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The growing restrictive abortion policies nationwide and the Supreme 
Court decision on Dobbs v. Jackson Women’s Health Organization place 
increasing barriers to abortion access in the United  States. These restrictions 
disproportionately affect low-income people of color, immigrants, and non-
English speakers, and have the potential to exacerbate already existing racial 
inequities in maternal and neonatal outcomes. The United  States is facing a 
Black maternal health crisis where Black birthing people are more than twice as 
likely to experience maternal mortality and severe maternal morbidity compared 
to White birthing people. Restrictions creating geographic, transportation, and 
financial barriers to obtaining an abortion can result in increased rates of maternal 
death and adverse outcomes across all groups but especially among Black 
birthing people. Restrictive abortion laws in certain states will decrease already 
limited training opportunities in abortion care for medical professionals, despite 
the existing abortion provider shortage. There is an immediate need for federal 
legislation codifying broad abortion care access into law and expanding access 
to abortion training across medical education. This commentary explores the 
impact of restrictive abortion laws on the Black maternal health crisis through 
multiple pathways in a logic model. By identifying current barriers to abortion 
education in medical school and residency, we created a list of action items to 
expand abortion education and access.
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Introduction

In 2021, over 90 restrictive abortion policies had been enacted in the United States (US); 
more than any other year on record since the Roe v. Wade Supreme Court ruling in 1973 (1). 
The Roe v. Wade decision reduced maternal mortality rates by 30–40% for people of color by 
securing access to safe and legal abortions (2). The Supreme Court’s decision on Dobbs v. Jackson 
Women’s Health Organization has overturned the 50 years precedent set by Roe v. Wade, resulting 
in an immediate impact on abortion access (3). This decision overturned the rulings of Roe v. 
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Wade and Planned Parenthood v. Casey, removing federal protection 
for abortion access and allowing states to regulate, limit, or ban 
abortion. As of September 2019, the majority of reproductive-age 
people living in the US live in abortion-hostile states (4). The Supreme 
Court’s decision to overturn Roe v. Wade in the Dobbs v. Jackson 
Women’s Health Organization decision has paved the way for 28 states 
with laws in place or proposed to ban abortion almost entirely through 
new legislation or preceding trigger laws that previously could not 
be enforced following the Roe v. Wade ruling (5–7).

Currently, 11.3 million individuals have to travel over an hour 
to reach the nearest abortion clinic (8). The repercussions of each 
clinic closing ripple out as more pregnant people seek services at a 
smaller number of centers, impacting not only the distance patients 
have to travel but also the congestion of each center, as they serve 
both local patients and patients from nearby states (9). A 25-mile 
increase in travel distance has been associated with a 5% reduction 
in abortions; as abortion clinics close, the remaining clinics 
experience an influx of patients that results in a decrease in 
abortions in their community (9). The increase of patients at 
facilities that provide abortions as other nearby facilities close 
negatively impacts the delivery of other care offered at reproductive 
health care clinics, such as preventative breast exams, mammograms, 
and pap smears (10).

Low-income and birthing people of color have increased rates of 
abortion compared to White and high-income birthing people (11). 
The abortion rate among White individuals in the US is 10 per 1,000, 
while it is 27.1 per 1,000 among Black individuals (12). Approximately 
70% of pregnancies that were documented in 2014 were reported as 
unintended among Black people, while the rates were 57 and 42% 
among Hispanic and White people, respectively (13). Increased 
hostility toward accessing abortion creates an even more dangerous 
climate for Black people, who are already 2–4 times as likely to 
experience maternal mortality and morbidity than their White 
counterparts (14). Socioeconomic status, racial discrimination, and 
disproportionate access to health care, including more effective forms 
of contraception, are pivotal determinants in experiencing 
unintended pregnancies and similarly limit abortion access. Black 
people live in states with the most restrictive policies regarding 
abortion (15).

Hostile restrictions to abortion access coupled with the 
pre-existing Black maternal health crisis will result in increased rates 
of mortality and morbidity among Black birthing people. One study 
estimates a total abortion ban in the United States would result in an 
additional 140 maternal deaths annually (16). This would be a 21% 
increase in maternal death and a 33% increase for non-Hispanic Black 
individuals (16). One study estimated that the closure of abortion 
clinics and early gestational age limits increase maternal mortality by 
6–15 and 38%, respectively. Worldwide, unsafe abortion results in the 
loss of 68,000 lives annually (17). Restrictions on legal and safe 
abortion can force individuals to resort to unsafe abortions performed 
by untrained individuals in unsafe settings, using methods that fail to 
meet healthcare standards (18).

This commentary showcases the impact of restrictive abortion 
laws on the Black maternal health crisis through multiple pathways in 
a logic model. The logic model in Figure 1 explores the connections 
between abortion restrictions and the worsening Black maternal 
health crisis further, using abortion education and training as both a 
determinant and strategy (19–21).

Looking forward: abortion education

Abortion education and training for medical students and 
residents, as well as related reproductive care, will become even more 
limited than it was prior to Dobbs v. Jackson Women’s Health 
Organization (22). These limitations on education will exacerbate racial 
inequities in maternal health by further limiting the quality of routine 
obstetric care in certain geographic regions that are already devastated 
by poor maternal health outcomes and by reducing opportunities to 
improve abortion provider diversity and provider concordance that 
was lacking prior to the Dobbs decision. In overturning Roe v. Wade, a 
distinction between essential healthcare and abortion has been made. 
However, routine obstetrical care includes abortion (23). It is 
imperative that future physicians have access to training on essential 
healthcare such as abortion. Similarly, abortion providers who have 
academic appointments in hostile states may be limited in what they 
can teach, and the number of clinical learning opportunities for 
abortion during the final 2 years of medical school will likely decrease 
(21, 22). The decision to overturn Roe v. Wade will not only make it 
more difficult for providers to perform abortions, but could also affect 
training in and care for patients requiring lifesaving miscarriage and 
ectopic pregnancy care (21, 24). Across various specialties, such as 
emergency medicine, residents find themselves weighing the options 
between facing criminal charges for performing an abortion, or losing 
their patient whose survival depends on access to an abortion (25). 
Lack of abortion training access will decrease the quality of care 
physicians provide and the quantity of physicians able to provide this 
care in abortion hostile states. Thus, we sought to explore the current 
atmosphere of abortion training and how it will impact the Black 
maternal health crisis in our logic model and narrative review.

Abortion education in medical schools

By the age of 40, one in four American birthing people have 
undergone at least one abortion procedure in their lives, making 
abortion one of the most common healthcare procedures in the US (4, 
26, 27). Professional organizations such as the American College of 
Obstetricians and Gynecologists (ACOG) recognize abortion as an 
important and core topic for medical education (28). Despite being one 
of the most widely utilized maternal health care services and recognized 
as an essential topic for medical education, the majority of US medical 
schools lack sufficient abortion education (27). While competing 
priorities and the breadth of information necessary to provide are causes 
of limitations in all preclinical education, one cause for the insufficient 
attention given to abortion during preclinical years lies includes the 
underlying sexism and racism present in medical education (29). 
Medical practice inadequately considers gender in the areas of diagnosis, 
treatment, and disease management for men, women, and gender 
minorities (30). Gender minorities have been systematically excluded 
from medical and scientific knowledge. As a consequence, the 
healthcare system has been shaped by and catered to men. This bias in 
healthcare and clinical research has far-reaching implications for 
obstetric health and medical practices compromising the quality of care 
provided to birthing persons (31, 32). The logic model in Figure 1 
showcases the medical bias is worse for racial and ethnic minorities 
demonstrated by the current Black maternal mortality crisis rooted in 
the history of obstetric racism present in the US.
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There is very limited data on abortion curricula in US medical 
schools (33). One of the few studies published on this topic 
demonstrated that abortion education is not thoroughly incorporated 
into medical schools’ curricula: 17% of medical schools in the US did 
not formally teach abortion, and less than 50% of schools dedicated at 
least one lecture on abortion (26). Of the schools that offered clinical 
abortion care experience, it was included in the third year of medical 
school as an elective course that interested students had to actively 
seek out (26). Another study requesting information from the 126 
accredited US medical schools’ OB/GYN clerkship directors found 
that nearly a quarter of schools offered no formal abortion education 
in their clinical and preclinical program years, and a majority of 
schools only offered one abortion-care lecture elective course (34). An 
updated preliminary 2020 study reported that since 2005, there have 
been increases in abortion education availability in American medical 
schools, but compared to the national demand, the increases are 
insufficient (35). This is only set to progressively worsen with abortion 
education being limited in nearly half of the country.

In the year following the Dobbs decision (2022–2023), states with 
the most severe abortion restrictions found a 3.0% decrease in all 
applicants into residency programs, with a 10.5% decrease in OB/
GYN applicants compared to previous application cycles (36). In a 
single application cycle, the impact of the Dobbs decision and 
subsequent abortion bans and restrictions has been made clear by 
these graduating medical students choosing to practice in other states. 
This change foreshadows a decrease in the number of physicians in 
states with abortion restriction, in OB/GYN as well as other specialties.

Abortion training in residency

The Accreditation Council for Graduate Medical Education 
(ACGME) and ACOG require and recommend all 267 accredited 

obstetrics and gynecology residency programs in the US provide 
access to abortion training and routinely teach abortion care to their 
residents (33). A study published in 2019 surveying OB/GYN Program 
Directors found that out of 190 respondents, 10 programs do not offer 
any abortion training at all (5%), 59 offer optional abortion training 
(31%), and 121 programs routinely schedule training for their 
residents (64%) (37). This is concerning as contraception, miscarriage 
management, medication and surgical abortion methods are highly 
necessary and routine health procedures for a large part of the US 
population (4).

Recent years have demonstrated increased integration and 
abortion care training among family medicine physicians. Family 
medicine physicians are the most common specialty in medicine 
practicing in abortion-care deserts, places with a lack of abortion-
care/abortion-care access limitations (38). In a nationally 
representative sample of family medicine physicians, over 80% 
described having treated early pregnancy loss and 73% agreed that 
abortion was within their scope of practice, whereas only about 15% 
of family medicine providers in this survey reported offering early 
abortion care. This discrepancy may be explained by the fact that only 
7% of all nationally accredited family medicine residencies offer 
abortion-care training (38). All medical practitioners who serve 
reproductive-aged birthing people must understand and be able to 
adequately facilitate abortion care and comprehensive family planning 
counseling, even if they do not perform the abortions themselves (33).

Following the Dobbs decision overturning Roe v. Wade, 
approximately 44% of residents in OB/GYN programs will no longer 
have access to in-state abortion training (39). Before Dobbs, residents 
in Missouri had to go to Illinois to be fully trained in abortion, now 
traveling elsewhere to practice these skills will become a reality for 
residents in Texas and other states that are hostile to abortion, though 
coordinating this effort will be difficult (21). Physicians in Louisiana 
are concerned that they will not be able to recruit the best physicians 

FIGURE 1

The impact of abortion restrictions on the US Black maternal health crisis logic model.
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to the state due to the new laws limiting abortion training and 
provision opportunities, impacting the quality of care for its 
residents (24).

Barriers for providers

Over the past several years, the number of abortion providers in 
most states has significantly declined. As of 2017, 89% of all US 
counties do not have an abortion provider available for their residents 
(4). The abortion provider decline is associated with the increasingly 
restrictive and hostile abortion legislation taking hold in the US (4, 
40). Over the last decade, there have been 479 abortion restrictions 
enacted in 33 states, even though abortion is one of the safest medical 
procedures (40).

States with abortion bans or restrictions experience adverse 
outcomes including limited maternity care providers, maternity care 
deserts, higher rates of maternal mortality and infant death, especially 
among people of color, elevated death rates for birthing individuals of 
reproductive age, and greater racial disparities in healthcare (41, 42). 
Maternal death rates in abortion-restriction states were 62% higher 
than in states with greater abortion access states (28.8 vs. 17.8 per 
100,000 births) (43). Abortion-restrictive states have a 32% lower ratio 
of obstetricians to births and a 59% lower ratio of certified nurse 
midwives to births compared to states with abortion access (41). The 
recent Dobbs decision could exacerbate this disparity as it may deter 
some maternity care providers from practicing in states where their 
work faces legal challenges, as seen in the recent residency application 
cycle (36). Insufficient maternity resources not only restrict access to 
birthing services, but also make it harder for pregnant individuals to 
access early and continuous prenatal care. In 2020, states with abortion 
restrictions had a 62% higher proportion of individuals giving birth 
who either received no prenatal care or received it late when compared 
to states with abortion access (44).

Surveyed Maternal-Fetal Medicine (MFM) providers stated that 
individual, institutional, and state-level factors impact their ability to 
provide abortion care in their practices (40). Limitations such as 
abortion public funding, cost, state mandates, waiting periods, and 
institutional policies impact their ability to provide abortion care 
(40). MFM physicians practicing in supportive abortion legislation 
states reported higher abortion provisions than those physicians 
practicing in abortion-hostile states, resulting in an unequal 
geographic distribution and representation of abortion providers and 
abortion clinics across the US and reduced access to reproductive 
health services (40). The disproportionate distribution of physicians 
is especially dangerous for high-risk patients whose pregnancies pose 
impending physical threats to their lives and who are located in areas 
with reduced or no access to family planning counseling services 
(Figure  1). All these factors readily contribute to the rising US 
maternal mortality rates, especially for Black birthing people who 
face more deadly birth inequities that are slated to worsen as states 
further eliminate access and support for abortion (15, 40). Abortion 
providers and clinicians standing up to these injustices are facing 
immense backlash. For example, a physician in Indiana publicly 
shared a story of her 10-year-old patient who was raped and could 
not obtain an abortion in their home state; subsequently she was 
humiliated by state attorneys, called a liar, and is now facing legal 
troubles (45).

Provider concordance

Abortion hostility and restrictive legislation throughout 
institutions is not the only problem in accessing abortion and 
reproductive health care services, or training abortion provider. The 
abortion provider and abortion care workforce does not reflect the 
communities it serves. After centuries of canceled and compromised 
reproductive autonomy, Black birthing people once again find their 
health and rights in the hands of people who do not share their lived 
experiences. The majority of abortion care providers are White and 
serve largely non-White, immigrant, low-income, and non-English 
speaking populations (46, 47). This is a result of the systematic 
exclusion of people of color from the medical profession and results 
in the exclusion and stigmatization of patients (48). Nearly half of all 
abortions obtained in the US are by those whose incomes are below 
the federal poverty level (46). Despite this, wealthy, White individuals 
still hold the greatest power and leverage over the legislative decisions 
being made, the pathways created for education, pathways for 
employment and work, and education curricula surrounding abortion 
and reproductive health care. As training opportunities for abortion 
care become more limited across the country, there is further 
limitation to training culturally concordant providers.

Diverse physicians, healthcare specialists, and administrators are 
associated with improved health outcomes for underserved, 
vulnerable, underrepresented, and underprivileged patient 
populations (49). Not only are there improved health outcomes but 
a more diverse physician workforce is also associated with White 
doctors being more culturally competent and better serving minority 
patients (50). There must be increased workforce diversity in the 
physician and medical care workforce as a whole, and in abortion 
provision in particular, as cultural humility, competence, and respect 
are essential in creating an unbiased, quality healthcare system 
rooted in justice and equity (51). As opportunities for training 
become more limited with the elimination and severe restriction of 
abortion access, increasing provider concordance will become even 
more difficult, and should remain a focus of programs seeking to 
improve health equity.

Call to action

In recent years, with advocacy efforts from Medical Students for 
Choice, the Kenneth J. Ryan Program, and Reproductive Health 
Education in Family Medicine (RHEDI) programs, the availability 
of abortion education in some US medical schools has improved (4, 
27, 52). The overturn of Roe v. Wade will undoubtedly impose limits 
on education related to miscarriages and other OBGYN health 
issues (21). To combat this, abortion education must be embedded 
into the overall medical school curriculum for all US medical 
schools (27). The healthcare field should be intentional in training 
the next generation of clinicians. This can be  accomplished by 
requirements set forth by the American Medical Association, 
Association of American Medical Colleges, and the American 
Association of Colleges of Osteopathic Medicine, for all medical 
schools to include evidence-based abortion education in their 
preclinical curricula, and as possible in their clinical years. For 
schools in states with limited training to abortion, efforts should 
be made to offer abortion training experiences or dedicated time to 
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establish them in other states during clinical years. Further, 
standardized exams can demonstrate the ubiquity of and normalize 
abortion by including the topic as an unstigmatized procedure on 
the United States Medical Licensing Exams and Comprehensive 
Osteopathic Medical Licensing Examinations. It is crucial to 
incorporate abortion training into the medical school curriculum, 
similar to any other surgical or medical procedure, to diminish its 
associated stigma (28).

Both residents and medical students should be supported by their 
respective institutions for advocacy work being done to improve 
access to abortion care. Residents in specialties adjacent to abortion 
care including pediatrics, anesthesia, and emergency medicine, should 
be trained on counseling for abortion care options and where to refer 
patients. Programs that offer abortion training must also be intentional 
in recruitment of trainees. Not only should the number of abortion 
providers in training increase, but also the racial concordance between 
physician and patient should be considered as a determinant of patient 
experience and outcomes.

Attention should be  focused on improving access to abortion 
medication outside the clinic setting. Self-managed abortions are as 
safe as those in the clinic and online telemedicine can be  highly 
effective (53, 54). Most importantly, physicians of any specialty should 
not report individuals who seek care following a self-managed 
abortion. Legislative action is necessary to secure reproductive rights 
long-term. The healthcare field should advocate for establishing 
federal law securing access, in particular, to abortion and reproductive 
healthcare, including federally enacting the Women’s Health 
Protection Act (55). Given the fact that nearly one-quarter of birthing 
people in the US will have an abortion in their lifetimes and that 
abortion restrictions disproportionately impact already vulnerable 
populations, the medical community must leverage its power to 
protect the right to abortion and provide appropriate resources 
through advocacy.

Data availability statement

The original contributions presented in the study are included in 
the article/supplementary material, further inquiries can be directed 
to the corresponding author.

Author contributions

AK: Conceptualization, Data curation, Investigation, 
Methodology, Project administration, Visualization, Writing – 
original draft, Writing – review & editing. SD: Conceptualization, 
Data curation, Investigation, Visualization, Writing – original draft, 
Writing – review & editing. PF: Conceptualization, Data curation, 
Investigation, Writing – original draft, Writing – review & editing. FK: 
Conceptualization, Data curation, Supervision, Writing – review & 
editing. AL: Conceptualization, Data curation, Supervision, Writing 
– review & editing. BM: Investigation, Writing – original draft. LC: 
Writing – original draft, Writing – review & editing. EA: Writing – 
original draft, Writing – review & editing. NA-O: Conceptualization, 
Supervision, Writing – review & editing.

Funding

The author(s) declare that no financial support was received for 
the research, authorship, and/or publication of this article.

Acknowledgments

We would like to thank the CENTRS Health organization 
physicians for their mentorship in this project.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated organizations, 
or those of the publisher, the editors and the reviewers. Any product 
that may be evaluated in this article, or claim that may be made by its 
manufacturer, is not guaranteed or endorsed by the publisher.

References
 1. Nash E., Naide S. (2021). State policy trends at midyear 2021: already the worst 

legislative year ever for U.S. abortion rights. Guttmacher institute. Available at: https://
www.guttmacher.org/article/2021/07/state-policy-trends-midyear-2021-already-worst-
legislative-year-ever-us-abortion.

 2. Farin SM, Hoehn-Velasco L, Pesko M. The impact of legal abortion on maternal 
health: looking to the past to inform the present. SSRN Electron J. (2021). doi: 10.2139/
ssrn.3913899

 3. Gerstein J, Wang A. Exclusive: supreme court has voted to overturn abortion rights, 
draft opinion shows POLITICO (2022) Available at: https://www.politico.com/
news/2022/05/02/supreme-court-abortion-draft-opinion-00029473.

 4. Polic A, Rapkin RB. Access to abortion training. Semin Perinatol. (2020) 44:151271. 
doi: 10.1016/j.semperi.2020.151271

 5. Guttmacher Institute. (n.d.). Interactive map: US abortion policies and access after 
roe. Available at: https://states.guttmacher.org/policies/ (Accessed August 27, 2023).

 6. Kheyfets A, Miller B, Amutah-Onukagha N. Implications for racial inequities in 
maternal health if roe v Wade is lost. Lancet. (2022) 400:9–11. doi: 10.1016/
S0140-6736(22)01024-8

 7. McCann A., Johnston T. (2022). Where abortion could be banned without roe v. 
Wade The New York Times. Available at: https://www.nytimes.com/interactive/2022/us/
abortion-bans-restrictons-roe-v-wade.html.

 8. Lai K. K. R., Patel J. K. (2019). For millions of American women, abortion access is 
out of reach. The New  York Times. Available at: https://www.nytimes.com/
interactive/2019/05/31/us/abortion-clinics-map.html, https://www.nytimes.com/
interactive/2019/05/31/us/abortion-clinics-map.html.

 9. Lindo J., Myers C., Schlosser A., Cunningham S. (2017). How far is too far? New 
evidence on abortion clinic closures, access, and abortions. National Bureau of Economic 
Researh, Working Paper 23366.

 10. Lu Y, Slusky DJG. The impact of Women’s health clinic closures on preventive care. 
Am Econ J Appl Econ. (2016) 8:100–24. doi: 10.1257/app.20140405

 11. Dehlendorf C, Harris LH, Weitz TA. Disparities in abortion rates: a public health 
approach. Am J Public Health. (2013) 103:1772–9. doi: 10.2105/AJPH.2013.301339

 12. Jones RK, Kavanaugh ML. Changes in abortion rates between 2000 and 2008 and 
lifetime incidence of abortion. Obstet Gynecol. (2011) 117:1358–66. doi: 10.1097/
AOG.0b013e31821c405e

https://doi.org/10.3389/fpubh.2023.1291668
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.guttmacher.org/article/2021/07/state-policy-trends-midyear-2021-already-worst-legislative-year-ever-us-abortion
https://www.guttmacher.org/article/2021/07/state-policy-trends-midyear-2021-already-worst-legislative-year-ever-us-abortion
https://www.guttmacher.org/article/2021/07/state-policy-trends-midyear-2021-already-worst-legislative-year-ever-us-abortion
https://doi.org/10.2139/ssrn.3913899
https://doi.org/10.2139/ssrn.3913899
https://www.politico.com/news/2022/05/02/supreme-court-abortion-draft-opinion-00029473
https://www.politico.com/news/2022/05/02/supreme-court-abortion-draft-opinion-00029473
https://doi.org/10.1016/j.semperi.2020.151271
https://states.guttmacher.org/policies/
https://doi.org/10.1016/S0140-6736(22)01024-8
https://doi.org/10.1016/S0140-6736(22)01024-8
https://www.nytimes.com/interactive/2022/us/abortion-bans-restrictons-roe-v-wade.html
https://www.nytimes.com/interactive/2022/us/abortion-bans-restrictons-roe-v-wade.html
https://www.nytimes.com/interactive/2019/05/31/us/abortion-clinics-map.html
https://www.nytimes.com/interactive/2019/05/31/us/abortion-clinics-map.html
https://www.nytimes.com/interactive/2019/05/31/us/abortion-clinics-map.html
https://www.nytimes.com/interactive/2019/05/31/us/abortion-clinics-map.html
https://doi.org/10.1257/app.20140405
https://doi.org/10.2105/AJPH.2013.301339
https://doi.org/10.1097/AOG.0b013e31821c405e
https://doi.org/10.1097/AOG.0b013e31821c405e


Kheyfets et al. 10.3389/fpubh.2023.1291668

Frontiers in Public Health 06 frontiersin.org

 13. Finer LB, Zolna MR. Declines in unintended pregnancy in the United States, 
2008–2011. N Engl J Med. (2016) 374:843–52. doi: 10.1056/NEJMsa1506575

 14. Creanga AA, Bateman BT, Kuklina EV, Callaghan WM. Racial and ethnic 
disparities in severe maternal morbidity: a multistate analysis, 2008–2010. Am J Obstet 
Gynecol. (2014) 210:435.e1–8. doi: 10.1016/j.ajog.2013.11.039

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

 16. 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

 17. Hawkins SS, Ghiani M, Harper S, Baum CF, Kaufman JS. Impact of state-level 
changes on maternal mortality: A population-based, quasi-experimental study. Am J 
Prev Med. (2020) 58:165–74. doi: 10.1016/j.amepre.2019.09.012

 18. Haddad LB, Nour NM. Unsafe abortion: unnecessary maternal mortality. Rev 
Obstet Gynecol. (2009) 2:122–6.

 19. Bearak J, Popinchalk A, Ganatra B, Moller A-B, Tunçalp Ö, Beavin C, et al. 
Unintended pregnancy and abortion by income, region, and the legal status of abortion: 
estimates from a comprehensive model for 1990–2019. Lancet Glob Health. (2020) 
8:e1152–61. doi: 10.1016/S2214-109X(20)30315-6

 20. Khan KS, Wojdyla D, Say L, Gülmezoglu AM, Van Look PF. WHO analysis of 
causes of maternal death: a systematic review. Lancet. (2006) 367:1066–74. doi: 10.1016/
S0140-6736(06)68397-9

 21. Weiner. How the repeal of roe v. Wade will affect training in abortion and 
reproductive health. AAMC: (2022) Available at: https://www.aamc.org/news-insights/
how-repeal-roe-v-wade-will-affect-training-abortion-and-reproductive-health.

 22. Wolters C. How medical training will change now that roe v. Wade is overturned 
Verywell Health (2022) Available at: https://www.verywellhealth.com/abortion-
education-threatened-roe-v-wade-5443141.

 23. Fay KE, Diouf K, Butler SK, Onwuzurike C, Wilkinson BE, Johnson NR, et al. 
Abortion as essential health care and the critical role your practice can play in 
protecting abortion access. Obstet Gynecol. (2022) 140:729–37. doi: 10.1097/
AOG.0000000000004949

 24. Vidal O. (2022). An OB/GYN professor reflects on how the new abortion laws 
could affect medical education in La. Fox 8 live. Available at: https://www.fox8live.
com/2022/06/27/an-obgyn-professor-reflects-how-new-abortion-laws-could-affect-
medical-education-la/.

 25. Saxena MR, Choo EK, Andrabi S. Reworking emergency medicine resident 
education post-Dobbs v Jackson Women’s health organization. J Grad Med Educ. (2023) 
15:283–6. doi: 10.4300/JGME-D-23-00300.1

 26. Espey E, Ogburn T, Leeman L, Nguyen T, Gill G. Abortion education in the 
medical curriculum: a survey of student attitudes. Contraception. (2008) 77:205–8. doi: 
10.1016/j.contraception.2007.11.011

 27. Srinivasulu S, Maldonado L, Prine L, Rubin SE. Intention to provide abortion upon 
completing family medicine residency and subsequent abortion provision: a 5-year follow-
up survey. Contraception. (2019) 100:188–92. doi: 10.1016/j.contraception.2019.05.011

 28. ACOG Committee opinion no. 612. abortion training and education. Obstet 
Gynecol. (2014)  124:1055–9. doi: 10.1097/01.AOG.0000456327.96480.18

 29. Prather C, Fuller TR, Jeffries WL, Marshall KJ, Howell AV, Belyue-Umole A, et al. 
Racism, African American women, and their sexual and reproductive health: a review 
of historical and contemporary evidence and implications for health equity. Health 
Equity. (2018) 2:249–59. doi: 10.1089/heq.2017.0045

 30. Regitz-Zagrosek V. Sex and gender differences in health. EMBO Rep. (2012) 
13:596–603. doi: 10.1038/embor.2012.87

 31. Jackson G. The female problem: how male bias in medical trials ruined women’s 
health The Guardian (2019) Available at: https://www.theguardian.com/
lifeandstyle/2019/nov/13/the-female-problem-male-bias-in-medical-trials.

 32. Young K, Fisher J, Kirkman M. “Do mad people get endo or does endo make 
you  mad?”: clinicians’ discursive constructions of medicine and women with 
endometriosis. Fem Psychol. (2019) 29:337–56. doi: 10.1177/0959353518815704

 33. Martinez R, Bonnin R, Feld Z, Minor S. Abortion opt-in experience in third-year 
clerkship. PRiMER. (2021) 5:38. doi: 10.22454/PRiMER.2021.201254

 34. Espey E, Ogburn T, Chavez A, Qualls C, Leyba M. Abortion education in medical 
schools: a national survey. Am J Obstet Gynecol. (2005) 192:640–3. doi: 10.1016/j.
ajog.2004.09.013

 35. Heger J, Roth J, Kenya S. What are we learning? An update on abortion education 
in medical schools [29G]. Obstet Gynecol. (2020) 135:78S. doi: 10.1097/01.
AOG.0000664936.85523.35

 36. Orgera K, Mahmoon H, Grover A. Training Location Preferences of U.S. Medical 
School Graduates Post Dobbs v Jackson Women’s Health Organization Decision. AAMC 
(2023) Available at: https://www.aamc.org/advocacy-policy/aamc-research-and-action-
institute/training-location-preferences.

 37. Turk JK, Landy U, Chien J, Steinauer JE. Sources of support for and resistance to 
abortion training in obstetrics and gynecology residency programs. Am J Obstet Gynecol. 
(2019) 221:156.e1–6. doi: 10.1016/j.ajog.2019.04.026

 38. Patel P, Narayana S, Summit A, Gold M, Morgan Z, Peterson L, et al. Abortion 
provision among recently graduated family physicians. Fam Med. (2020) 52:724–9. doi: 
10.22454/FamMed.2020.300682

 39. Vinekar K, Karlapudi A, Nathan L, Turk J, Rible R, Steinauer J. Projected 
implications of overturning roe v Wade on abortion training in U.S. obstetrics and 
gynecology residency programs. Obstet Gynecol. (2022) 140:146–9. doi: 10.1097/
AOG.0000000000004832

 40. Lappen JR, Vricella LK, Andrews V, Christensen E, Heuser CC, Horvath S, et al. 
Society for maternal-fetal medicine special statement: maternal-fetal medicine 
subspecialist survey on abortion training and service provision. Am J Obstet Gynecol. 
(2021) 225:B2–B11. doi: 10.1016/j.ajog.2021.04.220

 41. Declercq E, Barnard-Mayers R, Zephyrin LC, Johnson K. U.S. maternal health 
divide: limited services and worse outcomes The Commonwealth Fund (2022) Available 
at: https://www.commonwealthfund.org/publications/issue-briefs/2022/dec/us-
maternal-health-divide-limited-services-worse-outcomes.

 42. Maternal deaths and mortality rates per 100,000 live births. (2023). KFF. Available 
at: https://www.kff.org/other/state-indicator/maternal-deaths-and-mortality-rates-
per-100000-live-births/.

 43. Hoyert DL. Maternal mortality rates in the United States, 2020. NCHS Health 
E-Stats. (2022). doi: 10.15620/cdc:113967

 44. Shin P., Rosenbaum S., Morris R., Johnson K., Jacobs F. (2022). 67. In the Wake of 
Dobbs, are Community Health Centers Prepared to Respond to Rising Maternal and Infant 
Health Care Needs? | Geiger Gibson Program in Community Health | Milken Institute 
School of Public Health | The George Washington University. Geiger Gibson Program in 
Community Health | Milken Institute School of Public Health. Available at: https://
geigergibson.publichealth.gwu.edu/67-wake-dobbs-are-community-health-centers-
prepared-respond-rising-maternal-and-infant-health-care.

 45. Wilkinson T. A. (2022). Opinion | Dr. Caitlin Bernard was meant to write this 
with me before she was attacked for doing her job. The New York Times. Available 
at: https://www.nytimes.com/2022/07/15/opinion/doctors-roe-v-wade-ohio-10-
year-old.html.

 46. Jerman J., Jones R. K., Onda T. (2016). Characteristics of U.S. abortion patients in 
2014 and changes since 2008. Available at: https://www.guttmacher.org/report/
characteristics-us-abortion-patients-2014.

 47. Ranji U, Long M, Salganicoff A, Silow-Carroll S, Rosenzweig C, Rodin D, et al. 
Beyond the numbers: Access to reproductive health Care for low-Income Women in five 
communities – executive summary [KFF] Women’s Health Policy (2019) Available at: 
https://www.kff.org/report-section/beyond-the-numbers-access-to-reproductive-
health-care-for-low-income-women-in-five-communities-executive-summary/.

 48. Daniel M. The social movement for reproductive justice: emergence, intersectional 
strategies, and theory building. Sociol Compass. (2021) 15:e12907. doi: 10.1111/
soc4.12907

 49. Jackson CS, Gracia JN. Addressing health and health-care disparities: the role of a 
diverse workforce and the social determinants of health. Public Health Rep. (2014) 
129:57–61. doi: 10.1177/00333549141291S211

 50. Chapman MV, Hall WJ, Lee K, Colby R, Coyne-Beasley T, Day S, et al. Making a 
difference in medical trainees’ attitudes toward Latino patients: a pilot study of an 
intervention to modify implicit and explicit attitudes. Soc Sci Med. (2018) 199:202–8. 
doi: 10.1016/j.socscimed.2017.05.013

 51. Saha S, Beach MC, Cooper LA. Patient centeredness, cultural competence and 
healthcare quality. J Natl Med Assoc. (2008) 100:1275–85. doi: 10.1016/
S0027-9684(15)31505-4

 52. RHEDI Programs – RHEDI. (n.d.). Available at: https://rhedi.org/rhedi-programs/ 
(Accessed July 25, 2022).

 53. Aiken ARA, Romanova EP, Morber JR, Gomperts R. Safety and effectiveness of 
self-managed medication abortion provided using online telemedicine in the 
United States: a population based study. Lancet Reg Health Am. (2022) 10:100200. doi: 
10.1016/j.lana.2022.100200

 54. Moseson H, Jayaweera R, Raifman S, Keefe-Oates B, Filippa S, Motana R, et al. 
Self-managed medication abortion outcomes: results from a prospective pilot study. 
Reprod Health. (2020) 17:164. doi: 10.1186/s12978-020-01016-4

 55. Women’s Health Protection Act of 2021. (2021). H.R.3755, 117th Congress 
(2021–2022).

https://doi.org/10.3389/fpubh.2023.1291668
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1056/NEJMsa1506575
https://doi.org/10.1016/j.ajog.2013.11.039
https://doi.org/10.1186/s12913-021-07165-x
https://doi.org/10.1186/s12913-021-07165-x
https://doi.org/10.1215/00703370-9585908
https://doi.org/10.1016/j.amepre.2019.09.012
https://doi.org/10.1016/S2214-109X(20)30315-6
https://doi.org/10.1016/S0140-6736(06)68397-9
https://doi.org/10.1016/S0140-6736(06)68397-9
https://www.aamc.org/news-insights/how-repeal-roe-v-wade-will-affect-training-abortion-and-reproductive-health
https://www.aamc.org/news-insights/how-repeal-roe-v-wade-will-affect-training-abortion-and-reproductive-health
https://www.verywellhealth.com/abortion-education-threatened-roe-v-wade-5443141
https://www.verywellhealth.com/abortion-education-threatened-roe-v-wade-5443141
https://doi.org/10.1097/AOG.0000000000004949
https://doi.org/10.1097/AOG.0000000000004949
https://www.fox8live.com/2022/06/27/an-obgyn-professor-reflects-how-new-abortion-laws-could-affect-medical-education-la/
https://www.fox8live.com/2022/06/27/an-obgyn-professor-reflects-how-new-abortion-laws-could-affect-medical-education-la/
https://www.fox8live.com/2022/06/27/an-obgyn-professor-reflects-how-new-abortion-laws-could-affect-medical-education-la/
https://doi.org/10.4300/JGME-D-23-00300.1
https://doi.org/10.1016/j.contraception.2007.11.011
https://doi.org/10.1016/j.contraception.2019.05.011
https://doi.org/10.1097/01.AOG.0000456327.96480.18
https://doi.org/10.1089/heq.2017.0045
https://doi.org/10.1038/embor.2012.87
https://www.theguardian.com/lifeandstyle/2019/nov/13/the-female-problem-male-bias-in-medical-trials
https://www.theguardian.com/lifeandstyle/2019/nov/13/the-female-problem-male-bias-in-medical-trials
https://doi.org/10.1177/0959353518815704
https://doi.org/10.22454/PRiMER.2021.201254
https://doi.org/10.1016/j.ajog.2004.09.013
https://doi.org/10.1016/j.ajog.2004.09.013
https://doi.org/10.1097/01.AOG.0000664936.85523.35
https://doi.org/10.1097/01.AOG.0000664936.85523.35
https://www.aamc.org/advocacy-policy/aamc-research-and-action-institute/training-location-preferences
https://www.aamc.org/advocacy-policy/aamc-research-and-action-institute/training-location-preferences
https://doi.org/10.1016/j.ajog.2019.04.026
https://doi.org/10.22454/FamMed.2020.300682
https://doi.org/10.1097/AOG.0000000000004832
https://doi.org/10.1097/AOG.0000000000004832
https://doi.org/10.1016/j.ajog.2021.04.220
https://www.commonwealthfund.org/publications/issue-briefs/2022/dec/us-maternal-health-divide-limited-services-worse-outcomes
https://www.commonwealthfund.org/publications/issue-briefs/2022/dec/us-maternal-health-divide-limited-services-worse-outcomes
https://www.kff.org/other/state-indicator/maternal-deaths-and-mortality-rates-per-100000-live-births/
https://www.kff.org/other/state-indicator/maternal-deaths-and-mortality-rates-per-100000-live-births/
https://doi.org/10.15620/cdc:113967
https://geigergibson.publichealth.gwu.edu/67-wake-dobbs-are-community-health-centers-prepared-respond-rising-maternal-and-infant-health-care
https://geigergibson.publichealth.gwu.edu/67-wake-dobbs-are-community-health-centers-prepared-respond-rising-maternal-and-infant-health-care
https://geigergibson.publichealth.gwu.edu/67-wake-dobbs-are-community-health-centers-prepared-respond-rising-maternal-and-infant-health-care
https://www.nytimes.com/2022/07/15/opinion/doctors-roe-v-wade-ohio-10-year-old.html
https://www.nytimes.com/2022/07/15/opinion/doctors-roe-v-wade-ohio-10-year-old.html
https://www.guttmacher.org/report/characteristics-us-abortion-patients-2014
https://www.guttmacher.org/report/characteristics-us-abortion-patients-2014
https://www.kff.org/report-section/beyond-the-numbers-access-to-reproductive-health-care-for-low-income-women-in-five-communities-executive-summary/
https://www.kff.org/report-section/beyond-the-numbers-access-to-reproductive-health-care-for-low-income-women-in-five-communities-executive-summary/
https://doi.org/10.1111/soc4.12907
https://doi.org/10.1111/soc4.12907
https://doi.org/10.1177/00333549141291S211
https://doi.org/10.1016/j.socscimed.2017.05.013
https://doi.org/10.1016/S0027-9684(15)31505-4
https://doi.org/10.1016/S0027-9684(15)31505-4
https://rhedi.org/rhedi-programs/
https://doi.org/10.1016/j.lana.2022.100200
https://doi.org/10.1186/s12978-020-01016-4

	The impact of hostile abortion legislation on the United States maternal mortality crisis: a call for increased abortion education
	Introduction
	Looking forward: abortion education

	Abortion education in medical schools
	Abortion training in residency
	Barriers for providers
	Provider concordance
	Call to action
	Data availability statement
	Author contributions

	References

