonts represent higher frequency in
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Analysis of (A) tweet emotions (anger, anticipation, disgust, fear, joy, sadness, surprise and trust) and (B) sentiment polarity over time.
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“This past Friday, Roe fell. This is not the beginning nor the end

of the attack on our rights, and we will continue fighting. We

trust people who are able to get pregnant to know what is best

for their bodies and lives. #whatifdmv #racialjustice #roevwade”

and

“@username I agree every woman should have every right to

make her own reproductive choices. But it’s not about race.

Really restrictions to obtaining a safe abortion are going to

affect women of colour more, so there’s not going to be more

white people because Roe was overturned.”

and

“This concerns not only the women of US, but all women in the

world. Unsafe abortions might increase across the globe, risking

many lives. Reversing Roe vs. Wade is also a masked form of

racism. Above all,this strengthens the undying culture of

sexism. Read [Link]”

Anticipation was the second most common emotion present in

18.2% (n = 25,459) of tweets. Example:

“It’s been in data for decades tho. They knew this was coming.

The overturning of roe vs. wade was simply symbolic..the

overturning of roe vs. wade was a pathetic attempt to reverse

the pendulum and make whites the majority. Unless you all

have cave men on Ice, it’ll never happen”

and

“@username @username @username They’re just getting

started. Their reaction to COVID Trump, Roe, and the

insurrection should alert you that nothing is off the table.

Many women will die, blacks and other minorities will be

second or third class citizens under their control. It’s already

begun.”

The third most common emotion was joy (15.5%) and include

topics ranging from saving black lives, highlighting the impact on

racial disparities and satisfaction with the Supreme Court’s

decision. Example:

“@username I was really pleased to see @username issue an

official statement making some of the same structural

connections, emphasising also the racially disparate impact.

[Link]”.

and

“Overturning Roe vs. Wade should be a huge victory for black

people because 1,200 to 1,500 black babies are aborted

everyday and 70 percent of the abortion meals are located in

the inner cities and not the suburbs”
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The least common emotions found in tweets were anger

(11.6%.), disgust (6.2%) and surprise (4.2%). It is noteworthy

that these emotions are indicative of words rather than tweets.
Structural topic modeling

This section provides an overview of the output from the

trained topic models, results from the STM, themes that are most

relevant to the objectives of this study, topic co-occurrence

network and topic variations by sentiment polarity. By doing so,

we provide nuanced insights into the array of discourses related

to race, ethnicity, and racism that users of Twitter generated

following the overturn of Roe vs. Wade. Figure 4 and Table 1

represent outputs from the training models for the various

number of topics. Both show that the model with 20 topics

performed well relative to the other models and was chosen as

the best-fitting model after validation of the different models.

Figure 5 illustrates the 20 latent themes found with the corpus

each accompanied by their top three words together with their

prevalence in the data. The interpretations of these topics are

further listed in the second column of Table 2. The top 10

words for each topic are listed in the fourth column of Table 2.

The predominant topics which emerged from the STM were

related to “racial resentment” (topic 2, 11.3%), “human rights”

(topic 2, 7.9%), and “socioeconomic disadvantage” (topic 16,

7.4%) Together, these topics accounted for approximately one-

third of all topics. The topic with the least prevalence was related

to “Protestations” (topic 10, 1.6%).

Figure 6 is a co-occurrence network analysis which depicts

the frequency with which a specific topic occurred with other

topics on the corpus of tweets and thus enabling examination

of several pairs of co-occurring topics simultaneously. Each

topic observed with one or more co-occurrence was plotted and

represented by word tags referred to as nodes. Larger nodes

depict topics with a higher frequency co-occurrence in the

corpus while smaller nodes represent topics which co-occurred

less frequently. Furthermore, nodes in close proximity with each

other are connected directly or indirectly implying that they

were mentioned together, have similar neighbors, or are

connected together by other nodes. On the other hand, nodes

distant from each other are less connected which suggest that

they are mentioned less frequently and may not be directly or

indirectly connected by a neighbor. Also, topics are connected

by connecting lines (edges) with the width of each line directly

proportional to the number of times a connection of observed.

The complete network of connections comprised 20

interconnected nodes (i.e., topics) and 400 edges (i.e.,

interconnecting lines between nodes).

Figure 7 is a graphical illustration of the relationships

between the between the 20 topics and sentiment polarity

based on the expected topic proportions with the panel divided

by the zero value of the beta coefficient on the x-axis

representing a neutral line. The dots represent point estimates

(mean values) for the difference between topic prevalence for

the positive and negative sentiments while the lines bracketing
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TABLE 1 Structural topic model diagnostic table.

Number of
Topics

Exclusivity Semantic
Coherence

Held-out
Likelihood

Residual

5 9.21 −123.13 −5.79 5.58

10 9.51 −126.03 −5.68 4.84

15 9.69 −136.49 −5.65 4.40

20 9.77 −138.34 −5.65 4.10

25 9.83 −152.87 −5.63 3.95

30 9.87 −164.29 −5.63 3.94

35 9.89 −185.37 −5.63 4.23

40 9.91 −185.97 −5.62 3.94

45 9.92 −195.05 −5.62 3.93

50 9.93 −207.47 −5.60 4.33

FIGURE 4

Exclusivity-semantic coherence plot for refined STM model.
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the dots indicate the 95% confidence intervals (CIs) of the

differences. Confidence intervals that include 0.0 are considered

not statistically significant.

Topics on the left of the zero line indicated topics associated

with negative sentiments while topics to the right of the zero line

indicate topics that were associated with positive sentiments. The

STM found a significant association between positive sentiments

and topics related to Black genocide, disproportionate harm, gun

control, Jackson attacking Clarence, vitriolic and racial attacks on

Clarence, codifying Roe, socioeconomic disadvantage and rape

claim. In contrast, LGBT rights, human rights, racial resentment,
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interracial marriage, protestations and equal protection all

exhibited a significant association with negative sentiments.
Discussion

This study extends abortion public opinion literature in severalways.

By employing computational methods, this paper used multiple

methods of inquiry (topic modeling, sentiment, and emotion analyses)

to understand public opinions about race, ethnicity, and racism in

Twitter conversations related to the reversal of Roe vs. Wade. Firstly,

this study demonstrates the utility of user-generated content from

social media as an important tool for the rapid assessment of public

reactions to changes in reproductive health legislation. Secondly, it

provides a nuanced understanding of the varied perspectives regarding

the links between race/ethnicity and racism and the reversal of Roe.

Thirdly, it extends the extant but limited literature on abortion

restrictions and racial and ethnic disparities.

The sentiment analysis revealed that majority of the tweets

identified and analyzed in this study expressed predominantly

negative sentiments. On the other hand, emotion analysis

demonstrated a dominant pattern of tweets linked mainly to trust

(∼20%), anticipation and joy. There were 20 topics identified from

our structural topic modeling were related to ethno-racial

discourses in post-Roe related tweets. Of these, ten that were
frontiersin.org
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FIGURE 5

20-topic solution generated by the STM of tweets including the top three associated word stems.
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classified as having expressed positive sentiments, seven contained

tweets expressing negative sentiments, and three themes neither

explicitly expressed positive nor negative sentiments. Overall, the

topics uncovered in the discourses were predominantly related to

racial resentment, human rights, socioeconomic disadvantage,

women’s autonomy, and black genocide. Several studies have also

used social media data to examine perceptions related to the

reversal of Roe vs. Wade. One study examining temporal trends in

public perceptions on Twitter to the overturning of Roe vs. Wade

showed that towards the year 2022, sentiments became increasingly

negative and less neutral and positive (2). However, despite the

large sample of tweets collected over time, this study did not

examine racial discourses. Another study (4) which used Twitter

content to examine backlash to Georgia’s abortion ban also showed

that concerns regarding race, minorities, and immigrants featured

during the discourse further demonstrating concerns about the

links of abortion restrictions with racial disparity and thus, a

consistent subject of public interest with abortion bans. While

limited by a small sample size, this study did not also examine

sentiments associated with tweets. Overall, the findings from these

studies therefore raises the question about whether and, to what

extent the findings of negative sentiments are related specifically to

racial concerns or generally to the Supreme Court’s decision.
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Our natural language processing (nlp) approach underscores

that there is some evidence that Twitter users linked the

Supreme Court ruling in Dobbs, and probably other state-level

abortion restrictions, to race, ethnicity, and racism. According to

the literature on abortion restriction, the plausibility of this link

relates to evidence that suggests that Black women are more

likely to seek an abortion and consequently, are more likely to

be more adversely impacted by policies restricting access to safe

and legal abortion (47). Given the relative importance of access

to abortion care, the predominance of negative sentiments

expressed in tweets in this study, though not surprising, can be

explained by the psychological reactance theory. According to

this theory, individuals would express motivation to restore

specific behavioral freedoms (real or perceived) whenever these

freedoms are threatened or eliminated (48). This motivation

(reactance) comprises negative feelings such as the expression of

arguments against freedom restrictions as well as negative

cognitions. Drążkowski and Trepanowski (49) while employing

this theory in their study showed an increased reactance

following Poland’s abortion rights restriction. The finding of

“joy” in the sentiment analysis of discussions of abortion access

and race may highlight the positive emotions expressed by some

individuals in relation to the reversal of Roe vs. Wade possibly
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TABLE 2 Themes identified by structural topic modeling.

Topic
#

Label Percentage Top 10 words Sample Tweet

3 Racial Resentment 11.27 white, women, vote, overturn, trump,
major, minor, republican, power, blame

“@username I mean, also 53% of white women voted for Trump, so…
demographically, white women have to own this. Every other category of
women showed up and did what they needed to do, but white women voted for
this. Without his 3 appointments, we’d still have Roe.”

2 Human Rights 7.91 marriag, interraci, gay, sex, contracept,
legal, privaci, overturn, control, ban

“@username @username @username @username @username @username
@username It’s not but the Roe vs. Wade WAS underpinned by the right to
privacy, the scotus rules it’s not a protected right in this judgement, that same
right to privacy underpins the right to contraception,gay marriage, interracial
marriage and was used to repeal sodomy laws.”

16 Socioeconomic
disadvantage

7.35 women, peopl, color, affect, overturn,
poor, access, communiti, disproportion,
die

“imagine someone’s tweeting “damn latinx and black ppl are gonna suffer cuz
of the Roe vs. Wade overturn” and ur only take away is the use of the word
latinx… now imagine if u redirected all that anger towards the word latinx over
to real life issues [Link]”

13 Women’s Autonomy 7.11 white, woman, overturn, decid, black,
bodi, protest, person, choic, peopl

“But passing Roe vs. Wade was quite literally these “old white men” agreeing
that no man should decide what a woman does with her body hence why it was
passed. Had they rejected it that would have concluded Gilead states get to
decide what a woman can do with her body #Backfired [Link]”

4 Black Genocide 6.97 black, babi, abort, popul, plan, million,
kill, american, racist, live

“@username @username Lol huh? Bro if anything the black population has
slowed it’s growth due to Roe vs. Wade. 20million black babies have been killed
since 1973 because of Roe vs. Wade. The founder of Planned Parenthood was a
known racist and targeted black babies.”

11 Justice Clarence
Attacked

6.94 racist, justic, democrat, call, liber, left,
thoma, overturn, attack, hate

“@username @username Have you notice they trying to put all these decisions
on black men by posting Clarence thomas everywhere. They STILL wana put it
on us. And its exactly why white liberals keep losing. #RoeVWade
#RoeOverturned”

7 Education 6.68 racist, court, suprem, overturn, life,
brown, wrong, plessi, victori, republican

“@username @username @username Both. He’s saying that Brown v Board
cancelled the precedent set by Pelsey(?) in the same way SCOTUS just got rid of
the Roe precedent. But he’s doing it for plausible deniability to be racist and
speaking to his base while he’s doing it. Gaslighting.”

17 Systematic Inequality 5.71 countri, america, fuck, peopl, day, white,
care, futur, world, free

“@username @username So sad when the facts are considered hate. You don’t
like the fact that for RW extremists the abortion issue started in racism &amp;
segregation? It’s a fact. They didn’t care when Roe was decided. [Link]”

8 Gun Control 5.03 racism, anti, polit, talk, gun, histori,
system, supremaci, overturn, christian

“It’s not too late. History is still unfolding. That said, if you’d told me what lay
in wait for my 2017 self (a botched pandemic, an insurrection, Roe gone, anti-
anti-racist backlash, metastasizing gun violence, etc.) I would have been
skeptical that it could be THAT extreme”

5 Interracial Marriage 4.98 marriag, thoma, interraci, love, justic,
overturn, court, clarenc, virginia, rule

“@username And noticeably omits interracial marriage which was not
permitted in the Constitution. A later right which he availed of just like Roe
and these cases this hypocrite mentioned. [“

15 Equal Protection 3.67 law, protect, constitut, reason, rule,
equal, pass, govern, bad, creat

“@username @username @username That’s not what that means. States have
had different laws and regulations from other states since our founding. Now if
the court had come out and said Roe is the law of the land for black women but
it’s overturned for whites women that would be an equal protections issue.”

1 LGBTQ Civil Rights 3.53 right, human, lgbtq, take, civil, act,
begin, come, step, remov

“If you *like* these times; Roe vs. Wade overturned, trans people hurt and
killed, gun rights over school shootings and cop budgets expanded while they
keep killing black people, please consider why. Why pain and death of people
trying to live their own lives feels like your victory”

12 School Desegregation 3.57 racial, issu, segreg, educ, school, gender,
inter, public, religi, social

“Some of the impacts from the end of #Roe:—Limits of education &amp; career
advancements—Ongoing systemic racism—Criminalization of pregnancy—
Maintaining gender inequality—Ongoing poverty cycle”

19 Forced Pregnancy 3.41 forc, children, rich, white, support, kid,
birth, famili, pay, child

“Politicians care more about money than your rights. Both sides want to keep
the debate alive because it rakes in $$$. The fight around Roe is more insidious
than religion or life. It’s another example of political greed at the expense of
women, especially women of color.”

6 Disproportionate
Harm

3.21 decis, women, color, impact, expert,
post, threaten, destroy, warn, reproduct

“How outlawing abortion will worsen America’s maternal mortality crisis. The
SCOTUS decision will disproportionately impact Black women, who are 3×
more likely to die during pregnancy or childbirth than whites. Blacks are also
more likely to be uninsured. [Link]”

14 Codifying Roe 3.16 stop, fight, codifi, dem, slaveri, won,
elect, war, kill, biden

“SCOTUS enshrining minority rule for the white evangelical snowflakes. Let’s
call all white people minorities now. They are acting like such fragile babies
they have to hide behind such the SCOTUS religious minority protection.
[Link]”

18 Rape Claim 2.93 lie, black, start, pro, rape, base, claim,
told, friend, girl

“The overturning of Roe vs. Wade was influenced by fears that white people are
becoming the minority. They’re terrified of losing political power and banning

(continued)
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TABLE 2 Continued

Topic
#

Label Percentage Top 10 words Sample Tweet

abortion to increase the “domestic supply” of white infants is their solution.
[Link]”

9 Jackson Rips Clarence 2.19 evers, clarenc, thoma, risk, uncl,
interraci, marriag, jackson, samuel, rip

“Please know, the Democrats had plenty of time to codify Abortion with a
constitutional amendment, but knew it would never pass. They relied on a
poorly scripted SCOTUS judgment (of white men). She’s trying to satisfy the
base while admitting #RoeVWade had no legal standing. [Link]”

20 Liberalism &
Abortion

2.05 overturn, peopl, scotus, white, make,
support, real, happen, busi, week

“I ironically find myself without a lot to say on #Roevs.Wade /
#DobbsVsJackson. I think this ruling is a loss for #womensrights. At the same
time, what does centrist liberalism expect when it can’t even have a discussion
about how #MargaretSanger hated black people? ”

10 Protestations 1.59 time, watch, run, mention, video,
suprem, minut, forgot, apolog, beg

“I can’t help but see how folks are responding to the overturning of Roe vs.
Wade like “this is too far.”…..so is y’all saying antiblack racism is acceptable?
The interest convergence with white liberal prerogative isn’t lost on
me…..#Roevs.Wade”

FIGURE 6

Network analysis for all co-occurring topics from the STM.
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because the decision aligns with their moral beliefs and values. It is

however important to note that the presence of “joy” in a

sentiment analysis does not necessarily imply that the sentiment

is universally positive or that everyone is experiencing joy as

there are likely to be a range of emotions and perspectives

regarding this the issue, including those who are deeply

concerned or upset by the reversal of Roe vs. Wade. A thorough

analysis from real-world observational studies that takes into
Frontiers in Global Women’s Health 1138
account multiple factors such as moral beliefs and values of

different groups, as well as the potential impact of the decision

on women’s health and well-being would further strengthen the

findings from this study.The prevalent negative sentiments

together with reactance as shown in our study are reflected in

the topics related to racial resentment and protestations which

emerged from the topic modeling analysis. Also, findings from

the STM showed that within the ethno-racial discourse on
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FIGURE 7

Difference in topic prevalence by sentiment polarity.
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Twitter related to the fall of Roe, themes related to the LGBTQ

rights, interracial marriage, equal protection, systematic

inequality and gun control emerged. The emergence of these

themes could be an indication of the perceived aftermath that is

likely to follow Dobbs.

As the Supreme Court’s ruling in Dobbs creates uncertainties

for racial inequalities amongst other concerns, our findings

reiterate the need for more evidence to determine how policies

restricting legal abortion might affect access to abortion services

by women of color. Furthermore, while it is expected that future

studies will examine real-world repercussions of Roe vs. Wade on

racial disparities, this study helps to lay the foundation upon

which these studies can leverage to evaluate whether and, to

what extent early public concerns as expressed on social media

reflect individual experiences and in addition, will provide

further validation regarding the utility of social media data for

investigating public perceptions of social and health-related

phenomena including reproductive health.

There are several limitations of this study. Data for this study

was obtained from Twitter. While it is one of the most popular

microblogging platforms, the findings from this study may not

be representative of reactions or perceptions on other social

media platforms. In addition, tweets used for analysis may not

be representative of the entire US population given the

demographic and geographic diversity of Twitter users.

However, the extent of the diversity is sufficient to capture

public concerns that could be used to inform future research.
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Also, because Twitter demographic data does not include race,

it was not possible to examine how sentiments and topics

varied by race/ethnicity which could have been valuable to the

findings in this study. Second, this study only used tweets

posted in English language thus leaving out a proportion of

tweets expressed in other languages (for example, Spanish),

especially with the growing population of Latinx population in

the US (50) which would have generated findings relevant to

the conclusions in this study. A third limitation is related to

the keywords used to retrieve Roe vs. Wade related tweets.

Although wildcards for one or any of the queries can help

capture misspellings, we did not, however use this in our study.

This would have increased the sample size for this study and in

turn, provide additional information relevant to the objectives

of this study. Finally, this study focused on Twitter reactions

after the overturn of Roe and hence was not able to examine

the evolution of sentiments and themes before the Supreme

Court draft opinion was leaked and the reactions after it was

leaked before the official reversal of Roe.
Conclusion

User-generated content from Twitter can be leveraged to

monitor reactions to changes in reproductive health policies

and legislations. The use of natural language processing to

perform text analysis of tweets posted in response to the
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reversal of Roe revealed the dynamic nature of sentiments and

several themes which emerged in Twitter discourse following

the federal abortion restriction. The findings from our study

illustrate a wide range of ethno-racial concerns following the

reversal of Roe. With available evidence suggesting that only

socially-advantaged women had limited access to abortion

services in the pre-Roe era, our study strengthens the need for

ongoing surveillance of racial and ethnic disparities in

abortion access in the post-Roe era.
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Introduction: After decades of absolute criminalization, on September 14, 2017,

Chile decriminalized voluntary termination of pregnancy (VTP) when there is a life

risk to the pregnantwoman, lethal incompatibility of the embryo or fetus of genetic

or chromosomal nature, and pregnancy due to rape. The implementation of the

law reveals multiple barriers hindering access to the services provided by the law.

Objectives: To identify and analyze, using the Tanahashi Model, the main barriers

to the implementation of law 21,030 in public health institutions. This article

contributes to the follow-up of this public policy, making visible the obstacles that

violate women’s rights of women to have dignified access to abortion and that

a�ect the quality of health care in Chile.

Material and method: Qualitative design, following the postpositivist paradigm.

The sample consisted of relevant actors directly related to pregnancy termination.

Snowball sampling and semi-structured interviews were used. Grounded theory

was used through inductive coding, originating categories regrouped into

meta-categories following Tanahashi’s model. The rigor criteria of transferability,

dependability, credibility, authenticity, and epistemological theoretical adequacy

were used. The identity of the participants and the confidentiality of the

information were protected.

Results: From January 2021 to October 2022, 62 interviews were conducted with

20 members of the psychosocial support team; 18 managers; 17 members of the

biomedical health team; 4 participants from of civil society, and three women

users. The main obstacles correspond to availability barriers, accessibility barriers,

acceptability barriers, contact barriers, and e�ectiveness barriers.

Conclusions: Barriers to access abortion under three grounds violate the exercise

of women’s sexual and reproductive rights. It is urgent to carry out actions of

control and follow-up of this public policy to the corresponding entities.

KEYWORDS

abortion, barriers in healthcare, conscientious objection, stigma, obstetric violence,

sexual and reproductive rights, health policies
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1. Introduction

1.1. Decriminalization of abortion in Chile

Since 1931, the Chilean Sanitary Code allowed therapeutic

abortion to protect the life and health of women. In August

1989, while the country lived under a military dictatorship and

in the absence of Parliament, Law 18,826 was passed, which

established that “no action may be carried out whose purpose

is to cause an abortion“ (1), transforming Chile into one of

the countries with a total abortion ban, criminalizing abortion,

exposing women to situations that threaten their health and

life, and preventing the exercise of their sexual and reproductive

rights (2).

Starting in 1990, with the recovery of democracy, there were

multiple legislative instances to reinstate therapeutic abortion,

all of them unsuccessful. Finally, on September 14, 2017, Law

21030 was passed, which decriminalized voluntary termination

of pregnancy (VTP) on three specific grounds: when the

woman’s life is at risk (ground 1); an embryo or fetus with

congenital or acquired pathology of a lethal nature (ground

2); pregnancy resulting from rape (ground 3) (3). However,

abortion continues to be a crime when performed beyond

the three grounds and when the gestational age limit is

exceeded in case of rape (12 weeks of gestation in women

over 14 years of age and 14 weeks for adolescents under

14) (3).

During the legislative debate, which lasted more than 2.5 years,

there were multiple controversies centered on: the recognition

of a women’s right to choose; the ontological and legal status

of the embryo/fetus; the defense of life from fertilization to

natural death; the need to accompany women who are in any

of the grounds; the duty of confidentiality vs. the mandatory

nature of filing a report of rape, and individual and institutional

conscientious objection (2, 4). At the same time, from anti-abortion

groups, most arguments centered on arguing that the bill did not

decriminalize but rather legalized free or unjustified abortion (4).

One of the consequences of the aftermath of congress’s approval

of the law under a polarized debate marked by strong ideological-

religious content, coming mainly from representatives of Christian

religious groups and right-wing parliamentarians (conservatives),

resulted in filing a declaration of unconstitutionality before the

Constitutional Court, whose ruling declared the termination

of pregnancy constitutional on all three grounds, settled the

discussion on the status of the embryo/fetus as a person, ratified

conscientious objection as a right for the physician who is

required to perform the VTP and extended the right to the

rest of the staff (health care professionals including technicians)

who work in the surgical ward during the procedure, and

allows healthcare institutions to invoke conscientious objections

(2, 5).

The law is a restrictive in terms of its scope. Its

implementation has been problematic and if a liberal

law were to be passed, like abortion on request, it

would be likely that new arguments and barriers

would be raised, even more than the ones identified in

this study.

1.2. Chilean healthcare system

To contextualize access to VTP, we will detail some

characteristics of the Chilean healthcare system. Chile has

a hybrid, public, and private system. The public system

covers around 70% of the population through the Fondo

Nacional de Salud (FONASA), which consists of 4 tiers of

users (A, B, C, D), where levels A and B correspond the

most vulnerable population. The private health system covers

around 17.5% of the population and is provided by health

insurance institutions (ISAPRES). There are insurers, public

or semipublic, one for the armed forces (3%) (6, 7), and

private nonprofits covering occupational diseases and labor

accidents (7).

Depending on the level of specialization, healthcare is provided

at three levels. In the public sector, the first level corresponds

to primary healthcare service (APS, in Spanish), providing

comprehensive healthcare during the life cycle through promotion,

prevention, treatment, and palliative care (8). Care is given in

an outpatient setting, provided mainly by municipal healthcare

departments and corporations,1 and regulated and supervised by

the Ministry of Health (6, 7, 9). The secondary and tertiary

level is provided through 29 Public Health Services, entities

dependent of the Ministry of Health that provides specialized

outpatient and hospitalized care (6, 7). In the private sector, the

first level consists of outpatient medical appointments with an

individual health provider at medical centers or private practices.

It also includes unspecialized emergency care and home care.

The secondary level consists of healthcare given by a specialist

in medical centers and medical consults linked to private clinics.

The tertiary level consists of specialized healthcare provided

in emergency rooms or hospitalization at tertiary care private

hospitals or clinics (10).

The guidelines from the technical regulations of the law,

determine that services related to the VTP are to be carried

out at the obstetrician-gynecological specialty level. Therefore,

determining VTP cases, psychosocial support, and procedures to

terminate a pregnancy are considered only at the secondary and

tertiary levels of care (10).

Law 21,030 not only recognizes the autonomy and self-

determination of the pregnant woman to choose but also establishes

the right to voluntarily access a psychosocial support program

given by a “psychosocial support team,“ which is conformed of two

professionals from the fields of psychology and social work. This

accompaniment includes reception and support actions during

and after the decision-making process and must be provided with

the authorization of the woman in a personalized and respectful

manner, regardless of choice to continue the pregnancy or not

(3, 10).

1 Chile is territorially and administratively divided into communes,

provinces, and regions. Municipalities are agencies responsible for

government and community development (9). Even though they have

autonomy in their attributions and legal functions, they are part of the

public administration.
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1.3. Voluntary termination of pregnancy in
Chile

Once the bill passed, notorious cases were reported in the

Chilean press that already evidenced the obstacles to VTP

implementation. One of them occurred in October 2017, affecting

a girl under the age of 13, who, despite meeting the criteria

for a VTP, was notified by the Health Service in charge that no

physicians were willing to perform the procedure at the hospitals

under their jurisdiction. They argued that they did not have

the regulations of the law, the equipment for the procedure,

or the chain of custody for the deoxyribonucleic acid (DNA)

samples required for the criminal investigation (11). A year

after the bill passed, the press described multiple barriers, such

as the high proportion of objectors, reaching 100% in some

public institutions; dismissal of the woman’s right to choose, and

indifference by those who were in charge of the woman’s care;

the lack of knowledge of the regulations by the members on

the healthcare team; a lack of information and empowerment of

women that find themselves in one of the three grounds; the lack

of action from the entity in charge of the implementation and

the stigmatization of healthcare workers who have performed a

VTP (12).

Estimates made during the discussion of the law pointed to

2,550 cases of VTP, with 2,000 cases of pregnancy due to rape

(13). However, in 5 years, only 3,548 cases have been registered,

with 1,113 cases for ground woman’s life risk; 1,781 cases in

ground fetal lethal impairment, and 654 cases in ground of

rape (14). According to the 10th National Youth Survey (2022),

3.1% of young women (15-29 years old) declared having had

an abortion. Only 10.9% declare that termination was within

one of the three grounds, and 83.2% say the decision was

personal. The latter represents an increase of 23.8% compared to

2018 (15).

These figures allow us to assume the existence of accessibility

barriers, responsible for the low number of cases that fall under one

of the three grounds, and the insufficiency of the current legislation,

which restricts a VTP to these specific situations.

The objective of this publication is, based on the statements

given by people identified as relevant stakeholders, to identify and

analyze, following the Tanahashi Model (16), the main barriers

observed in the implementation of the Law 21,030 at public

healthcare institutions, contributing to the monitoring of this

public policy, making visible the obstacles that infringe the rights

of women to access a VTP with dignity and that affect the quality of

healthcare in Chile.

2. Materials and methods

2.1. Study design

A qualitative design follows the guidelines of the postpositivist

paradigm, which assumes that reality is impossible to

understand fully, therefore, objectivity is a regulatory entity

and not an end in itself (17). The post-positivist paradigm

considers an ontology of the critical realism type, starting

from the premise that reality is imperfect and possible to

apprehend partially. From an epistemological point of view,

it has modified the point of view of classical dualism and

objectivism and the critical and communitarian tradition. It

seeks probable methodological truths, including triangulation and

formulating assumptions. In this paradigm, the construction

of knowledge is done by the continuous aggregation of

ideas to build blocks by adding knowledge from other

disciplines (17).

2.2. Data collection

Semi-structured interviews were used for data collection.

A script or guideline was prepared according to the type of

participant, subjected to expert assessment and piloting, ensuring

a psychosocial perspective.

Due to the health situation context that resulted from the SARS-

CoV-2 pandemic, 25 interviews were conducted in person, and 37

were conducted online using the Zoom platform. The interviews

were conducted in Spanish by two of the authors with proven

experience in this technique and recorded in audio format. After

the interview, the transcript was made by two transcribers who

signed a confidentiality agreement. Transcription and analysis of

the interviews were in Spanish and the excerpts of the interviews

were translated verbatim to English for this publication by a

professional translator.

2.3. Recruitment

For participant recruitment, authorization was requested from

the directors of the public healthcare institutions2 that provide

secondary and tertiary care in the country (18), who are mandated

according to Technical Regulations to carry out the voluntary

termination of pregnancy (10). At the institutions where the

authorization of the director was granted, initial contact was made

through a key informant to enroll new participants, then afterward

using the snowball technique (19).

Fieldwork was carried out between January 2021 and October

2022, a period in which 62 semi-structured interviews were

conducted with relevant stakeholders from 12 public healthcare

institutions that perform VTP and two civil society organizations.

The key stakeholders were divided into 20 members of the

psychosocial support team, 18 managers, 17 members of the

biomedical health team, four participants from civil society,

and three women users. Divided by profession, there were: 21

obstetrician-gynecologists, one anesthesiologist, one neonatologist,

one public health specialist, 11 midwives, 10 psychologists, 11

social workers, two nursing technicians, and one lawyer. The

mean age was 42.45 years, with an age range between 22 - 66

years. The 72.6% were women. The interviews lasted, on average

54.3min (23–150 min).

2 Law 20,120 establishes that: “All biomedical scientific research must have

the express authorization of the director of the establishment in which it is

carried out.”
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2.4. Analysis

For analysis, interview transcripts were verified word for word.

Themanuscript was read several times to obtain a general idea of its

content. Moreover, the analysis was supported by ATLAS.ti Version
9.0.5 R© software.

For the purposes of this study, the voices of the participants
directly involved with the VTP (relevant stakeholders) are

considered to capture, through empirical research, the affective,
cognitive, and operational aspects that healthcare in this field
involves. Bringing decision-making closer to those who participate
in and are affected by the healthcare issues allows for greater

response capacity to the various health demands enabling the

opportunity for intersectoral collaboration to identify actions and

services that vulnerable populations require and the social health

determinants related to these needs (20).

Data analysis was carried out in two stages. In the first stage,

the Grounded theory was used based on the approach proposed

by Strauss and Corbin (21), according to which it is possible

to describe and explain the content and internal structure of

phenomena inductively. The following codes were identified

at this stage: Lack of healthcare team training; Unawareness

of the law; Lack of dissemination of the law; Restrictive and

erroneous interpretation of the legal framework; Psychosocial

teamwork hours; Psychiatrist hours; Inadequate infrastructure;

Rurality; Referral to more complex health center; Additional

requirements for constituting grounds; Expert committees

that create additional obstacles; Pandemic effects; Exam costs;

Transportation and food costs; Burial costs; Reporting; Abortion

stigmatization; Religiosity; Woman’s fear; Power relationships;

Lack of empathy; Conscientious objection; Obstetric violence;

Migrant women’s vulnerability; Lack of institutional evaluation of

women’s satisfaction; Lack of oversight and implementation of the

law (Table 1).

During the second stage, these codes originated the

following categories: Information barriers; Human resource

barriers; Infrastructure barriers; Geographical barriers;

Organizational/administrative barriers; Financial barriers;

Perception of quality of services; Attention continuity barriers;

non-fulfillment of the role of the State (Table 1).

The categories were organized deductively according to

thematic families or metacategories, using the model described

by Tanahashi, widely used to understand better the impact of

public health policies, specifically regarding equity, access, and

coverage (16, 22). This model involves assessing health care

services considering five aspects of healthcare coverage looking

at the relationship between health services and those who are

beneficiaries. Five categories are examined: (1) availability referring

to the conditions that determine that the service is available

(infrastructure, distribution of facilities, supplies and human

resources) (2) accessibility referring to which people can make use

of services because they are, for instance, geographically accessible,

(3) acceptability which includes the analysis of variables such as

costs cultural pertinence or relevance that determine the services

are acceptable to the target population (4) first contact, which

analyzes who can actually make contact with the service and (5)

effective coverage which will be the potential population vis-à-vis

the actual coverage (16). This framework, a tool for public health

TABLE 1 Main barriers in the implementation of voluntary pregnancy

termination in three grounds in public health institutions in Chile.

Metacategory Category Codes

Availability barriers Information barriers Lack of healthcare team
training

Unawareness of the law

Lack of dissemination of
the law

Restrictive and erroneous
interpretation of the legal
framework

Human resource barriers Psychosocial teamwork
hours

Psychiatrist hours

Infrastructure barriers Inadequate infrastructure

Accessibility barriers Geographical barriers Rurality

Referral to a more
complex health center

Organizational/
administrative barriers

Additional requirements
for constituting grounds

Expert committees that
create additional obstacles

Pandemic effects

Financial barriers Exam costs

Transportation and food
costs

Burial costs

Acceptability barriers Perception of quality of
services

Reporting

Abortion stigmatization

Religiosity

Woman’s fear

Contact barriers Attention continuity
barriers

Power relationships

Lack of empathy

Conscientious objection

Obstetric violence

Migrant women’s
vulnerability

Effectiveness barriers Non-fulfillment of the
role of the State

Lack of institutional
evaluation of women’s
satisfaction

Lack of oversight and
implementation of the law

In-house elaboration, adapted from Tanahashi T. (16).

management and health coverage evaluation, enables to identify

problems and groups with unmet needs (22).

Finally, the categories were grouped into: Availability barriers;

Accessibility barriers, Acceptability barriers; Contact barriers,

and Barriers to the effectiveness of provided healthcare services

(Table 1).
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Rigor criteria of transferability, dependability, credibility,

auditability and epistemological theoretical adequacy were used

(23). To safeguard transferability, a sociodemographic survey

was designed to be able to collect data from participants that

allows other researchers to apply the data in their contexts

and research. Dependability was achieved with triangulation

analysis by the researchers. Credibility was safeguarded through

an exhaustive process of methodological design, fieldwork, and

analysis, incorporating notes obtained during the data collection

process. Auditability was obtained through strict interview

transcription and a detailed description of themethodological path.

Theoretical and epistemological relevance was the last criterion to

be incorporated. The research team considered different models

and perspectives, selecting the Grounded theory consistent with

post-positivism (17).

2.5. Ethical considerations

Ethical aspects were related to protecting participants and the

risk-benefit ratio, particularly when discussing sensitive issues.

Authorization from participants was required for the recording

in audio format and transcription. The right to suspend the

interview or withdraw from the study when considered appropriate

was explicitly expressed to participants, as well as to refuse the

inclusion of information provided in the processing or analysis

phases without having to justify their decision.

Informed consent was obtained prior to the interviews, which

were conducted in a secure space in agreement with the participants

to avoid interference and safeguard confidentiality, which was

further protected by encrypting all audio files and transcripts with a

password available only to the team of researchers and transcribers.

The information from the interviews was anonymized to be unable

to identify the participants and avoid linking them to the healthcare

facility from which they came. The identity of the participants is

only known by those who conducted the interviews.

The research from which these results derive was approved by

the Ethics Committee for Research in Human Beings, Faculty of

Medicine, Universidad de Chile (Act No. 009 - 2020).

3. Results

As noted, starting from analyzing the data obtained

from 62 relevant stakeholders, different codes and categories

emerged, which were then regrouped into five metacategories,

described below.

3.1. Availability barriers metacategory

This metacategory includes the following categories:

Information barriers; Human resources barriers, and

infrastructure barriers.

3.1.1. Information barriers
These refer to the difficulties expressed by participants

regarding access to reliable information provided by those

in charge. They include: Lack of healthcare team training;

Unawareness of the law by users, healthcare teams, and the general

population; Lack of dissemination of the law; Restrictive and

erroneous interpretation of the legal framework.

The healthcare team is comprised of members of the

psychosocial support team and members of the biomedical

health team. The psychosocial support team is a special

group of professionals comprised of a psychologist and social

worker who provide psychosocial support to the women

receiving care. This team also provides technical support

about the law to the medical team in charge of the procedure.

The biomedical health team is made up of obstetrician-

gynecologists, an anesthesiologist, a neonatologist, midwives,

and nursing technicians.

Healthcare team training was conducted inconsistently and

focused on technical aspects without addressing biases and

attitudes. Training occurred mainly at the beginning of the

law’s implementation and focused on those directly related

to the VTP, but was not repeated over the years. Several

participants refer to a self-training process and value the

training received from and organized by civil society unconnected

to the Ministry of Health, stressing the urgent need to

update knowledge.

“No, training, no, they only provided us with the

information of technical protocol the accompaniment program

manual, that was like, it was [provided] super-fast, like given

within the same week, and this was learning from theory, but

in practice, it was something we learned together with the other

members of the team“ (E32, Psychosocial support team).

“Nothing, nothing, that does not exist, what I know and

what I learned was by myself, because I read the technical

standard, I asked other colleagues, but from here at the hospital,

nothing and nothing from theMinistry either“ (E42, Psychosocial

support team).

There is also a lack of information in healthcare teams that are

not directly linked to VTP but eventually could be, for example,

Medicine or the Intensive Care Unit (ICU) personnel, who are

unaware of the content of the law, regulations, and associated

protocols, where the support team has had to assume this role.

“When a patient who has been here at the high obstetric risk

has to be hospitalized and suffers a decompensation and is sent

to the ICU. We, as part of the accompaniment team, have had to

go to those places and explain who we are, what we do, and why

we are there. In the medicine ward, too, we have had to inform

them“ (E50, Psychosocial support team).

The situation is further complicated by a lack of information

in the general population, with an absence of awareness

campaigns. This situation is compounded by the erroneous

interpretation of the law, which, though it prohibits publicizing

VTP, indicates that this does not impede complying with the
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State’s duty to inform.3 The duty to inform is also explicitly

expressed in Law 20,584, which regulates the rights and

duties of healthcare users, guaranteeing the patient’s right to

receive sufficient, timely, truthful, and understandable information

visually, verbally, or in writing (24). According to the participant

accounts at some institutions dissemination through posting

posters and printed handouts (brochures) is prohibited. Moreover,

in places where they are allowed, few visual materials to

potential users are placed in inaccessible areas, the opposite

of what occurs with posters for law 20,584 on the rights and

duties of patients, which are placed in multiple areas of the

healthcare establishments.

As observed, information barriers impact women, and there are

reports of those who, while eligible to access a VTP, did not do so

because they considered that they were not entitled to do so.

“The barriers mainly have to do with access to information,

with the general population, from the women themselves to

the clinical teams, not always informed” (E8, Psychosocial

support team).

“At some point, we were told that we were prohibited from

publicizing information about the law because the law said that

we could not publicize it, like openly, so that everyone could know

what the VTP law was about (...). The law specifies that it cannot

be publicized to the whole world, I do not remember the specific

provision, but it is clear in saying that it cannot be publicized in

our health center” (E34, Psychosocial support team).

“We continue tomeet with users who thought, I do not know,

that they were thinking, I do not know, about ground of rape; it

happened to us recently, three months ago, a 19-year-old girl who

said, ‘actually I had no idea that this law existed, I was thinking of

having an abortion at home with some group or what do I know

because I did not know that I could access this. Ignorance is a

tremendous access gap”’ (E6, Psychosocial support team).

3.1.2. Human resource barriers
They are mainly related to the schedule and working hours

of the psychosocial support team and the psychiatrist hours.

Psychosocial support team members have a 22-hour daytime

contract for the week (part-time) and on several occasions, must

work in the evenings, weekends, or holidays without receiving

overtime compensation or labor protections. Consequently,

women’s access is undermined when they go to hospitals and

consult outside team members’ working hours, in the case of raped

women, particularly women who are admitted to the emergency

room, affecting their right to healthcare.

3 Law 21,030: “Article 119 quáter. Advertisements on the o�ering of

centers, establishments, services,means, technical benefits or procedures for

the practice of pregnancy termination in the grounds of the first paragraph

of article 119 is strictly prohibited. The latter does not prevent compliance

with the duties from informing of the State or the provisions of paragraph

4 of Title II of Law 20,584“. The 4th paragraph explains: “The right to have

company and spiritual assistance“ (3).

“It is difficult to work part-time because you suddenly have

this feeling that there is not enough time, that you cannot do

everything you would want to“ (E32, Psychosocial support team).

“I came after my work hours, and when our doctor tells us

that a patient will be hospitalized for termination and tells us, for

example, ‘no, let us admit her on Sunday at 1 pm’, we come with

the team and accompany her during the hospitalization process,

so that the patient also feels accompanied (...). For example, if she

is admitted on a Saturday, we go visit her on Saturday morning

when she is hospitalized, and then on Sunday, we also come to

see her for a little while in the afternoon” (E30, Psychosocial

support team).

Even though the technical regulations contemplate the

availability of at least 11 weekly psychiatrist hours for cases that

may require more specialized support, very few teams have this

professional resource available.

“There was no position opening for a psychiatrist for the

cases that the patients require one; if xxxx4 after evaluating the

patients, detects that they have to be referred to a psychiatrist,

they are referred to the psychiatrist at our establishment, who

has an important waiting list and not, we do not have priority”

(E45, Manager).

3.1.3. Infrastructure barriers
The participants declare a lack of adequate infrastructure

for women’s healthcare. Most psychosocial teams report not

having an office or space that respects the patient’s dignity

and privacy. On repeated occasions, they must share clinical

offices with other professionals, waiting for the right moment

to use them, producing an extensive waiting time for the

woman and having to carry out psychosocial support in a

gynecological care box or an office used for the box to the

newborn’s attention, significantly undermines the accompaniment

process, particularly for those in the grief, as it represents an

unwelcoming space due to the symbolic messages derived from

the presence of a gynecological bed or ultrasound machine

where the examination took place or will be done to confirm

the ground.

“A great flaw is that there is no space to attend these cases

because there is no office where one can receive a mourning

mother (...). The fact that there is no place to attend to the

cases, I consider it is something serious” (E31, Psychosocial

support team).

During hospitalization, women’s care is also affected by the

infrastructure within healthcare establishments. Even though there

is an effort to hospitalize women in individual rooms, this occurs

in spaces with proximity to the postpartum women so that it is

possible to hear the cries of newborn babies or fetal monitoring of

other pregnant women. During fieldwork, one of the interviewers

observed the latter, who, while waiting with other patients in the

4 The name of the worker has been anonymized.
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entrance hall of an obstetrics and gynecology service, could hear the

fetal heartbeats of women being monitored.

“The physical spaces, especially in patients who are

mourning, putting them next to the postpartum women is

not optimal, with babies crying. In the Obstetric High - Risk

Unit, seeing pregnant women, listening to heartbeats, and the

gynecology patient’s room is the only thing that we have, but there

are also women with cancer, and sometimes this causes great

distress to women who are in this situation of vulnerability” (E20,

Psychosocial support team).

3.2. Accessibility barriers metacategory

This metacategory includes: Geographical barriers;

Organizational/administrative barriers, and financial barriers.

3.2.1. Geographical barriers
Chile’s geography limits access to health care because of the

long distances from one point to another. One example is the

displacement of people from rural areas to urban centers for care.

“[The women], are from isolated rural areas in a large

province like this, far away, and the only maternity hospital is

this one. We had patients from the coast, which is about 2 hours

away, so it is not like you can just come and leave...” (E38,

Psychosocial support team).

Local regulations at some establishments mandate the referral

of the woman to a more complex health center to constitute ground

woman’s life risk and ground fetal lethal impairment. Even when

this could be established at the hospital of origin, they mandate

the referral of the woman, losing valuable time to constitute a

ground, particularly in a ground fetal lethal impairment, affecting

the exercise of associated rights.

“The ground fetal lethal impairment is usually confirmed

with the regional hospital because we have a very good

sonographer here, who is very good, in general, it could be

established here, but they ask us to perform another ultrasound

done at the regional hospital” (E24, Manager).

“The diagnostic confirmation has to be done there [regional

hospital], I think there will be no difference if the tests are taken

here and taken there or if they are taken there and evaluated

there, there will not be much difference, but the diagnostic

confirmation has to be there” (E28, midwife).

3.2.2. Organizational/administrative barriers
This category includes: Additional requirements for

constituting grounds; Expert committees that create additional

obstacles and pandemic effects.

The participants mentioned that the physicians on ground

woman’s life risk requested the intervention of several specialists.

In ground fetal lethal impairment, they request additional tests in

number and type, where it seems that the fear of the repercussions

of a possible diagnostic error or that the pathology of the fetus is

not on the list of lethal pathologies incompatible with extrauterine

life, demands the need for 100% certainty, leads to a delay in the

time of care.

“Physicians take a long time to establish a ground, woman’s

life risk and fetal lethal impairment (...), it is like they want to

be sure, and check three times that it is indeed a ground; I do

not know if they do not dare to make the decision, I do not know

what the problem is, but I feel that they try to extend the decision

as long as they can“ (E50, Psychosocial support team).

In ground of rape, where gestational age is a limitation

to access a VTP, situations occur where the estimation of the

exact date of fertilization is imposed over the actual occurrence

of the rape, which has been referred to as “dispersion”, a

non-medical term, used by the people interviewed. This term

refers to the period in which spermatozoa still can fertilize

once intercourse has occurred. This type of estimation has been

used, mainly by conscientious objectors, to dismiss the ground.

When another professional analyzed the same case, considering

this biological variability in the fertilization capacity of sperm

and the duration of the menstrual cycle between women, the

ground was established, and the woman was able to access

a VTP.

“Each hospital considers the ‘dispersion’ between what you

see in the ultrasound and the gestational age by date of last

period and date of the events reported by the patient; they do

not allow more than five days, so perhaps, in that other hospital,

the dispersion seemed to them too high, and they did not proceed

to establish the ground, they did not believe the patient, so the

patient sought a second opinion and arrived at the hospital. For

me, it was a super coherent account (...); the patient said a very

exact last menstrual period date, with a menstrual calendar,

and my opinion, was that they did not accommodate the fact

that there are short menstrual cycles, so there are follicular

phases that are shorter and can make those dispersions higher.”

(E33, Obstetrician-Gynecologist).

During the interviews, the figure of the expert committee was

mentioned, which analyzes, in addition to the medical staff and

the psychosocial support team, the cases of pregnancy termination,

delaying healthcare, and placing additional obstacles to constitute

a ground.

“[The Expert Committee] those intermediate entities created

ad hoc to delay, without being conscientious objectors, they are

there, they take different forms in the different services, in the

different hospitals and I think it is unusual” (E16, Obstetrician-

Gynecologist).

The health crisis derived from the SARS-CoV-2 pandemic,

highlighted the failures and weaknesses of the healthcare system.

The restrictions derived from lockdowns and isolation measures

implemented in Chile, together with the perception of the risk of

infection, had an impact on women’s choices, in attending health

check-ups and in timely consultations to the emergency room, as

described in their accounts.
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“She decided not to terminate because she was terrified of

being hospitalized because she knew that there were infections

in the hospital ward, so she did not want to expose herself to

that and decided to continue; that is, her decision was basically

conditioned by the pandemic” (E12, Psychosocial support team).

“I noticed that perhaps people were frightened to leave

their homes, especially in ground of rape. This ground had

picked up recently, when the pandemic subsided, due to fear

of getting infected, of attending a hospital” (E20, Psychosocial

support team).

Despite the efforts to minimize the consequences of the

pandemic, there was a restriction on visits, preventing or affecting

the presence of significant others, and problems guaranteeing

individual hospitalization. In places where it had been possible to

have a personal space to hospitalize the woman, she had to be

reassigned to treat patients with COVID-19.

“In a pandemic, the truth is that nobody, that has been very

difficult, even a bit traumatic in some cases. Obviously, many

exceptions have been made, as much as possible, so that the

husband can come to visit, or the partner can come for a little

while, but like accompanying her all the time, only one minor

that we had could be done that way, but the older ones no, it has

not been possible” (E9, Psychosocial support team).

“With the pandemic issue, it has been complex because we

have had to modify the spaces based on the requests for beds

that are needed. When it was implemented, and before the

pandemic, we had a unique room for VPT patients, where it

was always blocked because if a VPT patient arrived, she would

be installed there. She had the right to be accompanied by her

partner or the significant person she considered and with the

comfort of being alone in the room, having a small chair so that

her companion could sleep, having a small table with chairs so

that the professionals who were going to talk to her would be

comfortable. This was always, always done. After the pandemic,

the beds could no longer be exclusive, the unique rooms, these

spaces were taken away” (E8, Psychosocial support team).

An additional effect of the pandemic was the psychosocial

support team’s follow-up visits to the woman due to the

impossibility of conducting home visits and replacing in-person

meetings with video calls, affecting the bond and approach to

sensitive issues with the woman.

“I can no longer make home visits unless strictly necessary.

The fact that care is through a video call, addressing such

sensitive issues through a camera (...), in terms of the bond that

one generates with the patient, that has been conditioned by

remote care” (E12, Psychosocial support team).

3.2.3. Financial barriers
We observe the financial costs associated with exams to

constitute ground fetal lethal impairment that had to be covered

by the woman, together with transportation, food, and burial costs.

Most public institutions do not have genetic/chromosomal

tests. Some establishments cover the cost of these exams to

constitute a ground. In most stories, the woman has had to pay

for exams such as a cariogram,5 having to wait several weeks to

save money.6 As one professional pointed out, as gestational age

advances, the decision becomes more difficult.

“The hospital has an agreement with [a private institution]

to perform this exam [cariogram], which is cheaper, but the

woman pays for it (...) We have had some cases where: ‘I do not

have the money to pay for it, or I have to save the money first to

be able to take the exam,’ which are not the majority, but we have

heard it (...). Postponing a couple of months, that is, weeks, not

months, weeks, so that she could save up the money to take the

exam, yes, that has happened” (E50, Psychosocial support team).

“Many times the patients end up spending money, and

the pregnancy is more advanced, so it costs more to make the

decision” (E3, Obstetrician- Gynecologist).

When faced with the mandate at some institutions that the

constitution of ground fetal lethal impairment must be established

at a more complex health center. A woman who is not hospitalized

must travel by her own means, assuming the cost of transportation

and food.

“The issue of tickets, of transportation, used as a stipend up

to a limit, unfortunately, to be able providing transportation, it

is known that not all patients were provided with that amount,

many times due to unawareness, and later, a little before of

the pandemic, there was an issue with the budget, and it was

eliminated, so there were also complications regarding that. And

in stipends, not even patients who have to go to the regional

center for chemotherapy are given this” (E37, Psychosocial

support team).

An additional problem, which, although it was not guaranteed

in Law 21,030, emerged from the narratives of the participants

concerning the burial of the fetus or newborn, whose cost and

accessibility depend on the proactiveness of the psychosocial

support team and the will and commitment of other stakeholders,

such as municipalities, businesses, and foundations.

“Look for the cheapest funeral home; I explain the situation

in broad strokes; you could say that I even cry a little, like: ‘oh,

the thing is that its a mommy that the baby had complications

and could not reach term, could you sell us the little coffin a little

bit cheaper?’ (...) I have never had problems with the cemeteries

in the surrounding area or the nearby communes, so they do give

me free land, they give me little pieces of land (...), but the funeral

homes are not going to give me free boxes, So I manage with the

5 Cariogram is a cytogenetic examination that detects numerical or

structural chromosomal alterations, used to constitute ground fetal

lethal impairment.

6 Starting from September, 2022 The Government of President Gabriel

Boric guarantees free benefits in the public sector for all FONASA

beneficiaries (25).
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municipality so that they pay for the coffins that are not so

expensive” (E30, Psychosocial support team).

“Among all the cemeteries in the city, there is the more

economical one, so through negotiations, we were eligible for this,

free of charge, and it was eliminated this year. By eliminating

it, women must know they must pay for the burial space

(...) Women users who apply for the law and have several

children have a high rate of socioeconomic vulnerability, so it

is unfortunate to hear that they would like to do something.

However, they do not have the money (...). There are funeral

homes that are born from them, and when we contact them, they

offer free of charge the urn and the transfer to the cemetery” (E48,

Psychosocial support team).

In the Metropolitan Region, the capital city, free assistance is

offered by a program with Catholic roots. Although many users

have well evaluated it, especially those who do not have financial

resources, there have been instances where praying in the place

where the ashes or columbarium have been deposited has generated

guilt in the woman.

“She did not like the columbarium, she chose and did not

like the sentence that was reflected, I do not remember specifically

what the sentence said, but it was like she felt guilty, so she did

not like it for that, specifically for having chosen for the program”

(E50, Psychosocial support team).

3.3. Acceptability barriers metacategory

Acceptability barriers are related to the perception of

the quality of care by people who need to access services,

which in turn would be influenced by social, cultural, and

religious factors, beliefs and myths, the existence of norms and

values, and the perception of treatment and privacy (22). Low

acceptability will imply a poor appreciation of the quality of

services by the user population, creating a barrier to accessing

health facilities.

3.3.1. Perception of quality of services
For this category, the identified barriers are: Reporting;

Abortion stigmatization; Religiosity, and the woman’s fear

of mistreatment.

The report is directly associated with ground of rape. Although

Law 21,030 establishes that a woman over 18 years of age is

not obliged to report, the information must be delivered to the

prosecutor’s office so that an investigation by their initiative.7 The

woman must be informed of this matter and her right to be

exempted from having to testify and ratify the report according to

her decision. In minors under 18 years of age, it is mandatory to

report the rape by the heads of the healthcare institutions where

the pregnancy termination is requested and must notify the entity

in charge of protecting the rights of minors (3, 10). Thus, it is

7 An investigation by their own initiative mean to start a criminal

investigation without a report.

not a requirement to access an abortion to report the crime to

the police, including marital rape which is also a crime. However,

there is misderstanding of the law by some participants as revealed

in some interviews.

This legal mandate regarding the obligation to report and

investigate the crime of rape, occurs at a time when the woman

undergoing a pregnancy that resulted from this violence may

not be emotionally prepared to face this process. In some cases,

it is suggested that reporting could act as a dissuasive factor

to seeking medical assistance, derived from the particularities of

sexual violence, such as: the difficulty of the disclosure process; the

fear of victims of being held responsible for the sexual violence and

judged by their decision to terminate; fear of the family’s reaction

and of meeting the aggressor in a hearing; the need to repeat the

story with the re-victimization that follows; and the difficulty in

accepting as rape pressure exerted by the partner to have sex, due to

the social context where this behavior is naturalized as inherent to

male sexuality and duty of women in the context of a relationship.

“We are always going to recommend that they file a report,

basically because we try to get them out of their situation of

violence, but it is very variable; it depends a lot on what is

their state of mind, the mood they are in” (E18, Obstetrician-

gynecologist).

“The dynamics of abuse, the fear of going to a healthcare

center to say: ‘I was sexually abused’, and the legal prosecution

of that crime, then women believe that they have to reveal who

was the author that infringed their rights and I also believe that

this leads them to back away and not go to a healthcare center,

particularly because their sexual aggressor is in one of the spaces

closest to them” (E34, Psychosocial support team).

“Many women who have been victims of sexual violence do

not dare to go to health centers, and this has to do with the impact

that comes from the disclosure and the decision of wanting to

terminate a pregnancy after such a traumatic experience as rape.

I think that the knot produced in this area in ground of rape, out

of shame and fear, what will happen in my family, what will they

say, will they believe me?” (E34, Psychosocial support team).

“The husband had insisted and insisted, insisted, and she

had to comply until at some point she agreed to have sex with

him and became pregnant” (E18, Obstetrician-Gynecologist).

At some healthcare institutions, there was confusion, having

cases where service to the woman was conditioned on filing the

report, which was clarified by the psychosocial support personnel.

“We cannot condition, because if we do, a woman who was

a victim of sexual violence not long ago and who did not dare to

report it out of fear, we cannot condition her request to that, and I

think that is one of the issues that is not very clear, like sometimes

the doctors say ‘but the patient has not brought a report’, almost

like ‘we cannot admit her’, or ‘file the report before to be able to

attend’. I tell them, ‘no, do not worry; basically the constitution of

the ground is independent of the complaint”’ (E20, Psychosocial

support team).

Even when the report is not a requirement to constitute a

ground and the woman may have access to the termination,
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in practice, situations are described that have contributed

to re-victimization, where the woman, instead of receiving

protection as a victim, is judged and held responsible for

the violence.

“In the case of rape, the third ground is quite clear; women

know that they can opt for that and that there are other barriers

that stand in the way of reporting, which are rather, due to the

cultural problems that we have always had, of believing that the

woman is responsible” (E16, Obstetrician-Gynecologist).

“He has been the only doctor who has appalled me a lot,

because of his conduct, he re-victimizes (...), one sees that there is

a slightly more derogatory behavior and a little more like judging

the patient” (E41, Obstetrician- Gynecologist).

At the beginning of the implementation of the law,

due to a lack of awareness in healthcare teams of the

legal framework, other situations of re-victimization were

reported, generating anxiety in the woman by having them

provide a report to the police at the moment of attending

the healthcare facility to constitute a ground or by being

contacted by the police after discharge. The concurrence

of the police to take a statement from the aggressor,

whose identity was revealed in a confidential space, is

also described.

“The hospital management made the report the same day;

they reported by their initiative, and I do not know what

happened there, but the prosecutor determined at that very

moment that the PDI8 should go to the hospital, so the person

who was here, we had promised her that she did not have to tell

anyone else if she did not want to tell again (...). The girl was in

intervention; she had taken mifepristone, she was nauseated, she

had a headache, and she was fainting; how could she talk like that

to the PDI!” (E6, Psychosocial support team).

“We have been discovering that among the women, there is

also this disclosure of information, that even if they do not want

to denounce, the PDI still arrives to take the statement of the

husband or the father or whomever they referred to in this space

of confidentiality that they give to the..., and that finally remains

in the clinical record” (E36, Civil Society).

Regardless of the obligation to report a rape,

criminal prosecution is slow and eventually inefficient,

with biological samples that remain in the chain of

custody for more than a year without being requested

for expert examination by the agency in charge

of investigating.

“The samples are kept through the custodian, the sample

waiting if the Prosecutor’s Office requests the samples, which

has not happened so far; we still have samples from 2018”

(E21, Manager).

Finally, we have erroneous information at the primary care

level, resulting in the woman believing that filling a report is

required to constitute a ground.

8 The Investigation Police.

“In CESFAM,9 some have informed the person, but they are

not very clear about the information either (...), because they are

unaware of the issue of the dates or, for example, in ground of

rape, if they do not file the report, they cannot receive attention”

(E50, Psychosocial support team).

Stigmatization refers to a profoundly discrediting attribute, an

undesirable difference, derived from the social exchange between

the person who stigmatizes the person who suffers the stigma and

which results in rejection or discrimination (26). In the interviews,

the stigma of abortion, in general, is recognized as a social burden

that blames the woman who decides to terminate her pregnancy

and does not follow the cultural mandate of motherhood. In

practice, it operates as an access barrier, perceived by women as

rejection, lack of acceptance, and judgment from the healthcare

team, particularly in the case of rape, identifying the patient as “the

raped“ or “baby murderer.”

“The prejudices regarding abortion are also internalized;

they also receive comments, they say ‘am I doing the right thing?’

when the decision was already made and when you talk to them,

you realize that they want to terminate the pregnancy, but they

feel guilty, because they hear..., or even from relatives too, that

they are going to murder or..., how can you do this?” (E39,

Civil Society).

“It would be ideal if there were a friendly space, a space

where the patient did not feel judged, because most of the

patients, I think they do not consult, now I believe, because of

this reason, for fear of being a judgment in general, of feeling like

a murderer, in quotes, which is what people against these things

promote.” (E28, Midwife).

“When doctors visit, ‘ah, here she is..., the raped one’, or ‘here

she is, oh, now, you know who she is’, or they do not look at her,

or they do not check her (...) I have spoken with the patients,

and they know, and I have also seen that they do not treat all

patients equally (...) I think that this has limited patients from

not consulting here.” (E42, Psychosocial support team).

Stigmatization permeates healthcare teams by avoiding

discussing abortion and making the subject invisible. It also affects

the psychosocial support team, who have experienced complicated

situations, being negatively labeled as abortion promoters.

Likewise, it would influence the invocation of conscientious

objection, where peer pressure and the need for acceptance

strongly affect it.

“There is no instance or program, whether formal or

informal, within a team where abortion is discussed, where the

voluntary termination of pregnancy is discussed (...) I think that

there can be rejection, there are issues that certain people do not

talk about, so they are not touched, because of their thoughts,

their beliefs, their values...” (E29, Nursing technician).

“Ah, they are the ones who are there and do nothing! In other

words, practically the ones who go around killing babies (...), we

were the people who were encouraging the killing of babies” (E30,

Psychosocial support team).

9 CESFAM: Family Health Center, part of primary healthcare level.
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“So in that hospital, since everyone was an objector, he was

an objector, and in the XXX hospital, since there was a wider

range, he was able to say ‘yes, I am not an objector here”’ (E30,

Psychosocial support team).

Religiosity is manifested based on the religious beliefs that

predominate in society, which transcends women and their

families, affecting decision-making and generating an emotional

burden on women derived from the feeling of guilt. The narratives

describe the woman’s hope for a miracle to occur that reverses the

fetal condition in ground fetal lethal impairment, as well as the need

to delegate responsibility for the decision to a divine entity. During

fieldwork, within some health institutions, it was verified that there

are religious images, such as the presence of a saint or the image of

the Virgin, whose implicit message is toward motherhood and that

could have an impact on those who are in the process of deciding

to terminate their pregnancy.

“The impact that this decision has about pregnancy, within

the family system, within a society that is also very conservative

and very religious” (E34, Psychosocial support team).

“Emotionally, when they arrive, many of them are in

a situation of significant conflict, they are in a situation of

emotional crisis, with many feelings of guilt, of feeling the worst,

of feeling judged, there is this whole issue there of the Christian

worldview that is very entrenched. I would say that 70% of the

patients arrive with the tremendous guilt that God is going to

punish them for what they are going to do. So, from there, the

emotional burden that these women have is tremendous” (E12,

Psychosocial support team).

“They tell us, ‘I was waiting for a miracle’. For example,

with ground fetal lethal impairment, especially what happened

to us, ‘I prayed and talked to God between the first and second

ultrasound and told him that I was going to leave this decision

in his hands and that if the diagnosis is confirmed, he confirms

to me that I should terminate the pregnancy’ as if delegating the

responsibility of the decision to a divine being” (E6, Psychosocial

support team).

Religiousness transcends healthcare workers, affecting their

declaration as conscientious objectors. Situations are described

where workers, according to their beliefs, have intervened to speak

of the existence of miracles so that the woman would change

her decision.

“Those who are objectors are super religious people, who go

to a church like the church is an important part of their life”

(E3, Obstetrician-Gynecologist).

“It was in ground two [fetal lethal impairment], that

the patient had decided to terminate, and she [the doctor]

approached her to talk about her decision if she had made her

choice. We had already told her that we had made the decision

and the papers were there, everything was on the file, it was signed

off (...), then this doctor (...) went to tell her to think about it

and to use the Lord, that she had to have faith, that miracles

happened so that she would change her mind” (E38, Psychosocial

support team).

The fear of the woman is expressed in the distrust in the

healthcare system, perceived as an unsafe space, for fear of

mistreatment, as noted in the report of a woman in ground fetal

lethal impairment regarding the treatment of the healthcare worker

when providing information or when performing an ultrasound,

making her feel like an object.

“They are afraid that they will be mistreated, that they will

say some stupid thing to them, that they do not want to do the

procedure, to have to begin the end (...). I have a friend who

has had three spontaneous abortions, and the second she called

me, she told me, ‘I am bleeding’ I told her you must go to the

emergency room (...). She did not want to go because it had

already happened to her that in her previous abortion, which was

a desired pregnancy, they maltreated her because they told her,

‘You did this to yourself,’ as they accused her of having caused an

abortion” (E18, Obstetrician-Gynecologist).

“It happened to me with a physician; he was not my

physician who was always checking up on me (...). I asked him

a question, but the way the doctor answered me and his words

affected me because he was an icy person (...); he answered me

what he was going to answer me, but the coldness with which

he said it affected me. He was abrupt in the treatment of the

information; he was abrupt at the moment of doing the echo

because, at a certain moment, the baby was moving a lot (...),

then instead of looking for a gentle method so that ‘look, you

know we are going to stop, we are going to move to see if the baby

moves,’ make a different strategy, talk as if you were talking to a

doll, lying on a stretcher (...) and while doing the process ignore

me 100%” (E40, Woman user).

There is also the fear of not protecting confidentiality, of

questioning the account of the rape, of re-victimization, and

there is a fear of being sent to jail. As noted, the SARS-CoV-

2 pandemic added the fear of intrahospital infection, preventing

women from attending healthcare centers or deciding to terminate

a pregnancy.

“Obviously, the collective imagination influences what they

are going to say about me; my history is going to remain here,

this is going to remain in my medical record forever, everyone is

going to know that I had an abortion, and if my children at any

moment find out, maybe they will say that I killed their brother”

(E12, Psychosocial support team).

“Even offering them the termination, telling them that they

can do it, it is legal now, we are going to do it here at the

hospital, we are going to give them the medicines, a couple of

women ask me again if I am sure they are not going to go to jail”

(E18, Obstetrician-Gynecologist).

3.4. Contact barriers metacategory

It refers to everything that creates obstacles in women’s

healthcare once they have entered the healthcare system, infringing

their rights.
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3.4.1. Attention continuity barriers
This category includes: Power relationships; Lack of empathy;

Conscientious objection; Obstetric violence, and migrant

women’s vulnerability.

Power relations are manifested through the knowledge-power

device, where the healthcare worker imposes their knowledge

on decision-making and in hierarchical structures within the

institutions. This power, manifested through expert knowledge,

affects the sense that the woman’s will is not considered when

constituting a case, particularly in the risk of life ground, where the

lex artis10 is imposed (27). It is also evident that the woman is not a

participant in the choice of the method to perform the termination.

“The example of the ruptured membrane at eighteen weeks,

you are not given alternatives, you are not listened to, not even

offered. The law says that the VTP must be offered, and in

practice, one sees that this is not done and that is a violation of

their rights, and women do not even know that their rights are

being violated” (E16, Obstetrician-Gynecologist).

“The only thing I could add is that, in general, the indication

for the termination [ground woman’s life risk], although the

mother will accept voluntarily, it is not her responsibility; it is

made by the medical team that has decided to terminate the

pregnancy” (E4, Obstetrician-Gynecologist).

“[Physicians] have understood that this law exists, that it

must be applied, because, for example, at some point, there was

talk of ground woman’s life risk, “but that has always existed, that

is done, not, lex artis” (E43, Psychosocial support team).

The power evidenced by the hierarchical structure, emerges

mainly from reports made by the psychosocial support team,

describing a subordination of the team to the medical staff during

the evaluation of cases, affecting amultidisciplinary approach, work

environment, and teamwork.

“Here, the hospital itself is super hierarchical; I do not know

if all the hospitals are the same, but it was something shocking,

the TENS11 sectors, midwives, and doctors are super divided,

and I do not know if that is what does not permit to have more

specialized teamwork or a better environment to work” (E50,

Psychosocial support team).

“As a team, we suddenly felt not listened to; it was like

‘no, it is just that your opinion does not matter, because it

is us, the doctors, who decide in the end”’ (E34, Psychosocial

support team).

A lack of empathy from the health team is recognized, with

workers who are indifferent toward women’s experience and

describe a lack of humanity in care and a lack of recognition of

women’s rights.

“The patient is labile, crying profusely, and they come to take

blood from her, they come to give her intravenous therapy, I

10 According to the Pan-Hispanic Dictionary of Legal Spanish, Lex artis is:

“a set of technical rules to which the performance of a professional when

exercise of his art or trade must be adequate“ (27).

11 Nursing Technician.

understand that it is a necessary procedure, but they also

have to do with it; ethics also comes into play; if someone is

restraining the patient, how am I going to go in to draw blood!...”

(E42, Psychosocial support team).

“There is a lack of empathy. Sometimes, the process comes

out like any other administrative thing, so since it is taken so

lightly, it goes wrong because it is not something simple; it is not

simply a document that has to be signed or a piece of paper to

fill out, or a fetus to be transferred, it is more than that, from my

point of view that is one of the barriers” (E28, Midwife).

The conscientious objection by those who are part of

healthcare teams, in practical terms, operates as structural violence

as a result of its invocation for any action that directly or

indirectly contributes to a VTP, the lack of argumentation

by those who object, the unawareness of the identity of the

objectors by the rest of the team, the relaying of dissuasive

and erroneous information, for questioning accounts in the case

of rape, for pressuring a woman to retract their decision to

terminate, for the obfuscation or delay to constitute a ground

and due to false conscientious objection that is presented

arbitrarily, without moral support, not to fulfill professional

responsibility (28).

The refusal to manage a woman’s pain

in ground woman’s life risk, from the only

professional anesthesiologist on duty, crudely depicts

this violence.

“He said it directly to me: ‘I am against it, I am not..., I am

not going to sign a sheet so that I can terminate your pregnancy’

(...) That he came and told me ‘no, I am not going to put the

anesthesia and nothing for the pain either,’ it was shocking more

than anything else, I stayed, just like. . . , I was already tired, the

only thing I wanted was to have my baby (...) However, I did not

expect it from him, and he was so emphatic in saying that he was

not going to sign because it went against his principles (...) I was

in bed, waiting, and he came from behind; I did not even see his

face (...) He did not introduce himself directly ‘it is me, the doctor,

name such and such,’ no, nothing. I would not know how to tell

you his name, neither a face nor how to identify him, no, neither”

(E62, Woman user).12

Obstetric violence appears in the interviews,

acknowledging its presence today through situations

identified as violence directed directly toward women.

The previous experiences of the women during

the VTP create an obstacle to returning to seek

medical attention.

“When people talk about obstetric violence, we have to

recognize that yes, it existed, it still exists, because many

times we impose what we were taught that we consider being

correct, and we disregard everything that people expect from that

unique moment when perhaps they will have their only child”

(E35, Manager).

12 The account occurred in 2021.
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“The typical comments: ‘hey, she wants everything fast’, ‘oh,

if it is going to hurt just the same, then why ask for analgesia’

(...), ‘your pain threshold is low’, ‘you already knew what you

were coming to’. In fact, on one occasion, when I was with

a VPT patient, she told me that she felt violated, violated by

the comments, so being told that they used violent, aggressive

language...” (E48, Psychosocial support team).

The migration condition in Chile does not affect migrant

women equally, with greater vulnerability in Haitian women, where

the language barrier, the gender of intercultural facilitators, and

entrenched machismo based on their idiosyncrasy play an essential

role in the decision to terminate or continue with the pregnancy.

“Haitian women, the culture in which they live, I think it

must be very machista, even more than the Chilean one. We have

only had one Haitian patient, but it is striking that with her, aside

from the language barrier, she really did not speak any Spanish,

and the one who spoke a little more was her partner, even though

we even used an intercultural facilitator, I think that intervention

is one of the things I regret about how it was done (. . . ). I do not

think she understood half of what we were trying to tell her, and

they decided to continue with the pregnancy because he decided

it was the right thing to do! In the end, even though talking about

empowering women, in a situation like this, where on top of that,

you have someone who is translating that he is a man and that he

is Haitian. We even questioned whether he was telling her what

we were trying to explain” (E6, Psychosocial support team).

3.5. E�ectiveness barriers metacategory

Effectiveness barriers are linked to the non-fulfillment of the

State’s role as guarantor of public policies. The lack of evaluation

and oversight of Law 21,030 are observed in interviews across

the board.

3.5.1. Non-fulfillment of the role of the State
This category is based on the lack of institutional evaluation of

the degree of satisfaction with the care received by pregnant women

and a lack of supervision in implementing this public policy.

It is explicitly expressed that the entity in charge of

implementing the law is not aware of the problems derived from

the implementation, worrying about quantitative aspects and not

inquiring about the barriers that have appeared as obstacles that

affect women’s rights. The absence of feedback to healthcare teams

regarding implementing the law at the national level is observed.

The failures of the law are also described, whose restrictions operate

as barriers to access to VTP and have not been addressed.

“Unfortunately, the VTP law was somehow abandoned,

there is very little supervision, the number of cases is followed,

but the implementation itself is not supervised, conscientious

objectors are followed but not trained personnel, and there is no

follow-up on the cases, there is no user satisfaction survey to find

out, I do not know, that women prefer one method more than

another (...), so the law has many failures that are still not being

addressed” (E1, Civil society).

“The first thing I would do as a Ministry is to tell everyone

how it is working because we do not... if you ask me, I have

never received a document that says ‘look, the country has

so many objectors, we have made so many interventions...”’

(E2, Manager).

“I think that in the end, the information is not clear, at the

level of the Ministry, as things are done in the same way; I think

they do not know how they are being done, the hospitals that are

smaller, more rural, with the little we have we try to give the same

response, because as it is the law we have to know how to comply,

but do you know at what cost?” (E44, Manager).

4. Discussion

4.1. Barriers to abortion

Multiple barriers have been identified to access health

benefits. They can be classified as personal, social, cultural,

geographical, economic, and organizational barriers involving

users and individual and institutional healthcare providers (22, 29).

Regarding the VTP, we can understand barriers as factors that

totally or partially infringe on women’s right to choose and access

benefits safely and legally.

The legal reform of abortion, implemented since 2017, reveals

several public policy pitfalls when analyzed under Tanahashi’s

framework (16, 22). Although understanding the implementation

of a public policy is not always tidy, we can say with certainty

that the implementation of the legal reform has been slowed down

given political unwillingness from a conservative administration

(2018–2022). According to our research, availability is problematic

in terms of lack of public campaigns for users, lack of training

for healthcare personnel, and understaffing due to conscientious

objectors. In terms of accessibility, the distance to hospitals where

abortions can be performed is a barrier to women due to the

distance and connectivity to those facilities, and the costs of

transportation that women must endure. Effective coverage also

is deficient when examining the target population vs. the actual

women who accessed abortion.

Regarding abortion, the experience in various countries reveals

that access to abortion is limited even under legal conditions,

mainly due to restrictions in the legislation itself, due to the offering

of services that are not adequate to the needs and demands of the

women (30, 31) and by the socio-cultural stigmatization of abortion

(32), maintaining and deepening inequities by particularly affecting

socially, culturally, and economically vulnerable women (30).

A Colombian study (33), 10 years after the Constitutional

Court ruling that decriminalized abortion in three circumstances,

reveals multiple barriers related to unawareness and restrictive

interpretation of the legal framework and the failure to provide

healthcare services derived from administrative deficiencies and

the negative attitudes and practices of personnel. Many of these

barriers have also been identified in other regions of the world (30,

31, 34–38). According to the international organization Ipas, the

barriers to accessing a safe abortion in adolescents and young adults

are: the high cost of services; lack of transportation for referral;
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the influence of the partner in the decision; the stigmatization

and prejudices of healthcare personnel; authorization from the

legal guardian; obligation to report rape as a requirement to

terminate (39).

4.2. Abortion stigma

The stigmatization of abortion is a relevant barrier that afflicts

women, their family environment, providers, and those who, in

one way or another, intervene in the defense of women’s rights

(32). Stigmatization has been considered a social, contextual, and

dynamic process that profoundly undermines the dignity of the

affected person (26, 32). The main consequences can be stress,

guilt, and shame, pushing the woman to terminate the pregnancy

in unsafe conditions even when legal, or access the termination

by directly assuming the cost of the service. Likewise, it would

be a factor present in individual conscientious objection, due to

the professional’s fear of rejection or harassment by peers and the

society in which he/she is inserted (32, 40).

4.3. Another barriers to abortion in Chile

In Chile, social monitoring reports carried out by civil society

in 2019 and 2020, show multiple issues that infringe on the rights

of women, such as insufficient information for users who are

unaware of their rights and insufficient training for healthcare

teams, mainly in primary care. Conscientious objection within

public institutions is seen as an essential obstacle in women’s care

path, highlighting the highest proportion of objectors in ground

of rape. Judgment, mistrust of accounts, mistreatment toward

women, the naturalization of sexual violence, confusion regarding

the procedures for filling a report, and the delay in the diagnostic

confirmation of ground fetal lethal impairment were other barriers

identified (41, 42).

4.4. Barriers from the legislation

In addition, the reduction in the number of cases, which is

much lower than projected, is worrisome, establishing a precedent

that allows us to warn of the existence of barriers that undermine

access to services. One of themwould be the restrictions imposed in

the legal regulation, detailed as follows: the limitation of gestational

age in ground of rape (14 weeks in children under 14 years of

age and 12 weeks in persons over 14 years of age); the indication

to perform the VTP at the obstetric- gynecological specialty level,

dismissing the primary level care; the diagnosis ratification by two

medical specialists in ground fetal lethal impairment; confirmation

of the concurrence of rape through the plausibility of the report,

the plausibility of the reported account to produce a pregnancy

and the match between the date of rape and the gestational age;

the obligation of directors of healthcare establishments to report a

rape in the case of minors and to inform the prosecuting entity in

the case of women over 18 years of age; the broad consideration

of individual and institutional conscientious objection and the

prohibition of publicizing any offering, technical services, or

procedures for a VTP (3, 10).

The latter has been misinterpreted by healthcare teams,

especially in primary care, generating a lack of awareness of the law.

At this level, there is evidence of a significant deficiency in training

(43), which has been predominantly technical and provided at the

beginning of the law’s implementation to healthcare personnel at

the secondary and tertiary levels who are directly involved in the

VTP. It is urgent to update and resume training of healthcare

teams, including stakeholders from the judicial field, to promote

intersectoral coordination.

4.5. Reporting

Regarding reporting, the obligation to report in the case of

minors and to inform the prosecuting agency in the case of adults,

performed by healthcare establishments that become aware of these

situations, would operate in practice as a barrier. Although the

stated objective is to prosecute the crime of rape so that it does not

go unpunished, we must remind ourselves that it was an issue that

was present during the debate of the law, invoked to prevent women

who were not undergoing a pregnancy due to rape, from having

access to abortion. In this discussion it was argued that abortion

opens the door to unrestricted abortion and perpetuates the abuses

of the rapist (44).

It is necessary to place oneself in the situation of the female

survivor of sexual violence, who must also face the experience

of a pregnancy resulting from this violence and influences the

emotional impossibility of undergoing a legal proceeding. For this

reason, reporting and its immediacy must consider the emotional

condition of the victim to avoid causing additional damage,

and must receive the support that allows them to recognize

their tools and support networks to face this process without

being re-victimized.

4.6. Conscientious objection

Conscientious objection has been globally recognized as one

of the main barriers to accessing an abortion (45). Official reports

reveal that in public healthcare institutions, the highest frequency

of objectors in Chile is registered in ground of rape. Of 1,338

obstetrician-gynecologists, 15.3% object to ground woman’s life

risk; 23.1% to ground fetal lethal impairment, and 43% to ground

of rape. Anesthesiologists objected by 10.9% in ground woman’s life

risk, 14% in ground fetal lethal impairment, and 21.4% in ground

of rape. Non-medical and technical personnel object in a lower

proportion (46) (Table 2). For institutional conscientious objection,

the official list shows four confessional institutions that object to

all and one private health institution without a denominational

ideology that objects to ground of rape (47).

4.7. Obstetric violence

Obstetric violence is considered as the practices and behaviors

exercised by healthcare personnel toward women during
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TABLE 2 Public sector healthcare providers claiming conscientious objection. Chile, march 2022.

Description Sta� Ground 1
(Woman’s life risk)

Ground 2
(Fetal lethal impairment)

Ground 3
(Pregnancy from rape)

n % % %

Obstetrician/gynecologist 1,338 15.3 23.1 43

Anaesthesiologists 924 10.9 14 21.4

Nurse Midwives 1,061 9 11.6 15.6

Health Technicians 1,971 10 11.3 12.9

Total 5,294 11.3 14.8 22.6

Adapted from: https://www.minsal.cl/todo-sobre-la-interrupcion-voluntaria-del-embarazo-en-tres-causales/ (accessed December 12, 2022).

pregnancy, childbirth, and postpartum, which are violent or

perceived as such by the users. It includes inappropriate or

non-consensual acts, such as procedures without consent or

without analgesia, and unnecessary or overmedication, among

others. It considers psychological violence through inappropriate,

authoritarian, derogatory, and humiliating treatment, which

undermines the dignity of women and violates the exercise of their

sexual and reproductive rights (48). The denial of attention is also

referenced within this violence (49). Information from the First

National Survey of Gynecological and Obstetric Violence reveals

that in Chile, 79.3% of women considered they had been victims

of this violence. Women belonging to an indigenous group, young

women, and women with non-heterosexual sexual orientation have

a greater degree of vulnerability (49).

The situations described in the interviews, such as the lack

of empathy; the indifference toward the woman’s pain, refusing

to provide analgesia in the abortion process; stigmatization,

judgment, and blaming of the woman in the case of rape;

the dismissal of a woman’s will in the constitution of ground

woman’s life risk; referral to another healthcare center or delay

of care due to not having non-objecting staff, among others,

unfortunately, reveal practices that fall under the category of

obstetric violence.

4.8. Additional barriers

An additional barrier is presented with the incorporation of

“Circular No. 2” on 03/05/2019. Even though the law and the

technical regulations did not establish a limit for the gestational

age when the woman’s life is at risk (ground 1) or in the

presence of a genetic or chromosomal fetal pathology of a lethal

nature (ground 2), the circular together with enumerating a

list of clinical conditions for ground woman’s life risk, limits

a VTP to 22 weeks for typical pathologies during pregnancy

(50). Consequently, after this gestational age, if the woman finds

herself in any of these situations, the physician proceeds as lex

artis, where the decision is based on medical opinion. Since

it is not constituted as a ground, the woman does not have

access to the psychosocial support guaranteed by law. When

stating this, we do not want to affirm that the medical opinion

is wrong, to draw attention to the fact that the spirit of the

law is not being respected, which places the woman’s will in

the foreground.

5. Conclusions

What has been described so far is only a sample of the

Chilean reality, which reflects the worrying and complex difficulties

that women must face to access the services linked to VTP,

corroborating the presence of multiple barriers that would explain

the low numbers mentioned above.

The results of our study demonstrate the inadequacy of the

Chilean legal, judicial, and healthcare system, which limits the right

of women to access VTP, infringing their dignity and exposing

them to suffering for their health and life. The findings reveal the

limitations to access to abortion in a restrictive legal regime. If

abortion were fully legalized it is most likely new barriers would

be confronted and the existing would be exarcerbated, especially

conscientious objection.

In conclusion, it is essential to recognize that incorporating

professionals from the psychosocial field in predominately

biomedical teams has facilitated the implementation of Law 21,030.

The members of the psychosocial support team have had to assume

multiple roles, contributing to the humanization of clinical practice,

and becoming watchers and guarantors of women’s rights, reducing

the obstacles to accessing a VTP with dignity in Chile (51).

To guarantee access to a VTP and reduce social and health

inequities derived from the barriers in the implementation of

Law 21,030, along with promoting the acknowledgment and

respect toward the exercise of sexual and reproductive rights in

the population, healthcare personnel, and future personnel, it is

essential to end all forms of violence against women. It is urgent

and an obligation of the State to be the guarantor of the sexual and

reproductive rights of those who inhabit Chile, to have an effective

monitoring and oversight mechanism by the State entity in charge

to oversee the implementation of this public policy, specifically

regarding the difficulties experienced in accessing a VTP, which

affect the dignity and prevent the free exercise of woman’s rights.

Finally, it is important to point out that even though the

enactment of the law 21,030 meant an important step advancing

sexual and reproductive rights, however it is still insufficient

because it is restricted to three extreme circumstances. In order to

guarantee the exercise of women’s rights, we should move toward

the legalization of abortion. Although Chile is actually governed

by a leftist coalition that supports access to abortion, the political

scenario changed when a proposed constitution that included, inter

alia, gender violence, reproductive rights was rejected in a plesbicite

in September 2022. A new constitutional reform ensued but the
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recent conformation of the Constitutional Council elected in May

2023 to draft a new constitution predominates the extreme right-

wing. The overturning of the U.S. Supreme Court decision on Roe

vs Wade is very concerning in the Chilean context. In particular,

the risk that the current abortion law is repealed if a conservative

constitution is adopted is very real.
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The growing restrictive abortion policies nationwide and the Supreme 
Court decision on Dobbs v. Jackson Women’s Health Organization place 
increasing barriers to abortion access in the United  States. These restrictions 
disproportionately affect low-income people of color, immigrants, and non-
English speakers, and have the potential to exacerbate already existing racial 
inequities in maternal and neonatal outcomes. The United  States is facing a 
Black maternal health crisis where Black birthing people are more than twice as 
likely to experience maternal mortality and severe maternal morbidity compared 
to White birthing people. Restrictions creating geographic, transportation, and 
financial barriers to obtaining an abortion can result in increased rates of maternal 
death and adverse outcomes across all groups but especially among Black 
birthing people. Restrictive abortion laws in certain states will decrease already 
limited training opportunities in abortion care for medical professionals, despite 
the existing abortion provider shortage. There is an immediate need for federal 
legislation codifying broad abortion care access into law and expanding access 
to abortion training across medical education. This commentary explores the 
impact of restrictive abortion laws on the Black maternal health crisis through 
multiple pathways in a logic model. By identifying current barriers to abortion 
education in medical school and residency, we created a list of action items to 
expand abortion education and access.

KEYWORDS

abortion, health policy, abortion restrictions, maternal health, abortion education, racial 
disparities

Introduction

In 2021, over 90 restrictive abortion policies had been enacted in the United States (US); 
more than any other year on record since the Roe v. Wade Supreme Court ruling in 1973 (1). 
The Roe v. Wade decision reduced maternal mortality rates by 30–40% for people of color by 
securing access to safe and legal abortions (2). The Supreme Court’s decision on Dobbs v. Jackson 
Women’s Health Organization has overturned the 50 years precedent set by Roe v. Wade, resulting 
in an immediate impact on abortion access (3). This decision overturned the rulings of Roe v. 
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Wade and Planned Parenthood v. Casey, removing federal protection 
for abortion access and allowing states to regulate, limit, or ban 
abortion. As of September 2019, the majority of reproductive-age 
people living in the US live in abortion-hostile states (4). The Supreme 
Court’s decision to overturn Roe v. Wade in the Dobbs v. Jackson 
Women’s Health Organization decision has paved the way for 28 states 
with laws in place or proposed to ban abortion almost entirely through 
new legislation or preceding trigger laws that previously could not 
be enforced following the Roe v. Wade ruling (5–7).

Currently, 11.3 million individuals have to travel over an hour 
to reach the nearest abortion clinic (8). The repercussions of each 
clinic closing ripple out as more pregnant people seek services at a 
smaller number of centers, impacting not only the distance patients 
have to travel but also the congestion of each center, as they serve 
both local patients and patients from nearby states (9). A 25-mile 
increase in travel distance has been associated with a 5% reduction 
in abortions; as abortion clinics close, the remaining clinics 
experience an influx of patients that results in a decrease in 
abortions in their community (9). The increase of patients at 
facilities that provide abortions as other nearby facilities close 
negatively impacts the delivery of other care offered at reproductive 
health care clinics, such as preventative breast exams, mammograms, 
and pap smears (10).

Low-income and birthing people of color have increased rates of 
abortion compared to White and high-income birthing people (11). 
The abortion rate among White individuals in the US is 10 per 1,000, 
while it is 27.1 per 1,000 among Black individuals (12). Approximately 
70% of pregnancies that were documented in 2014 were reported as 
unintended among Black people, while the rates were 57 and 42% 
among Hispanic and White people, respectively (13). Increased 
hostility toward accessing abortion creates an even more dangerous 
climate for Black people, who are already 2–4 times as likely to 
experience maternal mortality and morbidity than their White 
counterparts (14). Socioeconomic status, racial discrimination, and 
disproportionate access to health care, including more effective forms 
of contraception, are pivotal determinants in experiencing 
unintended pregnancies and similarly limit abortion access. Black 
people live in states with the most restrictive policies regarding 
abortion (15).

Hostile restrictions to abortion access coupled with the 
pre-existing Black maternal health crisis will result in increased rates 
of mortality and morbidity among Black birthing people. One study 
estimates a total abortion ban in the United States would result in an 
additional 140 maternal deaths annually (16). This would be a 21% 
increase in maternal death and a 33% increase for non-Hispanic Black 
individuals (16). One study estimated that the closure of abortion 
clinics and early gestational age limits increase maternal mortality by 
6–15 and 38%, respectively. Worldwide, unsafe abortion results in the 
loss of 68,000 lives annually (17). Restrictions on legal and safe 
abortion can force individuals to resort to unsafe abortions performed 
by untrained individuals in unsafe settings, using methods that fail to 
meet healthcare standards (18).

This commentary showcases the impact of restrictive abortion 
laws on the Black maternal health crisis through multiple pathways in 
a logic model. The logic model in Figure 1 explores the connections 
between abortion restrictions and the worsening Black maternal 
health crisis further, using abortion education and training as both a 
determinant and strategy (19–21).

Looking forward: abortion education

Abortion education and training for medical students and 
residents, as well as related reproductive care, will become even more 
limited than it was prior to Dobbs v. Jackson Women’s Health 
Organization (22). These limitations on education will exacerbate racial 
inequities in maternal health by further limiting the quality of routine 
obstetric care in certain geographic regions that are already devastated 
by poor maternal health outcomes and by reducing opportunities to 
improve abortion provider diversity and provider concordance that 
was lacking prior to the Dobbs decision. In overturning Roe v. Wade, a 
distinction between essential healthcare and abortion has been made. 
However, routine obstetrical care includes abortion (23). It is 
imperative that future physicians have access to training on essential 
healthcare such as abortion. Similarly, abortion providers who have 
academic appointments in hostile states may be limited in what they 
can teach, and the number of clinical learning opportunities for 
abortion during the final 2 years of medical school will likely decrease 
(21, 22). The decision to overturn Roe v. Wade will not only make it 
more difficult for providers to perform abortions, but could also affect 
training in and care for patients requiring lifesaving miscarriage and 
ectopic pregnancy care (21, 24). Across various specialties, such as 
emergency medicine, residents find themselves weighing the options 
between facing criminal charges for performing an abortion, or losing 
their patient whose survival depends on access to an abortion (25). 
Lack of abortion training access will decrease the quality of care 
physicians provide and the quantity of physicians able to provide this 
care in abortion hostile states. Thus, we sought to explore the current 
atmosphere of abortion training and how it will impact the Black 
maternal health crisis in our logic model and narrative review.

Abortion education in medical schools

By the age of 40, one in four American birthing people have 
undergone at least one abortion procedure in their lives, making 
abortion one of the most common healthcare procedures in the US (4, 
26, 27). Professional organizations such as the American College of 
Obstetricians and Gynecologists (ACOG) recognize abortion as an 
important and core topic for medical education (28). Despite being one 
of the most widely utilized maternal health care services and recognized 
as an essential topic for medical education, the majority of US medical 
schools lack sufficient abortion education (27). While competing 
priorities and the breadth of information necessary to provide are causes 
of limitations in all preclinical education, one cause for the insufficient 
attention given to abortion during preclinical years lies includes the 
underlying sexism and racism present in medical education (29). 
Medical practice inadequately considers gender in the areas of diagnosis, 
treatment, and disease management for men, women, and gender 
minorities (30). Gender minorities have been systematically excluded 
from medical and scientific knowledge. As a consequence, the 
healthcare system has been shaped by and catered to men. This bias in 
healthcare and clinical research has far-reaching implications for 
obstetric health and medical practices compromising the quality of care 
provided to birthing persons (31, 32). The logic model in Figure 1 
showcases the medical bias is worse for racial and ethnic minorities 
demonstrated by the current Black maternal mortality crisis rooted in 
the history of obstetric racism present in the US.
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There is very limited data on abortion curricula in US medical 
schools (33). One of the few studies published on this topic 
demonstrated that abortion education is not thoroughly incorporated 
into medical schools’ curricula: 17% of medical schools in the US did 
not formally teach abortion, and less than 50% of schools dedicated at 
least one lecture on abortion (26). Of the schools that offered clinical 
abortion care experience, it was included in the third year of medical 
school as an elective course that interested students had to actively 
seek out (26). Another study requesting information from the 126 
accredited US medical schools’ OB/GYN clerkship directors found 
that nearly a quarter of schools offered no formal abortion education 
in their clinical and preclinical program years, and a majority of 
schools only offered one abortion-care lecture elective course (34). An 
updated preliminary 2020 study reported that since 2005, there have 
been increases in abortion education availability in American medical 
schools, but compared to the national demand, the increases are 
insufficient (35). This is only set to progressively worsen with abortion 
education being limited in nearly half of the country.

In the year following the Dobbs decision (2022–2023), states with 
the most severe abortion restrictions found a 3.0% decrease in all 
applicants into residency programs, with a 10.5% decrease in OB/
GYN applicants compared to previous application cycles (36). In a 
single application cycle, the impact of the Dobbs decision and 
subsequent abortion bans and restrictions has been made clear by 
these graduating medical students choosing to practice in other states. 
This change foreshadows a decrease in the number of physicians in 
states with abortion restriction, in OB/GYN as well as other specialties.

Abortion training in residency

The Accreditation Council for Graduate Medical Education 
(ACGME) and ACOG require and recommend all 267 accredited 

obstetrics and gynecology residency programs in the US provide 
access to abortion training and routinely teach abortion care to their 
residents (33). A study published in 2019 surveying OB/GYN Program 
Directors found that out of 190 respondents, 10 programs do not offer 
any abortion training at all (5%), 59 offer optional abortion training 
(31%), and 121 programs routinely schedule training for their 
residents (64%) (37). This is concerning as contraception, miscarriage 
management, medication and surgical abortion methods are highly 
necessary and routine health procedures for a large part of the US 
population (4).

Recent years have demonstrated increased integration and 
abortion care training among family medicine physicians. Family 
medicine physicians are the most common specialty in medicine 
practicing in abortion-care deserts, places with a lack of abortion-
care/abortion-care access limitations (38). In a nationally 
representative sample of family medicine physicians, over 80% 
described having treated early pregnancy loss and 73% agreed that 
abortion was within their scope of practice, whereas only about 15% 
of family medicine providers in this survey reported offering early 
abortion care. This discrepancy may be explained by the fact that only 
7% of all nationally accredited family medicine residencies offer 
abortion-care training (38). All medical practitioners who serve 
reproductive-aged birthing people must understand and be able to 
adequately facilitate abortion care and comprehensive family planning 
counseling, even if they do not perform the abortions themselves (33).

Following the Dobbs decision overturning Roe v. Wade, 
approximately 44% of residents in OB/GYN programs will no longer 
have access to in-state abortion training (39). Before Dobbs, residents 
in Missouri had to go to Illinois to be fully trained in abortion, now 
traveling elsewhere to practice these skills will become a reality for 
residents in Texas and other states that are hostile to abortion, though 
coordinating this effort will be difficult (21). Physicians in Louisiana 
are concerned that they will not be able to recruit the best physicians 

FIGURE 1

The impact of abortion restrictions on the US Black maternal health crisis logic model.
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to the state due to the new laws limiting abortion training and 
provision opportunities, impacting the quality of care for its 
residents (24).

Barriers for providers

Over the past several years, the number of abortion providers in 
most states has significantly declined. As of 2017, 89% of all US 
counties do not have an abortion provider available for their residents 
(4). The abortion provider decline is associated with the increasingly 
restrictive and hostile abortion legislation taking hold in the US (4, 
40). Over the last decade, there have been 479 abortion restrictions 
enacted in 33 states, even though abortion is one of the safest medical 
procedures (40).

States with abortion bans or restrictions experience adverse 
outcomes including limited maternity care providers, maternity care 
deserts, higher rates of maternal mortality and infant death, especially 
among people of color, elevated death rates for birthing individuals of 
reproductive age, and greater racial disparities in healthcare (41, 42). 
Maternal death rates in abortion-restriction states were 62% higher 
than in states with greater abortion access states (28.8 vs. 17.8 per 
100,000 births) (43). Abortion-restrictive states have a 32% lower ratio 
of obstetricians to births and a 59% lower ratio of certified nurse 
midwives to births compared to states with abortion access (41). The 
recent Dobbs decision could exacerbate this disparity as it may deter 
some maternity care providers from practicing in states where their 
work faces legal challenges, as seen in the recent residency application 
cycle (36). Insufficient maternity resources not only restrict access to 
birthing services, but also make it harder for pregnant individuals to 
access early and continuous prenatal care. In 2020, states with abortion 
restrictions had a 62% higher proportion of individuals giving birth 
who either received no prenatal care or received it late when compared 
to states with abortion access (44).

Surveyed Maternal-Fetal Medicine (MFM) providers stated that 
individual, institutional, and state-level factors impact their ability to 
provide abortion care in their practices (40). Limitations such as 
abortion public funding, cost, state mandates, waiting periods, and 
institutional policies impact their ability to provide abortion care 
(40). MFM physicians practicing in supportive abortion legislation 
states reported higher abortion provisions than those physicians 
practicing in abortion-hostile states, resulting in an unequal 
geographic distribution and representation of abortion providers and 
abortion clinics across the US and reduced access to reproductive 
health services (40). The disproportionate distribution of physicians 
is especially dangerous for high-risk patients whose pregnancies pose 
impending physical threats to their lives and who are located in areas 
with reduced or no access to family planning counseling services 
(Figure  1). All these factors readily contribute to the rising US 
maternal mortality rates, especially for Black birthing people who 
face more deadly birth inequities that are slated to worsen as states 
further eliminate access and support for abortion (15, 40). Abortion 
providers and clinicians standing up to these injustices are facing 
immense backlash. For example, a physician in Indiana publicly 
shared a story of her 10-year-old patient who was raped and could 
not obtain an abortion in their home state; subsequently she was 
humiliated by state attorneys, called a liar, and is now facing legal 
troubles (45).

Provider concordance

Abortion hostility and restrictive legislation throughout 
institutions is not the only problem in accessing abortion and 
reproductive health care services, or training abortion provider. The 
abortion provider and abortion care workforce does not reflect the 
communities it serves. After centuries of canceled and compromised 
reproductive autonomy, Black birthing people once again find their 
health and rights in the hands of people who do not share their lived 
experiences. The majority of abortion care providers are White and 
serve largely non-White, immigrant, low-income, and non-English 
speaking populations (46, 47). This is a result of the systematic 
exclusion of people of color from the medical profession and results 
in the exclusion and stigmatization of patients (48). Nearly half of all 
abortions obtained in the US are by those whose incomes are below 
the federal poverty level (46). Despite this, wealthy, White individuals 
still hold the greatest power and leverage over the legislative decisions 
being made, the pathways created for education, pathways for 
employment and work, and education curricula surrounding abortion 
and reproductive health care. As training opportunities for abortion 
care become more limited across the country, there is further 
limitation to training culturally concordant providers.

Diverse physicians, healthcare specialists, and administrators are 
associated with improved health outcomes for underserved, 
vulnerable, underrepresented, and underprivileged patient 
populations (49). Not only are there improved health outcomes but 
a more diverse physician workforce is also associated with White 
doctors being more culturally competent and better serving minority 
patients (50). There must be increased workforce diversity in the 
physician and medical care workforce as a whole, and in abortion 
provision in particular, as cultural humility, competence, and respect 
are essential in creating an unbiased, quality healthcare system 
rooted in justice and equity (51). As opportunities for training 
become more limited with the elimination and severe restriction of 
abortion access, increasing provider concordance will become even 
more difficult, and should remain a focus of programs seeking to 
improve health equity.

Call to action

In recent years, with advocacy efforts from Medical Students for 
Choice, the Kenneth J. Ryan Program, and Reproductive Health 
Education in Family Medicine (RHEDI) programs, the availability 
of abortion education in some US medical schools has improved (4, 
27, 52). The overturn of Roe v. Wade will undoubtedly impose limits 
on education related to miscarriages and other OBGYN health 
issues (21). To combat this, abortion education must be embedded 
into the overall medical school curriculum for all US medical 
schools (27). The healthcare field should be intentional in training 
the next generation of clinicians. This can be  accomplished by 
requirements set forth by the American Medical Association, 
Association of American Medical Colleges, and the American 
Association of Colleges of Osteopathic Medicine, for all medical 
schools to include evidence-based abortion education in their 
preclinical curricula, and as possible in their clinical years. For 
schools in states with limited training to abortion, efforts should 
be made to offer abortion training experiences or dedicated time to 
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establish them in other states during clinical years. Further, 
standardized exams can demonstrate the ubiquity of and normalize 
abortion by including the topic as an unstigmatized procedure on 
the United States Medical Licensing Exams and Comprehensive 
Osteopathic Medical Licensing Examinations. It is crucial to 
incorporate abortion training into the medical school curriculum, 
similar to any other surgical or medical procedure, to diminish its 
associated stigma (28).

Both residents and medical students should be supported by their 
respective institutions for advocacy work being done to improve 
access to abortion care. Residents in specialties adjacent to abortion 
care including pediatrics, anesthesia, and emergency medicine, should 
be trained on counseling for abortion care options and where to refer 
patients. Programs that offer abortion training must also be intentional 
in recruitment of trainees. Not only should the number of abortion 
providers in training increase, but also the racial concordance between 
physician and patient should be considered as a determinant of patient 
experience and outcomes.

Attention should be  focused on improving access to abortion 
medication outside the clinic setting. Self-managed abortions are as 
safe as those in the clinic and online telemedicine can be  highly 
effective (53, 54). Most importantly, physicians of any specialty should 
not report individuals who seek care following a self-managed 
abortion. Legislative action is necessary to secure reproductive rights 
long-term. The healthcare field should advocate for establishing 
federal law securing access, in particular, to abortion and reproductive 
healthcare, including federally enacting the Women’s Health 
Protection Act (55). Given the fact that nearly one-quarter of birthing 
people in the US will have an abortion in their lifetimes and that 
abortion restrictions disproportionately impact already vulnerable 
populations, the medical community must leverage its power to 
protect the right to abortion and provide appropriate resources 
through advocacy.
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This perspective article situates the 2022 United  States (U.S.) Supreme Court’s 
overturning of Roe v. Wade (1973) within the broader history of abortion rights 
activism and legislation in the greater Americas. The U.S. public has stereotyped 
Latin America and the Caribbean (LAC) as socially conservative regarding gender 
issues and anti-reproductive rights. But twenty-first-century LAC presents a more 
complicated landscape than this dominant narrative suggests. In the past 15 years, 
political, legislative, and public health advances and setbacks across the region 
provide both a blueprint for re-establishing access to safe and legal abortion 
and a warning on the consequences of the criminalization of abortion for the 
U.S. Employing a narrative approach that summarizes recent interdisciplinary 
literature, this perspective traces the history of the expansion of abortion access 
in the Americas. Mexico (2007, 2023), Uruguay (2012), Argentina (2020), and 
Colombia (2022) legalized abortion on demand within specific timeframes. 
These expansions coexist with severe restrictions on abortion in various nations 
including Haiti (1835), the Dominican  Republic (1884, 2009), Honduras (1985, 
2021), El  Salvador (1997), and Nicaragua (2006), as well as some states in the 
United States (2022). This perspective finds that legalization occurs when feminist 
activists eschew U.S.-based feminist rhetoric of individual rights and choice to 
reframe abortion as a form of gender-based violence within a discourse of health 
and wellbeing as a human right. According to this perspective, restrictions on 
access to the procedure constitute a form of violence against women and people 
capable of bearing children and violate human rights.

KEYWORDS

Latin America, Caribbean, United States, abortion, Roe v. Wade, reproductive justice, 
feminism, human rights

1 Introduction

Latin American and the Caribbean (LAC) is a heterogeneous region comprising over 40 
countries with a population of nearly 660 million people (2022) with high levels of geographic 
and demographic diversity. Residents speak multiple languages of European, African, and 
indigenous backgrounds and practice various religions (1). Since the new millennium, the 
region’s GDP has grown steadily, although the Great Recession and the COVID-19 pandemic 
caused some economic setbacks. Inequality has declined, but the region is still the second most 
unequal worldwide (2). Prior to the COVID-19 pandemic, the major five health indicators – life 
expectancy at birth and neonatal, infant (up to 12 months of age), under-5, and maternal 
mortality – had improved (3). Nonetheless, as Kulczycki notes (4), “significant differences in 
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health status between and within countries” remain (p. 213) as does 
access to safe and legal abortion. Although abortion-related morbidity 
and mortality rates have decreased, they remain a public health 
concern, particularly in countries with restrictive bans (5).

For decades, abortion access in LAC was highly restrictive, 
generally correlating to a conservative Catholic stance on pregnancy 
interruption (6). In the United  States, media representations and 
public opinion have contrasted this history with an allegedly more 
progressive national environment, where legal abortion was a 
constitutional right guaranteed by the Supreme Court (7, 8). But this 
is evidence of a U.S.-centric “coloniality of power,” in the words of 
decolonial scholars of Latin America (9–12). As feminist de-colonial 
thinkers argue, this view elevates Western modernity and rationality 
above formerly colonized others, who are racialized and gendered 
beings stuck in an imagined inferior and homogenous past (13–16).1 
If we compare the Dobbs v. Jackson Women’s Health Organization’s 
(2022) recent overturning of Roe v. Wade (1973), which has allowed 
some states to ban the procedure, with the legalization of abortion on 
demand in Uruguay (2012), Argentina (2020), Mexico (2007, 2023),2 
and Colombia (2022), and the blanket ban on abortion in more 
conservative countries including Haiti (1835), the Dominican Republic 
(1884, 2009), Honduras (1985, 2021), El  Salvador (1997), and 
Nicaragua (2006),3 we see a more complicated story that challenges, 
as Garibotto writes (p. 686), “an ethnocentric view of the so-called 
South as having historically been more backward than the so-called 
North and an underlying assumption of Latin America as a monolithic 
entity” (8).

This perspective compares the simultaneous expansion and 
restriction of abortion access in LAC in relation to the contraction of 
access in large areas of the United States. It will show that in places 
where legalization occurred, feminist activists in LAC have reframed 
abortion rights within a public health framework that: (1) makes clear 
that the longstanding double-standard on abortion access in the 
region, where wealthy women access safe if clandestine procedures 
while poor women die from unsafe, illegal abortions, is a matter of 
public health and (2) that disparate access to abortion, resulting in 
higher rates of maternal mortality among disadvantaged women is 
form of violence against women and thus a violation of their 
human rights.

1 Here, I focus on critical decolonial theory coming from Latin America, but 

other relevant theoretical models include Stuart Hall’s discussion of 

representation (17) and postcolonial theories of Otherness (18, 19), among 

others. Bhambra (20) has an excellent synthesis of the two traditions.

2 Mexico City decriminalized abortion up to 12 weeks LMP in 2007. In 2021, 

the country’s Supreme Court declared the criminalization of abortion up to 

12 weeks LMP in the state of Coahuila unconstitutional. In 2023, it expanded 

that decision to all Mexican states.

3 Haiti, the Dominican  Republic, and Honduras banned abortion in all 

circumstances in 1835, 1884, and 1985, respectively. The Dominican Republic 

and Honduras, in 2009 and 2021 respectively, wrote these bans into their 

constitutions. Abortion also is completely banned in Jamaica, Suriname, 

Curaçao, and Aruba (21). In 2020, Haiti passed a new Penal Code that would 

have legalized abortion on demand up to 12 weeks LMP, but the president was 

assassinated, and the Code has not been implemented (22).

1.1 A brief history of abortion legislation in 
the Americas

The history of abortion access in the Western Hemisphere has 
followed a non-linear path in which criminalization and 
decriminalization reoccur. In the Americas, Catholic doctrine has 
influenced public opinion toward and legal sanctions of abortion since 
colonization in the early sixteenth century. In medieval and early 
modern Europe, most sectors of society understood abortion before 
quickening, or first fetal movements, as the restoration of the menses 
and not the intentional ending of a pregnancy. Early modern England 
did not criminalize the loss of a pregnancy before quickening, even if 
the woman4 or her attending midwife or physician deliberately ended 
the pregnancy. This understanding of when a pregnancy loss became 
a criminal abortion was transported to British colonies in the 
Americas, including what would eventually become the United States 
(24–26). Justice Alito’s opinion in Dobbs blatantly ignored this 
longstanding history, presenting a false past in which abortion had 
been criminalized since the nation’s founding (27, 28).

In medieval and early modern Iberian tradition, transferred to the 
Spanish and Portuguese colonies in LAC, Catholic doctrine 
condemned abortion as a sin, but the gravity of the act evolved 
significantly (29–31). Medieval Catholic theologians believed in 
delayed ensoulment; the fetus gained its immortal soul only after 
quickening. Abortion prior to quickening was a sin, but not one of 
murder and thus not excommunicable (32). Although increasingly 
questioned by theologians during the seventeenth and eighteenth 
centuries, this position held until the late nineteenth century, when 
the Church declared life as beginning at the moment of conception 
and all abortion, regardless the gestational age of the fetus, a sin of 
murder, and excommunicable (33).

Catholic doctrine coincided with Latin American 
independence from European colonialism in the nineteenth 
century, and new legislation criminalized abortion through 
federal penal codes (29, 34–36). In the United  States, the 
understanding of early fetal loss as distinct from criminal abortion 
also shifted. In response to demographic changes, in which U.S.-
born white birthrates declined as immigration and immigrant 
birthrates increased, nativist leaders attempted to restrict White 
women’s ability to regulate their fertility (37–39). Successive state-
level legislation criminalized the practice in the late nineteenth 
century, after a professionalizing American Medical Association 
began a nationwide campaign to crack down on pregnancy 
termination at all gestational stages (37, 39).

Despite this trend toward criminalization, Brazil and Argentina 
were some of the first countries in the world to legalize therapeutic 
abortions in the early twentieth century (34, 35, 40), although they 
lacked adequate protocols to ensure access to legal procedures. In 
Brazil – which legalized therapeutic abortions in the late nineteenth 
century if the mother’s life was in danger, and in 1940 expanded this 

4 Until the late twentieth century, legal and medical sources, as well as people, 

used the term “women” or “mother” in relation to abortion care. This article 

adheres to this terminology for historical accuracy. However, its discussion of 

contemporary activism and policies employs the more gender-inclusive 

language of pregnant people (23).
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legislation to include cases of rape – medical regulations related to 
health provisions only appeared in the 1920s (35). The government 
finally issued regulations regarding rape in 1999 (updated in 2012) 
and for all reasons in 2005 (41, 42). Argentina criminalized abortion 
in 1921 except in cases of the risk to the health or life of the mother or 
in cases of rape (43). As late as 2019, only 10 out of 24 jurisdictions in 
Argentina had up-to-date medical protocols (44).

By the early twentieth century, abortion was illegal in most of 
the United  States and Latin America and the Caribbean. This 
hardened approach toward the voluntary ending of a pregnancy 
remained stable, if not enforceable, until the second half of the 
twentieth century. For on-demand abortions, the U.S. broke this 
trend with the passage of Roe in 1973. In LAC, Cuba became the 
first country to legalize on-demand abortion, providing all women 
free access to the procedure in 1979 (45, 46). In 1988, Canada 
legalized on-demand abortion and further stipulated the 
government provide services free of charge under the Canada 
Health Act (47).

As some nations began decriminalizing abortion, the topic 
entered the public sphere in LAC, with the better recording and 
publication of health complications and deaths related to illegal 
procedures. In Brazil, studies in the 1980s found that poor women, 
often women of color, disproportionately experienced higher rates of 
maternal mortality and morbidity related to unwanted pregnancy 
(48). Although data are incomplete, experts have hypothesized that 
abortion played an important role in Latin America’s overall fertility 
decline beginning in the 1960s and continuing through the 1980s, 
until more widespread use of biomedical contraceptives became 
prevalent (4, 49).

As maternal deaths from abortion became visible, second-wave 
feminists began organizing around abortion rights (50–52). Many of 
these feminists lived in countries under authoritarian dictatorships 
that violently suppressed political dissent. Questions of bodily 
autonomy thus had broader meanings during the Cold War in Latin 
America: what did abortion access imply if a military government 
could “disappear” (kidnap, torture, and murder) one’s family members 
without consequence? Latin American feminists’ demands to legalize 
abortion thus began as part of a human rights narrative in which 
bodily autonomy for all citizens was a fundamental aspect of 
redemocratization (53, 54).

Due to this historical context, feminist organizing in Latin 
America for reproductive health equity had always employed a 
reproductive justice framework, linking abortion rights to 
economic and social justice (43, 44, 55, 56). Reproductive justice, 
according to the Black U.S. feminists who coined the term in the 
mid-1990s, is a human-rights based theory and praxis of 
reproductive autonomy in which all people have the “right to 
maintain personal bodily autonomy, have children, not have 
children, and parent the children we have in safe and sustainable 
communities” (57). Yet only the most marginalized in the U.S. – 
Black, indigenous, and other women of color – have harnessed 
international human rights laws and discourses framework to fight 
against a racist and patriarchal state that disregards human life 
within their communities (28, 58–62). Mainly White feminist 
organizations focused on choice and the negative right of privacy 
at the expense of a broader understanding of how abortion access 
fits into human rights, including the positive right of access to 
healthcare (38, 63, 64).

1.2 Ready for change

Since the new millennium, feminists fighting for reproductive 
justice including abortion rights and an end to obstetric violence in 
LAC have reframed any restriction on abortion as an act of gender-
based violence and thus as a human rights violation (53, 54, 65–68). 
In the 1990s and 2000s, legislative successes to decriminalize or 
legalize abortion in LAC were few and existed alongside newly enacted 
blanket bans. El  Salvador criminalized abortion under all 
circumstances in 1998, which has had severe consequences not only 
for women’s lives, as poor women face life-and-death situations when 
accessing abortion care, but also for gender equality (69). At the same 
time, the continued activism of feminists and other civil society actors 
allowed for modest reforms in Mexico, Brazil, and Colombia, which 
set the stage for more recent changes (4).

In the past 15 years, this human rights foundation has proven 
crucial for pushing legislative successes forward. Feminists organizing 
to legalize abortion in Argentina have eschewed discussions of when 
life begins or privacy rights, instead emphasizing social equality and 
economic justice (56). Arguing that Argentine women from all classes 
have abortions, but only poor women die from them, feminists moved 
the conversation away from the morality of abortion – women need 
the procedure regardless of its legality – to the inequity of differential 
health outcomes based on social class (70). They also incorporated 
demands for safe and legal abortion within larger social justice 
campaigns, thus expanding their base of supporters (43, 44). Feminists 
tied longstanding public health arguments in favor of decriminalizing 
abortion to calls against gender-based violence, likening maternal 
deaths from abortion to femicides. Following a reproductive justice 
framing, the bill that legalized abortion in Argentina requires that 
public hospitals provide the procedure free of charge (71). The final 
bill also includes gender-inclusive language by allowing access to 
abortion on demand up to 14 weeks for “women and all gestating 
persons” (43).

An economic justice argument was also crucial in the legalization 
of abortion in Colombia in 2022 (53). Strategic litigation activities in 
the first two decades of the new millennium culminated in the 
Constitutional Court’s passage of one of the world’s broadest 
on-demand abortion laws (72). In Brazil, feminists are pushing the 
Supreme Court to decide whether the criminalization of abortion 
violates the human rights of “women, adolescents or girls” (73). As of 
September 2023, the Brazilian Supreme Court is currently debating 
the decriminalization of abortion up to 12 weeks LMP on these 
grounds (74). In September 2023, the Mexican Supreme Court 
declared all criminal penalties for abortion unconstitutional, stating 
that they “violate the human rights of women and people with the 
ability to gestate” (75). A second decision issued only days later made 
it unconstitutional to define legal personhood as “from conception.” 
It also later invalidated conscientious objection by physicians and 
other medical practitioners. This decision built upon one two years 
prior that recognized the constitutional right to free abortion services 
up to 12 weeks LMP and on specific grounds after that time frame in 
the Mexican state of Coahuila (76).

Shifting religious patterns also has affected public opinion; 
Catholic religiosity has declined across the region, and despite a rising 
percentage of Latin Americans who identify as evangelicals, overall 
church attendance is down (44, 53). Nonetheless, the Catholic church 
has proven a stalwart against abortion rights, and since the 1990s, it 
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also has employed the language of human rights in its pro-life efforts 
(7). A growing, vocally anti-abortion evangelical movement has joined 
these endeavors (4, 77). In the U.S., pro-life evangelicals successful 
restricted abortion access in the decades leading up to the overturning 
of Roe (78, 79). This tactic must be seen as a threat to the viability of 
any on-demand abortion policy. In the U.S., increasing restrictions at 
the state level after Planned Parenthood v. Casey (1992), severely 
constrained abortion access for many pregnant people, particularly 
the most marginalized, by shifting the legal context to an “undue 
burden” standard (80). As abortion providers and pregnant people 
know best, legal abortion does not equal accessible abortion services 
(71, 80–82). For example, the September 2023 Mexican Supreme 
Court decriminalization of abortion does not automatically equate to 
full access. As Valero writes, “For decriminalization to really translate 
into a future with greater access to reproductive health care, abortion-
seekers need access to psychological and social support, as well as 
clinics and hospitals stocked with essential drugs, supplies, equipment, 
and trained specialists” (83).

2 Discussion

Social science scholars have urged U.S. feminists to reframe their 
fight for abortion rights by drawing on Latin American successes. 
Fixmer-Oraiz and Murillo argue that U.S. feminists must name 
“abortion care denial as violence” (54). In the U.S., political culture is 
strongly focused on individual rights and decision making. This 
includes a Malthusian approach toward population politics, in which 
the poor are blamed for allegedly irrational choices, including to get 
an unsafe abortion. Such exceptionalist discourses exist on both the 
left and the right, underscoring the rejection of international 
frameworks including those supporting human and women’s rights. 
Given this, and in the face of extreme efforts to criminalize 
reproductive choices in the U.S., how can we  implement this 
necessary shift?

Pregnant people will always need access to abortion services 
regardless the legal restrictions or permissions. To reframe abortion 
as a public health and thus human rights issue, we must move away 
from all discussions tied to fetal personhood, which the pro-life 
movement has successfully operationalized to criminalize abortion. 
The time parameters for on-demand abortion do not necessarily need 
to extend until fetal viability. Roe marked viability as the end of 
on-demand abortion. Most Latin American nations that recently 
legalized abortion on demand have implemented shorter gestational 
limits. To delink fetal viability and on-demand abortion, two 
conditions must be met: (1) pregnant people must remain able to 
terminate pregnancies for expansive health-related issues after 
on-demand gestational limits end and (2) on-demand abortion access 
must be available to everyone, not just to those who can afford it, so 
that people who need an abortion can get it early in the pregnancy. 
On-demand abortion must be tied to public health calls for broader 
universal health services and the even distribution of quality 
reproductive healthcare across the nation. The relevant personhood is 
that of the pregnant person, not the fetus. So, in this sense, taking one 
part of LAC platform – that inequity in healthcare is gender-based 
violence – we can push forward to expand universal healthcare and 
abortion access.

This reframing must also exist alongside another successful trend 
coming from LAC: grassroots “accompanist networks” that have 
created extensive cross-regional networks to provide mainly 
medication abortion to women who live in areas with restrictive laws 
(84–86). Pregnant people have long travelled to access abortion, but 
this travel reinforces economic barriers (87, 88). In the U.S., abortion 
funds have stepped into this role, providing funding for travel and 
abortion care in highly restricted contexts. Often deeply embedded 
within local activist networks, these groups are the collective 
grassroots organizing that must thrive while policymakers and public 
health practitioners advance abortion access on the population level. 
But an initial outpouring of donations in the year following Dobbs has 
begun to dry up (89), and experts have urged donors to “take the long 
view” (90).

In the U.S., the rise of self-managed abortions has allowed 
pregnant people to obtain prescriptions for the drug combination of 
mifepristone and misoprostol for medication abortions at home (91, 
92). Pharmacists in Brazil began providing misoprostol (an ulcer 
drug) off label to women who wanted to terminate their pregnancies 
in the 1990s (93–95). Today, accompanist networks in many parts of 
Latin America have expanded access to medication abortions by 
providing pregnant people living in restrictive legal contexts 
misoprostol for self-managed abortions with safety guidelines and 
support (84, 96–100). Feminist networks are already doing the same 
in the United States (92), although not without legal consequences 
(101). As we engage in the crucial work of re-expanding abortion 
access, we cannot forget the pregnant people who need an abortion 
right now.
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Nearly 50  years after Roe versus Wade, the United  States Supreme Court’s 
decision in Dobbs versus Jackson Women’s Health Organization unraveled the 
constitutional right to abortion, allowing individual states to severely restrict or 
ban the procedure. In response, leading medical, public health, and community 
organizations have renewed calls for research to elucidate and address the 
burgeoning social and medical consequences of new abortion restrictions. 
Abortion research not only includes studies that establish the safety, quality, and 
efficacy of evidence-based abortion care protocols, but also encompasses studies 
on the availability of abortion care, the consequences of being denied an abortion, 
and the legal and social burdens surrounding abortion. The urgency of these calls 
for new evidence underscores the importance of ensuring that research in this 
area is conducted in an ethical and respectful manner, cognizant of the social, 
political, and structural conditions that shape reproductive health inequities 
and impact each stage of research—from protocol design to dissemination of 
findings. Research ethics relates to the moral principles undergirding the design 
and execution of research projects, and concerns itself with the technicalities of 
ethical questions related to the research process, such as informed consent, power 
relations, and confidentiality. Critical insights and reflections from reproductive 
justice, community engagement, and applied ethics frameworks have bolstered 
existing research ethics scholarship and discourse by underscoring the importance 
of meaningful engagement with community stakeholders—bringing attention to 
overlapping structures of oppression, including racism, sexism, and ways that 
these structures are perpetuated in the research process.

KEYWORDS

abortion, research ethics, health equity, reproductive health research, population 
vulnerability

Renewed calls for abortion-related research in the 
post-Roe era

Nearly 50 years after Roe versus Wade, the United States Supreme Court’s decision in Dobbs 
versus Jackson Women’s Health Organization unraveled the constitutional right to abortion, 
allowing individual states to severely restrict or ban the procedure. In response, leading medical, 
public health, and community organizations have renewed calls for research to elucidate and 
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address the burgeoning social and medical consequences of new 
abortion restrictions (1–5). Abortion research not only includes 
studies that establish the safety, quality, and efficacy of evidence-based 
abortion care protocols, but also encompasses studies on the 
availability of abortion care, the consequences of being denied an 
abortion, and the legal and social burdens surrounding abortion (6, 
7). The urgency of these calls for new evidence underscores the 
importance of ensuring that research in this area is conducted in an 
ethical and respectful manner, cognizant of the social, political, and 
structural conditions that shape reproductive health inequities and 
impact each stage of research—from protocol design to dissemination 
of findings.

Research ethics relates to the moral principles undergirding the 
design and execution of research projects, and concerns itself with the 
technicalities of ethical questions related to the research process, such 
as informed consent, power relations, and confidentiality (8). Critical 
insights and reflections from reproductive justice, community 
engagement, and applied ethics frameworks have bolstered existing 
research ethics scholarship and discourse by underscoring the 
importance of meaningful engagement with community 
stakeholders—bringing attention to overlapping structures of 
oppression, including racism, sexism, and ways that these structures 
are perpetuated in the research process (9–19).

Scholars have critiqued traditional research ethics models for 
being too narrowly focused on investigator expertise and conventional 
measures of scientific validity. While helpful in some scenarios, this 
narrow focus can obscure the needs of minoritized communities with 
structural vulnerabilities and silence their voices across the research 
continuum. In essence, research can only be ethical when it prioritizes 
equity, justice, and respect for groups burdened with the potential to 
be most harmed during the research process.

Considering the heightened challenges posed by the post-Roe era, 
the commentary that follows is a call for researchers, research 
institutions, funding agencies, Institutional Review Boards (IRBs) and 
other regulatory bodies to safeguard against potential research-related 
harms by (1) prioritizing the needs, concerns, and preferences of 
populations burdened by social and structural vulnerabilities (20) 
promoting reproductive justice-oriented, community-engaged 
scholarship, and (21) providing evidence-based training and robust 
support for researchers. Given the history of medical exploitation and 
reproductive violence in communities with structural vulnerabilities, 
ethical and respectful research in the post-Roe environment requires 
prioritizing the voices of the most marginalized to mitigate iatrogenic 
research harms and promote reproductive health equity (20).

The social, ethical, and legal 
complexities of abortion-related 
research

Early research on abortion focused on instances in which 
pregnancy terminations went horribly awry. Physicians published case 
reports detailing the management of septic, radically ill patients who 
risked their lives procuring illegal abortions (22). As some states 
liberalized their abortion laws, other researchers focused their work 
on the public health impacts of safe and legal abortions enabled by 
better policies, techniques, and antibiotics (23, 24). Their combined 
efforts eventually pushed professional medical and public health 

organizations to support abortion rights through advocacy and 
amicus curiae briefs filed in the United States Supreme Court cases 
Roe and Casey.

Legalized abortion opened new research avenues and sparked 
ethical debates regarding the social and legal complexities of 
biomedical research during pregnancy. Notably, concerns about the 
outcome of Roe and pressure from anti-abortion groups shaped the 
first federal “protections” governing research on pregnant patients—
regulations first established in the 1970s that excluded pregnant 
women from clinical trials and created gaps in knowledge about 
prescription drug use during pregnancy and the postpartum period 
(25, 26). In recent years, leading research and federal organizations 
have discussed the need to address these knowledge gaps and have 
called for a range of studies on reproductive and maternal health 
needs with an increased emphasis on the social, behavioral, biological, 
and environmental forces that shape health outcomes at the individual, 
local, state, and national levels (13, 14). In response to these calls, 
equity-focused scholars have conducted a range of important studies 
that prioritize community perspectives and values (27–30).

Research on maternal and reproductive health requires 
considerable sensitivity, as it often involves meeting people in 
especially vulnerable moments. For example, studies on stillbirth may 
require clinicians to approach grieving parents after a pregnancy loss 
to obtain consent for fetal tissue sampling. Research on maternal 
morbidity and mortality often necessitates conversations with women 
after near-death experiences or with families who have lost loved ones 
in cases of maternal death (31–34). Abortion research similarly 
involves these weighty social and emotional considerations, in 
addition to heightened ethical and legal concerns about stigma, 
confidentiality, trauma, and criminalization. In environments where 
abortion is criminalized and stigmatized, contemporary research 
ethics guidelines call for population-sensitive research practices to 
protect participants and communities that may face threats of 
persecution or harm (35). Thus, examining how intersectional 
structures of oppression, stigma, and vulnerability influence abortion 
research is critical for advancing and informing research ethics 
practices and protocols in the context of reproductive and 
maternal health.

Intersecting structures of oppression and 
research “vulnerability”

Research ethics guidelines predicated on the assumption of 
participant autonomy obscure how structural issues threaten 
reproductive autonomy, perpetuate trauma and stigmatization, and 
give rise to significant moral distress in groups already burdened by 
poverty, stigma, and inequitable access to healthcare. Respectful and 
compassionate research requires an understanding ways in which 
intersecting, multidimensional structures of oppression shape 
participant-level vulnerability in research settings. Even in instances 
where research participants have given informed consent and assumed 
the individual risks associated with research involving sensitive 
information, researchers in the post-Roe environment have a moral 
and professional responsibility to grapple with the systems and 
structures that sharpen participant vulnerability and research risks.

When individuals occupy multiple marginalized identities, they 
may be  rendered more vulnerable in settings where social and 
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structural forces collide to limit their agency, visibility, and voice (36). 
However, the traditional approach to categorical research protections 
outlined in the Belmont Report classifies certain groups as vulnerable 
based on singularly defined identities, namely, incarcerated 
individuals, children, and people with disabilities. Recent scholarship 
has expanded the concept of vulnerability to include the intersectional 
experiences of communities burdened by excessive research risks.

Pregnant women were officially removed as a vulnerable 
population under the Revised Common Rule in 2017, a shift to ensure 
that they were justly represented in biomedical research and 
development and were able to reap the benefits of scientific 
advancement (37). However, this adjustment preceded the 
complications posed by the end of the constitutional right to abortion, 
including threats of bodily harm, stigma, and criminalization. These 
threats are particularly salient for Black women living in the 
United States, who are three times more likely to die from preventable 
pregnancy complications than white women. Racial disparities in 
maternal health outcomes are amplified by other forms of oppression, 
such as lack of access to reproductive healthcare, structural racism, 
and lack of social support, which make women more vulnerable to 
harm during pregnancy (38). Furthermore, recent estimates indicate 
that abortion bans have the potential to increase maternal mortality 
by 21% overall and up to 33% among Black Americans.

Additionally, women who are denied abortions experience a 
cascade of economic hardships and serious health complications 
associated with carrying a pregnancy to term (39). Before Dobbs, 
Texas Senate Bill 8 offered a glimpse into the dangerous future of 
abortion bans and raised questions about which communities were 
disproportionately harmed by abortion restrictions and increasingly 
made vulnerable by the research process (6). Previous scholarship 
reveals that women in minoritized communities may experience 
excessive research risks and barriers to meaningful research 
participation because of preexisting comorbidities, environmental 
factors, and structural inequities (30, 40, 41). These concerns are 
heightened in states and territories that restrict or ban abortion. 
Notably, eroding access to abortion care has the most profound and 
pernicious ramifications for Black families, as Black people are 
disproportionately burdened by various forms of economic and social 
inequalities that diminish birth equity and just access to all forms of 
reproductive healthcare (13, 14).

As an interdisciplinary group of scholars and practitioners with 
a focus on reproductive health equity, we raise important questions 
related to power asymmetries between those conducting research 
and the individuals volunteering as participants. Our concerns 
include: how might data intended to better understand various 
birth control methods be  safeguarded from surveillance and 
criminalization? How might vulnerable populations be prioritized 
in the current political climate? And how might the conceptual 
frameworks, underlying assumptions, and language used by 
researchers perpetuate harmful narratives about sexuality, 
pregnancy, birth control, and abortion?

In light of these questions, we understand research as a powerful 
tool to advance social justice. We argue that the inclusion of vulnerable 
groups in research can be a pathway to affirming the rights of all 
people to partake in social life, public expression, and bodily freedom. 
Individuals can share invaluable insights derived from navigating 
their marginalized social positionality, which otherwise may 
be  undervalued, misunderstood, or concealed. Most evidently, 

research findings can mobilize healthcare systems to better meet the 
needs of populations who stand to benefit most from new 
understandings and health innovations. It is in the spirit of balancing 
these potential benefits and risks that the authors offer 
these considerations.

Considerations for ethically responsible 
abortion research

Abortion restrictions heighten risks for all parties involved in 
scientific research. However, it is imperative to recognize that research 
participants are especially vulnerable to research-related harms in the 
post-Roe era. Conducting ethical and respectful abortion research 
requires investigators to focus on the needs and preferences of 
marginalized communities across the research continuum, starting 
with the development of research questions and continuing through 
the study development, implementation, and dissemination of 
research findings.

In the absence of formal guidance on abortion-related research 
ethics, the recommendations that follow have been shaped by the 
authors’ collective experiences working with structurally vulnerable 
and disadvantaged populations. The considerations presented in the 
following sections are intended to highlight the value of meaningful 
community engagement, dialogue, and collaboration when 
engaging participants burdened by social and 
structural vulnerabilities.

Community and stakeholder engagement
The equitable and just engagement of individuals and 

communities in abortion research requires working with community 
leaders and local organizations to improve ethical decision-making. 
Sophisticated engagement strategies, especially those that elevate the 
lived experiences of community members, are critical for 
understanding and mitigating barriers to reproductive health research 
participation (9). Community-engaged research prioritizes an 
iterative, dynamic research process with heightened attention to the 
needs (i.e., perceived and actual), realities, and experiences of local 
stakeholders who ultimately shape the research design, 
implementation, and dissemination of findings (10, 42–44). Notably, 
community-engaged frameworks shift the emphasis of research away 
from the benefits received by the research team and instead prioritize 
the needs and preferences of study participants (45).

Scott, Bray, McLemore, and other scholars highlight the urgent 
need for collaborative, community-engaged research marked by 
“radical curiosity and courage” to advance health equity and 
reproductive justice (27). We follow their lead, embracing cultural 
humility and meaningful community partnerships, to advocate for a 
braver, bolder approach to abortion research and reproductive ethics. 
While traditional research ethics models focus heavily on institutional- 
and investigator-driven values, we  advocate for an expanded 
understanding of scholarship that accurately reflects and elevates the 
voices and values of research participants.

Risks to participants with social and structural 
vulnerabilities

Research with communities burdened with social and structural 
vulnerabilities has given rise to unique ethical challenges that 
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require context-specific research protection and stakeholder 
engagement. Psychological, legal, social, and economic harms are 
among the many risks relevant to research in post-Roe environments 
(28, 46). Volunteers in abortion research may face stigma, 
criminalization, discrimination, health surveillance, and iatrogenic 
harms. These considerations are especially applicable to abortion 
research that employs wastewater metabolite testing, health apps for 
tracking, and interview and focus group research to understand the 
experiences of people trying to access abortion (38, 47–49). In light 
of these risks, researchers should seek guidance from trustworthy 
stakeholders and local organizations to ensure that their involvement 
and visibility in the community does not exacerbate risks for already 
vulnerable groups.

Abortion research participants may be hesitant to disclose the 
location and state of abortion access because of the potential 
consequences. Indeed, researchers should evaluate relevant legal 
risks when working with communities living in areas with 
restricted abortion access and plan to anonymize or minimize 
location data collection accordingly. Future research is needed to 
elicit feedback from community stakeholders to understand how 
various research settings and social contexts influence the 
experiences and safety of research participants (11). It is especially 
important to engage in discourse with community stakeholders to 
understand their interpretation of the current political landscape 
as it relates to reproductive healthcare so that researchers can avoid 
perpetuating harm.

Privacy and confidentiality
Prior studies involving individuals with substance use disorders 

and people who use drugs remind us that privacy and confidentiality 
concerns are critically important to take into account when data can 
be used to criminalize and stigmatize individuals and communities 
(50). Strategies that have been used to enhance privacy and 
confidentiality include: (1) Certificates of Confidentiality (CoC) which 
protect the privacy of research participants by restricting access to 
identifiable, sensitive study information so that it may only be accessed 
by members of the research team (51); (2) Protocols that require the 
anonymization and minimization of nonessential sensitive personal 
health information; (3) Generation of synthetic datasets that mimic 
the structure and statistical distribution of organically obtained study 
data while protecting the identity and private health information of 
the research participants (52); (4) “Shield laws” that protect abortion 
seekers and their helpers from state interference and other forms of 
legal harm (53).

Notably, the Department of Health and Human Services (HHS) 
recently proposed rule changes intended to strengthen the Health 
Insurance Portability and Accountability Act (HIPAA) Privacy Rule 
to shield private health information related to pregnancy and 
reproductive health from law enforcement officials (54). Legislators in 
some states are discussing broader information privacy laws to protect 
commercially obtained data such as those collected in period-tracking 
apps. Some states have passed “shield laws” intended to protect 
abortion providers, patients, and their helpers, but these laws do not 
include specific protections for persons involved in abortion research 
(55). Ultimately, researchers and funding agencies must not only 
consider how to protect private health information, but also how data 
generated in abortion research will be  communicated and 
disseminated to the public.

Communication and dissemination
Ethical scientific research requires effective communication and 

timely dissemination of findings to individuals and communities 
most affected by a particular health issue. Disseminating data to 
communities is critical for strengthening public trust in clinicians, 
public health workers, and healthcare systems (56, 57). A thorough, 
evidence-based understanding of health issues is also integral to 
advocating for policy changes and interventions that promote 
reproductive and maternal health equity. This is especially true 
when a health issue is highly stigmatized or politically charged, as 
in the case of abortion.

In the current political context, in which abortion research 
generates partisan divides and purposeful disinformation is 
rampant, it is critically important to consider how study data are 
communicated and presented to the public. Ethical attention to 
abortion research involves engaging trusted community leaders and 
stakeholders to inform equity-centered research communication. 
This can be  accomplished by developing and committing to 
communication strategies that outline a plan for if and when 
research findings are misinterpreted or weaponized against 
marginalized communities.

Conclusion

Developing, implementing, and translating ethically sound 
abortion research policies and procedures calls for concrete and 
tailored strategies to advance equitable access to scientific discovery 
and translation. Promoting the ethical inclusion of minoritized groups 
in reproductive and maternal health research requires specific 
attention to a myriad of issues, including privacy and fairness in the 
use of abortion information, informed consent, and the return of 
results to participants. Further, dedicated attention to the historical 
realities, contextual challenges, and concerns of diverse research 
communities is critical to promoting equity in research. Fostering 
research justice also involves demonstrating optimal respect for 
reproductive preferences, lived experiences, overlapping social 
identities, and the moral agency of minority women (15, 58).

Conceptually aligning research with reproductive justice, birth 
justice, and respectful maternity care frameworks fosters analytic 
liberation and bolsters scientific rigor (59). Centering equity and 
respect in research also has salient implications for equipping future 
scientists, investigators, and clinician scholars with the knowledge, 
skills, and structural competency to disrupt longstanding oppression 
in the research enterprise that prevents certain topics from being 
prioritized, namely those affecting the health and well-being of Black 
women and other populations made vulnerable by overlapping 
systems of oppression.

Furthermore, respectful and ethical research highlights the 
importance of bioethicists with empirical and normative training 
leading robust discourse around abortion-related research and 
the healthcare needs of Black women. To safeguard against 
research-related harms in the post-Roe era, it is essential that 
funding agencies, research institutions, IRBs, and investigators 
elucidate the needs, values, and preferences of marginalized 
communities across the research continuum. Insights from 
existing training programs, funding mechanisms, and 
organizations are foundational for informing broader research 
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ethics frameworks that responsibly address the complexities that 
arise in maternal and reproductive health research, especially 
related to abortion (2, 5, 60). Ethically responsible research in the 
post-Roe era—especially research with minoritized communities 
demands equity, justice, and respect.
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African immigrants’ favorable 
preterm birth rates challenge 
genetic etiology of the 
Black-White disparity in preterm 
birth
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Background: We examined over a million California birth records for 2010 
through 2021 to investigate whether disparities in preterm birth (PTB) by 
nativity and race support the widely held but hitherto unsubstantiated belief 
that genetic differences explain the persistent Black-White disparity in PTB.

Methods: We examined PTB rates and risk ratios among African-, Caribbean-, 
and U.S.-born Black women compared to U.S.-born White women. 
Multivariate analyses adjusted for maternal age, education, number of live 
births, delivery payer, trimester of prenatal care initiation, pre-pregnancy 
BMI, smoking, and prevalence of poverty in a woman’s residence census 
tract; and for paternal education.

Results: In adjusted analyses, African-born Black women’s PTB rates were 
no different from those of U.S.-born White women.

Discussion: The results add to prior evidence making a genetic etiology 
for the racial disparity in PTB unlikely. If genetic differences tied to “race” 
explained the Black-White disparity in PTB among U.S.-born women, the 
African immigrants in this study would have had higher rates of PTB, not the 
lower rates observed. Multiple explanations for the observed patterns and 
their implications are discussed. Failure to distinguish causes of PTB from 
causes of the racial disparity in PTB have likely contributed to erroneous 
attribution of the racial disparity to genetic differences. Based on the 
literature, unmeasured experiences of racism, including racism-related 
stress and adverse environmental exposures, are plausible explanations for 
the PTB disparity between Black and White U.S.-born women. The favorable 
birth outcomes of African-born Black immigrants may reflect less exposure 
to racism during sensitive life periods, e.g., childhood, when they were in 
African countries, where Black people are in the racial majority.
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preterm birth, Black-White disparity in preterm birth, African immigrant, 
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Background

Preterm birth (PTB)—delivery prior to 37 weeks of pregnancy—is 
a health indicator of great importance across the entire life course. It 
is a strong predictor of infant mortality, childhood disability, and 
chronic disease in adulthood (1–5). A large disparity in rates of PTB 
between Black and White women in the United  States has been 
observed for decades (6–8). Some researchers have hypothesized that 
the Black-White disparity in PTB may reflect genetic differences 
between the two racial groups (9–11). This hypothesis appears to 
be based in part on observations in multiple studies that the racial 
disparity in birth outcomes persists after control for income or 
education (12, 13).

Convincing evidence of a genetic contribution to the racial 
disparity in PTB has not been presented, however (14). The persistence 
of the racial disparity after control for income or education is not 
evidence of a genetic basis for the disparity. While income and 
education are important factors for health, they do not capture all 
potentially important aspects of socioeconomic status, nor effects of 
racism that do not necessarily operate through socioeconomic 
pathways. For example, income and education do not capture 
accumulated wealth, which, because of structural racism (15), varies 
even more dramatically between Black and White individuals than 
income or education (16, 17) and could have strong independent 
effects on PTB (18). Nor do income and education necessarily capture 
childhood socioeconomic circumstances, which also could have 
important independent effects on birth outcomes (19–21).

Even if socioeconomic status was measured more comprehensively, 
the racial disparity in PTB may also reflect unmeasured effects of 
racism, such as chronic exposure to racism-related stressors (22), and 
environmental hazards (23) which affect Black persons across the 
socioeconomic spectrum; in fact, the Black-White disparity in PTB 
(13) and LBW (24) has been observed to be widest among women 
with relatively high levels of income and education (25, 26). Chronic 
stress due to diverse exposures, including racism-related stress, could, 
over time, trigger inflammatory and immune processes that are 
known to be involved in PTB (14, 27–29), as well as cardiovascular 
changes that could influence birthweight-related outcomes (30).

The assumption that genetic causes explain the Black-White 
disparity in PTB may also reflect a failure to distinguish between 
causes of PTB and causes of the Black-White disparity in PTB. To 
explain the disparity, a hypothesized cause would need to have a 
different prevalence or effect size among Black women compared with 
White women; to our knowledge, no study of PTB has met those 
criteria. PTB risk (overall) appears to be influenced by both maternal 
and fetal genomes (31), and several maternal genetic variants 
associated with PTB risk have been identified (32). While these 
account for only 2% of PTB variance, more are likely to be found, 
given that family and twin studies suggest that genetics may account 
for 15 to 40% of the variance in PTB; thus, additional genetic 
contributors to PTB risk are likely to emerge from on-going research. 
As with other complex traits, the genetic contribution to risk derives 
from multiple genetic variants, each with small effect, indicating that 
gene–environment interactions are likely. The wide range of PTB 
variance estimated to be accounted for by genetic factors likely reflects 
difficulties in measuring a genetic effect among family members 
sharing exposure to multiple social and environmental factors. 
We conclude from the literature not that genetics is unimportant in 

PTB but that evidence published to date does not support a role for it 
in explaining racial differences in PTB.

In 1997, Richard David and James Collins published a paper in 
the New England Journal of Medicine based on examination of 
Illinois’ 1980–1995 vital records, showing that the birthweight 
distribution for infants born to Black immigrants from African 
countries was more similar to that of infants born to U.S.-born White 
women than that of U.S.-born Black women (33). This pattern also 
held for low birthweight and very low birthweight. David and Collins 
(33) did not examine PTB, but noted in a later paper (34) that very 
low birthweight babies are likely to be  preterm. In another 
investigation, these authors reported that the birthweight distribution 
of non-Latino Caribbean-born Black mothers was comparable to that 
of U.S.-born White, but not U.S.-born Black, mothers (24). Caribbean-
born Black women also had lower relative risk of moderately low 
birth weight than U.S.-born Black, but not U.S.-born White women. 
They hypothesized that these patterns were due to “lifelong minority 
status” of African American women compared to their Black 
immigrant counterparts.

Since David and Collins’ landmark 1997 paper, several studies 
have confirmed their finding of more favorable birthweights among 
infants of Black African immigrants compared with those of U.S.-born 
Black women (35, 36), and some studies have documented lower PTB 
rates among Black Caribbean immigrants compared with U.S.-born 
Black women (37–39). To our knowledge, however, no previous study 
has directly compared PTB among Black African immigrants, Black 
Caribbean immigrants, and White U.S.-born individuals, and explored 
the implications of that comparison for understanding the role of 
genetics in the racial disparity in PTB. To that end, we used California 
birth records to compare rates of PTB among Black immigrants from 
Africa, Black immigrants from the Caribbean, U.S.-born White 
women, and U.S.-born Black women who gave birth in California 
during 2010–2021.

Methods

Data for these analyses were drawn from California residents’ 
birth records for 2010 through 2021.1 2021 was the most recent year 
available, and going back to 2010 yielded sufficient sample size. For 
the purposes of this study, a sample was constructed consisting of 
women who reported only Black or White race (i.e., who did not 
also report another race) and who delivered live singleton infants. 
Throughout this paper, we use the terms “women” or “mothers” to 
refer to persons giving birth. We acknowledge, however, that not 
everyone who experiences pregnancy and gives birth identifies as 
a woman or mother; our data provide no information on 
gender identity.

This sample was categorized by self-reported race, ethnicity, and 
maternal country of birth into the following four groups:

 1. African-born Black: single-race, non-Latino Black women 
born in any African country.

1 California Birth Statistical Master File, 2010–2017, and California 

Comprehensive Master Birth File, 2018–2021.
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 2. U.S.-born Black: single-race, non-Latino Black women born in 
one of the 50 United States or Washington, D.C. Women born 
in the U.S. Virgin Islands or Puerto Rico were excluded, based 
on reasoning that their life experiences likely resembled those 
of other women born in the Caribbean to an unknown extent. 
Latino Black women were excluded because their experiences, 
including experiences of racism, may differ from those of 
non-Latino Black women.

 3. Caribbean-born Black: single-race Black women born in the 
Caribbean, excluding Puerto Rico or the U.S. Virgin Islands. 
Because a sizable proportion (15.5%) of Caribbean-born Black 
women were Latino, Black Latino women were included in this 
group. Women born in the U.S. Virgin Islands or Puerto Rico 
were excluded because they may have some experiences similar 
to those of women born in the 50 United States.

 4. U.S.-born White: single-race, non-Latino White women born 
in one of the 50 United  States or Washington, D.C. For 
comparability with U.S.-born Black women, those born in the 
U.S. Virgin Islands or Puerto Rico were excluded. Latino White 
women were excluded because they may have different 
experiences of racism than White non-Latino women.

Women having multiple births, those identifying as multiracial 
or members of other racial or ethnic groups, those who were born 
in countries other than those noted above, and those with missing 
data on gestational age were excluded. In addition, for consistency 
across analyses, women with missing data on any covariates in the 
models were excluded; these covariates included maternal age (<20, 
20–24, 25–29, 30–34, 35+), maternal education (less than high 
school graduate, high school graduate/GED, some college, college 
graduate or more), trimester of prenatal care initiation (first, second, 
third or none), number of live births (1, 2–4, 5 or more), delivery 
payer [private insurance, Medi-Cal (California’s Medicaid program), 
other, uninsured], height and weight [calculated as body mass index 
<18.5 (underweight), 18.5–24.9 (healthy weight), 25–29.9 
(overweight), 30 or more (obese)], smoking during pregnancy (yes 
or no), and poverty rate in the census tract of residence (<10%, 
10–19%, 20–29, 30%+). Paternal education also was included and 
categorized the same way as maternal education, but due to a higher 
percentage of missing data than for other variables, “missing” was 
included as an additional category for paternal education. Overall, 
9.6% of women with live births who fit within one of the four groups 
of primary analytical interest were excluded due to missing data for 
at least one covariate; 1,402,606 records were included in final 
analyses (Table 1).

Data were analyzed using SAS® 9.4. (40). Percentages and 95% 
confidence intervals were calculated for sample characteristics in each 
group. Risk ratios and 95% confidence intervals were calculated based 
on Poisson regression models (41) for preterm birth. Multivariate 

analyses assessed whether differences in PTB among the groups of 
interest persisted after adjusting for the above factors. U.S.-born White 
women were the reference group because the study’s focus was on the 
Black-White disparity in PTB.

Results

Maternal and paternal characteristics varied across the four 
groups (Table 2). Countries of origin for African- and Caribbean-born 
women are listed in Supplementary Tables S1, S2. U.S.-born Black 
women were younger than women in the other groups. Education 
levels were highest among U.S.-born White and African-born Black 
women. About 43% of African-born Black women were insured by 
Medi-Cal, as were 56% of U.S.-born Black women, 39% of Caribbean-
born Black women, and 21% of U.S.-born White women. Levels of 
underweight were similar across the four groups (3.4–3.7%), while 
U.S.-born Black women were more likely to be  obese than other 
women. Black and White U.S.-born women were more likely to smoke 
during pregnancy (3.6 and 3.7%, respectively) than were African-born 
or Caribbean-born women (0.2%). U.S.-born Black women were more 
likely to live in high-poverty census tracts (25.3%) than were members 
of the other groups (5.3–12.2%).

Among the four groups, U.S.-born Black women had the highest 
rate of preterm birth (10.1%), while U.S.-born White women had the 
lowest rate (5.7%) (Table 3). The rate for African-born Black women 
was 6.2%.

The main results from multivariate models are shown in Table 4; 
results for all covariates are shown in Supplementary Tables S1, S2. In 
unadjusted models, African-born Black women had slightly but 
statistically significantly higher risk of preterm birth than U.S.-born 
White women [risk ratio 1.08, 95% confidence interval (CI) 1.02–
1.14]. After adjustment for covariates, there was no longer a 
significant difference in the incidence of preterm birth between 
African-born Black and U.S.-born White women (risk ratio, 1.02; 
95% CI 0.97–1.08). After adjustment for covariates, however, 
Caribbean-born Black women continued to have a higher risk for 
PTB than U.S.-born White women. U.S.-born Black women had the 
highest risk of PTB compared to U.S.-born White women (risk ratio 
1.52, 95% CI 1.49–1.54).

To examine whether results would change if Black Latino women 
were included, sensitivity analyses were performed with and without 
Black Latino women in all three nativity groups of Black women. 
Results were very similar for African-born and U.S.-born Black 
women whether or not Latino women were included in adjusted 
models. Risk ratios for Caribbean-born Black women were somewhat 
higher when Latino were excluded [adjusted risk ratio 1.42 (1.25–
1.61)] (not displayed).

Because paternal education had so much missing data, sensitivity 
analyses were computed including and excluding paternal education 
as a covariate in models. Results did not change whether models 
included or excluded paternal education, or whether individuals 
missing paternal education were included in a missing-paternal-
education category or excluded from models (not displayed). Results 
also did not change when additional sensitivity analyses were 
conducted treating age as a continuous rather than categorical 
variable, or when splitting the college-educated group into college 
graduates and those with post-graduate education (not displayed).

TABLE 1 Sample.

Group Sample size, 2010–2021

African-born Black 21,705

U.S.-born Black 210,759

Caribbean-born Black 3,202

U.S.-born White 1,166,940
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TABLE 2 Characteristics of the sample.

Characteristic African-born Black U.S.-born Black Caribbean-born Black U.S.-born White

Total 21,705 210,759 3,202 1,166,940

%
Confidence 

interval
%

Confidence 
interval

%
Confidence 

interval
%

Confidence 
interval

Maternal age (%)

10–19 0.4 (0.3–0.5) 8.3 (8.2–8.5) 1.4 (1.0–1.8) 2.4 (2.4–2.4)

20–24 5.6 (5.3–5.9) 26.8 (26.7–27.0) 10.7 (9.7–11.8) 12.7 (12.7–12.8)

25–29 23.3 (22.8–23.9) 28.3 (28.1–28.5) 24.8 (23.3–26.4) 26.3 (26.2–26.4)

30–34 36.6 (36.0–37.2) 22.0 (21.8–22.2) 31.9 (30.3–33.6) 34.9 (34.8–35.0)

35 or older 34.1 (33.4–34.7) 14.6 (14.4–14.7) 31.2 (29.6–32.8) 23.7 (23.6–23.8)

Maternal education (%)

Less than high school 

graduate

6.2 (5.9–6.5) 12.3 (12.1–12.4) 7.3 (6.4–8.2) 3.7 (3.6–3.7)

High school graduate/GED 20.1 (19.6–20.6) 34.7 (34.5–34.9) 22.3 (20.8–23.8) 18.5 (18.5–18.6)

Some college 29.5 (28.9–30.1) 37.4 (37.2–37.6) 34.9 (33.2–36.5) 29.2 (29.1–29.3)

College graduate 44.3 (43.6–45.0) 15.7 (15.5–15.8) 35.6 (33.9–37.3) 48.6 (48.5–48.7)

Paternal education (%)

Less than high school 

graduate

3.3 (3.1–3.5) 8.5 (8.4–8.6) 5.7 (4.9–6.6) 3.8 (3.8–3.8)

High school graduate/GED 15.4 (15.0–15.9) 34.5 (34.3–34.7) 21.7 (20.3–23.2) 23.3 (23.2–23.4)

Some college 23.6 (23.1–24.2) 25.4 (25.3–25.6) 28.8 (27.2–30.4) 27.0 (27.0–27.1)

College graduate 50.0 (49.3–50.7) 10.1 (10.0–10.2) 31.3 (29.7–32.9) 41.3 (41.2–41.4)

Missing 7.7 (7.3–8.0) 21.4 (21.2–21.6) 12.5 (11.4–13.7) 4.5 (4.5–4.6)

Delivery payer (%)

Medi-Cal 43.3 (42.6–43.9) 55.5 (55.3–55.7) 39.4 (37.7–41.1) 21.4 (21.3–21.5)

Private 45.0 (44.4–45.7) 35.3 (35.1–35.5) 43.1 (41.4–44.9) 70.9 (70.8–71.0)

Other 5.3 (5.0–5.7) 8.0 (7.9–8.1) 15.0 (13.8–16.3) 5.5 (5.4–5.5)

Uninsured 6.3 (6.0–6.7) 1.2 (1.1–1.2) 2.5 (2.0–3.1) 2.2 (2.2–2.2)

Number of live births (%)

First birth 35.6 (35.0–36.3) 39.7 (39.5–40.0) 41.1 (39.4–42.9) 44.5 (44.4–44.6)

2nd-4th birth 58.9 (58.3–59.6) 53.1 (52.9–53.3) 55.7 (54.0–57.5) 52.8 (52.7–52.9)

5 births or more 5.5 (5.2–5.8) 7.2 (7.1–7.3) 3.2 (2.6–3.8) 2.7 (2.7–2.7)

Trimester of prenatal care initiation (%)

First 79.5 (78.9–80.0) 80.5 (80.3–80.6) 83.9 (82.6–85.2) 88.9 (88.8–88.9)

Second 15.2 (14.7–15.7) 15.1 (14.9–15.2) 11.3 (10.2–12.4) 9.1 (9.0–9.1)

Third or none 5.3 (5.0–5.6) 4.5 (4.4–4.5) 4.8 (4.1–5.6) 2.0 (2.0–2.1)

Pre-pregnancy body mass index (%)

Underweight (BMI <18.5) 3.7 (3.4–3.9) 3.6 (3.5–3.7) 3.4 (2.8–4.1) 3.6 (3.5–3.6)

Healthy weight 

(BMI 18.5–24.9)

45.4 (44.7–46.0) 36.1 (35.9–36.3) 44.9 (43.2–46.6) 53.6 (53.5–53.7)

Overweight 

(BMI 25.0–29.9)

32.1 (31.5–32.8) 26.4 (26.2–26.6) 30.3 (28.7–31.9) 23.5 (23.5–23.6)

Obese (BMI > =30.0) 18.8 (18.3–19.4) 33.9 (33.7–34.1) 21.5 (20.1–23.0) 19.3 (19.3–19.4)

Smoking during 

pregnancy (%)

0.2 (0.1–0.3) 3.6 (3.5–3.7) 0.2 (0.1–0.5) 3.7 (3.7–3.8)

Census tract poverty (%)

Low poverty (<10%) 34.1 (33.5–34.7) 20.2 (20.0–20.4) 35.4 (33.7–37.0) 51.4 (51.3–51.5)

10–19% 35.3 (34.7–36.0) 30.2 (30.0–30.4) 34.5 (32.9–36.2) 32.2 (32.1–32.3)

20–29% 18.4 (17.9–18.9) 24.3 (24.1–24.5) 19.6 (18.2–21.0) 11.1 (11.1–11.2)

High poverty (> = 30%) 12.2 (11.8–12.6) 25.3 (25.2–25.5) 10.6 (9.5–11.7) 5.3 (5.3–5.4)
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Discussion

This study confirmed the findings of previous research showing 
that PTB rates among Black African immigrants are far more favorable 
than rates among U.S.-born Black women. The main objective of this 
study, however, was not to confirm the lower PTB rates of Black 
immigrants relative to U.S.-born Black individuals, which has been 
well documented, but to compare the PTB rates of Black African and 
Caribbean immigrants with those of White U.S.-born individuals, and 
to interpret the implications for understanding the potential role of 
genetics in the large and persistent disparity in PTB between U.S.-
born Black and White women.

In this large population-based sample (n = 1,402,606) of live births in 
California, where one in every nine U.S. births occurs (42), U.S.-born and 
Caribbean-born Black women had higher PTB rates than US-born White 
women and African-born Black women, even after adjusting for 
differences in characteristics such as age, parity, maternal education, 
paternal education, delivery payer, trimester of prenatal care initiation, 
and pre-pregnancy BMI; however, there was no PTB disparity between 
Black African immigrants and U.S.-born White women.

A number of reasons have been offered for the favorable PTB 
outcomes of Black African immigrants. The well-documented 
“healthy immigrant” effect posits that foreign-born individuals are 
generally in better health prior to immigrating (43, 44), and bring with 
them healthier behaviors and stronger social support that may buffer 
the stress of transitioning to a new environment (37, 45). While 
controlling for maternal education has not accounted for the nativity 
disparity in PTB, two studies have found paternal education to play a 
significant role (46, 47). Ekeke et  al. (46) attributed 15% of the 
maternal nativity disparity to low paternal educational attainment 
among the U.S.-born, hypothesizing that increased paternal 
educational attainment may reflect increased social and financial 
support of the mother. Unique to African-born women specifically 
may be the role of experiences of discrimination. Dominguez et al. 
(48) found the prevalence of self-reported discrimination, while 
notable among all Black groups, to be lowest among African-born 
women, and comparable between US-born and Caribbean-born 
women. African-born Black women emigrated from countries in 
which they were in the racial majority and thus likely experienced less 
or less severe racial discrimination. A life-course perspective 
emphasizes the impact on birth outcomes of exposures not only 

during pregnancy, but also throughout life leading up to pregnancy 
(21). Collins et  al. (49) found that the infants born to US-born 
daughters of immigrant Black women had lower average birthweights 
than the previous generation, indicating a loss of the “reproductive 
advantage” of the prior (immigrant) generation. This and other 
research (22) has suggested that there are features of the U.S. social 
context, including a range of experiences of racism and its 
consequences, that are toxic to Black women’s childbearing health (20, 
50, 51).

Similarly, we can only speculate about why Caribbean-born Black 
women had lower rates of PTB than their U.S.-born Black 
counterparts, but higher rates than those of African-born Black 
women or U.S.-born White women. The characteristics (e.g., maternal 
and paternal education, delivery payer, census tract poverty rate, 
weight) of Caribbean-born women were more favorable than those of 
U.S.-born Black women, but not as favorable as those of African-born 
Black women or U.S.-born White women. While our analyses 
controlled for a number of important markers of risk, Caribbean-born 
Black women may be at higher risk for adverse birth outcomes than 
African-born immigrants and US-born White women due to 
unmeasured differences in risk characteristics (14). Caribbean-born 
Black women may be at higher risk than African-born Black women 
because Caribbean countries share with the United  States a long 
history of European colonization and slavery (48, 52). That history 
may have left an enduring legacy of racism, including structural 
racism, with consequences including pervasive racism-related stress 
and disadvantage. Dominguez et  al. (48) found that Caribbean 
women’s perceptions of racism were more similar to those of U.S.-
born than African-born Black women. Many studies have linked 
racism-related stress to the Black-White disparity in PTB and have 
concluded that environmental injustice and other manifestations of 
structural racism likely contribute; plausible physiologic pathways and 
mechanisms have been identified (14). On the other hand, better 
outcomes of Caribbean-born Black women compared with U.S.-born 
Black women may reflect the fact that throughout most of the 
Caribbean region, Black people constitute the large majority of the 
population. In 10 of the 13 sovereign states of the Caribbean, over 70% 
of the population is of African descent; in 9 of those 13 nations, over 
80% of the population is of African descent (53). Historically, many 
political leaders in the region have been and continue to be of African 
descent (54). The nature, extent, and/or depth of racism experienced 

TABLE 3 Preterm birth rates.

Birth outcomes African-born Black U.S.-born Black Caribbean-born Black U.S.-born White

Preterm birth (%) 6.2 (5.8–6.5) 10.1 (10.0–10.2) 8.4 (7.5–9.4) 5.7 (5.7–5.8)

TABLE 4 Multivariate models for preterm birth (results for full model with all covariates are in Supplemental Tables S1, S2).

African-born Black U.S.-born Black Caribbean-born Black U.S.-born White

Unadjusted

Risk ratio and 95% confidence 

interval

1.08 (1.02–1.14) 1.77 (1.74–1.79) 1.46 (1.30–1.65) (ref.)

Adjusted*

Risk ratio and 95% confidence 

interval

1.02 (0.97–1.08) 1.52 (1.49–1.54) 1.33 (1.18–1.50) (ref.)

*Adjusting for maternal age, maternal education, paternal education, number of live births, delivery payer, trimester of prenatal care initiation, body mass index, smoking during pregnancy, 
census tract poverty.
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by Caribbean-born Black women and the U.S.-born Black women 
descendants of American chattel slavery may differ in important 
ways (48).

While the findings of this and other studies make a genetic 
etiology of the Black-White disparity in PTB unlikely, they do not rule 
out epigenetic phenomena or complex interactions between social and 
genetic contributors to PTB. Genetic research can help to define 
biological pathways and physiological mechanisms underlying 
gestational length (31). As genetic contributors to PTB risk are 
identified, they may also enable studies of gene–environment 
interactions that could inform interventions to reduce PTB disparities. 
It is important to underscore, however, that genetic contributors to 
PTB are not the same as genes tied to “race” as a cause of racial 
disparities in PTB. Unproven or disproven assumptions about race-
based genetic differences as a cause of racial disparities in health 
outcomes have often been used, sometimes unwittingly, in ways that 
justify and reinforce racism and White supremacy. These assumptions 
confuse superficial secondary physical characteristics, such as skin 
color and hair texture, with fundamental biological differences such 
as intelligence, perception of pain, or susceptibility to chronic disease; 
research, however, has not found these to be correlated (55–58).

It is important to be aware that, given the legacy of racism in the 
U.S., the issue of a genetic etiology for the Black-White disparity in 
PTB is a particularly sensitive one. The concept of physically distinct 
superior and inferior “races” emerged in the seventeenth century with 
the trans-Atlantic slave trade; it was used to justify the enslavement of 
human beings (59). This history and clear evidence to this day of 
ongoing White supremacy and oppression of minoritized populations 
are the essential context for appreciating the importance of 
understanding that race is a biologically discredited, although highly 
significant social construct (60, 61).

Strengths of this study include the large sample size and the use of 
sensitivity analyses that tested whether differences in sample 
exclusions or inclusions or whether different ways of specifying 
variables would make a difference in the conclusions. A limitation of 
this study is that the data do not include genomic markers and thus 
cannot establish the degree of genetic similarity between the U.S.-born 
Black women and African immigrants in the sample. Nevertheless, the 
similarity in PTB rates among African immigrants and U.S.-born 
White women, along with the striking difference in rates of PTB 
between African immigrants and U.S.-born Black women argue 
against a “race”-based genetic cause for the racial disparity in PTB 
seen in the United States. David and Collins (33) estimated that U.S.-
born Black women on average had a 20–30 percent admixture of 
European genetic material, based on geographic ancestry markers. 
They reasoned that if the disparity in birthweight among U.S.-born 
Black and White individuals were genetically based, the risk for low 
birthweight among U.S.-born Black women compared with that of 
African immigrants would have been lower, not higher, as was 
observed, given that the African immigrants would have far less, if 
any, European genetic admixture than their U.S.-born counterparts. 
The same reasoning applies to our study of PTB: if genetic differences 
tied to “race” explained the large and persistent Black-White disparity 
in PTB among U.S.-born women, the African immigrants in our study 
would have had higher rates of PTB, not the lower rates observed.

As with all research, the possibility of residual confounding by 
unmeasured differences cannot be ruled out; it is reassuring, however, 
that our results were quite robust to many sensitivity analyses. The 
major limitation of this study is the lack of information on the length 

of time that immigrants had lived in the U.S. In addition, we lacked 
information on childhood experiences, including socioeconomic and 
other social conditions that could have major impact on later 
reproductive outcomes. Another limitation is the absence of genomic 
information. Furthermore, in demonstrating that it is unlikely that the 
Black-White disparity in PTB among U.S.-born individuals reflects 
genetic differences, this study does not identify the cause(s) of that 
disparity, which are not definitively known. Most scholars agree that 
the causation is likely to be complex and multifactorial.

Many downstream and midstream factors are biologically 
plausible as contributors to the racial disparity in PTB. For example, 
chronic stress could affect PTB through neuroendocrine and immune 
mechanisms leading to inflammation and immune dysfunction (28); 
stress could alter an individual’s microbiota, immune response to 
infection, chronic disease risks, and behaviors, and trigger epigenetic 
changes influencing PTB risk (29, 62, 63). As an upstream factor, 
racism in multiple forms has repeatedly been linked with plausible 
midstream or downstream factors, including socioeconomic 
disadvantage, stress, and toxic exposures (14). To our knowledge, 
racism is the only factor that directly or indirectly could explain the 
observed racial disparities in multiple plausible midstream/
downstream causes and the observed social patterning. Historical and 
contemporary structural racism could explain the racial disparities in 
socioeconomic opportunities that differentially expose so many 
African Americans to lifelong financial stress and associated health-
harming conditions (15). Segregation places Black women in stressful 
surroundings and exposes them to environmental hazards (64). Race-
based discriminatory treatment is a pervasive stressor for Black 
women of all socioeconomic levels (65). The results suggest that the 
nature and/or severity of racism may vary for Black women in 
different nativity groups, along with resilience to its health-harming 
effects; timing of exposure to racism may matter, for example, during 
childhood (as among the U.S.-born) versus adulthood (as among 
many immigrants) (48). Neuroscience has revealed that chronic stress 
during childhood has particularly toxic and often lifelong adverse 
health effects (66). Many scholars have concluded that racism is a 
highly plausible, major upstream contributor to the Black-White 
disparity in PTB through multiple pathways and biological 
mechanisms (14, 19, 67–69). Research to elucidate the social causes of 
the Black-White disparity in PTB should be a high priority. Action 
against racism need not await definitive answers, however. While 
much is unknown, existing knowledge and the core values of equity 
and justice support addressing racism now in efforts to eliminate the 
racial disparity in PTB and many other important health outcomes.
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This study examined college students’ perspectives about contraception and 
abortion in the context of the United  States Supreme Court’s decision to 
eliminate the constitutional right to abortion in June 2022. Individual, semi-
structured interviews were conducted between October 2022 and February 
2023 with a convenience sample of 20 college students, ages 18–22, attending 
a public university in the southeastern United States. Qualitative data analysis 
revealed three main themes. First, most participants conveyed fear, dismay, and 
anger about the decision in Dobbs v. Jackson Women’s Health Organization to 
overturn Roe v. Wade and a few expressed concerns about potential restrictions 
on contraception. Second, women participants felt heightened pressure to 
continue or initiate use of a highly effective contraceptive method, with some 
lamenting inequitable experiences of the gendered contraceptive burden in 
their relationships with men. Third, when asked what they would do if they 
or their partner became pregnant while in college, most asserted they would 
seek abortion. Notably, participants assumed their socioeconomic advantages 
would ensure their or their partner’s access to abortion, regardless of growing 
restrictions. The findings illustrate that among a group of relatively privileged 
young adults, the Dobbs decision simultaneously compelled their increased 
vigilance regarding contraceptive use and conferred the perception that they 
would not be personally impacted should they need an abortion.

KEYWORDS

contraception, abortion, college students, reproductive health, United States

Introduction

In June 2022, the United States Supreme Court overturned the federally protected right to 
abortion in the Dobbs v. Jackson’s Women Health Organization decision. Prior to Dobbs, all states 
in the U.S. were required to provide access to abortion at least until “fetal viability,” although 
states were allowed to enact obstacles, provided they did not impose an “undue burden” (1). 
Following the decision, most states controlled by conservative politicians, primarily in the South 
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and Midwest, have eliminated or severely restricted abortion access (2). 
These abortion restrictions have far-reaching implications for 
pregnancy-capable people’s reproductive autonomy. Due to increased 
delays in obtaining abortion care, more people are being denied 
abortion, and surveilled and criminalized for activities during 
pregnancy (3). Further, abortion restrictions disproportionately impact 
people who are young, racially marginalized, and economically 
vulnerable (4–7). The Dobbs decision has also raised concerns about 
the right to contraception, which was initially established in Griswold 
v. Connecticut in 1965 using the same constitutional provision that 
supported the Roe v. Wade decision in 1973 (1).

Young adults, ages 18–24, have long been the focus of reproductive 
health research on contraception and abortion, largely because they 
have higher rates of unintended pregnancy and abortion and lower 
rates of contraceptive use than older age groups (8–12). Most of this 
research highlights the racial and socioeconomic disparities in rates 
of unintended pregnancy, unplanned births, and abortion, and their 
association with lower rates of contraceptive use, including 
inconsistent use and non-use (8, 13). While college students have 
higher rates of contraceptive use and are less likely to experience an 
unintended pregnancy than the general population of young adults (8, 
11, 14), they are also more likely to have adverse sexual health 
experiences (e.g., sexual assault) due in part to the university 
environment (15–17). Further, evidence of barriers to accessing 
contraception and related reproductive health services in this 
population suggests unmet need (18, 19).

The limited qualitative research focused on college students and 
contraception has primarily focused on college women’s views about 
and use of long-acting reversible contraception (LARC), trust in 
healthcare providers, and discursive strategies for negotiating their own 
LARC use (or lack thereof) in an era of heightened LARC promotion 
(20–23). Findings indicate that college women lack knowledge about 
different LARC methods (21), express a range of positive and negative 
orientations toward LARC (22), and rely on neoliberal ideology to 
motivate their reasons for adopting or rejecting LARC (20). Less 
common are studies that include college men (24), in part because 
contraception is assumed to be a “women’s issue.” This pattern in the 
existing research reflects a structural form of gender inequality that 
Littlejohn (25) refers to as gendered compulsory birth control, whereby 
women of reproductive age are systemically expected to use 
prescription contraception (e.g., oral contraceptive pills) to prevent 
pregnancy. Compulsory contraceptive use is thus a burden that women 
alone are supposed to shoulder. In the face of mounting abortion 
restrictions post-Dobbs, women’s reproductive autonomy is not only 
constrained by laws that restrict their capacity to terminate a pregnancy 
if needed, but also the potential intensification of pressure to use highly 
effective forms of prescription contraception (i.e., LARC). 
Cumulatively, the existing scholarship focused on young adults, 
contraception, and gender inequity surrounding pregnancy prevention 
points to the need to better understand college students’ perspectives 
on contraception and abortion in the post-Dobbs era.

Materials and methods

Study design

The study draws on individual, semi-structured interviews 
conducted between October 2022 and February 2023 with a 

convenience sample of 20 college students attending a large, 
predominantly white public university located in the southern region 
of the United  States. The region’s conservative politics is well-
documented and while many of the surrounding states had 
implemented highly restrictive abortion laws following Dobbs, at the 
time of data collection, abortion was legal up to 20 weeks of 
pregnancy in the state where the participants were attending college. 
The interviews examined participants’ experiences with sex 
education, relationship history, current and past contraceptive use, 
knowledge and attitudes about the Dobbs decision, perceptions of the 
effects of abortion restrictions on their contraceptive use, and 
whether they would seek abortion should they or their partner 
become pregnant.

To be eligible to participate in an interview, individuals had to 
be between ages 18 and 24 and currently attending the university 
where the data were collected. They did not need to be  using 
contraception at the time of the interview and they could be of any 
gender. Informed consent was obtained from the participants using a 
verbal assent procedure whereby the interviewer read participants an 
informed consent script prior to the beginning of the interview. 
Participants then verbally consented to participate in an interview and 
were provided with a copy of the consent script. The study was 
approved the University of South Carolina’s institutional review board.

Study participants

The 20 participants ranged from 18 to 22 years old. Among the 
participants, 13 were women and seven were men. Thirteen 
participants were in-state college students while the remainder were 
from out-of-state (n = 7). Most participants indicated they were white 
(n = 17); the remainder identified as Black (n = 1) or biracial (n = 2). 
The majority were heterosexual (n = 15) while five identified with 
some other sexual orientation. Eleven participants were in a long-term 
intimate relationship, while 9 were either single or casually dating. 
Fifteen participants were using a female-centered prescription 
contraception method, five indicated they were using condoms only, 
and one said he  was engaging in abstinence for his current 
contraceptive use (see Table 1).

Data collection

We recruited participants using a digital flyer circulated via 
university email listservs, social media, and snowball sampling. 
Respondents then completed a brief anonymous survey hosted on 
Google Forms, which we  used to collect information about 
respondents’ demographic characteristics, history of contraceptive 
use, and interest in participating in a confidential individual interview. 
We second then contacted eligible respondents via email and invited 
them to participate in an interview. While 119 people completed the 
survey, we only interviewed 20 respondents due to a low response rate 
to our interview invitations and no-shows. Nonetheless, thematic 
saturation was reached with these 20 interviews. The second author, a 
22-year-old white woman college student, conducted the interviews 
via Zoom or over the phone, based on each participant’s preference. 
The interviews lasted an average of 25 min. To protect their 
confidentiality, participants chose their own pseudonyms, which are 
used in all reports of the study findings. To thank them for their time, 
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participants received a $20 Amazon electronic gift card. Those who 
completed the survey but not an interview did not receive an incentive.

Data analysis

The first and second authors conducted qualitative data analysis 
using Dedoose. We used a thematic approach wherein we initially 
derived deductive codes from the interview guide and developed 
inductive codes through an iterative process of constant comparison 
across emerging categories of analysis. Our coding process was 
informed by the extant literature and the following research questions: 
What are college students’ knowledge and attitudes about the 
U.S. Supreme Court’s decision in Dobbs v. Jackson Women’s Health 
Organization? How is Dobbs influencing college students’ 
contraceptive use? If the participant found out they or their partner 
were pregnant, what do they think they would do about the 
pregnancy? Here we highlight deductive codes focused on participants’ 
narratives about their knowledge of and attitudes about the Dobbs 
decision, the influence of the Dobbs decision on their contraceptive 
use, and whether they or their partner would desire an abortion if they 
experienced a pregnancy at this point in their lives. Additionally, two 
inductive codes emerged. One involved unequal gendered dynamics 
around contraceptive use and the other entailed participants’ 
perceived capacity access to abortion, which included participants’ 
assertions that they were confident they would have the resources 

needed to obtain an abortion. Our results reflect the patterns 
we identified in the data via thematic analysis.

Results

Below we  highlight major themes that emerged across 
participants’ responses to a series of questions related to the Dobbs 
decision that the interviewer asked during the last section of each 
interview. Notably, most participants articulated an accurate 
understanding of the Court’s decision. Further, most expressed 
vehement opposition to the elimination of federal protection for 
abortion. However, when queried about how they thought the 
decision impacted their own contraceptive use and access to 
abortion, participants’ responses revealed outrage and concern 
about the Dobbs decision, and a strong conviction that should they 
require an abortion, they would be able to obtain one. Additionally, 
among the women participants who were not using highly effective 
prescription contraception, they disclosed feeling pressure to 
initiate use. Therefore, while the unequal gendered burden of 
contraceptive use prior to Dobbs is well-documented (25–27), the 
decision and its cascade effects at the state level appear to 
be exacerbating this form of gender inequality for young women by 
further restricting their reproductive autonomy.

Views about Dobbs

When the interviewer asked Madeline, a white woman who was 
using oral contraceptive pills, “What is your understanding of the 
Supreme Court’s decision to overturn Roe v. Wade?” she replied,

[T]he way that I understand it is that it is suddenly way easier for 
individual states to enact their own abortion laws that are contrary 
to sort of what Roe v. Wade had established on a federal level. It 
wasn't any sort of immediate change on a nationwide level as 
much as opening the door for different state governments to 
establish their own laws… I think it was a massive step backward 
for American women, for women in a developed country. It was 
really hard news to hear.

A few participants indicated awareness of the potential 
implications of Dobbs for other rights related to privacy, such as the 
right to marry a same-sex partner. George, a white man whose female 
partner was using oral contraceptive pills, expressed,

I think that it is terrifying. It seems that the Supreme Court has 
been going through these cycles where every 50 years they look 
back at cases they decided, and with Roe v. Wade being the law of 
the land, for 50 years, for it to be overturned and to allow states to 
decide the right of privacy of individuals, I think is a scary idea. 
Especially [since] I have a lot of friends now in college who are gay 
and they're thinking, what's next? And I think that there should 
be a universal right to abortion. And that's what my [home] state 
does have, thankfully. I wish that would continue into the South 
and that hopefully over time, we can reestablish those protections 
that Roe v Wade had established for 50 years. It's just crazy to me 
that we're going back in time.

TABLE 1 Demographic characteristics (n  =  20).

Characteristic N

Mean age, years 20

Race/ethnicity

White 17

Black 1

Biracial 2

Gender

Woman 13

Man 7

Sexual orientation

Heterosexual 15

Bisexual 4

Asexual 1

Relationship status

Currently in a relationship 11

Single 9

Current contraceptive use1

Condoms 11

Oral contraceptive pill 6

Intrauterine device (IUD) 5

Implant 2

Ring 1

Other (e.g., abstinence, withdrawal) 8

1Some participants reported currently using multiple methods so numbers do not sum to 20.
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Like Madeline and George, most participants conveyed fear and 
dismay about the decision; however, a few participants expressed 
anger when discussing their understanding of the Dobbs decision. For 
example, BG, a white woman who was using the implant, said,

From my understanding, it is trying to take away the right of a 
woman to be able to go and get an abortion on her free will. Makes 
me angry. It's scary, as a woman, knowing that that is something 
that very easily could be a part of my life and knowing that it 
would be taken away is very scary.

Kiki, a white woman who was using the ring, also did not mince 
words when she responded,

Personally, I think it's bullshit that the government thinks that 
they have a right to patient's privacy with their healthcare 
provider. This isn't a matter of abortion, this isn't a matter of 
getting rid of a fetus. This isn't a matter of reproductive rights. It 
is straight up a matter of the government thinks they have a 
conversation with you and your healthcare provider. And I think 
it's bullshit. It makes me so mad.

By contrast, Mary, a white woman who was using an IUD, felt 
confused and overwhelmed by the decision. While she wasn’t entirely 
sure what the decision legally meant, she nonetheless found it unjust.

I don't know, I don't really get into all of this. I know it's a huge 
topic for girls. I don't think it's fair for … My whole thing is 
I don't like how men are making the decision, I think that's 
absolutely super absurd, or just how they have any say. I don't 
know, it's very infuriating. I know the gist of it, I don't follow 
up with it, if that means anything….I think it's pretty unfair. 
I'm not really sure who's going to do something about that. 
I guess my whole thing with political things is my voice. I feel 
like it's so little that I  don't know what to do with it, but 
I  would hope somebody says that's super not right and do 
something about it.

Notably, Mary indicates awareness of how Dobbs reflects and 
reinforces gender inequity surrounding reproductive matters. At the 
same time, she does not see herself as someone who could take action 
to address the injustice of the decision. Instead, she hopes “somebody” 
else will “do something about it.”

Influence of Dobbs on contraceptive use

After exploring participants’ understanding and interpretations of 
the Dobbs decision, the interviewer queried them on whether the 
decision was affecting their contraceptive use. Among the women 
participants already using LARC (n = 7), they expressed relief that they 
had the most effective form of reversible contraception available. For 
example, Katelyn, a white woman, said,

Well, it made me really glad that I got my IUD. I was kind of like, 
I'm very glad that I'm taking the right steps to prevent [pregnancy] 
even further. It solidified the fact that pregnancy feels a little 

unreversible. It's not unreversible, but it's a lot harder to reverse 
and it's terrifying, so it's just kind of reinforced that birth control 
is a beautiful thing that I want to be on.

Ella, a biracial woman, concurred, and elaborated,

Oh, I immediately was like, “Well, thank God I have an IUD,” 
because I know it can stay in for years because, God forbid, they 
make birth control illegal. And a lot of places are already pushing 
for that to happen, so I was like, “No way I'm taking this out, at 
least for now.” And as soon as I need a new one, if I'm in a place 
where I can get one, I will. Because the idea of that being in the air 
in the future is terrifying.

While BG previously demonstrated a clear understanding of the 
Dobbs ruling, later she indicated that she did not think abortion was 
legally available anymore in her state, even though at the time of data 
collection, abortion was legal up to 20 weeks. Despite this 
misinformation, BG conveyed a deep investment in continuing to use 
the implant to ensure she did not become pregnant.

I mean, I'm not even thinking about getting off of it. I definitely 
want to stay on it and that I need to stay on it because I feel like if 
it is being put mostly on me to protect myself, then I'm going to 
take those steps to make sure that something doesn't happen that 
I  don't want to happen. And so definitely making sure that 
I am doing everything in my control, that that wouldn't have to 
be an option. And now that it's not an option, I definitely want to 
make sure that I'm doing what I  can to protect myself from 
[pregnancy].

For the women participants who were using a non-LARC 
prescription method, Dobbs prompted them to consider switching to 
LARC. For example, Emmaline, a white woman using oral 
contraceptive pills, said,

I was considering switching to an IUD just because it was a more 
permanent solution. So, if the next thing to go was birth control, 
it's not like the government can be like, “Yes, you have to come in 
and have surgery to get that taken out.” Whereas for birth control 
pills, they could be  like, “We're not filling your prescriptions 
anymore.” I did not end up doing that just because I think being 
from [home state] usually the decisions are a little less extreme 
than the ones in [current state], so I assumed that it would kind 
of work out okay. Which so far it has.

By contrast, Nathan, a white man in a relationship with a woman 
using oral contraceptive pills, said, “It has not really affected me at all, 
cause I’ve always used birth control and tried to prevent pregnancy, so 
I do not think it’s had any effect or change to my behavior or anything 
like that.” Despite reporting “always using birth control,” Nathan’s 
reliance on oral contraceptive pills indicated that his partner was 
primarily responsible for contraceptive use.

His lack of concern or change in behavior following the Dobbs 
ruling differed significantly from participants who had a physical 
capacity for pregnancy and themselves were managing their use of 
birth control.
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Other women participants lamented the pressure they felt to 
continue or begin using more effective methods of birth control. Mary, 
a white woman who was using an IUD, said,

It just makes me even more upset that I'm on it. I feel like they 
have so little regard for me. My willingness to take birth control, 
it's just … I don't know, you're going to make me take it, but not 
help me if I did get pregnant or something?

Similarly, Riley, a white woman using condoms and fertility 
awareness, was concerned that she might have to use a hormonal 
contraceptive method.

It has made me reconsider if I want to go on hormonal birth 
control or not…As for now, I'm sure I will stick with the birth 
control that I'm currently using, but if I start to see, this is really 
becoming big, and a lot of states are now making [abortion] 
illegal…well then, it's in my hands now. Which kind of stinks 
because it turns you back onto that argument of who is responsible 
for birth control. And it's like, “well, now it seems like I am”…
there's not really forms of birth control for men. And I think that 
puts a lot of pressure on women to make sure that they are on the 
right birth control and they're monitoring it constantly. It's 
another stress in our lives that I don't think should or needs to 
be there.

Together, Riley’s and Mary’s perspectives highlight how Dobbs and 
emerging state-level abortion restrictions can exacerbate gendered 
compulsory birth control (25). By restricting access to abortion, states 
participate in pressuring pregnancy-capable people to use specific 
methods of birth control when they would otherwise not prefer to 
use them.

Perspectives on abortion post-Dobbs

At the end of each interview, the interviewer asked participants, 
“If you  were to find out today that you  (or your partner) were 
pregnant, what do you think you would do?” With a few exceptions, 
participants conveyed a strong desire to terminate the pregnancy. 
Mary reflected this pattern when she replied,

I would definitely probably get an abortion, or try to at least. I'm 
not ready for a child. Financially, no. Mentally, absolutely not. It's 
crazy, I  can't even imagine my life with [a] child right now…
There’s been conversations [with male partners]. It hasn’t been a 
genuine that’s what’s going to happen, but I feel like every person 
that I’ve been with, we’ve had that discussion if I would or not. 
They’re pretty much on the same page, if that would happen, they 
would agree.

While most people focused solely on how they would personally 
handle a hypothetical unintended pregnancy, Katelyn’s response 
recognized both her own privilege and inequities in abortion access,

I would try to terminate the pregnancy anyway that I possibly 
could. That’s not in my life plan right now…I think I’m privileged 

enough that I can handle it myself, that I could have friends who 
I could stay with in other states. So honestly, realistically for me, 
if I were to get pregnant in [current state], I still could find a way 
to access abortion. I  would definitely choose to, honestly, but 
I  would be  able to access it and I  would be  able to get to an 
abortion center that was safe and relatively affordable for me. 
I think it’s kind of BS that a lot of people don’t have that option, 
they don’t have the ability to afford it or the ability to travel and 
there’s barriers now that exists that are not okay.

Kiki also perceived that her privilege would ensure her access to 
abortion, should she need one,

I live with the security that my parents have the money to fly me 
to another state. If I do need to get an abortion, my mom would 
be okay with me wanting to get an abortion. My boyfriend’s mom 
would also be okay with it. She actually has [different anglophone 
country] citizenship, so if shit hits the fan and I can’t get one in the 
U.S. I can go to [different anglophone country] …I would get an 
abortion. Definitely.

While a few female participants did express some uncertainty 
about whether they would seek an abortion should they become 
pregnant, most were unequivocal. Notably, among the men in the 
study, their responses highlighted their support for women’s 
reproductive autonomy, even if that might ultimately conflict with 
their own preferences. Penguin, a white man who was not in a 
relationship but reported using condoms, reacted to the question 
by saying,

God. I mean, I would hope that they would get an abortion, but 
I wouldn't pressure them. I'd say, “Let's talk about it. Let's see more 
options.” I don't think I could deal with a child right now just with 
I am so busy with everything going on. But also, it doesn't make 
sense why men should have a say in women's opinions in the 
matter. I guess these old white men, I mean, that's going to be me, 
but it's a woman's body. It's a woman's choice, I guess. But yeah, 
no, just God, my mom would probably think I was joking if I told 
her. But I would not want a kid. But it's up to the decision of the 
girl. But I'd do my best to be there for her, I guess.

Somewhat similarly, Nathan reflected,

That is a tough question. I'm not sure. I know [my girlfriend] 
personally disagrees with abortions. She's not pro-life in the sense 
that she wants them outlawed, but she says that her [sic] personally 
would not get an abortion because of her Catholic religious 
beliefs. But I'm not sure how that would all work out. I'm not sure 
how I would feel. I would probably want her to get an abortion, 
but I'm not going to make anybody do that, so we'd probably have 
to have a really serious long conversation about that.

Cumulatively, nearly all of the participants were confident they 
would have the resources to obtain an abortion. At the same time, 
most were preoccupied with ensuring that they would not need 
abortion access, provided they were able to access and consistently use 
highly effective contraception.
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Discussion

The study findings have multiple implications, which are both 
specific to college students and point to broader areas of concern 
regarding reproductive autonomy, gender inequities in 
contraceptive use, and collective action. The participants’ 
comprehension and criticism of the Dobbs decision indicate a fairly 
high level of political engagement in this population. This is not 
necessarily surprising, given studies demonstrating that 
undergraduate education increases political engagement and in 
turn, informs active participation in civic life (28). Further, 
emerging evidence from survey data point to this group’s strong 
support for abortion rights (29). Nonetheless, most participants 
indicated that they were heavily invested in using highly effective 
contraceptive methods to try to ensure they or their partner could 
avoid experiencing an unintended pregnancy.

Notably, some women participants pointed out the unequal 
gendered burden that fell on them to use female-centered prescription 
methods and indicated they felt external pressure to initiate using a 
more effective method as a result of Dobbs. While some acknowledge 
that the state was imposing these contraceptive burdens through 
abortion bans, most did not recognize that this was an interpersonal 
problem as well. Instead, most participants, regardless of gender, 
seemed to take for granted that sexually active women must use 
prescription contraception to prevent pregnancy. These dynamics 
point to the ways abortion restrictions exacerbate prevailing gender 
inequities regarding pregnancy-capable people’s capacity to choose 
abortion and to make autonomous decisions about contraceptive use 
that reflect their own preferences and needs.

While participants expressed strong feelings when articulating 
their opposition to the Dobbs decision, collectively they did not 
indicate any motivation to engage in political action that would 
convey that opposition or seek change that might expand protections 
for abortion. It is possible this seeming complacency was due to their 
shared perception that they personally would be  able to access 
abortion, if necessary. Participants’ sense that they would always 
be  insulated from the direct consequences of Dobbs due to their 
socioeconomic privilege stood in contrast to their awareness of the 
possibility of a nationwide abortion ban and threats to contraception 
access. This disconnect between their political views and actions 
points to an opportunity for mobilization by the reproductive justice 
movement. Interest convergence (30) is needed, however, to puncture 
the apparent naïveté among some participants regarding the state’s 
capacity to infringe on their right to bodily autonomy, despite 
their advantages.

Interpretation of our findings must account for the limitations of 
the study design. We  relied on a convenience sample of college 
students attending a large public university in the southeastern 
United  States that was racially homogenous (e.g., predominately 
white) and high socioeconomic status; therefore, our findings cannot 
be construed to represent the views and experiences of U.S. college 
students generally. Nonetheless, a majority of the participants 
indicated that they would seek abortion if they or their partner 
became pregnant during this period of their lives. Previous research 
finds that abortion is significantly under-reported in survey research 
(31). By contrast, this prospective question about abortion decision-
making elicited affirmative responses and revealed that some 
participants had determined (often in conversation with their 
partners) that abortion would be their preferred option in the case of 

an unintended pregnancy while in college. Many had even considered 
how they would obtain care in the face of legal restrictions in the 
region where their university was located. We are unable to determine 
whether these patterns are a result of the selective sample, the 
interviewing method, or the prospective (vs. retrospective) nature of 
the question. Future research should consider these differences to 
measure potential interest in and need for abortion care at the 
population level, particularly in states where abortion is banned or 
otherwise restricted.

This study also adds to the small but growing body of research on 
college student’s attitudes, perspectives, and decision-making around 
the use of LARC. While other studies have documented pressures to 
use LARC from healthcare providers and intimate partners (25, 27, 
32), our analysis highlights how the U.S. state at both the federal and 
state levels can essentially pressure young women into using 
prescription contraceptive methods and unequal gendered 
compulsory contraceptive use as a result of the Dobbs decision. 
Further, we interviewed college students within the first year that Roe 
v. Wade was overturned, a decision that is dramatically curtailing 
reproductive autonomy; as our findings reveal, Dobbs is shaping 
people’s perspectives and behaviors related to their contraceptive use. 
Although participants expressed anger and outrage at the decision, 
they often described how their individual contraceptive decisions and 
behaviors would protect them from needing an abortion. Those who 
were using LARC and hormonal methods were “grateful” for this 
protection, while those using other methods felt pressure to change to 
methods that were more effective at preventing pregnancy. Recent 
data shows that 59% of people who obtained abortion in the 
United States prior to Dobbs had completed at least some college (25% 
were college graduates) (33), suggesting that college attendance does 
not shield people from needing abortion care. Reflecting either their 
socioeconomic privilege or naïveté about current and future abortion 
restrictions, as well as access to contraception, most participants 
we interviewed assumed they would be able to obtain abortion care if 
they needed it. Current research efforts are under way to document 
people’s ability to access abortion post-Dobbs, which will aid in 
expanding our understanding of the role of social class, including 
educational attainment, in access to care. While we await the results 
of these studies, we encourage reproductive justice advocates to focus 
on targeting U.S. college students for political mobilization against 
mounting legal constraints on pregnancy-capable people’s 
reproductive autonomy.
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Background: Roe was overturned in 2022. No peer-reviewed evidence exists for 
the indirect spillover effects of overturning Roe on non-abortion reproductive 
care access for diverse patient populations.

Methods: National data were from 2013–2023 HHS Title X Directory, 2013–
2020 CDC Artificial Reproductive Technologies (ART) Surveillance and 2021–
2023 manual collection, and Guttmacher Institute. Outcome measures included 
numbers of ART clinics and Title X entities. Title X entities are those that receive 
federal funds to establish and operate voluntary family planning projects, 
especially for low-income patients. We  reported pre-and post-Roe changes, 
associations between changes in measures and abortions, and characteristics 
of changed measures by region and political geography.

Results: Post-Roe America witnessed national declines of 1.03% in ART clinics 
and 18.34% in Title X entities, and average state decreases of 0.08 ART clinics 
(p  <  0.05) and 18 Title X entities (p  <  0.001). State-level ART clinic closures and 
abortion reductions had little association except for Texas, Oklahoma, Arizona, 
New  York, and California. Plummets in Title X entities and abortions were 
positively associated: Reducing 100 abortions was associated with defunding 
two Title X entities (p  <  0.05). The South experienced the largest losses of both, 
while 83.39% of lost Title X entities were in states that voted Republican in the 
2020 presidential election, disproportionate to the 49.02% of states that voted 
Republican and the 42.52% of US population residing in these states.

Conclusion: We provide one of the first few evidence of spillover impacts of 
overturning Roe on non-abortion care access for diverse populations: low-
income men and women, single parents by choice, and biologically and socially 
infertile patients. Early evidence warns of worsening challenges of inequities 
and calls for immediate policy actions.

KEYWORDS
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Introduction

Procreation is a fundamental right protected by the Fourteenth 
Amendment to the US Constitution (1), along with other essential 
reproductive rights (2). Historical state statutes deprived certain 
individuals of the right to have children and were challenged. In 
Skinner v. Oklahoma (1942), the US Supreme Court struck down 
compulsory sterilization laws and affirmed that “procreation [is] 
fundamental to the very existence and survival of the race” (3).

However, recent US Supreme Court rulings may prevent diverse 
populations from exercising the right to procreate. The Court accepted 
Dobbs v. Jackson Women’s Health Organization (2022) for review on 
May 17, 2021. The issue was “whether all pre-viability prohibitions on 
elective abortions are unconstitutional.” The Court held that “the 
Constitution does not confer a right to abortion; Roe and Casey are 
overruled” on June 24, 2022 (4). The decision triggered immediate 
enactment of statutes in 13 states that enforced near-total bans on 
abortion (5). In response, the National Academy of Medicine 
emphasized potential consequences on health inequities among 
women (6). The US Congress held hearings on post-Roe abortion 
policy (7), and the Biden Administration issued an executive order 
protecting access to reproductive care in July 2022 (8). The direct 
effects of overturning Roe on reduced abortion access have been 
discussed and empirically documented (9).

No peer-reviewed study has quantified the indirect spillover 
impacts of overturning Roe on non-abortion care access for diverse 
patient populations. Broad-spectrum reproductive services include not 
only abortion but also contraceptive, fertility, preventive, maternal and 
prenatal health services (2). Diverse stakeholders stressed the potential 
spillover impacts on these services (10, 11). The American Society for 
Reproductive Medicine declared: “The clearest danger is the ambiguity 
about the legal status of in vitro fertilized [IVF] eggs” (12). Indeed, some 
abortion trigger laws define an unborn child as an embryo at any 
gestational stage from fertilization to birth. Such restrictive legal 
definitions of an embryo as a person may discourage assisted 
reproductive technology (ART) service supplies, harming patient access 
(5). Yet, no relevant evidence has existed about the spillover impacts of 
overturning Roe on non-abortion reproductive service supply, thus 
access. An urgent need presents to disentangle the complexity of post-
Roe reproductive care access from multiple sources: the relationships 
between abortion and non-abortion care, federal and state health 
authorities, and judicial and legislative checks and balances.

This article is the first that used administrative and manually-
collected data to report post-Roe early national trends of declining 
non-abortion care access, and their positive associations with 
diminishing abortions in certain states and the nation. It documents 
early evidence on the spillover impacts of federal judicial overturn of 
abortion precedent on nationwide state-level non-abortion care access 
through state abortion trigger laws as mechanisms. As gender, income, 
marital status, and sexual orientation inequities endure in non-abortion 
care access for diverse patient populations, the early evidence warns of 
worsening challenges and calls for immediate policy actions.

Measures and data

We extracted nationwide state-level administrative data, whose 
current data were partially unreleased and thus manually collected, 
and compared two measures of non-abortion reproductive care access 

before and after the overturn of Roe. Forward-looking agents (e.g., 
administrators and physicians) make decisions based on predictions 
(13). An overturn was predicted as more likely (14). Thus, we also 
compared measures before and after the review of Dobbs.

The two measures were the numbers of ART clinics and entities 
that receive funding through Title X of the US Public Health Service 
Act (PHSA). They largely complement each other regarding the 
tax-exempt status of organization, type of provided services, service 
insurance coverage, and patient income levels. Title X entities are 
public or nonprofit private entities that receive federal funds to 
establish and operate voluntary family planning projects, especially 
for low-income patients. The PHSA does not define “voluntary family 
planning projects,” which commonly include contraceptive and 
preventive services, does not explicitly include or exclude advanced 
fertility services (e.g., ART), but does explicitly exclude abortion as a 
reimbursable service (15).

In contrast, ART clinics are usually for-profit private entities (16), 
and procedures are often expensive and uncovered by insurance. In 
the US in 2017, an IVF cycle cost about $12,400 (17), and only 26% of 
employers with over 500 employees included IVF in employer-
sponsored insurance plans (18). Unsurprisingly, we found in 2020 
data that no ART clinics received Title X funding. The numbers of 
ART clinics and Title X entities complementarily measure access to 
non-abortion reproductive services.

Administrative data were extracted from the US Department of 
Health and Human Services (HHS) Title X Family Planning 2013–2021 
Annual Reports and 2022–2023 Monthly Directory (19), and the Center 
for Disease Control and Prevention (CDC) 2013–2020 Annual ART 
Fertility Clinic and National Summary Reports. The CDC takes two years 
to process and release such data (20). As 2023 data will be unavailable 
until 2025, we collected the 2021–2023 operation status of all 495 clinics, 
and closure date if applicable, in the 2020 report manually.

In addition, we sought to detect whether changes in ART clinics or 
Title X entities were associated with changes in abortion clinics. Recall 
that the primary objective of ART clinic services is to induce 
pregnancies, while that of abortion clinic services is to terminate 
pregnancies. Thus, the number of ART services and clinics and that of 
abortion services and clinics are seemingly uncorrelated. However, 
consistent with the hypothesis in literature (11), we suspect that these 
two numbers are logically correlated as a result of the federal judicial law 
change. Specifically, the federal judicial overturn of the abortion 
precedent may negatively impact ART clinics through the mechanism 
of state abortion trigger laws that restrict the definition of personhood 
of embryos; that is, changes in ART and abortion clinics may 
be positively associated. Similarly, we also suspect that changes in Title 
X entities and abortion clinics are positively associated. This hypothesis 
is motivated by the following two facts. First, a Title X entity may refer 
patients to an abortion clinic upon request. Second, an entity can 
simultaneously provide non-abortion services using Title X funds and 
provide abortion services for which Title X funds are prohibited (15). 
For example, Planned Parenthood treated about 40% of 1.7 million Title 
X patients (21) and conducted over 383,000 abortions in 2021 (22). 
Therefore, either through the complementary referral relationship 
between Title X entities and abortion clinics or through the 
complementary services relationship within the same entity, the changes 
in Title X and abortion entities may also be positively associated.

Data on changes in abortion clinics were publicly unavailable from 
the CDC Abortion Surveillance Report (23) and other administrative 
sources after 2020 and incomplete from the Guttmacher Institute (24), 

93

https://doi.org/10.3389/fpubh.2024.1309068
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Zhao et al. 10.3389/fpubh.2024.1309068

Frontiers in Public Health 03 frontiersin.org

which would reduce the statistical power and preclude unbiased 
estimates. Therefore, we use a proxy measure, changes in abortions 
performed in each of the 50 states and DC, whose complete data were 
available during April–December 2022 from the Society of Family 
Planning (25) and Guttmacher Institute; these are the only complete and 
publicly available data as of this writing.

For each measure, national and state-level changes before (May 
2022) and after (February 2023) the overturn were reported. We also 
reported the descriptive results of Pearson correlation and association 
between changes in ART clinics and abortions (April–December 
2022), similarly for Title X entities. Finally, we reported characteristics 
of changed clinics or entities from the review (May 18, 2021 or April 
2021) to date (February 2023) and from the overturn (June 25, 2022 
or May 2022) to date by census region, political geography, and 
publicly-released reason for closure. April 2021 and May 2022 were 
chosen as bases to calculate changes in Title X entities, rather than 
May 2021 and June 2022, in which the review and overturn occurred 

because the data were monthly and changes may have already 
occurred in the remaining dates of these months.

Early national trends based on 
post-Roe data

ART clinics before-after overturn

A national declining trend existed in ART clinics in the past 
decade (Figure 1A). Four ART clinics were closed between March 
2020 and March 2021, two due to mergers and two due to the 
COVID-19 pandemic. ART clinics dropped from 487 before the 
overturn to 482 to date, a 1.03% decrease nationwide. State-level group 
means before and after the overturn indicated a statistically significant 
average closure of 0.08 ART clinics per state (95% confidence interval 
[CI], −0.0021 to −0.1579; p = 0.022). Moreover, state-level changes in 

FIGURE 1

2013–2023 national trends in assisted reproductive technology (ART) clinics and Title X entities. (A) The total number of ART clinics in the US from 
2013 to 2023. Data were retrieved from the HHS-CDC 2013–2020 annual ART Fertility Clinic and National Summary Reports (20). All clinics reporting 
and unreporting success data were included in this graph. The 2021–2023 annual reports are unavailable as of this writing; we manually collected 
operation status data of all 495 clinics in the 2020 report and, if closed, the closure date. We estimated 2021 ART clinics by subtracting closed ones 
from the 2020 report and estimated 2022 and 2023 ART clinics similarly. We observed a drop in the total number of ART clinics in 2020 at the onset of 
the COVID-19 pandemic, a fall in 2021 when Dobbs was accepted for review, and a steeper decrease in 2022 when Roe was overturned. (B) The total 
number of Title X entities (grantees, sub-recipients, and service sites) in the US from 2013 to 2023. Data were retrieved from the HHS-Office of 
Population Affairs (OPA) 2013–2021 Family Planning Annual Reports (19). The 2022 and 2023 annual reports are unavailable as of this writing, and 
we retrieved monthly data from the OPA Title X Directory from January 2022 to February 2023 (19). We observed a sharp drop in 2019 when the March 
2019 Trump gag rule took effect, a surge in January 2022 following the November Biden-Harris rule repealing the gag rule, and shortly after the 
overturn in June 2022, a plummet starting in July 2022.
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ART clinics and abortions show little association except for Texas, 
Oklahoma, Arizona, and New York, with positive relationships, and 
California, with a negative relationship (Figure 2A).

Characteristics of closed ART clinics after 
review (May 18, 2021)

From the review of Dobbs to date, eight ART clinics have closed. 
Regarding regions, five (62.5%) were located in the South, two (25%) in 
the West, one (12.5%) in the Northeast, and none in the Midwest. 
Concerning political geography, six (75%) were in precincts that voted 
Democratic in the 2020 US presidential election, and two (25%) in 
precincts that voted Republican (26). Four were in states that voted 

Democratic, and four were in those that voted Republican. Closure 
reasons varied. Three clinics (37.5%) were closed because of practice 
cessation, two (25%) because of relocation, merger, or acquisition, one 
(12.5%) because of financial losses, and two (25%) with unspecified 
reasons (see Supplementary material for references).

Characteristics of closed ART clinics after 
overturn (June 25, 2022)

From the overturn of Roe to date, four ART clinics have closed. Two 
were located in the South, one in the West, one in the Northeast, and none 
in the Midwest. Two were in precincts and states that voted Democratic 
in the 2020 presidential election, and two were in those that voted 

FIGURE 2

Correlation and association between pre-post Roe changes in ART clinics or Title X entities and changes in abortions. (A) Changes in ART clinics and 
abortions, April–December, 2022. (B) Changes in Title X entities and abortions, April–December, 2022. (A) Little correlation and association between 
changes in ART clinics and changes in abortions carried out in all 50 states and DC from April to December 2022, except for five outliers: Texas, Oklahoma, 
Arizona, and New York, with positive correlations and California with a negative correlation. Data on abortions were retrieved from the Society of Family 
Planning (25), which were further from the Guttmacher Institute. (B) The positive correlation and association between changes in Title X entities and changes 
in abortions carried out in all 50 states and DC from April to December 2022. The correlation [r(49) = 0.304; p = 0.029] and association were statistically 
significant (β = 0.023; 95% CI, 0.003 to 0.044): 100 abortions reduced in a state were associated with approximately two Title X entities being defunded.

95

https://doi.org/10.3389/fpubh.2024.1309068
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Zhao et al. 10.3389/fpubh.2024.1309068

Frontiers in Public Health 05 frontiersin.org

Republican (Figures  3A,B). Closure reasons varied, one because of 
practice cessation, one because of relocation, merger, or acquisition, one 
because of financial losses, and one with unspecified reasons. Public 
releases by institutions may not convey underlying reasons, such as 
operational risks under stricter laws. For example, the hospital system 
Integris Health closed the Bennett Fertility Institute in Oklahoma after 
37 years of operation on December 31, 2022, citing “declining patient 
volumes and overall financial losses from increased expenses and contract 
labor costs” (27). Coincidentally, this decision was made after the 
Oklahoma abortion trigger law was passed in May 2022 (28). Anecdotal 
evidence from physicians at Bennett revealed that the sudden closure 
resulted in layoffs, treatment discontinuation, and patient anxiety about 
the safety of frozen sperms, oocytes, and embryos (27).

Title X entities before-after overturn

Title X entities fell from 5,491 before the overturn to 4,571 to date 
(19), a 16.75% decrease nationwide. State-level group means suggested 
a significant average loss of 18 Title X entities per state (95% CI, 

−7.4829 to −27.9020; p < 0.001). The largest loss and gain in Title X 
entities were in VA (126 lost) and OR (82 gained). Moreover, state-
level changes in Title X entities and abortions performed were 
statistically significantly correlated [r(49) = 0.304; p = 0.0298] and 
associated (β = 0.023; 95% CI, 0.003 to 0.044; Figure 2B): Reducing 100 
abortions was associated with defunding two Title X entities.

Characteristics of gained Title X entities 
after review (April 2021)

From the review of Dobbs to date, the US has experienced a net gain 
of 1,036 Title X entities, composed of a 1,956 net gain from the review 
to the overturn and a 920 net loss from the overturn to date. This gain 
from the review to the overturn was mainly attributed to the November 
2021 Biden-Harris Title X rule (29), consistent with the observed 
increase in early 2022 (Figure 1B). The 2021 Biden-Harris rule repealed 
the March 2019 Trump gag rule (30). The 2019 gag rule prohibited Title 
X entities from abortion referrals, disqualified those that practiced 
abortion, and required entities to encourage family participation in 

FIGURE 3

Pre-post Roe changes in ART clinics and Title X entities from the overturn to date (February 2023) by census region and political geography. 
(A) Change in ART clinics by census region. (B) Change in ART clinics by precinct political geography. (C) Change in Title X entities by census region. 
(D) Change in Title X entities by state political geography. (A) The number of closed ART clinics by census region from the overturn of Roe to date. All 
495 ART clinics were extracted from the HHS-CDC 2020 ART annual report (20), and their operation status were manually collected for each clinic in 
the report. (B) The division of closed ART clinics by political geography. Authors located the precinct of each closed ART clinic using zip code within 
the Precinct-Level Returns 2020 by Individual State from the MIT Election Data and Science Lab (26) and determined which political party held the 
majority in the 2020 US presidential election. (C) The change in Title X entities by census region from the overturn of Roe to date. Data were extracted 
from the HHS-OPA Title X family planning monthly directory (19). (D) The division of changed Title X entities by political geography. Authors identified 
the state of changed Title X entities from the HHS-OPA Title X family planning monthly directory (19) and determined which political party held the 
majority in the 2020 US presidential election.
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family planning decisions, among others (31). These requirements 
discouraged and disqualified entities from participating in Title X (32), 
consistent with the observed decrease in 2019 (Figure 1B).

Conversely, the 2021 Title X rule “remove[d] restrictions on 
nondirective options counseling and referrals for abortion services 
and eliminate[d] requirements for strict physical and financial 
separation between abortion-related activities and Title X project 
activities, thereby reversing the negative public health consequences 
of the 2019 regulations.” It also required entities to supply 
comprehensive family planning options to meet patient demands. 
These requirements and HHS implementations, such as $256.6 million 
in grant funding in March 2022 (33), foster the growth of Title X 
entities, consistent with an observed increase from 4,258 in 2021 to 
5,491 in May 2022 (Figure 1B).

Among the net gain of 1,956 entities from the review to the 
overturn, 875 were gained in the South (44.73%), 458 in the West 
(23.42%), 414 in the Northeast (21.17%), 186 in the Midwest (9.51%), 
and 23 in US territories (1.18%). Moreover, 1,178 entities were gained 
in states that voted Democratic in the 2020 presidential election 
(60.94%) and 755 in states that voted Republican (39.06%).

Characteristics of lost Title X entities after 
overturn (May 2022)

Conversely, from the overturn to date, the US has witnessed a net 
loss of 920 Title X entities, among which 880 were lost in the South 
(−95.65%), 43 in the Midwest (−4.67%), 23 in US territories (−2.50%), 
16 in the West (−1.74%), and 42 were gained in the Northeast (4.57%). 
Moreover, 748 out of the 920 lost entities were in states that voted 
Republican in the 2020 presidential election (83.39%), 
disproportionately higher than the 49.02% of states that voted 
Republican and the 42.52% of US population residing in these states.

The federal judicial overturn of Roe resulted in the nationwide, 
state-level loss of Title X entities, likely through the mechanism of 
state abortion trigger laws taking effect immediately after the overturn 
as state-level barriers. Indeed, trigger laws in six states punish 
providers that “assist,” “abet,” or “employ any means to procure” 
abortion even out of the state; trigger laws in ten states criminalize and 
even felonize persons who attempt to or perform abortion (5). Such 
state trigger laws and their implementations did not comply with the 
2021 Title X rule, resulting in the federal government discontinuing 
Title X funding to entities in these states (34).

Worsening challenges and future 
directions

Evidence uncovers four worsening challenges. Federal 
de-subsidization of Title X entities due to state-level barriers inevitably 
shifts contraceptive and preventive service costs to patients, especially 
low-income men and women in Southern and Western Republican-
leaning states. Historically, fewer Title X entities resulted in 
“contraception deserts” (21), while losing Title X funding led entities 
to shift service costs to patients and was criticized by clinicians and 
administrators (35). Similarly, women’s health center closures after 
2011 state budget cuts increased the distance to the nearest center and 
decreased preventive care utilization among women of lower 

educational attainment (36). The post-Roe plunge in Title X entities 
can exacerbate limited contraceptive and preventive services access.

The descending trend since the mid-2010s and the recent closure 
of ART clinics and its positive association with the recent fall in 
abortions in Texas, Oklahoma, Arizona, and New  York suggest 
decreasing patient access to fertility services in these states. Past 
closure of ART clinics was associated with service delays and 
cancelations (37). Patients with access often still need multiple ART 
cycles due to average low success rates. In 2020, only 79,942 births 
were produced out of the 326,741 total cycles performed, leaving a 
national success rate of 24.5% (20). Current closures can further 
exacerbate the overall decline in fertility (38).

Refusal of physicians to provide requested IVF treatment to 
socially infertile and fertile patients who prefer ART has historically 
been criticized. LGBTQ patients and single parents by choice have 
challenged ART clinics and state statutes for discrimination harmful 
to their reproductive health, such as in Benitez v. North Coast Women’s 
Care Medical Group (2008) (39) and Krupa v. The New Jersey State 
Health Benefits Commission (2018) (40). The declining trend in and 
recent closure of ART clinics can aggravate longstanding income, 
gender, sexual orientation, and marital status inequities in accessing 
fertility services for diverse patient populations.

The fourth major challenge is a lack of disaggregated data to further 
quantify the magnitude of post-Roe impacts on non-abortion 
reproductive care demand, identify causal connections, and increase 
sample size at the county level, in addition to the supply trends and 
associations at the nationwide state level found in this article. National 
surveillance data on ART and abortion clinics have at least 2-year time 
lags (20), and the CDC only receives aggregate voluntary reports of the 
latter from state health agencies (23). The National Survey of Family 
Growth, last reported in 2019, has a small sample size of infertile 
individuals among married and cohabiting women only, excluding 
others, such as men and single and homosexual women. Administrative 
data limitations hinder the ability to estimate post-Roe impacts timely. 
Future efforts in data collection, causal inference, funding, and provider 
support are urgently needed to inform policy and protect non-abortion 
reproductive care access for diverse patient populations.

Conclusion

Administrative and manually-collected data have shown early 
national trends of decreases in ART clinics and Title X entities after 
the US Supreme Court accepted to review Dobbs and overturned Roe. 
Data, funding, and provider support should be ensured to inform 
policy and protect a broad spectrum of reproductive services access 
needed by diverse populations, including men and women, 
low-income individuals, single parents by choice, and biologically and 
socially infertile patients.
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