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Legal and accessible abortion care is a necessary component of comprehensive health care. Access to abortion
is threatened by local, state, and federal government restrictions; limitations on insurance coverage of abortion
care; restrictions on funding for training; restrictions imposed by hospitals and health care systems; stigma;
violence against health care professionals who provide abortion care; and a subsequent dearth of health care
professionals who provide this care. Since the Dobbs v. Jackson Women’s Health Organization decision, the
abortion landscape is an ever-changing and shifting map of abortion restrictions and protections based on state-
level interpretations and definitions of abortion care. This is confusing and chilling to both patients and health care
professionals, who must learn to navigate a web of conflicting and varying state laws. Legislative restrictions
fundamentally interfere with the patient-health care professional relationship and decrease access to abortion,
particularly for individuals with low incomes and those living long distances from health care professionals. This
Committee Statement continues the American College of Obstetricians and Gynecologists’ previous calls for
advocacy to oppose and overturn restrictions, to improve access, and to affirm abortion as an essential com-
ponent of health care.

SUMMARY OF RECOMMENDATIONS AND . The federal Hyde Amendment and other fed-

CONCLUSIONS eral and state restrictions on public and pri-
vate insurance coverage of abortion care;

The American College of Obstetricians and . Gestational age—specific bans on abortion care;

Gynecologists calls for the cease and repeal . Requirements that only physicians or

of all legislation, policy, and executive actions
that ban abortion, create barriers to abortion

obstetrician—gynecologists may provide
abortion care;

access, or interfere with the patient-health
care professional relationship and the practice
of medicine, including, for example:

Telehealth bans;
Mandatory evaluation requirements, includ-
ing, but not limited, to ultrasonography and
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or advances in knowledge or technology.
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including direct, special, indirect, or consequential damages, incurred in connection with this publication or reliance on the information presented.
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waiting periods before obtaining abortion
care;

. Mandatory counseling on abortion risks that
are not based on current understandings of
published evidence;

. Mandatory parental involvement in the care
of minors;

. Restrictions on interstate or international
travel for abortion care;

. Punitive policies for self-managed abortion;

. Mandatory use of non—-evidence-based regi-
mens and processes; and

. Facility and staffing requirements, including
burdensome reporting requirements that are
disproportionate to the risks and safety of
abortion care provision.

Obstetrician—gynecologists and other health
care professionals have an ethical obligation
to understand the nuances of abortion service
access in their city, state, and region. This
includes the duties to not withhold the pro-
vision of care that is legal due to fear of
prosecution, to provide lifesaving and health-
preserving care to the best of their training,
and to appropriately transfer or refer patients,
or both, when legally possible to locales and
health care professionals who are able and
appropriately trained to provide abortion care.

The American College of Obstetricians and
Gynecologists acknowledges that a compre-
hensive approach to addressing all forms of
oppression, including systemic racism, must
acknowledge the direct effect that restrictions
to abortion access have on worsening ongo-
ing health care inequities.

The American College of Obstetricians and
Gynecologists recommends that funding for
opt-out abortion training for medical student,
resident, and advanced-practice clinician edu-
cation be ensured and that governmental
restrictions on training programs and funding
be removed. The American College of Obste-
tricians and Gynecologists acknowledges the
connection between a lack of abortion training
and a decrease in the safe provision of
obstetric and gynecologic care more broadly.

The American College of Obstetricians and
Gynecologists encourages hospitals, public
health organizations, and other health care
institutions to support access to abortion care
by working to eliminate barriers to the pro-
vision of abortion care in these settings and
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preserving the availability of comprehensive
reproductive health services in their local
communities.

The American College of Obstetricians
and Gynecologists recommends that
obstetrician—gynecologists take an active
role in local, state, regional, and national
advocacy efforts to improve abortion
access, including specific efforts to proac-
tively advance physical and cyber security
for clinics that provide abortion care, as well
as their patients and staff.

The American College of Obstetricians and
Gynecologists recommends that public health
organizations, professional organizations,
individual health care professionals, and com-
munity health care organizations prioritize
efforts to reduce abortion-related stigma in
their local communities.

The American College of Obstetricians and
Gynecologists recommends the removal of
the term “elective abortion” from institutional
policies and regulations and advocates that
all abortions be considered medically
indicated.

BACKGROUND

Legal and accessible abortion care is a necessary
component of comprehensive health care. The American
College of Obstetricians and Gynecologists (ACOG)
supports the availability of high-quality reproductive
health services for all patients and is committed to
improving access to abortion care and abortion training.
Access to abortion is threatened by local, state, and
federal government restrictions; limitations on insurance
coverage of abortion care; restrictions on funding for
training; restrictions imposed by hospitals and health
care systems; stigma; violence against health care
professionals who provide abortion care; and a sub-
sequent dearth of health care professionals who provide
this care. Legislative restrictions fundamentally interfere
with the patient-health care professional relationship and
decrease access to abortion, particularly for individuals
with low incomes and those living long distances from
health care professionals. This Committee Statement
continues ACOG’s previous calls for advocacy to oppose
and overturn restrictions, to improve access, and to affirm
abortion as an essential component of health care. It
also continues ACOG’s ongoing support for the rights of
all people to decide whether and when to have children;
to determine the number and spacing of their children;
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and to have the information, education, and access to
health services needed to make these choices for
themselves and without government interference (1).

Abortion has a long history in the United States, with
methods of inducing abortion documented even in the
early colonial period (2). Limitations on the ability to
access abortion initially were most notable in the setting
of slavery—the reproductive choices of Black people
were scrutinized and controlled because the perpetua-
tion of slavery relied on control of the reproductive capa-
bilities of Black bodies. Broad criminalization efforts
began in the mid-19th century, with laws designed to
prohibit abortion at various stages of pregnancy imple-
mented state-by-state; this was a movement largely led
by physicians (2). The U.S. Supreme Court decision in
Roe v. Wade decriminalized abortion care nationwide in
19783, based on a viability framework attempting to bal-
ance a presumed state interest in the protection of fetal
life with the rights of the pregnant person (3). Abortion
was not allowed to be regulated in the first trimester by
the state; instead, decisions about abortion were left
entirely to the patient and physician. In the second tri-
mester until viability, the state was allowed to implement
some regulations to protect the health and life of the
pregnant person. After viability, the state could regulate
to protect fetal life as long as there were exceptions in
place to protect the life and health of the pregnant
patient.

Subsequently, 1992’s Planned Parenthood of South-
eastern Pennsylvania v. Casey decision reduced the
legal protections of Roe and replaced the trimester
framework with one based entirely on “viability” and that
allowed state restrictions and regulation of abortion both
before and after viability (4, 5). Restrictions before viability
were permissible as long as they did not cause an
“undue burden” in accessing abortion. Restrictions after
viability were permissible as long as they included excep-
tions to protect the life and health of the pregnant person
(6). After the Casey decision, states engaged in hun-
dreds of regulatory attempts to limit care through gesta-
tional age bans, bans for particular methods of
procedures, and Targeted Regulation of Abortion Pro-
viders (or TRAP) laws that imposed onerous restrictions
out of proportion to what was essential for safe medical
care, designed to make it too difficult to provide abortion
care. In 2022 the Dobbs v. Jackson Women’s Health
Organization decision entirely reversed the Roe prece-
dent, now allowing states to ban abortion without any
limitations and without specific protections for the life or
health of the pregnant person (7).

Since Dobbs, the abortion landscape is an ever-
changing and shifting map of abortion restrictions and
protections based on state-level interpretations and def-
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initions of abortion care. This is confusing and chilling to
both patients and health care professionals, who must
learn to navigate a web of conflicting and varying state
laws. Abortion-related laws are changing so rapidly that
no state-specific information will remain up to date even
across publication intervals. Thus, further state-specific,
real-time details can be obtained through online
resources (Box 1).

Although self-managed abortion using misoprostol
with or without mifepristone has been shown to be both
safe and effective, individuals may turn to less-safe
abortion methods when access to safe abortion is
limited (8). Although there are methods to safely self-
manage abortion without medical supervision, globally
up to 13% of maternal deaths are attributable to unsafe
abortion methods (9). Restrictions on safe abortion
access directly contribute to rates of unsafe abortion,
and such restrictions disproportionately affect adoles-
cents; Black, Indigenous, and other people of color; indi-
viduals living in rural areas; individuals with lower
socioeconomic status; people who are incarcerated;
people living with disabilities; and LGBTQ+ (lesbian,
gay, bisexual, transgender, and queer) people.

In addition to the harm experienced from less-safe
abortion methods when abortion is illegal, being denied
a wanted abortion also can cause harm to pregnant
people and their children. People who are denied a
wanted abortion have been shown to have worse health
outcomes than those who obtained an abortion. Individ-
uals denied an abortion are more likely to stay in unsafe
relationships and to raise children without a partner or
other family support. They also have increased levels of
stress and anxiety compared with those who are able to
access abortion care (10, 11). Individuals denied abortion
care are four times more likely to experience poverty after
abortion denial, and children born after abortion denial
also are more likely to experience economic insecurity
than those born later from people who were able to
access a wanted abortion (10).

Between 1990 and 2017, abortion incidence in the
United States steadily decreased. However, since 2017,
the incidence of abortion in the United States has
steadily increased by approximately 8%, with 2020 data
reflecting an annual incidence of approximately 930,000
in 2020 (12). The number of abortions continues to
increase. From January 2024 to March 2024, a monthly
average of 98,990 abortions was reported (13). Although
many hypotheses have been proposed to explain the
reversal of this downward trend in recent years, data
remain limited to draw any definitive conclusions at this
time. Nonetheless, abortion remains incredibly common,
with 25% of women in the United States having an abor-
tion before age 45 years (14).
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Box 1. State Abortion Policies and Legal Resources

The Guttmacher Institute

The Guttmacher Institute’s Interactive Map: US Abortion Policies and Access After Roe (https://states.guttmacher.org/
policies/) and its State Legislation Tracker (https://www.guttmacher.org/state-legislation-tracker) provide updated details
about which states have bans, restrictions, or protections in place. Languages: English.

AbortionFinder

AbortionFinder (http://www.abortionfinder.org) provides a directory of verified abortion service providers and assis-
tance resources in the United States. Languages: English and Spanish.

Abortion Defense Network

The Abortion Defense Network (https://abortiondefensenetwork.org) connects people facing legal threats related to
abortion care with attorneys who have volunteered to provide pro bono legal advice and representation in civil and
criminal proceedings. Clinicians will be matched with attorneys who can help provide them with information and resources
to understand their rights and defend themselves against legal proceedings related to providing and supporting abortion
care. The initiative also includes legal defense funds to pay for attorney fees and other legal expenses. Anyone in the
United States working to provide or support abortion care can seek no-cost legal assistance from the Abortion Defense
Network. The Abortion Defense Network is hosted by the Lawyering Project in collaboration with national law firms.
Languages: Chinese, English, and Spanish.

Reproductive Health Legal Assistance Project

Lawyers for Good Government provides legal guidance for reproductive health care professionals through the
Reproductive Health Legal Assistance Project (https://www.lawyersforgoodgovernment.org/repro-health-lap). This data-
base includes links to legal research for 56 U.S. states and territories, a reproductive health digest newsletter, and a
media-collection project. The newsletter and media archives are immediately accessible and searchable by state or
territory. Users must fill out a brief application to access the legal research, which is updated every business day and
continues to grow with more questions. This is a free and accessible tool for all who need it. Languages: English.

If/When/How

If/When/How’s Repro Legal Helpline (https://www.reprolegalhelpline.org) is a free, confidential helpline where people
can receive information about abortion laws in their state, including self-managed abortion and judicial bypass for minors.
It also provides assistance for people who have been arrested, questioned by the police, or charged with a crime for their
abortion. Languages: Chinese, English, Spanish.

RAD (Resources for Abortion Delivery)

RAD (https://radprogram.org/for-allies-providers) offers legal defense funding and legal defense compliance advice to
clinicians who provide abortion care nationwide. Languages: English.

Abortion safety has increased greatly over time due to
advancements in abortion procedure technology and
abortion-specific research. Although the overall risk of
complications is low, gestational age remains the most
important risk factor for complications (15). The risk of major
complications (those requiring hospital admission, surgery,
or blood transfusion) increases from 2 per 1,000 proce-
dures at 8 weeks of gestation to 15 per 1,000 procedures
at 20 weeks (16). These risks are far outpaced by compa-
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rable complication rates of childbirth for every complication
type. Abortion is at least 14 times safer than childbirth (17).

Use of Language

The American College of Obstetricians and Gynecolo-
gists recognizes and supports the gender diversity of all
patients who seek obstetric and gynecologic care. In
original portions of this document, authors seek to use
gender-inclusive language or gender-neutral language.
When describing research findings, this document uses
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gender terminology reported by investigators. To review
ACOG’s policy on inclusive language, see https://www.
acog.org/clinical-information/policy-and-position-statements/
statements-of-policy/2022/inclusive-language.

RECOMMENDATIONS AND CONCLUSIONS

The American College of Obstetricians and
Gynecologists calls for the cease and repeal of
all legislation, policy, and executive actions that
ban abortion, create barriers to abortion access,
or interfere with the patient-health care pro-
fessional relationship and the practice of medi-
cine, including, for example:

. The federal Hyde Amendment and other fed-
eral and state restrictions on public and pri-
vate insurance coverage of abortion care;

. Gestational age-specific bans on abortion
care;

. Requirements that only physicians or
obstetrician—gynecologists may provide
abortion care;

. Telehealth bans;

. Mandatory evaluation requirements, includ-
ing, but not limited, to ultrasonography and
waiting periods before obtaining abortion
care;

. Mandatory counseling on abortion risks that
are not based on current understandings of
published evidence;

. Mandatory parental involvement in the care
of minors;

. Restrictions on interstate or international
travel for abortion care;

. Punitive policies for self-managed abortion;

. Mandatory use of non-evidence-based regi-
mens and processes; and

. Facility and staffing requirements, including
burdensome reporting requirements that are
disproportionate to the risks and safety of
abortion care provision.

Even when abortion was legal nationally, abortion care
remained out of reach for many people because of the
numerous restrictions imposed by state governments
targeting both patients seeking abortion and health care
professionals. With the 2022 Dobbs decision and sub-
sequent loss of protection for abortion care nationally,
state-based efforts to criminalize people seeking abor-
tion care, clinicians who provide abortion care, and those
funding and logistically supporting abortion care have
only increased.
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Many states have passed laws completely banning or
severely limiting the availability of abortion care. Although
some states offer vaguely worded exceptions to their
abortion bans for vaguely defined medical emergencies,
these medical emergency clauses do not offer adequate
protection for the myriad pregnancy complications
people experience, resulting in substantial harm to
patients. One study conducted at two Texas hospitals
after the enactment of a near-total abortion ban found
that, despite a medical emergency clause in the state
law, maternal morbidity in the periviable period doubled
compared with the time period before the enactment of
the law (18). In a different Texas-based study, physicians
across the state described that medical emergency
exceptions for the abortion law varied from hospital to
hospital, creating confusion and fear among physicians
(19). In this same study, some physicians even reported
fear about providing a referral for emergent intervention,
and others described being forced to tell patients who
ordinarily would receive immediate medical intervention
to return when they had sepsis or when their cardiovas-
cular status had collapsed so that the physicians could
intervene with less fear of legal prosecution. Given the
complexity and holistic range of factors that affect the
health of pregnant people, it would be impossible to write
any piece of legislation that adequately encompasses
the wide range of possible factors that could contribute
to health and safety exceptions for pregnant people.

Although a comprehensive overview of abortion
restrictions is beyond the scope of this Committee
Statement, some examples, with their effects, are
highlighted below:

« Insurance coverage restrictions—Barriers to abortion
care coverage constitute a substantial barrier to
abortion access and increase reproductive health
inequities. The passage of the federal Hyde
Amendment in 1977, which denies federal Medicaid
coverage of abortions except when a patient’s life is
endangered or in cases of rape or incest, and its
annual renewal has severely limited Medicaid cover-
age of abortion (20, 21). States can choose to use
their own Medicaid funding for abortion, but the
majority of states also restrict state Medicaid cover-
age of abortion (22). Restrictions on abortion cover-
age also exist for military personnel, retirees, and
their dependents through the TRICARE military health
care system; for veterans accessing care through the
U.S. Department of Veterans Affairs (23); for federal
employees and their dependents insured through the
Federal Employees Health Benefits Program; for
individuals incarcerated in federal facilities; and for
those receiving care through the Indian Health Ser-
vice (24, 25). These coverage restrictions impede
access to safe abortion care, and, in some cases,
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function as a de facto abortion ban (26, 27). Legis-
lative bans on private insurance coverage of abortion
further marginalize abortion and represent a depar-
ture from the insurance industry’s usual practice of
covering abortion services equitably with other pro-
cedures. In addition, restrictions attached to appro-
priations and other public monies received by
hospitals can jeopardize patient care as well as
medical education and training programs for all
health care professionals. Abortion care should be
considered part of essential health care services,
regardless of insurance type or status, and not sin-
gled out for exclusion or additional administrative or
financial burdens.

“Personhood” measures—Legislation that establishes
fertilized eggs as separate legal individuals subject to
the laws of the state can have a wide range of
effects, including the criminalization of abortion,
embryonic stem cell research, some infertility treat-
ments, some cancer treatments, and some methods
of contraception (28-30). These measures not only
create barriers to reproductive and early pregnancy
care, but also may lead to the criminalization of
pregnant people (for alleged behavior during preg-
nancy) and health care professionals (for poor
obstetric outcomes).

Physician and facility requirements—Requirements
that only physicians, sometimes only those with
admitting privileges at a nearby hospital, or only
obstetrician-gynecologists specifically, can provide
abortion services are regulatory barriers to abortion
care. Additional barriers include non-evidence-based
requirements for the facility where the procedure is
performed, which may vary by gestational age.
Advanced practice clinicians can provide abortion
care at safety rates equal to those of their physician
peers, and admitting privileges have not been shown
to be helpful in making care safer (31, 32). Legislation
also exists that mandates burdensome staffing and
reporting requirements on facilities that perform
abortions, requirements that often are notably more
burdensome than those imposed on facilities per-
forming procedures and surgeries with much higher
complication rates.

Gestational age bans—These bans legislate arbitrary
gestational age (or alternatively termed menstrual
age, gestational duration, clinical age, or clinical date)
cutoffs beyond which an abortion cannot be per-
formed. These bans sometimes, but not always,
include vaguely and arbitrarily defined exceptions
that contribute to the confusing legal landscape for
patients and health care professionals. There is no
gestational age ban that increases the safety of
abortion procedures. In fact, gestational age bans
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create unnecessary barriers that make it more likely
that patients may need to seek abortion care at later
gestational ages (33, 34). The American College of
Obstetricians and Gynecologists also opposes
proxies for gestational age bans, such as laws based
on cardiac activity or viability.

Procedure-specific abortion bans—The federal Partial-
Birth Abortion Ban Act of 2003, upheld by the U.S.
Supreme Court in 2007, makes it a federal crime to
perform procedures that fall within the definition of a
“partial-birth abortion” contained in the statute, with
no exception for procedures necessary to preserve
the health of the patient (35). Although “partial-birth
abortion” is not a medical term and is vaguely
defined in the law, health care professionals and
lawyers have interpreted the banned procedures as
including intact dilation and evacuation unless fetal
demise occurs before the procedure. Several states
also have passed bans on so-called “partial-birth
abortions,” which impose additional restrictions and
penalties on clinicians who provide abortions in those
states. These bans interfere  with the
patient-physician relationship by prohibiting options
for patients who may have cultural, religious, medical,
or other reasons that intact procedures may be pre-
ferred, including lower rates of complications for
some patients (36).

Pre-abortion evaluation—Some states require man-
dated scripts written by the state, visits to anti-
abortion crisis pregnancy centers, and the provision
of ultrasonography before receiving abortion ser-
vices. Mandated scripts often include inaccurate data
and misinformation about pregnancy, fetal develop-
ment, and abortion (37). These scripts may include
inaccurate information about the association of
abortion with breast cancer, depression, and infertil-
ity. Some states have mandated that health care
professionals provide information to patients about
so-called abortion “reversal,” an unproven regimen of
progesterone treatment aimed at increasing the
likelihood of pregnancy continuation in the rare case
that a patient decides to try to continue the preg-
nancy after taking mifepristone for medication abor-
tion (38). This is particularly concerning because not
only are abortion “reversal” options not based on
evidence, but they may be associated with an
increased risk of complications, including hemor-
rhage (38, 39). Mandating pre-abortion ultrasonog-
raphy often accompanies unethical and traumatic
requirements, including forcing patients to view the
images of their ultrasonogram or listen to Doppler
cardiac tones (40).

State-level mandatory delay requirements—These
laws require individuals to make at least two trips for
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a 1-day procedure, typically with a 24- to 72-hour
mandated delay between counseling and the abor-
tion procedure (37). These laws create additional
burdens, especially for people in rural areas, who
often must travel for many hours to reach a health
care professional.

o Parental involvementThes barriers require one or
both parents to be notified or give consent before
a minor may undergo abortion care, despite any
potential danger to the minor. Minors already face
barriers accessing the health care system, and
parental involvement laws create additional barriers
to accessing abortion care. Minors have the ability to
go through a judicial bypass process, but it is oner-
ous and delays needed care (41, 42).

Several organizations track abortion restrictions to
help patients and health care professionals navigate
the ever-changing landscape. For example, see the
Guttmacher Institute’s state-by-state overview of legisla-
tion restricting abortion access (43).

Obstetrician—gynecologists and other health
care professionals have an ethical obligation to
understand the nuances of abortion service
access in their city, state, and region. This
includes the duties to not withhold the provision
of care that is legal due to fear of prosecution, to
provide lifesaving and health-preserving care to
the best of their training, and to appropriately
transfer or refer patients, or both, when legally
possible to locales and health care profes-
sionals who are able and appropriately trained
to provide abortion care.

As abortion care becomes increasingly criminalized,
health care professionals are placed in a conflict
between their ethical obligations to care for patients
and state or local laws and restrictions on abortion. In
one study in a state with substantial legislative restric-
tions to abortion access, of those physicians across
multiple specialties who reported being willing to refer
patients for abortion services, more than 50% reported
not knowing how to do so (44). Although most
obstetrician-gynecologists  report  having  helped
patients seek abortion care even when their own per-
sonal beliefs conflict with abortion provision (45), there
remains a substantial proportion of
obstetrician-gynecologists who report either never
referring patients or, when they do refer, they make only a
general referral to the patient and not to a specific
practice or health care professional (46).

Although many patients report receiving information
on accessing abortion services online, there is an
alarming amount of misinformation (47). Health care pro-
fessionals play a critical role in providing accurate infor-
mation to patients who need access to abortion care; this
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role is even more critical in hostile states where patients
may need additional resources to travel to receive care
(48). Health care professionals should familiarize them-
selves with factual online resources they can share with
patients about where they can receive abortion care and
sources for financial or logistical support to receive abor-
tion care.

The American College of Obstetricians and
Gynecologists acknowledges that a comprehen-
sive approach to addressing all forms of oppres-
sion, including systemic racism, must
acknowledge the direct effect that restrictions
to abortion access have on worsening ongoing
health care inequities.

A diverse range of published literature suggests that,
not only do abortion bans increase rates of maternal
mortality, but these effects disproportionately affect
Black communities (49-53). Some estimates suggest
that a complete abortion ban could result in a 21%
increase in overall maternal mortality in the general pop-
ulation, with a 33% increase in Black pregnant people
(54). This is likely due to the underlying effects of social
and structural determinants of health (55) and some of
the unique additional barriers experienced by patients
seeking abortion care.

Underlying social determinants of health that affect an
individual’s ability to access health care in general cer-
tainly also affect a patient's ability to access abortion
care. Unfortunately, the resources and support individ-
uals may use to access other forms of health care may
be unavailable when seeking abortion care. In communi-
ties where people can no longer access contraception
and abortion care, access to prenatal care services also
is declining, with the most pronounced decrease in
access seen in Black, Latinx, and Indigenous communi-
ties (56). These same communities have the highest
maternal mortality rates and experience the most severe
effects of restrictions to abortion access (57). For exam-
ple, although a pregnant person may use transportation
services provided by their insurance company to assist
with transportation to and from appointments, when pri-
vate and public insurers do not cover abortion-related
services, this resource may no longer be available. This
decrease in resource availability disproportionately
affects access for individuals from systematically op-
pressed or marginalized communities, or both, including
but not limited to the following: individuals with disabil-
ities, individuals with lower socioeconomic status, individ-
uals in rural communities, and individuals who are
incarcerated. This disparity in access is further com-
pounded by the fact that, as more abortion clinics close,
transportation becomes even more challenging to navi-
gate as travel time to abortion access increases. Unfor-
tunately, with increased barriers to care, delays in access
to abortion-related care become inevitable, and delays in
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access are associated with worse outcomes. Although
pregnancy termination at all gestational ages is safe, as
gestational age increases, the risk of complications
increases and the number of available trained health
care professionals decreases, further fueling access con-
cerns for patients with transportation barriers.

The American College of Obstetricians and
Gynecologists recommends that funding for
opt-out abortion training for medical student,
resident, and advanced-practice clinician educa-
tion be ensured and that governmental restric-
tions on training programs and funding be
removed. The American College of Obstetricians
and Gynecologists acknowledges the connec-
tion between a lack of abortion training and a
decrease in the safe provision of obstetric and
gynecologic care more broadly.

The shortage of trained health care professionals
capable of safely performing abortion procedures is an
additional preventable barrier to abortion access (58).
Although more than 81% of medical schools report that
they provide at least some education on abortion-related
topics (59), several survey-based studies have demon-
strated that large numbers of medical students remain
dissatisfied with the level of information they receive dur-
ing their medical school training (60, 61). There are cur-
rently no standardized requirements for medical student
education to include abortion-specific training through
the AAMC.

In 2022, the Accreditation Council for Graduate
Medical Education revised its abortion training require-
ments for obstetrics and gynecology residents, mandat-
ing that all residents at accredited training programs
receive abortion training unless they opt out. This model
requires that abortion training routinely be integrated into
residency training programs while allowing provisions for
those with moral or religious objections to opt out of such
training. Even residents who only partially participate in
abortion training programs report benefits (62). No other
medical specialty currently has required abortion training.

Advanced practice clinicians are legally permitted to
perform pregnancy termination procedures in some
states. There are robust data affirming advanced practice
clinicians’ ability to safely provide these services (32),
with complication rates in the first trimester comparable
with those of their physician colleagues (63-65). Abortion
training for advanced practice clinicians should be
available.

The American College of Obstetricians and
Gynecologists encourages hospitals, public
health organizations, and other health care insti-
tutions to support access to abortion care by
working to eliminate barriers to the provision of
abortion care in these settings and preserving
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the availability of comprehensive reproductive
health services in their local communities.

As abortion care rapidly becomes unavailable region-
ally, existing facilities that still can perform procedures
likely will be inundated with additional requests for care.
Therefore, all hospitals and other health care institutions
should work to ensure access to abortion care by
allowing the provision of all legally available abortion
care in their clinics and surgical centers (66). Institutions
should ensure the availability of comprehensive repro-
ductive health care in their local communities to assist
with this projected surge of patient needs. This may
involve the following: eliminating prior restrictive policies;
hiring appropriately trained staff; training current staff in
these procedures; and supplying admission privileges,
trained staff, transfer agreements, or other assistance
that may be required to continue to support community
provision of these procedures. Values-clarification exer-
cises may be helpful as new services are integrated
(67-69). These discussions also should cover that opt-
out policies cannot ultimately limit a patient’s ability to
access health care.

The American College of Obstetricians
and Gynecologists recommends that
obstetrician—gynecologists take an active role
in local, state, regional, and national advocacy
efforts to improve abortion access, including
specific efforts to proactively advance physical
and cyber security for clinics that provide
abortion care, as well as their patients and
staff.

Abortion clinics, clinicians who provide abortion care,
staff, and patients experience physical, emotional, verbal,
and cyber abuse. The National Abortion Federation
reports an increase in all forms of violence and
intimidation since 1977, with the most dramatic increase
in reported violence seen over the past 10 years. Since
that time, there have been more than 11 murders, 42
facility bombings, 200 facility arsons, and thousands of
documented incidents of other criminal activity, including
assault, bomb threats, clinic invasions, delivery of
suspicious or threatening packages, stalking, and
harassment (70). Violence against abortion clinics should
be condemned, and actions should be taken both within
institutions and through state and federal policy to pro-
tect health care professionals, staff, and patients from
future harm.

Obstetrician-gynecologists have an important role to
play in local, state, regional, and national advocacy
efforts to ensure the availability of abortion access. They
have expertise that they can leverage to explain abortion
and its status as essential health care to policymakers,
the public, and other stakeholders. Additionally,
obstetrician-gynecologists can publicly share the effects
and experience of acts of violence and intimidation on
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clinicians who provide abortion care, patients, and staff.
Obstetrician-gynecologists have knowledge of patient
experiences receiving abortion care and of health care
professionals and staff navigating the sometimes dan-
gerous environment of providing this care. By sharing
these experiences, obstetrician—-gynecologists can assist
communities in understanding the realities of seeking
and providing abortion care and advocate for legislative
advancements in these spaces. They have a duty to
ensure that patients can access care that is free of legal
and safety barriers, and, by engaging in this space,
obstetrician-gynecologists can ensure that patients’ and
colleagues’ stories are being told and that their care is
prioritized.

The American College of Obstetricians and
Gynecologists recommends that public health
organizations, professional organizations, indi-
vidual health care professionals, and community
health care organizations prioritize efforts to
reduce abortion-related stigma in their local
communities.

Stigma has been described as, “...an attribute that is
deeply discrediting,” one that reduces the possessor,
“...from a whole and usual person to a tainted, dis-
counted one” (71). The consequences of abortion stigma
on the well-being of clinicians who provide abortion care
have not been well studied, but hypothesized effects
include stress, professional difficulties with anti-abortion
colleagues, fears about disclosing one’s work in social
settings, and burnout (71). Data show that the majority of
people who access abortion care report experiencing
stigma that is associated with later psychological dis-
tress (72). This stigma also has been shown to result in
lower-quality care (73). A 2022 analysis of the literature
on abortion stigma identified four themes: 1) abortion as
a sin and other religious views; 2) regulation of abortion;
3) judgment, labeling, and marking; and 4) shame, denial,
and secrecy (73). The study further characterized the
emerging ways in which abortion stigma operates to
inhibit quality in abortion care into seven manifestations
of the relationship between abortion stigma and quality in
abortion care: 1) poor treatment and the repercussions,
2) gatekeeping and obstruction of access, 3) avoiding
disclosure, 4) arduous and unnecessary requirements,
5) poor infrastructure and lack of resources, 6) punish-
ment and threats, and 7) lack of a designated place for
abortion services.

The American College of Obstetricians and
Gynecologists recommends the removal of
the term “elective abortion” from
institutional policies and regulations and
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advocates that all abortions be considered
medically indicated.

Differentiating abortions as “elective” as opposed to
“therapeutic” or “medically indicated” is a problematic
practice, both because it serves no medical purpose
and because there is a widespread variance in how pol-
iticians and institutions define what is considered “med-
ically indicated” (74). An elective procedure is one in
which delay would not substantially affect a person’s life
or well-being. That term simply does not apply to abortion
services, where delays in care are directly associated
with significant reductions in patient access and safety.

Some states, for example, have legislation in place
that specifically does not include worsening of mental
health disorders as a “medical indication” for an abortion.
This false dichotomy places the health care professional
in an unnecessary position of needing to parse out the
exact reason(s) that the patient is seeking an abortion,
often against their own rational medical judgment. Fur-
thermore, there are substantial problematic assumptions
underlying such a binary attempt to classify reasons that
patients seek abortion care. Specifically, this approach
downplays the critical role that social determinants of
health (eg, financial resources, interpersonal reasons,
choosing to focus on current children and family, wanting
to advance one’s own career or education) play in the
health of patients. Health care professionals should not
be put in a position to make this distinction. In fact, doing
so in a manner that is accurate and nonjudgmental is not
possible. The reasons patients choose to terminate preg-
nancies are diverse and complex (75). Every abortion is
performed for a therapeutic reason.

CONCLUSION

When restrictions are placed on abortion access,
patients, health care professionals, and communities
suffer. Abortion access increasingly is limited, and
research shows that restrictions affect both whether care
can be obtained safely and the quality of that care.
Restrictions disrupt the patient-health care professional
relationship, create substantial obstacles to the provision
of safe medical care, and disproportionately affect ado-
lescents; Black, Indigenous, and people of color; people
living in rural areas; individuals with lower socioeconomic
status; people who are incarcerated; people living with
disabilities; and LGBTQ+ people. Additionally, clinicians
who provide abortion care may face stigma in the
workplace and communities, as well as from their col-
leagues. Clinicians who provide abortion care face vio-
lence and threats to themselves, their staff, and their
families. Finally, patients are prevented from or experi-
ence delays in obtaining abortion care because of
inadequate health coverage, insurance coverage
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restrictions imposed by the state, or waiting periods and
are subject to stigma and shame. Individuals who are
unable to obtain a wanted abortion report worse physical
health and more economic insecurity compared with
those obtaining the abortion. These obstacles marginal-
ize abortion services from routine clinical care and are
harmful to people’s health and well-being.

REFERENCES

1,

American College of Obstetricians and Gynecologists. Global
women’s health and rights. Statement of Policy. Accessed
August 8, 2024. https://www.acog.org/clinical-information/pol-
icy-and-position-statements/statements-of-policy/2018/global-
womens-health-and-rights

. Acevedo Z. Abortion in early America. Women Health 1979;4:

159-67. doi: 10.1300/J013v04n02_05

3. Roe v. Wade, 410 U.S. 113, 1973.

10.

11.

12.

13.

14.

15.

. Planned Parenthood of Southeastern Pennsylvania v. Casey,

505 U.S. 833, 1992.

. American College of Obstetricians and Gynecologists. Facts

are important: understanding and navigating viability. Ac-
cessed August 8, 2024. https://www.acog.org/advocacy/
facts-are-important/understanding-and-navigating-viability

. Phillis M, Hackney DN, Malhotra T. The urgent need for

physician-Hled abortion advocacy. Am J Obstet Gynecol MFM
2023;5:100855. doi: 10.1016/j.ajogmf.2022.100855

. Dobbs v. Jackson Women’s Health Organization, 597 U.S. 215,

2022.

. Self-managed abortion. Committee Statement No. 13. Ameri-

can College of Obstetricians and Gynecologists. Obstet Gyne-
col 2024;144:152-9. doi: 10.1097/A0G.0000000000005755

. Say L, Chou D, Gemmill A, Tuncalp O, Moller A, Daniels J, et al.

Global causes of maternal death: a WHO systematic analysis.
Lancet Glob Health 2014;2:¢323-33. doi: 10.1016/S2214-
109X(14)70227-X

Foster DG, Biggs MA, Ralph L, Gerdts C, Roberts S, Glymour
MM. Socioeconomic outcomes of women who receive and
women who are denied wanted abortions in the United States.
Am J Public Health 2022;112:1290-6. doi: 10.2105/AJPH.2017.
304247r

Roberts SC, Biggs MA, Chibber KS, Gould H, Rocca CH, Foster
DG. Risk of violence from the man involved in the pregnancy
after receiving or being denied an abortion. BMC Med 2014;12:
144. doi: 10.1186/s12916-014-0144-z

Jones RK, Kirstein M, Philbin J. Abortion incidence and service
availability in the United States, 2020. Perspect Sex Reprod
Health 2022;54:128-41. doi: 10.1363/psrh.12215

Society of Family Planning. #WeCount report: April 2022 to
March 2024. Accessed September 9, 2024. https://societyfp.
org/wp-content/uploads/2024/07/WeCount-Report-7-Mar-
2024-data.pdf

Jones RK, Jerman J. Population group abortion rates and life-
time incidence of abortion: United States, 2008-2014. Am J
Public Health 2017;107:1904-9. doi: 10.2105/AJPH.2017.304042

Upadhyay UD, Desai S, Zlidar V, Weitz TA, Grossman D, An-
derson P, et al. Incidence of emergency department visits and
complications after abortion. Obstet Gynecol 2015;125:175-83.
doi: 10.1097/A0G.0000000000000603

VOL. 145, NO. 2, FEBRUARY 2025

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

. Boonstra HD, Gold R, Richards CL, Finer LB. Abortion in wom-

en’s lives. Accessed August 8, 2024. https://www.guttmacher.
org/report/abortion-womens-lives

. Raymond EG, Grimes DA. The comparative safety of legal

induced abortion and childbirth in the United States. Obstet
Gynecol 2012;119:215-9. doi: 10.1097/A0G.0b013e31823fe923

. Nambiar A, Patel S, Santiago-Munoz P, Spong CY, Nelson DB.

Maternal morbidity and fetal outcomes among pregnant
women at 22 weeks’ gestation or less with complications in
2 Texas hospitals after legislation on abortion. Am J Obstet
Gynecol 2022;227:648-50.e1. doi: 10.1016/j.aj0g.2022.06.060

. Arey W, Lerma K, Beasley A, Harper L, Moayedi G, White K. A

preview of the dangerous future of abortion bans - Texas Sen-
ate Bil 8. N Engl J Med 2022;387:.388-90. doi: 10.
1056/NEJMp2207423

Congressional Research Service. The Hyde Amendment: an
overview. Accessed August 8, 2024. https://crsreports.con-
gress.gov/product/pdf/IF/IF12167

Salganicoff A, Sobel L, Gomez |, Ramaswamy A. The Hyde
Amendment and coverage for abortion services under Medic-
aid in the post-Roe era. Accessed August 8, 2024. https://www.
kff.org/womens-health-policy/issue-brief/the-hyde-amendment-
and-coverage-for-abortion-services-under-medicaid-in-the-post-
roe-era/

KFF. State funding of abortions under Medicaid. Accessed
August 8, 2024. https://www.kff.org/medicaid/state-indicator/
abortion-under-medicaid

Health care for women and gender-diverse active duty and
reserve uniformed service members and veterans. Committee
Statement No. 12. American College of Obstetricians and
Gynecologists. Obstet Gynecol 2024;144:e144-51. doi: 10.
1097/A0G.0000000000005754

Indian Health Service. Use of Indian Health Service funds for
abortions. Indian Health Service Circular No. 22-15. Accessed
August 8, 2024. https://www.ihs.gov/ihm/circulars/2022/use-
of-indian-health-service-funds-for-abortions/

Consolidated Appropriations Act, 2020, Pub L No. 116-93, 133
Stat 2317, 2019.

Jones RK, Darroch JE, Henshaw SK. Patterns in the socioeco-
nomic characteristics of women obtaining abortions in 2000-
2001. Perspect Sex Reprod Health 2002;34:226-35.

Finer LB, Frohwirth LF, Dauphinee LA, Singh S, Moore AM.
Timing of steps and reasons for delays in obtaining abortions
in the United States. Contraception 2006;74:334-44. doi: 10.
1016/j.contraception.2006.04.010

American College of Obstetricians and Gynecologists. ACOG
statement on “personhood” measures. Position Statement. Ac-
cessed August 8, 2024. https://www.acog.org/clinical-informa-
tion/policy-and-position-statements/position-statements/2022/
acog-statement-on-personhood-measures

Zernike K. Is a fetus a person? An anti-abortion strategy says
yes. Accessed August 8, 2024. https://www.nytimes.com/
2022/08/21/us/abortion-anti-fetus-person.htmi

Ranji U, Salganicoff A, Sobel L. Dobbs-era abortion bans and
restrictions: early insights about implications for pregnancy
loss. Accessed August 8, 2024. https://www.kff.org/womens-
health-policy/issue-brief/dobbs-era-abortion-bans-and-restric-
tions-early-insights-about-implications-for-pregnancy-loss/

Barnard S, Kim C, Park MH, Ngo TD. Doctors or mid-level
providers for abortion. The Cochrane Database Systematic
Reviews 2015, Issue 7, Art. No. CD011242. doi: 10.
1002/14651858.CD011242.pub?2

Increasing Access to Abortion €95


https://www.acog.org/clinical-information/policy-and-position-statements/statements-of-policy/2018/global-womens-health-and-rights
https://www.acog.org/clinical-information/policy-and-position-statements/statements-of-policy/2018/global-womens-health-and-rights
https://www.acog.org/clinical-information/policy-and-position-statements/statements-of-policy/2018/global-womens-health-and-rights
https://www.acog.org/advocacy/facts-are-important/understanding-and-navigating-viability
https://www.acog.org/advocacy/facts-are-important/understanding-and-navigating-viability
https://societyfp.org/wp-content/uploads/2024/07/WeCount-Report-7-Mar-2024-data.pdf
https://societyfp.org/wp-content/uploads/2024/07/WeCount-Report-7-Mar-2024-data.pdf
https://societyfp.org/wp-content/uploads/2024/07/WeCount-Report-7-Mar-2024-data.pdf
https://www.guttmacher.org/report/abortion-womens-lives
https://www.guttmacher.org/report/abortion-womens-lives
https://crsreports.congress.gov/product/pdf/IF/IF12167
https://crsreports.congress.gov/product/pdf/IF/IF12167
https://www.kff.org/womens-health-policy/issue-brief/the-hyde-amendment-and-coverage-for-abortion-services-under-medicaid-in-the-post-roe-era/
https://www.kff.org/womens-health-policy/issue-brief/the-hyde-amendment-and-coverage-for-abortion-services-under-medicaid-in-the-post-roe-era/
https://www.kff.org/womens-health-policy/issue-brief/the-hyde-amendment-and-coverage-for-abortion-services-under-medicaid-in-the-post-roe-era/
https://www.kff.org/womens-health-policy/issue-brief/the-hyde-amendment-and-coverage-for-abortion-services-under-medicaid-in-the-post-roe-era/
https://www.kff.org/medicaid/state-indicator/abortion-under-medicaid
https://www.kff.org/medicaid/state-indicator/abortion-under-medicaid
https://www.ihs.gov/ihm/circulars/2022/use-of-indian-health-service-funds-for-abortions/
https://www.ihs.gov/ihm/circulars/2022/use-of-indian-health-service-funds-for-abortions/
https://www.acog.org/clinical-information/policy-and-position-statements/position-statements/2022/acog-statement-on-personhood-measures
https://www.acog.org/clinical-information/policy-and-position-statements/position-statements/2022/acog-statement-on-personhood-measures
https://www.acog.org/clinical-information/policy-and-position-statements/position-statements/2022/acog-statement-on-personhood-measures
https://www.nytimes.com/2022/08/21/us/abortion-anti-fetus-person.html
https://www.nytimes.com/2022/08/21/us/abortion-anti-fetus-person.html
https://www.kff.org/womens-health-policy/issue-brief/dobbs-era-abortion-bans-and-restrictions-early-insights-about-implications-for-pregnancy-loss/
https://www.kff.org/womens-health-policy/issue-brief/dobbs-era-abortion-bans-and-restrictions-early-insights-about-implications-for-pregnancy-loss/
https://www.kff.org/womens-health-policy/issue-brief/dobbs-era-abortion-bans-and-restrictions-early-insights-about-implications-for-pregnancy-loss/

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

e96

Weitz TA, Taylor D, Desai S, Upadhyay UD, Waldman J, Battis-
telli MF, et al. Safety of aspiration abortion performed by nurse
practitioners, certified nurse midwives, and physician assis-
tants under a California legal waiver. Am J Public Health
2013;103:454-61. doi: 10.2105/AJPH.2012.301159

Guttmacher Institute. State bans on abortion throughout preg-
nancy. State laws and policies. Accessed August 8, 2024.
https://www.guttmacher.org/state-policy/explore/state-poli-
cies-abortion-bans

Donovan MK. Gestational age bans: harmful at any stage of
pregnancy. Guttmacher Policy Rev 2020;23:1-5. Accessed
August 8, 2024. https://www.guttmacher.org/gpr/2020/01/ges-
tational-age-bans-harmful-any-stage-pregnancy.

Partial-Birth Abortion Ban Act of 2003, Pub L No. 108-105, 117
Stat 1201, 2003.

Second-trimester abortion. Practice Bulletin No. 135. American
College of Obstetricians and Gynecologists. Obstet Gynecol
2013;121:1394-406. doi: 10.1097/01.A0G.0000431056.79334.
cc

Guttmacher Institute. Counseling and waiting periods for abor-
tion. State laws and policies. Accessed August 8, 2024. https://
www.guttmacher.org/state-policy/explore/counseling-and-wait-
ing-periods-abortion

Medication abortion up to 70 days of gestation. ACOG Practice
Bulletin No. 225. American College of Obstetricians and Gyne-
cologists. Obstet Gynecol 2020;136:€31-47. doi: 10.1097/A0G.
0000000000004082

Creinin MD, Hou MY, Dalton L, Steward R, Chen MJ. Mifepris-
tone antagonization with progesterone to prevent medical
abortion: a randomized controlled trial. Obstet Gynecol 2020;
135:158-65. doi: 10.1097/A0G.0000000000003620

Guttmacher Institute. Requirements for ultrasound. State laws
and policies. Accessed August 8, 2024. https://www.guttmach-
er.org/state-policy/explore/requirements-ultrasound

Guttmacher Institute. Parental involvement in minors’ abortions.
State laws and policies. Accessed August 8, 2024. https://www.
guttmacher.org/state-policy/explore/parental-involvement-
minors-abortions

Janiak E, Fulcher IR, Cottrill AA, Tantoco N, Mason AH, Fortin J,
et al. Massachusetts’ parental consent law and procedural
timing among adolescents undergoing abortion. Obstet Gyne-
col 2019;133:978-86. doi: 10.1097/A0G.0000000000003190

Guttmacher Institute. An overview of abortion laws. State laws
and policies. Accessed August 8, 2024. https://www.guttmach-
er.org/state-policy/explore/overview-abortion-laws

Anderson EM, Cowan SK, Higgins JA, Schmuhl NB, Wautlet
CK. Willing but unable: physicians’ referral knowledge as bar-
riers to abortion care. SSM Popul Health 2021;17:101002. doi:
10.1016/j.ssmph.2021.101002

Harris LH, Cooper A, Rasinski KA, Curlin FA, Lyerly AD. Obste-
trician-gynecologists’ objections to and willingness to help
patients obtain an abortion [published erratum appears in Ob-
stet Gynecol 2011;118:1424]. Obstet Gynecol 2011;118:905-12.
doi: 10.1097/A0G.0b013e31822f12b7

Desai S, Jones RK, Castle K. Estimating abortion provision and
abortion referrals among United States obstetrician-
gynecologists in private practice. Contraception 2018;97:
297-302. doi: 10.1016/j.contraception.2017.11.004

Patev AJ, Hood KB. Towards a better understanding of abortion
misinformation in the USA: a review of the literature. Cult Health
Sex 2021;23:285-300. doi: 10.1080/13691058.2019.1706001

Increasing Access to Abortion

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

Kavanaugh ML, Jerman J, Frohwirth L. “It's not something you
talk about really”: information barriers encountered by women
who travel long distances for abortion care. Contraception
2019;100:79-84. doi: 10.1016/j.contraception.2019.03.048

National Academies of Sciences, Engineering, and Medicine.
The safety and quality of abortion care in the United States.
Accessed August 8, 2024. https://nap.nationalacademies.org/
catalog/24950/the-safety-and-quality-of-abortion-care-in-the-
united-states

Addante AN, Eisenberg DL, Valentine MC, Leonard J, Maddox
KE, Hoofnagle MH. The association between state-level abor-
tion restrictions and maternal mortality in the United States,
1995-2017. Contraception 2021;104:496-501. doi: 10.1016/j.
contraception.2021.03.018

Vilda D, Wallace ME, Daniel C, Evans MG, Stoecker C, Theall
KP. State abortion policies and maternal death in the United
States, 2015—-2018. Am J Public Health 2021;111:1696-704. doi:
10.2105/AJPH.2021.306396

Redd SK, Rice WS, Aswani MS, Blake S, Julian Z, Sen B, et al.
Racial/ethnic and educational inequities in restrictive abortion pol-
icy variation and adverse birth outcomes in the United States. BMC
Health Serv Res 2021;21:1139. doi: 10.1186/s12913-021-07165x

Stevenson AJ, Root L, Menken J. The maternal mortality con-
sequences of losing abortion access. Preprint. 2022:SocArXiv.
doi: 10.31235/0sf.io/ 7929k

Stevenson AJ. The pregnancy-related mortality impact of a
total abortion ban in the United States: a research note on
increased deaths due to remaining pregnant. Demography
2021;58:2019-28. doi: 10.1215/00703370-9585908

Addressing social and structural determinants of health in the
delivery of reproductive health care. Committee Statement No.
11. American College of Obstetricians and Gynecologists. Obstet
Gynecol 2024;144:¢113-20. doi: 10.1097/A0G.0000000000005721

McGregor AJ, Hung P, Garman D, Amutah-Onukagha N, Coo-
per JA. Obstetrical unit closures and racial and ethnic differ-
ences in severe maternal morbidity in the state of New Jersey.
Am J Obstet Gynecol MFM 2021;3:100480. doi: 10.1016/j.
ajogmf.2021.100480

Kozhimannil KB, Hassan A, Hardeman RR. Abortion access as
a racial justice issue. N Engl J Med 2022;387:1537-9. doi: 10.
1056/NEJMp2209737

Jones RK, Jerman J. Abortion incidence and service availability
in the United States, 2011. Perspect Sex Reprod Health 2014;
46:3-14. doi: 10.1363/46e0414

Weiner S. How the repeal of Roe v. Wade will affect training in
abortion and reproductive health. Accessed August 8, 2024.
https://www.aamc.org/news/how-repeal-roe-v-wade-will-affect-
training-abortion-and-reproductive-health

Tocce K, Sheeder J, Vontver L. Failure to achieve the Associ-
ation of Professors in Gynecology and Obstetrics objectives for
abortion in third-year medical student curriculum. J Reprod
Med 2011;56:474-8.

Guiahi M, Maguire K, Ripp ZT, Goodman RW, Kenton K. Per-
ceptions of family planning and abortion education at a faith-
based medical school. Contraception 2011;84:520-4. doi: 10.
1016/j.contraception.2011.03.003

Steinauer JE, Hawkins M, Turk JK, Darney P, Preskill F, Landy U.
Opting out of abortion training: benefits of partial participation
in a dedicated family planning rotation for ob-gyn residents.
Contraception 2013;87:88-92. doi: 10.1016/j.contraception.
2012.09.002

OBSTETRICS & GYNECOLOGY


https://www.guttmacher.org/state-policy/explore/state-policies-abortion-bans
https://www.guttmacher.org/state-policy/explore/state-policies-abortion-bans
https://www.guttmacher.org/gpr/2020/01/gestational-age-bans-harmful-any-stage-pregnancy
https://www.guttmacher.org/gpr/2020/01/gestational-age-bans-harmful-any-stage-pregnancy
https://www.guttmacher.org/state-policy/explore/counseling-and-waiting-periods-abortion
https://www.guttmacher.org/state-policy/explore/counseling-and-waiting-periods-abortion
https://www.guttmacher.org/state-policy/explore/counseling-and-waiting-periods-abortion
https://www.guttmacher.org/state-policy/explore/requirements-ultrasound
https://www.guttmacher.org/state-policy/explore/requirements-ultrasound
https://www.guttmacher.org/state-policy/explore/parental-involvement-minors-abortions
https://www.guttmacher.org/state-policy/explore/parental-involvement-minors-abortions
https://www.guttmacher.org/state-policy/explore/parental-involvement-minors-abortions
https://www.guttmacher.org/state-policy/explore/overview-abortion-laws
https://www.guttmacher.org/state-policy/explore/overview-abortion-laws
https://nap.nationalacademies.org/catalog/24950/the-safety-and-quality-of-abortion-care-in-the-united-states
https://nap.nationalacademies.org/catalog/24950/the-safety-and-quality-of-abortion-care-in-the-united-states
https://nap.nationalacademies.org/catalog/24950/the-safety-and-quality-of-abortion-care-in-the-united-states
https://www.aamc.org/news/how-repeal-roe-v-wade-will-affect-training-abortion-and-reproductive-health
https://www.aamc.org/news/how-repeal-roe-v-wade-will-affect-training-abortion-and-reproductive-health

63.

64.

65.

66.

67.

68.

69.

70.

7.

72.

73.

Freedman MA, Jillson DA, Coffin RR, Novick LF. Comparison of
complication rates in first trimester abortions performed by
physician assistants and physicians. Am J Public Health
1986,76:550-4. doi: 10.2105/ajph.76.5.550

Goldman MB, Occhiuto JS, Peterson LE, Zapka JG, Palmer RH.
Physician assistants as providers of surgically induced abor-
tion services. Am J Public Health 2004;94:1352-7. doi: 10.
2105/ajph.94.8.1352

Donovan P. Vermont physician assistants perform abortions,
train residents. Fam Plann Perspect 1992;24:225.

Eisenberg DL, Leslie VC. Threats to reproductive health care:
time for obstetrician-gynecologists to get involved. Am J Obstet
Gynecol 2017;216:256.e1-4. doi: 10.1016/j.ajog.2016.10.037

Turner KL, Pearson E, George A, Andersen KL. Values clarifi-
cation workshops to improve abortion knowledge, attitudes and
intentions: a pre-post assessment in 12 countries. Reprod
Health 2018;15:40. doi: 10.1186/s12978-018-0480-0

Valley TM, Cowley E, Farooque A, Shultz ZB, Williams M, Askins
J, et al. “We had to put ourselves in their shoes”: experiences of
medical students and obgyn residents with a values clarifica-
tion workshop on abortion. medRxiv 2023:2023.02.16.
23286043 . doi: 10.1101/2023.02.16.23286043

Guiahi M, Wilson C, Claymore E, Simonson K, Steinauer J.
Influence of a values clarification workshop on residents train-
ing at Catholic hospital programs. Contracept X 2021;3:
100054. doi: 10.1016/j.conx.2021.100054

National Abortion Federation. Provider security: 2022 violence
and disruption statistics. Accessed August 8, 2024. https://
prochoice.org/our-work/provider-security/

Norris A, Bessett D, Steinberg JR, Kavanaugh ML, De Zordo S,
Becker D. Abortion stigma: a reconceptualization of constitu-
ents, causes, and consequences. Womens Health Issues 2011;
21:549-54. doi: 10.1016/j.whi.2011.02.010

Biggs MA, Brown K, Foster DG. Perceived abortion stigma and
psychological well-being over five years after receiving or being
denied an abortion. PLoS One 2020;15:€0226417. doi: 10.
1371/journal.pone.0226417

Sorhaindo AM, Lavelanet AF. Why does abortion stigma mat-
ter? A scoping review and hybrid analysis of qualitative evi-
dence illustrating the role of stigma in the quality of abortion

VOL. 145, NO. 2, FEBRUARY 2025

care. Soc Sci Med 2022;311:115271. doi: 10.1016/j.socscimed.
2022115271

74. Janiak E, Goldberg AB. Eliminating the phrase “elective abor-
tion”: why language matters. Contraception 2016;93:89-92. doi:
10.1016/j.contraception.2015.10.008

75. Biggs MA, Gould H, Foster DG. Understanding why women
seek abortions in the US. BMC Womens Health 2013;13:29.
doi: 10.1186/1472-6874-13-29

CONFLICT OF INTEREST STATEMENT

All ACOG committee members and authors have sub-
mitted a conflict of interest disclosure statement related
to this published product. Any potential conflicts have
been considered and managed in accordance with
ACOG’s Conflict of Interest Disclosure Policy. The ACOG
policies can be found on acog.org. For products jointly
developed with other organizations, conflict of interest
disclosures by representatives of the other organizations
are addressed by those organizations. The American
College of Obstetricians and Gynecologists has neither
solicited nor accepted any commercial involvement in the
development of the content of this published product.

Published online January 16, 2025

Copyright 2025 by the American College of Obstetricians and Gyne-
cologists. All rights reserved. No part of this publication may be re-
produced, stored in a retrieval system, posted on the internet, or
transmitted, in any form or by any means, electronic, mechanical,
photocopying, recording, or otherwise, without prior written permission
from the publisher.

American College of Obstetricians and Gynecologists
409 12th Street SW, Washington, DC 20024-2188

Increasing access to abortion. Committee Statement No. 16. American
College of Obstetricians and Gynecologists. Obstet Gynecol
2025;145:e86-€97.

Increasing Access to Abortion €97


https://prochoice.org/our-work/provider-security/
https://prochoice.org/our-work/provider-security/
http://acog.org

