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State Restrictions on Abortion: Evidence-Based Guidance for 
Policymakers 

The Supreme Court decision on Dobbs v. Jackson returns abortion regulation to each state, simi-
lar to the way the practice of medicine is regulated at the state level. State policymakers must 
be aware of the most up-to-date evidence on abortion and the effects of abortion restrictions in 
order to implement what is best for their constituents. There is no scientific evidence that re-
stricting elective abortions leads to increasing maternal mortality; in fact, several good-quality 
studies show a decrease in maternal mortality after abortion restrictions have been imple-
mented. State restrictions which enforce standard medical care, such as making a diagnosis be-
fore implementing an intervention, requiring full informed consent with appropriate waiting pe-
riods between decision and intervention, and requiring screening for contraindications, including 
mental health risk factors, are common-sense interventions. Restrictions on elective abortions—
those procedures done with the primary intent to produce dead offspring—will have no effect 
on medically-indicated separation procedures necessary to save the life of a woman. 

 
Background 

The court that wrote Roe v. Wade into juris-
prudence recognized that governments have 
legitimate interests in protecting a fetus, 
such as the interest in population and eco-
nomic growth. However, the Roe court did 
not delineate what this fetal interest is or 
how it is to be applied. The Court only com-
mented that state interests increase with 
gestational age, and they created a 

“trimester” system (then unknown in obstet-
rics) to crudely delineate when the states 
were allowed to pass any regulations on 
abortion.1  

For the past 50 years, Roe largely quashed 
difference of interpretation of that interest 
— all states were functionally required to re-
linquish any interest in protecting fetuses 
until the third trimester, when they could 
theoretically restrict abortion, protecting 
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fetal life. As the limits of fetal viability were 
extended into the second trimester by sur-
vivals of fetuses born at 24 weeks, a second 
Supreme Court decision, Casey, eliminated 
the Roe trimester limitations, instead substi-
tuting a viability standard that allowed states 
to restrict abortion on the basis of fetal in-
terests after viability.2 Since then, states 
have passed laws displaying varying inter-
pretations of the state’s interest in protect-
ing fetal life and some judges have treated 
some fetuses as juridical persons.3 

Roe’s court acknowledged that there is dif-
ference in opinion about when human life 
begins, but did not engage with any evidence 
for these opinions or allow any opinion other 
than its own. The Dobbs court has appropri-
ately reestablished the legal exercise of 
states to determine how to protect their 
compelling and legitimate interests in fetal 
life, in accord with the values held by the 
people.  

Additionally, there are a variety of perspec-
tives on how to define women's health and 
how this intersects with the interest in pro-
tecting the fetus. Although abortion advo-
cates often discuss the harms to women due 
to abortion restrictions, there are very few 
comparisons of abortion policy in the United 
States given the forced uniformity of Roe. 
However, available data from natural exper-
iments worldwide suggest that abortion re-
strictions are not automatically associated 
with undesired or adverse outcomes.

Clinical Questions and Answers 

Q Do abortion restrictions prevent physi-
cians from ending pregnancy for the 
sake of saving maternal lives? 

Appropriate abortion restrictions do not 
prohibit physicians from ending pregnancy 
in the case that the life of the mother is 
threatened. A recent survey of obstetri-
cians in private practice indicates that only 
7% perform abortions, suggesting that 
abortion is not essential to women’s 
health if over 90% of women’s health phy-
sicians do not offer it.4 If a life-threatening 
maternal medical condition requires sepa-
ration from the fetus, delivery can be initi-
ated without the primary intent to cause a 
fetus to die. Preterm and even previable 
delivery of an intact (and usually living) in-
fant to save the life of the mother is funda-
mentally different from intentionally end-
ing the life of the fetal human being prior 
to delivery, often by means of dismember-
ment.5 
 

Q Do abortion restrictions actually de-
crease abortion rates? 

Abortion restrictions can decrease abor-
tion rates, but statistics are often used to 
misrepresent this effect. One example of 
this statistical misrepresentation is found 
in the assessment of the Mexico City Pol-
icy, later known as the Protecting Life in 
Global Health Assistance Policy (PLGHA). 
PLGHA is a policy through which the United 
States restricts USAID funding to organiza-
tions that promote abortion in the 
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developing world, while still permitting 
maternal care. PLGHA has been instated 
and revoked several times with the chang-
ing United States political landscape.  

Authors associated with the Guttmacher 
Institute have asserted that countries im-
pacted by this policy saw an increase in 
abortions while the policy was imple-
mented.6 This is alarming for PLGHA sup-
porters, who aim to promote authentic 
maternal healthcare and decrease the rate 
of abortion. However, this conclusion 
emerges from a misuse of a statistical 
model called the difference-in-differences 
assessment, which obscures the impact of 
policies on abortion rates. 

The difference-in-differences model is an 
econometric model designed to assess the 
impact of an intervention over time using 
a comparison group in which the interven-
tion was not implemented.7 The method 
compares the difference between the in-
tervention and comparison groups before 
the intervention is implemented, to the 
difference between them afterwards. The 
impact of the intervention is judged by 
how much the difference between the two 
groups changes, not on the actual change 
within the intervention group, which ac-
counts for background trends due to other 
causes. With this model, investigators 
compared relative changes in abortion 
rates, not actual numbers.6 The authors 
compared abortion rates in countries most  
reliant on USAID funding to those less  re-
liant on USAID funding. Their data are pre-
sented so that it appears there was a para-
doxical increase in abortions with the  
PLGHA  in the countries reliant on USAID 

Figure 1. Rates of abortion in countries receiving signifi-
cant (green) vs less (orange) USAID. Reproduced from 
The Lancet, Brooks et al., with permission. 

funding, when in fact those countries’ 
rates stopped rising and began to fall while 
the policy was in place. 

A closer examination of the data demon-
strates this (Figure 1). The abortion rates 
between countries with the most influence 
from USAID funding (green) and the least 
influence from USAID funding (orange) did 
not move in parallel prior to the PLGHA. 
Without PLGHA, abortion rates were rising 
in the countries receiving more USAID 
funding, but were falling in countries re-
ceiving less. This violates the “equal 
trends” assumption of the difference-in-
differences model and therefore makes it 
an inappropriate analysis of the impact of 
PLGHA. With the implementation of 
PLGHA, countries reliant on USAID funding 
eventually saw a decline in abortion rates 
before the policy was revoked, when abor-
tion rates increased sharply again. This pic-
ture is against a somewhat confusing back-
ground of countries less dependent on 
USAID funding, which saw increases and 
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decreases in abortion rates less connected 
with PLGHA. 

Overall, there is not a universal answer 
available as to whether abortion re-
strictions uniformly decrease abortion 
rates; many variables are at play, such as 
socioeconomic and cultural factors, as well 
as access to maternal and child healthcare. 
Further study would be necessary to re-
spond to the answer in each case with 
straightforward data. 
 

Q Does expanding abortion access in-
crease abortion rates? 

A common assertion is that legalizing abor-
tion keeps the number of abortions stable 
while decreasing the proportion of unsafe 
abortions, but this contradicts U.S. esti-
mates between 1972 and 1973. In 1972, 
NARAL estimated there were 200,000 ille-
gal abortions,8 and census data documents 
approximately 64,176,000 females aged 
15 to 44,9 for a total rate of 3.1 abortions 
per 1000 women. The Guttmacher Insti-
tute, which provides statistics on abortion 
rates from 1973, reports an abortion rate 
of 16.3/1000 in 1973, more than five times 
the pre-Roe rate.10 

 

Q Do abortion restrictions result in higher 
maternal mortality rates? 

Abortion advocates often assert that ma-
ternal mortality rates inevitably increase 
when women cannot readily access abor-
tion, but very poor data exist to support 

this claim.11 In fact, some data suggest that 
abortion is associated with higher mortal-
ity rates, and restrictions may result in im-
proved maternal outcomes. 

In Finland, where health data is centralized 
and progressive policies are in place, abor-
tion is associated with 49.5 maternal 
deaths per 100,000 women; in compari-
son, all external causes of death after de-
livery only represented 8.1/100,000. For 
all pregnancy outcomes in all age groups 
under 40, mortality rates were highest af-
ter termination of pregnancy.12 This may 
relate to several things, including that pa-
tients seeking abortion may have a higher 
baseline risk of maternal mortality. Even if 
this statistic is very biased, it shows that 
abortion is unable to resolve any underly-
ing mortality risk. 

It is noteworthy, too, that abortion is asso-
ciated with high risk of maternal death 
even though Finland only permits abor-
tions before 12 weeks, the least dangerous 
time of abortion. In contrast, most U.S. 
states permit abortion through the second 
trimester, even though the risk of death 
due to induced abortion increases by 38% 
for every week after eight weeks gesta-
tion.13 Maternal health outcomes in Fin-
land are superior to U.S. outcomes, and 
statistics such as these support restriction 
of abortion to improve rates of maternal 
mortality. 

Mexican states with more restrictive abor-
tion laws had lower overall maternal mor-
tality ratios (38.3 vs 49.6; p<0.001) com-
pared to Mexican states with more permis-
sive abortion laws. Moreover, abortion 
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itself may also be safer in states with more 
restrictive laws, given that these states 
have lower maternal mortality ratios after 
induced abortion (0.9 vs 1.7; p < 0.001).14 

In Chile, an enormous drop in the rate of 
maternal mortality over a fifty-year period 
was largely related to health and safety in-
frastructure. During this period, Chile 
made abortion illegal, but continued to see 
the same improvement in maternal mor-
tality rates—making abortion illegal nei-
ther improved nor perturbed the improve-
ment in maternal mortality.15  

South Africa, a counter-example, has seen 
maternal mortality rates improve with le-
galization of abortion after a longstanding 
prohibition.16 As in Chile, abortion re-
strictions are one variable in a network of 
contributors to maternal mortality, but 
they do not automatically increase the rate 
of maternal deaths.  

 

Q Do abortion restrictions result in sub-
standard care for women? 

Women seeking abortions deserve the 
same level of healthcare as any other 
woman. In many cases, abortion re-
strictions improve the level of care for 
women by making abortion more like 
other interactions between physicians and 
their patients. Restrictions such as ultra-
sound requirements, hospital privileges, 
and waiting periods can protect women 
who deserve care like patients in other ar-
eas of surgical and pregnancy care. 

Ultrasound requirements require abortion 
providers to verify gestational age and 
pregnancy location. Put simply, these re-
strictions ensure that providers make an 
accurate diagnosis before beginning an in-
tervention. The risks of abortion increase 
significantly the further along in pregnancy 
a woman is, so accurate assessment of her 
gestational age is crucial to providing her a 
correct sense of the risks she accepts by 
consenting to abortion.13 The American 
College of Obstetricians and Gynecologists 
(ACOG) describe that only half of women 
accurately recall their last menstrual pe-
riod, the simplest way to date pregnancy. 
For this large proportion of women, dating 
should be based on ultrasound estimates 
and women without an ultrasound to con-
firm or revise their due date before 22 
weeks are suboptimally dated.17 

According to this guidance, women who do 
not receive an ultrasound prior to abortion 
are suboptimally dated, which diminishes 
the accuracy of providers’ counseling 
about procedure risks. However, in the 
case of abortion, ACOG claims that ultra-
sounds are “medically unnecessary” prior 
to abortions.18 ACOG does not comment 
on how informed consent could be ad-
versely impacted or even impossible with-
out accurate knowledge of intrauterine lo-
cation and gestational age. In contrast, 
AAPLOG recommends ultrasounds as med-
ically appropriate.19 

Hospital privilege requirements help abor-
tion providers accurately assess complica-
tions and outcomes of their procedures 
and prevent women from being medically 
abandoned after their procedure. 
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Currently, the ramifications of abortions 
are not usually felt by the abortion provid-
ers or clinics, but by urgent care facilities, 
emergency departments, and other 
women’s health providers who provide 
treatment for abortion complications.20 
These providers typically do not have con-
tact with the abortion providers or access 
to patients’ history, which represents a sig-
nificant gap in communication about care. 

ACOG acknowledges that “accurate com-
munication of information about a patient 
from one member of the health care team 
to another is a critical element of patient 
care and safety” and that “[o]ne of the 
leading causes of medical errors is a break-
down in communication.”21 In fact, ACOG 
describes a “handoff” as “the transfer of 
patient information and knowledge, along 
with authority and responsibility, from one 
clinician or team of clinicians to an-
other.”21 ACOG does not encourage any 
form of handoff between abortion provid-
ers and emergency personnel and no 
standards for such handoff exist. One al-
ternative to handoffs would be to have 
abortion providers on call for surgical com-
plications, like many surgical providers in 
the American healthcare system, but 
ACOG guidelines do not support this prac-
tice. 

In summary, ACOG’s general communica-
tion standards are excellent for women’s 
health, but need to be consistently applied 
to providers who perform abortion. In the 
absence of this practice, states may have a 
vested interest in regulating patient 
handoffs or admitting privileges to avoid 
medical error, patient abandonment, or 

inaccurate perception of complications 
among those performing abortions. 

 

Q Do abortion restrictions result in coer-
cion of women? 

Just as some restrictions aid diagnosis by 
confirming intrauterine pregnancy and 
gestational age, others can aid informed 
consent. Data suggest that many women 
are either unsure of their decision to pur-
sue abortion or feel pressured into it.22 A 
2004 study that surveyed women who had 
undergone abortions in the U.S. showed 
the importance of waiting periods, in-
creased counseling and in-person visits in 
order to screen for coercion and ensure in-
formed consent.23 Selected findings in-
clude: 

 67% of women stated they received no 
counseling prior to their abortion. 

 Only 11% of women felt that the coun-
seling they received prior to their abor-
tion was adequate. 

 Only 17% of women were counseled 
on alternatives. 

 64% of women responded that they 
felt pressured to have the abortion. 

 54% of women were unsure about 
their abortion decision at the time of 
their abortion. 

 30% of women who responded had 
health complications after their abor-
tions. 
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 36% of women had suicidal ideations 
after their abortions and 54% felt bad 
about their decision. 

 60% of women stated that they felt 
"part of me died." 

 Only 4% of women claimed to feel 
more in control of their life after their 
abortion. 

This cohort of patients’ experiences is vul-
nerable to recall bias and selection bias, 
but it nevertheless provides evidence that 
some women remember their abortion as 
an experience of uncertainty, incomplete 
counseling, and regret. This suggests a par-
ticular type of restriction, such as waiting 
periods or specific requirements for in-
formed consent, may improve consent and 
sureness about decision-making. 

Another advantage of waiting periods is 
the ability to provide standard medical 
care, such as Rho(D) immunoglobulin ad-
ministration when indicated, which de-
creases the rate of alloimmunization in fu-
ture pregnancies.24 

 

Q Could abortion restrictions decrease 
preterm birth rates? 

This question has never been directly stud-
ied. However, the Institute of Medicine 
lists surgical abortion as an immutable risk 
factor for preterm birth (PTB),25 as over 
165 studies converge on increased risk and 
dose effect from multiple abortions.26 Pre-
term birth adds $26.2 billion to U.S. 
healthcare expenditures yearly27 and has 

unmeasured long-lasting costs related to 
the higher rates of cardiovascular disease 
and stroke among mothers who deliver 
preterm infants.28 This increased risk of 
preterm birth is especially impactful in 
Black women, who already have a three- 
to-four-fold higher abortion rate and dou-
ble the preterm birth rate compared to 
non-Black patients.29,30 As a result, states 
may see a compelling and legitimate inter-
est in reducing preterm birth by restricting 
surgical abortions.  

 

Q Could abortion restrictions decrease 
the burden of mental illness? 

In addition to the physical ramifications of 
abortion, there is also a relationship be-
tween abortions and mental health com-
plications. America is battling its largest 
mental health epidemic to date, and many 
women seeking abortion possess one or 
more of the 14 risk factors for adverse 
mental health outcomes determined by 
the American Psychological Association.31 

From 1993 to 2018 there were 75 studies 
examining the relationship between abor-
tion and mental illness, of which two-
thirds showed an increased risk of mental 
health complications after abortion.32 

 
Abortion advocates usually focus on multi-
ple studies that emerge from a single co-
hort of women (the Turnaway cohort), but 
these studies all carry biases that stem 
from the way the data was collected. The 
cohort had a response rate of 37%, low for 
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a highly-cited study with multiple second-
ary analyses.32 After recruitment, 44% of 
women dropped out leaving a cohort of 
only 17% of eligible participants. This small 
slice of the population is vulnerable to se-
lection bias since women more wounded 
by abortions may be less likely to partici-
pate. The original Turnaway study did not 
collect variables known to increase the risk 
of adverse mental health outcomes such 
as gestational age. Given these weak-
nesses it is unwise to rely only on Turna-
way data; instead, an honest assessment 
of the effects of abortion should use the 
entirety of the scientific literature on this 
topic. 
 
The most comprehensive review of availa-
ble literature done in the United States 
showed that 49 of 75 (65%) studies 
showed a positive correlation between 
abortion and adverse mental health out-
comes.32 Here, abortion significantly in-
creased the risk for depression, anxiety, 
substance abuse, suicidal ideation, and su-
icidal behavior, even when compared to 
women with unintended pregnancies who 
carried to term. 
 
Outside of the U.S., the most complete 
data set on this topic is the previously-
cited Finnish study on maternal mortality, 
which showed a seven-fold higher suicide 
rate after abortion when compared to giv-
ing birth. The mortality rate for suicides 
was 3.3/100,000 in ongoing pregnancies, 
21.8/100,000 after termination of preg-
nancy, and 10.2/100,000 among non-

pregnant women.12 Certainly there are 
many factors that differ between the 
group of women seeking abortions, the 
group of women who continue towards 
delivery, and women who are not preg-
nant. At the very least, these data suggest 
that abortion cannot nullify the effects of 
these differences—it is not a cure for any 
pre-existing determinants or conditions, 
nor is it a reliable preventative measure. 
 
In summary, a minimum of 20-30% of 
women suffer from serious, prolonged 
negative psychological consequences after 
an abortion, which amounts to 260,000 
new cases of mental health problems in 
the U.S. each year.32 Given the current 
mental health crisis in the U.S., lawmakers 
may seek abortion restrictions to alleviate 
this burden on Americans. 

 

Q Do state-level abortion bans contradict 
“reproductive justice?” 

According to certain definitions of a “just 
society,” claims have been made that 
abortion restrictions violate “the human 
right [to] maintain personal bodily auton-
omy, have children, not have children, and 
parent the children we have in safe and 
sustainable communities.”33 
 
This framework focuses on the real bur-
dens of pregnancy and childbirth, which 
are indeed separate from the subsequent 
burdens of parenting and are not relieved 
by surrendering or adopting a newborn.34 
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However, this framework fails to take into 
account the fetal patient, which is also be-
ing cared for by prenatal care providers. 
Abortion is not a decision to “not have chil-
dren,” it is actively ending the life of a pre-
born child.  
 
State legislators need not endorse abor-
tion as the only or best means of avoiding 
the legitimate burdens of pregnancy and 
childbirth. There are other options. Policy-
makers on both sides should strongly con-
sider funding initiatives that alleviate pov-
erty, aid families in need, improve prenatal 
care services, and prevent unplanned 
pregnancies. 

 

Summary of Recommendations and 
Conclusion 

The following recommendations are based 
on good and consistent scientific evidence 
(Level A): 

1. The large majority of OB/GYNs do not 
perform abortions, suggesting it is not 
essential to women’s healthcare. 

2. Abortion restrictions do not prohibit 
physicians from separating mother and 
fetus through induction of labor or ce-
sarean section in the case of life-
threatening maternal conditions. De-
livery can be initiated without the pri-
mary intent of causing the fetus to die. 

3. Preterm or previable delivery of an in-
tact (usually living) fetus due to a life-
threatening maternal condition is 

fundamentally different from inten-
tionally ending the life of the fetal hu-
man being prior to delivery.The risk of 
death from induced abortion increases 
by 38% for every week after eight 
weeks gestation.  

4. Surgical abortion is associated with in-
creased rates of preterm birth; more 
abortions lead to higher increases in 
preterm birth rates. 

5. There is an association between abor-
tion and mental health problems, es-
pecially with certain underlying risk 
factors. 

6. Abortion is associated with increased 
suicide rates in a Finnish sample. 

The following recommendations are based 
on limited and inconsistent scientific evi-
dence (Level B): 

1. About 20-30% of women who undergo 
an abortion will subsequently suffer 
from serious, prolonged negative psy-
chological consequences, which 
amounts to 260,000 new cases of men-
tal health problems in the U.S. each 
year. 

2. Some abortion restrictions reduce the 
rate of abortions, although many vari-
ables affect these situations. 

3. Some women remember their abor-
tion as an experience of uncertainty, 
incomplete counseling, and regret. 

The following recommendations are based 
primarily on consensus and expert opinion 
(Level C): 
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1. Regulating handoff of post-abor-
tion patients or requiring admitting 
privileges may support patient care 
by avoiding medical error, prevent-
ing patient abandonment, and im-
proving measurement of abortion 
complications. 

2. Waiting periods may improve con-
sent and sureness about decision-
making. 

 

References 

1. Roe v. Wade, 410 U.S. 113 (1973). 

2. Planned Parenthood v. Casey, 505 U.S. 
833, 859 (1992). 

3. Forsythe C, Harrison D.  State regulation of 
chemical abortion after Dobbs. 16 p. Lib. 
Univ. Law Rev. Forthcoming 2022. 

4. Desai S, Jones RK, Castle K. Estimating 
abortion provision and abortion referrals 
among United States obstetrician-gynecol-
ogists in private practice. Contraception. 
2018 Apr;97(4):297-302. Epub 2017 Nov 
21. PMID: 29174883; PMCID: 
PMC5942890. doi.org/10.1016/j.contra-
ception.2017.11.004  

5. American Association of Pro-life Obstetri-
cians and Gynecologists. Defining the end 
of pregnancy. Eau Claire (MI): American 
Association of Pro-life Obstetricians and 
Gynecologists;  2020 Mar. 11 p. (Practice 
Bulletin, no. 10). FINAL-AAPLOG-PB-10-
Defining-the-End-of-Pregnancy.pdf 

6. Brooks N, Bendavid E, Miller G. USA aid 
policy and induced abortion in sub-

Saharan Africa: an analysis of the Mexico 
City Policy. Lancet Glob Health. 
2019;7(8):e1046-e53. 
doi.org/10.1016/S2214-109X(19)30267-0  

7. Westoff CF. Desired number of children: 
2000-2008. DHS Comparative Reports 25. 
ICF Macro: Calverton (MD) USAID, 2010 
Feb. Office of Population Research, Prince-
ton University, Princeton, NJ. Available 
from: https://www.dhspro-
gram.com/pubs/pdf/CR25/CR25.pdf   

8. Legal abortion: a speaker's and debater's 
notebook. [Washington, DC]: National 
Abortion Rights Action League (NARAL), 
1978. 

9. Population by age groups, race, and sex for 
1960-97. [Atlanta (GA)]: Centers for Dis-
ease Control, p. 20; 75 p. PFP#991189390. 
https://www.cdc.gov/nchs/data/statab/p
op6097.pdf 

10. Maddow‐Zimet I, Kost K. Pregnancies, 
births and abortions in the United States, 
1973–2017: national and state trends by 
age, appendix tables. New York (NY), 
Washington (DC): Guttmacher Institute; 
c2021. 41 p. 
https://www.guttmacher.org/sites/de-
fault/files/report_downloads/pregnan-
cies-births-abortions-us-1973-2017-ap-
pendix-tables.pdf 

11. Professional Ethics Committee, AAPLOG. 
Induced abortion and the increased risk of 
maternal mortality. Eau Claire (MI): Amer-
ican Association of Pro-life Obstetricians 
and Gynecologists; 2019 Aug. 17 p. (Com-
mittee Opinion, no. 6). https://aap-
log.org/wp-



 

         Evidence-Based Guidelines for Pro-Life Practice   11 

content/uploads/2020/01/FINAL-CO-6-In-
duced-Abortion-Increased-Risks-of-Ma-
ternal-Mortality.pdf 

12. Karalis E, Ulander VM, Tapper AM, Gissler 
M. Decreasing mortality during pregnancy 
and for a year after while mortality after 
termination of pregnancy remains high: a 
population‐based register study of preg-
nancy‐associated deaths in Finland 2001–

2012. BJOG. 2017 Jun;124(7):1115-1121. 
doi.org/10.1111/1471-0528.14484. Epub 
2016 Dec. https://pub-
med.ncbi.nlm.nih.gov/28029218/ 

13. Professional Ethics Committee, AAPLOG. 
Induced abortion and the increased risk of 
maternal mortality. Eau Claire (MI): Amer-
ican Association of Pro-life Obstetricians 
and Gynecologists; 2019 Aug. 17 p. (Com-
mittee Opinion, no. 6). https://aap-
log.org/wp-content/uploads/2020/01/FI-
NAL-CO-6-Induced-Abortion-Increased-
Risks-of-Maternal-Mortality.pdf.  

14. Koch E, Chireau M, Pliego F, et al. Abortion 
legislation, maternal healthcare, fertility, 
female literacy, sanitation, violence 
against women and maternal deaths: a 
natural experiment in 32 Mexican states. 
BMJ Open2015;5:e006013. 
doi.org/10.1136/bmjopen-2014-006013 

15. Koch E, Thorp J, Bravo M, Gatica S, 
Romero CX, et al. (2012) Women's educa-
tion level, maternal health facilities, abor-
tion legislation and maternal deaths: a nat-
ural experiment in Chile from 1957 to 
2007. PLOS ONE 7(5): 
e36613. doi.org/10.1371/jour-
nal.pone.0036613 

16. Hogan MC, Foreman KJ, Naghavi M, et al. 
Maternal mortality for 181 countries, 
1980–2008: a systematic analysis of pro-
gress towards Millennium Development 
Goal 5. Lancet. 2010 May;375(9726): 
1609–23. doi.org/10.1016/S0140-
6736(10)60518-1/fulltext. 

17. Committee on Obstetric Practice, ACOG. 
Methods for estimating the due date. [Chi-
cago (IL)]: American College of Obstetri-
cians & Gynecologists; 2017 May. 5 p. 
(Committee Opinion, no. 700, replaces 
Committee Opinion, no. 611, 2014 Oct). 
https://www.acog.org/-/media/pro-
ject/acog/acogorg/clinical/files/commit-
tee-opinion/articles/2017/05/methods-
for-estimating-the-due-date.pdf. 

18. Committee on Health Care for Under-
served Women, ACOG. Increasing access 
to abortion. [Chicago (IL)]: American Col-
lege of Obstetricians and Gynecologists; 
2020 Dec. (Committee Opinion, no. 815, 
replacing Committee Opinion, no. 613, 
2014 Nov). https://www.acog.org/clini-
cal/clinical-guidance/committee-opin-
ion/articles/2020/12/increasing-access-
to-abortion  

19. Professional Ethics Committee of AAPLOG. 
Dangers of relaxed restrictions on Mife-
pristone. Eau Claire (MI): American Associ-
ation of Pro-life Obstetricians and Gyne-
cologists; 2021 Oct. 14 p. (Committee 
Opinion, no. 9). https://aaplog.org/wp-
content/uploads/2021/11/CO-9-Mifepris-
tone-Restrictions-1.pdf 

20. Brief of Amicus Curiae American Associa-
tion of Pro-Life Obstetricians and Gynecol-
ogists in Support of Rebekah Gee, 



 

         Evidence-Based Guidelines for Pro-Life Practice   12 

Secretary, Louisiana Dept. of Health and 
Hospitals, Case Nos. 18-1323 & 18-1460. 
Accessible at: https://www.su-
premecourt.gov/DocketPDF/18/18-
1323/126927/20191227154424488_AAP-
LOG%20Amicus%20Brief.pdf 

21. Committee on Patient Safety and Quality 
Improvement, ACOG. Communication 
strategies for patient handoffs. [Chicago 
(IL)]: American College of Obstetricians 
and Gynecologists; 2012 Feb. (Committee 
Opinion, no. 517, replaces Committee 
Opinion, no. 367, 2007 Jun). 
https://www.acog.org/clinical/clinical-
guidance/committee-opinion/arti-
cles/2012/02/communication-strategies-
for-patient-handoffs 

22. Committee on Health Care for Under-
served Women, ACOG. Increasing access 
to abortion. [Chicago (IL)]: American Col-
lege of Obstetricians and Gynecologists; 
2020 Dec. (Committee Opinion no. 815, re-
placing Committee Opinion no. 613, 2014 
Nov.). https://www.acog.org/clinical/clini-
cal-guidance/committee-opinion/arti-
cles/2020/12/increasing-access-to-abor-
tion 

23. Rue V M, Coleman PK, Rue JJ, Reardon DC. 
Induced abortion and traumatic stress: a 
preliminary comparison of American and 
Russian women. Med Sci Monit. 2004 
Oct;10(10):SR5-16. PMID: 15448616. 
https://pub-
med.ncbi.nlm.nih.gov/15448616/ 

24. Practice Bulletin No. 181: Prevention of Rh 
D alloimmunization. Obstet Gynecol. 2017 
Aug;130(2)e57-e70.  
doi.org/10.1097/AOG.0000000000002232  

25.  Butler AS, Behrman RE eds; Institute of 
Medicine (US) Committee on Understand-
ing Premature Birth and Assuring Healthy 
Outcomes. Preterm birth: causes, conse-
quences, and prevention. Washington 
(DC):  National Academies Press (US); 
2007. PMID: 20669423 
doi.org/10.17226/11622 

26. American Association of Pro-life Obstetri-
cians and Gynecologists. A detailed exami-
nation of the data on surgical abortion and 
preterm birth. Eau Claire (MI): Association 
of Pro-life Obstetricians and Gynecol-
ogists; 2021 Nov. 33 p. (Practice Guideline, 
no. 11). https://aaplog.org/wp-con-
tent/uploads/2021/11/PG-11-A-Detailed-
Examination-of-the-Data-on-Surgical-
Abortion-and-Preterm-Birth.pdf  

27. March of Dimes. The economic and socie-
tal costs [Internet]. Available from: 
https://www.marchofdimes.org/mis-
sion/the-economic-and-societal-
costs.aspx  

28. Manuck TA. Racial and ethnic differences 
in preterm birth: a complex, multifactorial 
problem. Semin Perinatol. 2017 
Dec;41(8):511-518.  
doi.org/10.1053/j.semperi.2017.08.101  

29. Schaaf JM, Liem SM, Mol BW, Abu-Hanna 
A, Ravelli AC. Ethnic and racial disparities 
in the risk of preterm birth: a systematic 
review and meta-analysis. Am J Perinatol. 
2013 Jun; 30(6):433-50. 
doi.org/10.1055/s-0032-1326988  

30. Schaaf JM, Liem SM, Mol BW, Abu-Hanna 
A, Ravelli AC. Ethnic and racial disparities 
in the risk of preterm birth: a systematic 
review and meta-analysis. Am J Perinatol. 



 

         Evidence-Based Guidelines for Pro-Life Practice   13 

2013 Jun; 30(6):433-50. 
doi.org/10.1055/s-0032-1326988  

31. Major B, Appelbaum M, Beckman L, Dut-
ton MA, Russo, NF, West C. Report of the 
APA Task Force on Mental Health and 
Abortion. Washington (DC): American Psy-
chological Association; 2008. 107 p. Re-
trieved from 
http://www.apa.org/pi/wpo/mental-
health-abortion-report.pdf  
 

32. American Association of Pro-Life Obstetri-
cians & Gynecologists. Abortion and men-
tal health.  Eau Claire (MI): Association of 
Pro-life Obstetricians and Gynecologists; 
2019 Dec. 10 p. (Practice Bulletin, no. 7). 
https://aaplog.org/wp-content/up-
loads/2019/12/FINAL-Abortion-Mental-
Health-PB7.pdf. 

 
33. SisterSong Women of Color Reproductive 

Justice Collective. Reproductive justice 
briefing book: a primer on reproductive 
justice and social change [monograph in 
the internet]. 2007. Available from: 
https://www.protectchoice.org/down-
loads/Reproductive%20Justice%20Brief-
ing%20Book.pdf. 

 
34. Raymond EG, Grimes DA. The comparative 

safety of legal induced abortion and child-
birth in the United States. Obstet Gynecol. 
2012 Feb;119(2 Pt 1):215-
9.  doi.org/10.1097/AOG.0b013e31823fe9
23 

 
 

. 

 


