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Executive Summary

Sometimes working in reproductive health, rights, and justice can feel like
taking two steps forward and one step back. While the U.S. Supreme Court’s
historic decision reaffirming a woman’s constitutional right to abortion in
Whole Woman’s Health v. Hellerstedt in June 2016 was cause for celebration,
the recent election has signaled a changing landscape for abortion access
that threatens the progress we've worked so hard to gain. Today, it feels like
the need for action is more urgent than ever.

And it is. The What If Roe Fell report from the Center
for Reproductive Rights (www.whatifroefell.org) details
the troubling consequences for the health and safety of
American women if Roe v. Wade, the landmark Supreme
Court case establishing access to abortion as a constitu-
tional right, were overturned — a frightening new reality
under the Trump administration. The report found that
more than 37 million women in 33 states are at risk of
living in a state where abortion could become illegal if
Roe were reversed. Twenty-two states, nearly all of which
are situated in the central and southern most part of the
country, could immediately ban abortion outright, while
women in an additional 11 states (plus the District of
Columbia) would also face losing their right to abortion.

But that isn’t the whole story. While hundreds of abor-
tion restrictions have been introduced at the state level
throughout 2017, many often resulting in barriers for
people in need of abortion care, hundreds of proactive
measures to improve women’s reproductive health and
rights have also been introduced. These attempts by
state legislators to preemptively fill the gaps that will
inevitably be created by an administration determined
to roll back progress on abortion access are promising.
State advocates are also becoming more savvy and
innovative in mobilizing supporters and garnering press
to raise awareness about the impact of these relentless
anti-abortion bills designed to restrict women’s rights
while shaming and stigmatizing their decisions.

To brave the changing national landscape, we also have
the Whole Woman'’s Health v. Hellerstedt decision at our
disposal. In the decision, the Supreme Court declared
that abortion restrictions must be struck down if the
burdens they will impose on women exceed the benefits
they will provide; it furthermore requires that the bene-
fits and burdens that derive from an abortion restriction

must be judged by credible evidence, not speculation or
junk science, and that a law’s real-life impact, like the
quality of a woman’s abortion experience, must factor
into the benefits and burdens analysis. This historic
ruling will help activists continue to fight back against
deceptive anti-choice laws now and well into the future.

Evaluating Priorities: Then and Now

The 2014 release of Evaluating Priorities aimed to
evaluate whether policymakers who claim to care about
health and safety when restricting abortion access also
direct their energies towards passing evidence-based
policies that support women, their pregnancies, and
their families, and whether that concern actually trans-
lates into improved health and well-being outcomes

in the states. Unsurprisingly, the report found that

the more abortion restrictions a state has, the worse
women and children fare when it comes to their health
outcomes, and the fewer evidence-based policies that
support women’s well-being a state has. We worked
with state advocates across the country to use this data
to defend against abortion restrictions and push for
proactive reproductive health policies in their states.

Now, with the Supreme Court’s decision in Whole
Woman's Health v. Hellerstedt underscoring the impor-
tance of real data — and not fake news — in reproductive
health policy, our opponents are abandoning their guise
of caring about women'’s health and shifting their policy
strategy to privilege an embryo or fetus above a woman.

As we see this emerging trend of anti-abortion poli-
cies that prioritize an embryo or fetus over a woman’s
health, rights, and dignity, it is even more important
to investigate a legislator’s efforts to improve children’s
health and well-being in their states. This research

3 EVALUATING PRIORITIES: MEASURING WOMEN'S AND CHILDREN’S HEALTH AND WELL-BEING AGAINST ABORTION RESTRICTIONS IN THE STATES



collaboration designed to update the 2014 issue of
Evaluating Priorities asks the question: if “potential life
is a priority for legislators, is a child’s well-being also

a priority? What about maternal health and supporting
pregnant women?

”

The answer is evident. In the last year alone, anti-abor-
tion policymakers in states such as Texas, Indiana, and
Louisiana have spent a great deal of energy passing laws
and regulations requiring embryonic and fetal tissue to
be buried or cremated and yet they all rank among the
lowest in children’s health and well-being outcomes.
Pregnant women don’t fare any better. In 2017, Arkan-
sas enacted a law that requires doctors to investigate
the pregnancy history of a woman seeking an abortion
to make sure they are not using the procedure as a way
to select the sex of their child — an outrageous policing
of women'’s decision-making in a state that ranks last on
indicators of women'’s health in this very report.

This 2017 Evaluating Priorities report finds once again
that the more abortion restrictions a state has passed,
the fewer evidence-based supportive policies exist,

and the poorer the health and well-being outcomes for
women and children. The updated research also iden-
tified two categories of states: those that have passed
seven or fewer abortion restrictions and those that have
passed 10 or more. States in the latter category appear
to account for a disproportionately large number of the
more than 330 abortion restrictions passed in states
since 2011. We posit that this reflects the overwhelm-
ing influence of anti-abortion organizations that push
one-size-fits-all policies to state legislators that do noth-
ing to actually help the women and children they claim
to be protecting.

The message of Evaluating

Priorities is clear: evidence matters.
Women’s stories and experiences,

in every facet of their lives, matter.
Legislators should be taking their
cues from public health data and
their constituents to address the real
health concerns in their states, and
stop playing politics with women'’s
reproductive rights and health.
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BACKGROUND

Since abortion was legalized in the United States (US) in 1973, states have enacted hundreds of laws
limiting whether, when, and under what circumstances a woman may obtain an abortion.” In recent
years, abortion restrictions have begun passing at an alarming rate; from 2010 to mid-2016 states
enacted over 344 abortion restrictions.” These restrictions take many forms, including prohibiting
insurance coverage of abortion, mandating involvement of parents in minors’ abortion decisions, and

requiring women to undergo counseling or ultrasound procedures prior to an abortion.

When enacting abortion restrictions, policymakers sometimes claim that such laws are necessary to
protect the health and well-being of women, their pregnancies, and children. Such claims have become
the bedrock of numerous abortion restrictions.>*° Further, anti-choice groups such as The National
Right to Life Committee and Americans United for Life use this framing for model legislative proposals
to increase the chances that such bills will pass.®” Some scholars attribute, in part, the passage of bills
modeled after these proposals to the successful framing of abortion restrictions as necessary for the

health and well-being of women, their pregnancies, and their children.®

Given that these claims of concern for health and well-being have proven successful for facilitating the
passage of abortion restrictions, in 2014, Ibis Reproductive Health (Ibis) and the Center for
Reproductive Rights (the Center) collaborated to gain a better understanding of policymakers’ health-
related priorities. We sought to determine whether policymakers’ legislative actions are aligned with
concerns regarding women and children’s health and well-being. To understand how policymakers use
their legislative time, we assessed both the number of abortion policies in a state and the number of
policies that were supportive of women’s and children’s well-being (throughout their life course,
including during pregnancy). To provide context for health status in each state, we assessed women'’s
and children’s health outcomes. Furthermore, in keeping with our broad perspective on women’s and
children’s well-being, we examined the association between the number of abortion restrictions in a
state with social determinants of health (i.e., social, economic, and environmental factors that have

been documented to affect well-being).®

Since 2014, legislators’ have continued to voice concerns for women’s health and well-being when
proposing abortion restrictions. Such concerns played a prominent role in Whole Women'’s Health v.
Hellerstedt, however, the Supreme Court ultimately favored scientific evidence regarding the impact of
abortion restrictions over legislators’ claims. Given the ongoing threats to abortion access across the
U.S., we have updated our analyses to reflect the current state-level landscape. In this report, we

aimed to determine if reported concern for women, their pregnancies, and their children translates into
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the passage of state policies known to improve the health and well-being of women and children. We
highlight changes in abortion restrictions and supportive policies at the state level since 2014 and their

association with one another.
METHODS

To describe abortion restrictions, supportive policies, women’s and children’s health, and social
determinants of health in each state and their associations, we: 1) selected indicators' of abortion
restrictions, policies supportive of women’s and children’s well-being, and women’s and children’s
health outcomes; 2) created a scoring system to evaluate the number of selected state restrictions,
policies, women’s and children’s health outcomes, and social determinants of health to create
composite outcomes for each state; and 3) examined the association between abortion restrictions and

these composite outcomes.
Indicator selection

We collected data on both state-level abortion restrictions and state-level policies and outcomes related
to the well-being of women and children to create composite scores in each of five topic areas: abortion
restrictions, policies supportive of women’s and children’s well-being, women’s health outcomes,

children’s health outcomes, and social determinants of health. Our definition of well-being is broad and

encompasses health, social, and economic status.

Within each of the topic areas, we included indicators of women’s and children’s health and well-being
that were: reported at the state-level, publicly available, regularly updated, easy to understand, and

evidence-based.

We consulted experts, public health literature, and prior policy analyses to determine the appropriate
indicators for inclusion. A large pool of potential indicators was narrowed down to ensure our scoring
system was consumable, easy to update, and balanced in its representation of women’s and maternal
and child health. All indicators included in the 2014 Evaluating Priorities report'® were included in this
report. Additional supportive policies not included in 2014 were included if they met all of the criteria

listed above.

“Indicator” refers to the presence or absence of a policy (either an abortion restriction or a policy to support
women and children) or a health outcome statistic (e.g., infant mortality rate, prevalence of asthma, etc.).
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The final indicator list included 78 indicators in the five topic areas: abortion restrictions (14), women’s
health outcomes (15), children’s health outcomes (15), social determinants of health (10), and policies
supportive of women’s and children’s health (24). Two additional supportive policy indicators were
included that were not in the 2014 report. The full list of indicators and evidence supporting each

indicator’s impact on well-being is documented in the Appendix.
Data collection

Data were collected from government and nonprofit organizations with expertise in women’s and
children’s health, such as the Guttmacher Institute, the Kaiser Family Foundation, the Centers for
Disease Control and Prevention, the National Women’s Law Center, and the Annie E. Casey
Foundation. The data source for each indicator is included in the Appendix. For indicators included in
the 2014 report, updated data were included where available. Data were updated through January
2017. For one supportive policy indicator, establishment of a maternal mortality review board,

additional review of publicly-available government records was conducted to update the indicator.
Variable construction

For each state, we calculated six composite scores, one each for: abortion restrictions, policies
supportive of women’s and children’s well-being, women’s health outcomes, children’s health

outcomes, social determinants of health, and overall women’s and children’s well-being.
Abortion Restrictions

For abortion restrictions, each state was scored 0-14 to reflect the total number (14) of possible
abortion restrictions in place in that state. Any law was counted, including those that were currently not

enforced due to court challenges and/or rulings. Higher scores indicate more abortion restrictions.
Supportive Policies

For policies supportive of women’s and children’s well-being, each state was scored 0-24 to reflect the
total number (24) of possible supportive policies. Higher scores indicate more policies supporting

women’s and children’s well-being.
Non-Policy Categories

For the three non-policy categories (women’s health, children’s health, and social determinants of

health), the standard deviation across states was calculated. As in the 2014 report, a benchmark was
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set equal to the national average plus or minus one half of the standard deviation across states for
each indicator; for indicators where a lower number was better, one half of a standard deviation was
subtracted and vice versa for indicators where a higher number was better. This benchmark was set to
be moderately but meaningfully better than the national average. A state received a score of 1 if it met
or exceeded the benchmark and a 0 if it did not. Because the US average for the selected indicators is
often poor relative to other developed countries, the pre-determined benchmarks do not necessarily
reflect an “ideal,” but rather are meant to be attainable goals for states. Across all three categories,
higher scores indicate better performance on women’s or children’s health outcomes or social

determinants of health.

For women’s health outcomes, each state was scored 0-15 to reflect the total number (15) of
benchmarks met for women’s health outcomes. For children’s health outcomes, each state was scored
0-15 to reflect the total number (15) of benchmarks met for children’s health outcomes. For social
determinants of health, each state was scored 0-10 to reflect the total number (10) of benchmarks met

for social determinants of health.
Overall Score

For overall women’s and children’s well-being, the scores for supportive policies, women’s health,

children’s health, and social determinants of health well-being were summed, for a total score of 0-64.
Analysis

Changes in number of abortion restrictions and supportive policies in each state between 2014 and
2017 were assessed. To examine the association between abortion restrictions and women’s and
children’s health and well-being, we created a series of scatter plots, comparing states’ abortion
restriction scores against their total scores on: supportive policies, women’s health, children’s health,

social determinants of health, and overall women’s and children’s well-being.
RESULTS

Data on the selected abortion restrictions were available for all 50 states and the District of Columbia.
For health and well-being indicators, in the cases where data were not available, as a conservative
estimate, the indicator was set to 0. A total of 20 (0.5%) data points were missing. Three women’s
health, five children’s health, and five supportive policy indicators were not updated from the 2014

report as more recent data were not available.
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Abortion restrictions
Selected abortion restrictions are presented in Table 1.

Table 1. Abortion restrictions

Mandatory parental involvement before a minor obtains an abortion
Mandatory waiting periods between time of first appointment and abortion
Mandatory counseling prior to abortion

Requirement to have or be offered an ultrasound

Restrictions on abortion coverage in private health insurance plans
Restrictions on abortion coverage in public employee health insurance plans
Restrictions on abortion coverage in Medicaid

Restrictions on which health care providers may perform abortions
Ambulatory surgical center standards imposed on facilities providing abortion
Hospital privileges or alternative arrangement required for abortion providers
Refusal to provide abortion services allowed

Gestational age limit for abortion set by law

Restrictions on provision of medication abortion
Below average number of providers (per 100,000 women aged 15-44)

The median number of state abortion restrictions was 11 as compared to 10 in 2014. As in 2014, only
one state, Vermont, had zero restrictions; however, in 2017 five states, Indiana, Kansas, Mississippi,
Oklahoma, and South Carolina, had the maximum 14 restrictions as compared to three in 2014 (Table
2). Interestingly, few states (n=3) had between seven and 10 restrictions; most states had either fewer

than seven (n=22) or greater than 10 restrictions (n=26) in place.

10 Evaluating Priorities: Measuring Women'’s and Children’s Health and Well-being against Abortion Restrictions in the States
2017 Research Report



Table 2. Number of abortion restrictions by state

Number of
restrictions State(s), 2014 State(s), 2017
0 Vermont Vermont
1 District of Columbia, Oregon, Washington \?Jsmqt of Columbia, Oregon,
ashington
2 Hawaii, New Hampshire, New York Hawaii, New Hampshire, New York
3 California, Connecticut, Montana, New California, Colorado, Connecticut,
Jersey, New Mexico Montana, New Jersey, New Mexico
4 Maine, Maryland, Wyoming C\Ezlr;ai,nghnms, Maine, Maryland,
5 Alaska, Colorado, West Virginia N/A
6 Delaware, lllinois, lowa, Massachusetts, Delaware, Massachusetts, Minnesota,
Minnesota West Virginia
7 Nevada Nevada
8 -none- lowa
9 Rhode Island Rhode Island
10 Kentucky -none-
1 Arkansas, Florida, Georgia, Idaho, Michigan, Georgia, Pennsylvania, Tennessee,
Pennsylvania, Tennessee, Wisconsin Texas
. Alabama, Florida, Idaho, Kentucky,
12 C:?;ﬁirga’ ey, SR DL, VeEs, LS, Michigan, Nebraska, Ohio, South
Dakota, Utah, Virginia, Wisconsin
Arizona, Indiana, Louisiana, Missouri, Arizona, Arkansas, Louisiana, Missouri
13 Nebraska, North Carolina, North Dakota, . ’ ’ ’
) North Carolina, North Dakota
South Carolina
14 Kansas, Mississippi, Oklahoma Indiana, Kansas, Mississippi, Oklahoma,

South Carolina

Overall, there are six more abortion restrictions in place in 2017 than there were in 2014. While many more

than six restrictions were enacted between 2014 and 2017, some of these new laws fall into categories (e.g.

mandatory counseling) where there was already an existing restriction in that state. Since 2014, 36 states

(71%) have not enacted or repealed any abortion restrictions included in our indicator.
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Supportive Policies
Selected supportive policies are presented in Table 3.

Table 3. Supportive policies

Expanded Medicaid under the Affordable Care Act

Allows telephone, online, and/or administrative renewal of Medicaid/CHIP

Requires domestic violence protocols, training, or screening for health care providers
Does not have a family cap policy or flat cash assistance grant

Requires worksites, restaurants, and bars to be smoke free
Medicaid income limit for pregnant women is at least 200% of the federal poverty line

Has expanded family/medical leave beyond the FMLA
Provides temporary disability insurance

Maternal mortality review board has been established
Requires reasonable accommodations for pregnant workers
Prohibits or restricts shackling pregnant prisoners

Allows children to enroll in CHIP with no waiting period

Requires physical education for elementary, middle, and high school
Mandates sex education
Mandates HIV education

Has broad eligibility criteria for Early Intervention services for children at risk of
developmental delay
Initiative(s) to expand Early Head Start in place

Requires districts to provide full-day kindergarten without tuition

Has firearm safety law(s) designed to protect children

Allows families receiving TANF to keep child support collected on their behalf
State minimum wage is above the federal minimum

Income limit for child care assistance is greater than 55% of state median income
Has above average Title X Family Planning Funding

Has contraceptive parity laws in place

Note: Italicized supportive policies were not included in the 2014 Evaluating Priorities report.

As in 2014, none of the states had all supportive policies in place; however all states had at least four
supportive policies in place in 2017. California and Hawaii had the greatest number of supportive

policies in place (18), while Wyoming had the fewest (4) (Table 4).
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Table 4. Number of supportive policies by state

Number of
supportive State(s), 2014 State(s), 2017
policies
0 -none- -none-
1 -none- -none-
2 -none- -none-
3 Idaho, South Dakota, Wyoming -none-
4 Indiana, North Dakota Wyoming
5 Nebraska -none-
(] Alabama, Arizona, Kansas, Kentucky, Idaho, Kansas
Mississippi, Missouri, Tennessee
7 Arkansas, Georgia, Virginia Alabama, Nebraska, South Dakota
8 Florida, Louisiana, Montana, Oklahoma, Florida, Kentucky, Mississippi, North
Utah Dakota, Virginia
9 Colorado, South Carolina Arizona, Arkansas, Georgia, Indiana
10 Nevada, Texas South Carolina, Tennessee, Utah
1 Alaska, Massachusetts, Michigan, . . .
Minnesota, New Hampshire, I\?orth Carolina, Alaskg, Louisiana, Missouri, North
. . Carolina, Oklahoma
Wisconsin
12 Connecticut, Delaware, Ohio, Oregon, Michigan, Nevada, New Hampshire,
Pennsylvania Texas
13 Uﬁ;\:i:; lowa, Maine, Maryland, West lowa, Ohio, Oregon, Wisconsin
14 District of Columbia, New Mexico, New York, Colorado, Connecticut, Maine, Montana,
Rhode Island, Vermont, Washington Pennsylvania
15 New Jersey Delaware, Massachusetts, New Mexico,
Washington, West Virginia
16 California lllinois, Vermont
17 District of Columbia, Maryland,
lllinois Minnesota, New Jersey, New York,
Rhode Island
18 -none- California, Hawaii
19 - 22 -none- -none-
23-24 N/A -none-

Note: In 2017, two additional supportive policies were included. In 2014, the maximum possible score was 22 and in 2017 it

was 23.

Of the policies examined in both 2014 and 2017, 66 more supportive policies were in place in 2017

than in 2014; 35 states have enacted 74 policies, and eight laws in seven states are no longer in place,

while the majority of states (65%) had the same number of supportive policies or had added one or two

policies (Figure 2).
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Figure 2. Change in number of supportive policies by state, 2014 to 2017
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Note: Count only includes those supportive policies that were considered in both 2014
and 2017.

Despite the addition of two indicators, the median number of supportive policies was 12 (range: 4 to

18), as compared to 11 in 2014. Twenty-eight states were at or above the median (Figure 3).

Figure 3. States’ number of supportive policies

Note: Orange (darker) indicates states above the median (12) supportive policies score,
while the lighter color indicates states below the median supportive policies score.
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In general, states that have passed multiple abortion restrictions have passed fewer evidence-based
policies to support women’s and children’s well-being, compared to states with fewer restrictions on
abortion (Figure 4). The scatterplot shows two clusters of states, one with a higher number of
supportive policies and fewer than seven restrictions and another with fewer supportive policies and
more than ten restrictions. Among the states with 12 or more supportive policies in place, the number of
abortion restrictions in place ranged from 0 to 12 (median=4). Conversely, in states with 11 or fewer
supportive policies in place, the number of abortion restrictions in place ranged from 2 to 14
(median=12). Wyoming was an outlier with relatively few abortion restrictions (4) and the lowest

number of supportive policies (4).

Figure 4. State abortion restrictions and supportive policies
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Women’s health outcomes

The median number of women’s health benchmarks met was 5 (range: 0 to 11). Twenty-seven states
were at or above the median. Arkansas and Nevada met none of the benchmarks, while Minnesota met
the most (11) (Figure 5).

Figure 5. States’ score on women'’s health

o
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Note: Orange (darker) indicates states above the median (5) women’s health score,
while the lighter color indicates states below the median women’s health score.

The trend between number of abortion restrictions and women’s health was less striking than for
supportive policies (Figure 6); however, there was some evidence of an inverse association between
number of abortion restrictions and number of women’s health benchmarks met. Among the states that
met five or more women’s health benchmarks, the number of abortion restrictions in place ranged from
0 to 14 (median=6). Conversely, in states that met four or fewer benchmarks, the number of abortion

restrictions in place ranged from 1 to 13 (median=12).
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Figure 6. State abortion restrictions and women’s health
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Children’s health outcomes

The median number of children’s health benchmarks met was four (range: 0 to 11). Twenty-eight
states were at or above the median. Mississippi, New Mexico, South Carolina, and Texas met none of
the benchmarks, while New Hampshire, New Jersey, Vermont, and Washington met the most (11)
(Figure 7).

Figure 7. States’ score on children’s health

Note: Orange (darker) indicates states above the median (4) children’s health score, while
the lighter color indicates states below the median children’s health score.

The trend between number of abortion restrictions and children’s health was also less pronounced than
for supportive policies, but indicated an inverse relationship (Figure 8). Among the states that met four
or more children’s health benchmarks, the number of abortion restrictions in place ranged from 0 to 14

(median=5). Conversely, in states that met three or fewer benchmarks, the number of abortion

restrictions in place ranged from 1 to 14 (median=12).
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Figure 8. State abortion restrictions and children’s health
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Social determinants of health

The median number of social determinants of health met was three (range: 0 to 9). Twenty-nine states
were at or above the median. Michigan, Oklahoma, and South Carolina met none of the benchmarks,

while Vermont met the most (9) (Figure 9).

Figure 9. States’ score on social determinants of health

Note: Orange (darker) indicates states above the median (3) social determinants of
health score, while the lighter color indicates states below the median social
determinants of health score.

Again, the scatter plot suggests inverse association between number of abortion restrictions and social
determinants of health (Figure 10). Among the states that met three or more social determinants of
health benchmarks, the number of abortion restrictions in place ranged from 0 to 14 (median=4).
Conversely, in states that met two or fewer benchmarks, the number of abortion restrictions in place

ranged from 2 to 14 (median=12).
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Figure 10. State abortion restrictions and social determinants of health
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Overall well-being

States’ median overall score was 24 (range: 11 to 44). Twenty-seven states were at or above the

median. Alabama and Arkansas had the lowest score (11), while Minnesota had the highest (44)

(Figure 11).

Figure 11. States’ score on overall well-being

o

S Fr e

Note: Orange (darker) indicates states above the median (24) overall score, while the
lighter color indicates states below the median overall score.

Similar to between number of abortion restrictions and number of supportive policies, there appeared to

be an inverse association between number of abortion restrictions and overall well-being score (Figure

12). Among the states with an overall score greater than or equal to 24, the number of abortion

restrictions in place ranged from 0 to 13 (median=4). Conversely, in states with an overall score less

than 24, the number of abortion restrictions in place ranged from 3 to 14 (median=12).
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Figure 12. State abortion restrictions and overall score on indicators of
well-being
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DISCUSSION

We found that many states continue to impede abortion access through the implementation of abortion
restrictions. Compared with 2014, 13 additional abortion restrictions were identified in 10 states.
Furthermore, we found that compared with those that have few restrictions, states with the most
abortion restrictions tend to have implemented fewer policies known to support women’s and children’s
well-being. This analysis also found some evidence that a state’s number of abortion restrictions and its
performance on indicators of women’s health, children’s health, and social determinants of health were
inversely associated. These data show that policymakers in states with fewer abortion policies have
been more successful in enacting policies supportive of women, their pregnancies, and their children.

Conversely, in states with more abortion restrictions, fewer supportive policies have been enacted.

These findings are troubling, as ample scientific evidence makes clear that restricting abortion is
detrimental, while supportive policies are beneficial to women. Abortion restrictions can delay or make
access to care more difficult, contributing to poor emotional and financial well-being as women try to

navigate abortion care hurdles.® ' 213 14.15.16.17 Other restrictions block access to abortion all together,
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interfering with women'’s abilities to make their own reproductive decisions and preventing the
achievement of life plans and goals. Women denied abortion care are at increased risk of experiencing
poverty, physical health impairments, and intimate partner violence® ' 4 18.19.20, 21,22, 23,24, 25,26 |
contrast, supportive policies can lead to improved health and safety, lower poverty rates, and better
developmental and educational outcomes for children.?” See the Appendix for further details on the
impacts of the abortion restrictions and supportive policies on well-being measures included in this
analysis. Additionally, the observed associations between number of supportive policies and number of
abortion restrictions is particularly concerning, as restrictions are often disproportionately felt® by

populations that may derive the greatest benefit from supportive policies.

Our abortion restriction indicator is consistent with other scoring systems. All of the states that had nine
or more restrictions on our scale, had “severely restricted access” according to NARAL'’s level of
abortion access measure.! States with four or fewer restrictions had either “protected access” or
“strongly protected access” except for: Colorado (“some access”), District of Columbia (no level given)
New Hampshire (“some access”), and Wyoming (“restricted access”). Furthermore, the majority (65%)
of states that scored 10 or higher were in the top third of the Institute for Women’s Policy Research’s
Reproductive Rights Composite Index (higher composite score indicates more reproductive rights
restrictions).?® Prior research has linked reproductive rights and other indicators of women’s status with
better outcomes for children, such as lower infant mortality.30 One study found that between 1964 and
1977, the single most important factor in the reduction of infant mortality was the increase in abortion
legalization.®" More recently, investigators found that a state-level composite score for reproductive

rights was associated with adverse birth outcomes.*
Limitations

These analyses are limited by their reliance on cross-sectional data. As such, we cannot make
inferences about causality or the direction of relationships between abortion restrictions and the
examined indicators. For example, it is possible that state policymakers implemented abortion
restrictions in response to poor health outcomes, rather than poor health outcomes being effects of

abortion restrictions.

Furthermore, because these analyses were unadjusted, they ignore potential confounders of the
relationship between the explored measures. These analyses did not directly adjust for poverty, which
has been shown to play a major role in women’s and children’s well-being,* and is associated with
other social issues that may play a role in our findings, such as racism* and sexism.** However, the

data suggest that proportion of women in poverty, while included as an indicator, does not explain all
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observed differences between states. For example, in New Mexico 18% of women were in poverty
(minimum proportion in poverty was 8% and maximum was 19%) and there were 15 supportive policies in

place, while in Wyoming 9% of women were in poverty and there were only four supportive policies in place.

Additionally, we relied on publicly-available secondary data, rather than primary data collection. Our
efforts were limited by the available data; while we attempted to select the most meaningful, evidence-
based indicators, the composite scores we constructed are a simplified measure of women’s and
children’s well-being. We were reliant on data that were available at the state-level across the country,
therefore we could not evaluate all potentially relevant markers of well-being. For example, measures
of experienced racism and voting rights were not available systematically across states; however, this
does not mean that these indicators do not play a role in the health of communities. Furthermore,
state-level measures may mask within-state heterogeneity in outcomes and disparities in health, which
can result in certain populations bearing a greater burden of poor health outcomes. Those disparities
cannot be examined using these data. Additionally, for some indicators included in the 2014 report,

updated data were not available.

Finally, our dichotomous scoring methodology is limited in its ability to detect variation between states since
states are classified as either meeting the benchmark or not, without any accounting for the degree of
difference, nor did we account for differences in specific policies across states (e.g., 24-hour vs. 72-hour
waiting periods prior to an abortion). Nevertheless, we feel this simple approach is also a strength in that it

facilitates understanding and replicability of our analysis, and makes the information accessible.*
Conclusion

These findings mirror those from the 2014 Evaluating Priorities report, demonstrating that states with
many abortion restrictions tend to have fewer supportive policies in place. This finding indicates that
state policymakers may focus more effort or attention on policies that restrict abortion access compared

with those known to promote the health and well-being of women and children.

Given these associational findings, future work should aim to better understand the relationship
between number of abortion restrictions and number of supportive policies at the state-level through the
collection of qualitative data from policymakers and other key stakeholders. In particular, we should
work to understand the observed divide between states with fewer than seven abortion restrictions and
those with greater than 10, as well as the pattern of restriction across states. Lastly, future research

should expand on these findings to understand whether the effects of number of supportive policies is
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modified by pre-existing health and social conditions. In states with both few supportive policies and

many restrictions, there may be particularly adverse outcomes.

In order to truly protect women and children’s well-being, state policymakers must promote legislation
that improves the well-being of women and children, rather than restricting access to needed health
care services, such as abortion. These findings support the continued need for ongoing research to to

better understand how and which legislative policies are being prioritized.
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Appendix: Indicators, evidence of impact, and sources

ABORTION RESTRICTIONS

Below average number of abortion providers

Description: Number of abortion providers per 100,000 women aged 15-44 is below the national

average, 2014.

Data source(s):

* Guttmacher Institute. State data center, create a table: Number of abortion providers, 2014.
Available at: https://data.guttmacher.org/states. Accessed Feb 7, 2017.

* Guttmacher Institute. State data center, create a table: Total number of women aged 15-44,
2014. Available at: https://data.guttmacher.org/states. Accessed Feb 7, 2017.

Impact: The quality and functionality of any health care delivery system depends on the availability

of medical personnel. A limited number of abortion providers likely impedes access to health care

and disproportionately impacts those living in medically underserved areas.

Impact source(s):

* Agency for Healthcare Research and Quality. Health system infrastructure: National healthcare
disparities report, 2010. Agency for Healthcare Research and Quality; 2011. Available at:
http://1.usa.gov/1rpXvY6. Accessed June 25, 2014.

* Henshaw SK. Factors hindering access to abortion services. Family Planning Perspectives.
1995;27(2):54-87.

Ambulatory surgical center standards imposed on facilities providing abortion

30

Description: Facilities providing abortion must meet standards intended for ambulatory surgical

centers, 2017.

Data source(s):

* Guttmacher Institute. State policies in brief: Targeted regulation of abortion providers.
Guttmacher Institute; Feb 2017. Available at: http://bit.ly/LzzolX. Accessed Feb 7, 2017.
Impact: Imposing ambulatory surgical standards on facilities providing abortion can reduce the
number of providers able to stay open and offer care, limiting women’s access to care. These

standards also increase the cost of care, which can further impede access.

Impact source(s):

* The University of Texas at Austin. The Texas Policy Evaluation Project: How abortion
restrictions would impact five areas of Texas. The University of Texas at Austin; August 2013.
Available at: http://bit.ly/1hj0Xzx. Accessed June 25, 2014.

* Jones BS, Wietz TA. Legal barriers to second-trimester abortion provision and public health
consequences. American Journal of Public Health. 2009; 99(4):623-630.
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Gestational age limit for abortion set by law

Description: Abortion is restricted beyond a specified gestational age, 2017.

Data source(s):

* Guttmacher Institute. State policies in brief: State policies on later abortions. Guttmacher
Institute; Feb 2017. Available at: http://bit.ly/1isGcj3. Accessed Feb 7, 2017.

Impact: Gestational age limits for abortion set by law can prevent women from being able to

access care and force them to continue unwanted pregnancies. Not being able to access care

because of gestational age limits can also reduce women’s self-esteem and life satisfaction, and
increase regret and anger.

Impact source(s):

* Upadhyay UD, Weitz TA, Jones RK, Barar RK, Foster DG. Denial of abortion because of
provider gestational age limit in the United States. American Journal of Public Health.
2014;104(9):1687-94.

* Biggs MA, Upadhyay UD, Steinberg JR, Foster DG. Does abortion reduce self-esteem and life
satisfaction? Quality of Life Research. 2014;23(9):2505-13.

* Rocca CH, Kimport K, Gould H, Foster DG. Women's emotions one week after receiving or
being denied an abortion in the United States. Perspective on Sexual and Reproductive Health.
2013;45(3):122-31.

* Jones BS, Wietz TA, Legal barriers to second-trimester abortion provision and public health
consequences. American Journal of Public Health. 2009;99(4):623-630.

Hospital privileges or alternative arrangement required for abortion providers

Description: Abortion providers are required to be affiliated with a local hospital, through admitting

privileges or an alternative arrangement, 2017.

Data source(s):

* Guttmacher Institute. State policies in brief: Targeted regulation of abortion providers.
Guttmacher Institute; Feb 2017. Available at: http://bit.ly/LzzolX. Accessed Feb 7, 2017.

Impact: Requiring abortion providers to have hospital privileges or alternative arrangements

reduces access to care without improving patient safety.

Impact source(s):

* The University of Texas at Austin. The Texas Policy Evaluation Project: Abortion restrictions in
context. The University of Texas at Austin; August 2013. Available at: http://bit.ly/1IrOmLp.
Accessed June 25, 2014.

* Nash E, Gold RB. TRAP laws gain political traction while abortion clinics — and the women they
serve — pay the price. Guttmacher Policy Review. 2013;16(2):7-12.
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Mandatory counseling prior to abortion

Description: Women seeking an abortion must undergo counseling before obtaining the procedure,

2017.

Data source(s):

* Guttmacher Institute. State policies in brief: Counseling and waiting periods for abortion.
Guttmacher Institute; Feb 2017. Available at: http://bit.ly/U17fJC. Accessed Feb 7, 2017.

Impact: Mandatory counseling laws can postpone the timing of some abortions, particularly when

counseling must be received in person or when a woman must wait a state-specified amount of

time between the time she obtains counseling and the time of the abortion. Delays increase the

risks and costs of abortion.

Impact source(s):

* Joyce TJ, Henshaw SK, Dennis A, Finer LB, Blanchard K. The impact of state mandatory
counseling and waiting period laws on abortion: A literature review. Guttmacher Institute; April
2009. Available at: http://bit.ly/1pFcVmG. Accessed June 25, 2014.

Parental involvement required before a minor obtains an abortion

Description: Minors seeking an abortion must notify and/or obtain consent from one or both

parents, 2017.

Data source(s):

* Guttmacher Institute. State policies in brief: An overview of abortion laws. Guttmacher Institute;
Feb 2017. Available at: http://bit.ly/1iAuL5u. Accessed Feb 9, 2017.

Impact: There is no evidence to suggest that parental involvement laws deter minors from

engaging in sexual activity (as is the often-stated thinking behind the laws). However, some minors

do try to circumnavigate the laws by obtaining a judicial bypass or traveling outside of their home
state to obtain an abortion in a state without parental involvement laws. The laws can delay access
to the procedure, which increases the risks and costs of abortion.

Impact source(s):

* Joyce TJ, Henshaw SK, Dennis A, Finer LB, Blanchard K.. The impact of laws requiring
parental involvement for abortion: A literature review. Guttmacher Institute; April 2009.
Available at: http://bit.ly/1pFcVmG. Accessed June 25, 2014.

* Colman S, Dee TS, Joyce T. Do parental involvement laws deter risky teen sex? Journal of
Health Economics. 2013; 32(5):873-80.

* Colman S, Joyce T. Minors' behavioral responses to parental involvement laws: Delaying
abortion until age 18. Perspectives on Sexual and Reproductive Health. 2009;41(2):119-26.

Restriction on which health care providers may perform abortions

Description: Restrictions on which type of health care provider may perform abortions, 2017.

Data source(s):

* Guttmacher Institute. State policies in brief: An overview of abortion laws. Guttmacher Institute;
Feb 2017. Available at: http://bit.ly/1iAuL5u. Accessed Feb 9, 2017.
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Impact: Limiting the types of health care providers able to perform abortions likely impedes or delays
access to abortion care as the health care delivery system depends on the availability of medical
personnel to function. This may disproportionally impact women living outside of urban areas.

Impact source(s):

* Agency for Healthcare Research and Quality. Health system infrastructure: National healthcare
disparities report, 2010. Agency for Healthcare Research and Quality; 2011. Available at:
http://1.usa.gov/1rpXvY6. Accessed June 25, 2014.

* Dunn JT, Parham L. After the choice: Challenging California’s physician-only abortion
restriction under the state constitution. UCLA Law Review Discourse. 2013;61(5):22-42.

Medication abortion restrictions

Description: Medication abortion is required to be administered in accordance with the outdated
FDA labeling and/or is required to be provided by a clinician who is physically present during the
procedure, 2017.

Data source(s):

* Guttmacher Institute. State policies in brief: Medication abortion. Guttmacher Institute; Feb
2017. Available at: http://bit.ly/1ke23vY. Accessed Feb 9, 2017.

Impact: Requiring medication abortion to be administrated in accordance with outdated FDA

protocols forces health care providers to administer medication in a way that counters best practice

of medicine, denies women access to evidence-based regimens for care, and reduces the number
of providers able to offer medication abortion. Requiring a clinician to be physically present during
the procedure limits access to abortion, particularly for women living in remote areas. It may also
delay access to care and increase women'’s travel time to care.

Impact source(s):

* The University of Texas at Austin. The Texas Policy Evaluation Project: Abortion restrictions in
context. The University of Texas at Austin; August 2013. Available at: http://bit.ly/1IrOmLp.
Accessed June 25, 2014.

* Linnane R. Wisconsin law increases abortion delays, risk. WisconsinWatch.org; 2013.
Available at: http://bit.ly/107LfFS. Accessed June 25, 2014.

* Grossman D, Grindlay K, Buchacker T, Potter JE, Schmertmann CP. Changes in service
delivery patterns after introduction of telemedicine provision of medical abortion in lowa.
American Journal of Public Health. 2013;103(1):73-78.

* Grindlay K, Lane K, Grossman D. Women’s and provider’s experiences with medication
abortion provided through telemedicine: A qualitative study. Women’s Health Issues.
2013;23(2):117-122.
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Refusal to provide abortion services allowed

Description: Health care providers are allowed to refuse to provide abortion services, 2017.

Data source(s):

* Guttmacher Institute. State policies in brief: Refusing to provide health services. Guttmacher
Institute; Feb 2017. Available at: http://bit.ly/1lsohM6. Accessed Feb 9, 2017.

Impact: Allowing health care providers to refuse to provide abortion services violates standards of

medical care and reduces accessibility of abortion. This likely disproportionally impacts women

living outside of urban areas.

Impact source(s):

* NARAL Pro-Choice America. Refusal laws: Dangerous for women’s health. NARAL Pro-Choice
America; 2014. Available at: http://bit.ly/20GgMRF. Accessed June 25, 2014.

* Harries J, Stinson K, Orner P. Health care providers’ attitudes toward termination of pregnancy:
A qualitative study in South Africa. BMC Public Health. 2009; 9(296).

Restrictions on abortion coverage in Medicaid

Description: Restrictions on abortion coverage in Medicaid, 2017.

Data source(s):

* Guttmacher Institute. State policies in brief: An overview of abortion laws. Guttmacher Institute;
Feb 2017. Available at: http://bit.ly/1iAuL5u. Accessed Feb 9, 2017.

Impact: Restrictions on abortion coverage in Medicaid can create confusion about when abortion is

covered and how to obtain abortion coverage, interfere with women’s personal medical decisions,

undermine women’s autonomy by putting care out of financial reach, delay women from obtaining
abortion care while they search for the financial resources to pay for an abortion out-of-pocket,
force women and their families to endure financial hardships to afford care, and force women who
cannot afford abortion care to continue unwanted pregnancies.

Impact source(s):

* Henshaw SK, Joyce TJ, Dennis A, Finer LB, Blanchard K. Restrictions on Medicaid funding for
abortions: A literature review. Guttmacher Institute; 2009. Available at: http://bit.ly/1alMIcA.
Accessed June 26, 2014.

* Dennis A, Blanchard K. A mystery caller evaluation of Medicaid staff responses about state
coverage of abortion. Women’s Health Issues. 2012;22(2): e143-e148.

* Dennis A, Blanchard K. Abortion providers’ experiences with Medicaid abortion coverage
policies: A qualitative multistate study. Health Services Research. 2013;48(1): 236-252.

* Dennis A, Manski R, Blanchard K. Does Medicaid coverage matter? A qualitative multi-state
study of abortion affordability for low-income women. Journal of Health Care for Poor and
Underserved. 2014;25(4):1571-85.
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Restrictions on abortion coverage in private health insurance plans

Description: Restrictions on abortion coverage in all private health plans or in health plans offered

through the health insurance exchanges, 2017.

Data source(s):

* Guttmacher Institute. State policies in brief: Restricting insurance coverage of abortion.
Guttmacher Institute; Feb 2017. Available at: http://bit.ly/1mRToyW. Accessed Feb 9, 2017.

Impact: Though little research has documented the specific impacts of restricting abortion

coverage in private health insurance plans, there is ample data showing the harms of limiting

public insurance coverage of the procedure. Such restrictions can create confusion about when
abortion is covered and how to obtain abortion coverage, interfere with women’s personal medical
decisions, undermine women’s autonomy by putting care out of financial reach, delay women from
obtaining abortion care while they search for the financial resources to pay for an abortion out-of-
pocket, and force women and their families to endure financial hardships to afford care.

Impact source(s):

* Henshaw SK, Joyce TJ, Dennis A, Finer LB, Blanchard K. Restrictions on Medicaid funding for
abortions: A literature review. Guttmacher Institute; 2009. Available at: http://bit.ly/1alMIcA.
Accessed June 25, 2014.

* Dennis A, Blanchard K. A mystery caller evaluation of Medicaid staff responses about state
coverage of abortion. Women’s Health Issues. 2012;22(2): e143-e148.

* Dennis A, Blanchard K. Abortion providers’ experiences with Medicaid abortion coverage
policies: A qualitative multistate study. Health Services Research. 2013;48(1):236-252.

* Dennis A, Manski R, Blanchard K. Does Medicaid coverage matter? A qualitative multi-state
study of abortion affordability for low-income women. Journal of Health Care for Poor and
Underserved. 2014;25(4):1571-85.

Restrictions on abortion coverage in public employee health insurance plans

Description: Restrictions on abortion coverage in state employee health plans, 2017.
Data source(s):
* Guttmacher Institute. State policies in brief: Restricting insurance coverage of abortion.
Guttmacher Institute; Feb 2017. Available at: http://bit.ly/1mRToyW. Accessed Feb 9, 2017.
Impact: Though little research has documented the specific impacts of restricting abortion coverage
in public employee health insurance plans, there is ample data showing the harms of limiting public
insurance coverage of the procedure. Such restrictions can create confusion about when abortion is
covered and how to obtain abortion coverage, interfere with women’s personal medical decisions,
undermine women'’s autonomy by putting care out of financial reach, delay women from obtaining
abortion care while they search for the financial resources to pay for an abortion out-of-pocket, and
force women and their families to endure financial hardships to afford care.
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Impact source(s):

* Henshaw SK, Joyce TJ, Dennis A, Finer LB, Blanchard K. Restrictions on Medicaid funding for
abortions: A literature review. Guttmacher Institute; 2009. Available at: http://bit.ly/1alMIcA.
Accessed June 25, 2014.

* Dennis A, Blanchard K. A mystery caller evaluation of Medicaid staff responses about state
coverage of abortion. Women’s Health Issues. 2012;22(2):e143-e148.

* Dennis A, Blanchard K. Abortion providers’ experiences with Medicaid abortion coverage
policies: A qualitative multistate study. Health Services Research. 2013;48(1):236-252.

* Dennis A, Manski R, Blanchard K. Does Medicaid coverage matter? A qualitative multi-state
study of abortion affordability for low-income women. Journal of Health Care for Poor and
Underserved. 2014;25(4):1571-85.

Requirement to have or be offered an ultrasound

Description: Women seeking an abortion must either undergo or be offered an ultrasound

procedure, 2017.

Data source(s):

* Guttmacher Institute. State policies in brief: Requirements for ultrasound. Guttmacher Institute;
Feb 2017. Available at: http://bit.ly/1d9Qi2P. Accessed Feb 13, 2017.

Impact: Viewing an ultrasound generally does not impact women’s abortion decision making

(though that is the reasoning behind the law).

Impact source(s):

* The University of Texas at Austin. The Texas Policy Evaluation Project: How abortion
restrictions would impact five areas of texas. The University of Texas at Austin;, August 2013.
Available at: http://bit.ly/1hj0Xzx. Accessed June 25, 2014.

* Gatter M, Kimport K, Foster DG, Weitz TA, Upadhyay UD. Relationship between ultrasound
viewing and proceeding to abortion. Obstetrics and Gynecology. 2014;123(1):81-7.

Waiting periods required between time of first appointment and abortion

Description: Women seeking an abortion must wait a specified period of time between required

counseling and obtaining the procedure, 2017.

Data source(s):

* Guttmacher Institute. State policies in brief: An overview of abortion laws. Guttmacher Institute;
Feb 2017. Available at: http://bit.ly/1iAuL5u. Accessed Feb 13, 2017.

Impact: Mandatory waiting periods can postpone the timing of abortions, increase the proportion of

second-trimester abortions occurring in a state, and increase the number of women traveling out of

state for an abortion. They can also negatively impact women’s emotional well-being.
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