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Abstract 

Objectives: Political and public health responses to the COVID-19 pandemic changed provision 

of abortion care and exacerbated existing barriers. We aimed to explore experiences of 

individuals seeking abortion care in two abortion-restrictive states in the United States where 

state policies and practice changes disrupted abortion provision during the pandemic. 

Study design: We conducted 22 semi-structured interviews in Texas (n=10) and Ohio (n=12) to 

assess how state executive orders limiting abortion, along with other public health guidance and 

pandemic-related service delivery changes, affected individuals seeking abortion care. We 

included individuals 18 years and older who contacted a facility for abortion care between March 

and November 2020. We coded and analyzed interview transcripts using both inductive and 

deductive approaches. 

Results: Participants reported obstacles to obtaining their preferred timing and method of 

abortion. These obstacles placed greater demands on those seeking abortion and resulted in 

delays in obtaining care for as long as 11 weeks, as well as some being unable to obtain an 

abortion at all. 

Conclusions: Political and public health responses to the COVID-19 pandemic exacerbated pre-

pandemic exacerbated pre-pandemic barriers and existing restrictions and constrained options for 

people seeking abortion in Ohio and Texas. Delays were consequential for all participants, 

regardless of their ultimate ability to obtain an abortion. 

Key Words: Abortion, Abortion Restrictions, COVID-19, Qualitative Research, United States 
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Implications Statement 

During the COVID-19 pandemic, state executive orders and clinic practices exacerbated already 

constrained access to care. Findings highlight the importance of protecting timely care and the 

full range of abortion methods. Findings also preview barriers individuals seeking abortion may 

encounter in states that restrict or ban abortion. 

1. Introduction 

The COVID-19 pandemic changed health care provision significantly as health systems, 

public health authorities, and state governments attempted to mitigate the spread of the novel 

coronavirus. Public health responses and politically motivated measures that limited abortion in 

12 U.S. states, including Ohio and Texas, uniquely impacted abortion care [1]. Prior to the 

pandemic, Ohio and Texas imposed numerous restrictions on abortion, including a 24-hour 

waiting period, state-directed counseling designed to discourage abortion, ultrasound 

requirements, and a gestational limit of 22 weeks from the first day of the last menstrual period 

(LMP); Texas also restricted medication abortion by telemedicine [2, 3]. 

In Ohio, an executive order (EO) halting non-essential surgeries went into effect on March 

18, 2020, which the state attorney general interpreted to include procedural abortions [4]. After 

legal challenges, the executive order was rescinded on May 1, 2020 [5, 6]. In Texas, the attorney 

general issued a statement on March 23, 2020 that included abortion among the procedures that 

needed to be postponed because they were not "immediately medically necessary” according to 

the governor‟s executive order [7, 8]. Subsequently, legal challenges to the order resulted in a 

series of six different court decisions, contributing to ambiguity about the legal status of abortion 

until the order expired on April 22, 2020 [9]. 
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Recent studies have shown how both EOs and the COVID-19 pandemic affected abortion 

provision in the U.S and other Global North countries [10, 11, 12, 13, 14]. A survey of 

independent abortion facilities found EOs significantly disrupted services, and roughly 70% of 

independent facilities in states that deemed abortion “non-essential” temporarily closed, 

canceled, or postponed services [10]. In Ohio, there was a sharp decline in procedural abortions 

during the early months of the pandemic, as clinics were required to provide medication abortion 

unless a patient had a contraindication [6]. In Texas, while use of medication abortion also 

increased (relative to the previous year), the overall number of abortions decreased [11]. 

Additionally, out-of-state travel for abortion increased during the period the order was in effect 

and second-trimester procedures increased after the order expired, reflecting delays in access to 

care [11]. 

In this study, we report findings from in-depth interviews with individuals who sought abortion 

care in Ohio and Texas in the first year of the pandemic. The interviews explored how the 

political and public health responses, together with existing restrictions, altered the abortion-

seeking process, including method and timing of abortion. 

2. Materials and methods 

2.1. Study design 

In both states, we recruited people who sought abortion care during the pandemic. In Ohio, we 

recruited participants through advertisements on various social media platforms, in-clinic 

surveys, and flyers in abortion clinics. In Texas, facility staff referred participants to the study 

and posted flyers. Eligibility criteria in both states included being over age 18 and speaking 

English. Participants in Ohio were eligible if they sought an abortion between March 2020, after 

the executive order was in place, and November 2020. Participants in Texas were eligible if they 
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sought an abortion during the executive order period (March 23-April 22, 2020). As part of their 

larger efforts to capture the experiences of people in Ohio seeking abortion care during the 

pandemic, the Ohio study team continued to collect data after the executive order period, as 

pandemic-related disruptions continued after the executive order was no longer in effect. The 

University of Cincinnati and University of Texas at Austin Institutional Review Boards (IRBs) 

approved this study. 

2.2. Data collection 

Informed by prior research about patients' experiences seeking abortion in restrictive settings 

following clinic closures, the semi-structured interview guide used by both sites included 

questions about abortion seekers‟ experiences finding a clinic, decision-making following 

facility closures and appointment delays, and other barriers to obtaining care [15]. A sociology 

graduate student (KLB), a research assistant trained in gender studies (HG), and a staff member 

(EV) trained in public health conducted all interviews. All interviewers received qualitative 

methods training from their graduate programs or from senior researchers on their project teams. 

Participants provided oral consent and were compensated with a gift card for their time ($40 in 

Texas, $100 in Ohio). The rapid-response nature of the research prevented us from amending our 

IRB protocols to make the compensation amounts the same. We conducted all interviews by 

phone, audio-recorded the interviews for transcription, and de-identified transcripts. 

2.3. Data analysis 

We developed a codebook using both an inductive approach that identified themes in the 

transcripts and a deductive approach based on our knowledge of the existing literature. Once we 

reached agreement on the codebook, a coding pair, consisting of an author from Ohio (HG or 

DC) and Texas (EC or KLB), coded each transcript and met to resolve any discrepancies. The 
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lead author (EC) crafted thematic summaries based on coding reports, and the remaining team 

members reviewed and provided feedback. The finalized thematic summaries serve as the basis 

for the results. 

3. Results 

3.1. Participant characteristics 

We interviewed 10 respondents from Texas and 12 from Ohio who sought abortion services 

(Table 1). In Texas, five participants obtained an abortion, three were unable to obtain care and 

resolved to carry their pregnancy to term, and two were unsure about continuing the pregnancy. 

In Ohio, all participants had either obtained an abortion or had an appointment scheduled at the 

time of the interview. While we did not systematically collect participants‟ gender identity, we 

use she/her pronouns for most of our respondents. However, one Ohio participant disclosed their 

gender identity as trans and specified they use they/them pronouns. Participant quotes are 

presented with their state of residence, race/ethnicity, age, estimated gestational duration at the 

time when they sought an abortion (if known), and abortion outcome or plan at the time of 

interview. Below, we show how the EOs and institutional responses to the pandemic altered the 

process of seeking an abortion, specifically, the unique burdens of navigation during this time of 

delayed care, leading to physical and emotional distress and constrained accessibility of 

participants‟ preferred abortion method and timing. For some, delays and lack of preferred 

method affected their abortion decision. 

Table 1. Self-reported demographics of participants seeking abortion in Texas and Ohio 

 Ohio (n=12)  Texas (n=10) 

Race/ethnicity   

Hispanic 0 4 
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Black 6 1 

White 4 4 

Asian 2 0 

Declined to report 0 1 

Education   

Some high school 1  0 

High school  2 3 

Some College  5 6 

College degree  2 1 

Advanced degree 2 0 

Relationship Status    

Single  5 6 

In a relationship, non-cohabiting  4 3 

Cohabitating   

Separated  21 10 

Parity   

0 8 1 

1 1 3 

2+ 3 6 

Abortion method   

Unable to obtain 0 5 

Medication abortion 7 0 

Procedural abortion 5 5 
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3.2. Participants experienced delays and a more complex abortion-seeking process  

Disruptions in clinic operations following the executive orders left participants unsure 

about the legal status of abortion and they struggled to find information about appointment 

availability and to reach clinics by phone. These disruptions, coupled with the public health 

response measures that existed everywhere, forced respondents to delay care, with delays 

ranging from a few days to over 11 weeks. A participant from Ohio who was unable to obtain an 

appointment for several weeks described calling numerous clinics when she first found out she 

was pregnant; however, many were not scheduling new appointments or did not answer her calls. 

I'm completely in the dark…A lot of them [clinics] weren't answering or had weird hours 

because of COVID or just had too many customers calling them or something. When I 

finally got to reach someone, they told me that they were only doing abortions at one of the 

three clinics. (Ohio, Asian, age 23, uncertain about gestation, but estimated 7-8 weeks 

when initially sought care, appointment scheduled at time of interview). 

A Texas respondent relayed: 

When I called that first [clinic], they gave me an appointment for next Saturday. This was 

in late March. The day before the appointment, they [called] and [said], „Hey, we 

canceled all the appointments right now because the State of Texas, they're putting a hold 

on what we're doing‟. (Texas, age 29, race/ethnicity not provided, estimated 5-6 weeks 

when initially sought care, uncertain about plans for pregnancy)  

Approximately 8 weeks after the appointment had been cancelled, this participant was still 

unsure whether she was going to be able to get an abortion. 

Desperate to find information, several participants unintentionally contacted crisis 

pregnancy centers (CPCs). Three participants in Texas and two participants in Ohio first visited 
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CPCs, which remained open, before finding an abortion facility. In some instances, these 

participants thought they had scheduled an appointment at an abortion clinic, only to learn that 

CPCs do not offer abortion services.  In addition to experiencing emotional distress and 

deception, participants had to start the process of obtaining an abortion all over again, which 

further delayed their care, as a Texas participant who had already spent at least 2 weeks 

searching for care reported 

I went asking for an abortion, and they didn‟t tell me upfront that they didn‟t do that. 

They just said, „Don‟t worry, we‟re going to get you a sonogram. We‟re going to get you 

set up.‟ Then when I got back into the room, where they did the sonogram, they told me 

how far along I was. I think I was 13 weeks, 12 weeks. After I asked them like three or 

four times, when can I schedule the abortion, they finally told me they don‟t do abortions. 

(Texas, age 31, white, 9-10 weeks when sought care, obtained an abortion at 14-15 

weeks) 

Given the uncertainty and lack of availability of in-state care, respondents also 

considered traveling out of state. Respondents worried about the health risks of traveling, in 

addition to the significant logistical burdens and financial costs. Texas‟ large geographic expanse 

made travel to New Mexico or Colorado particularly daunting. Ultimately, one participant from 

Ohio traveled roughly 200 miles one way to Michigan to obtain their abortion, and two 

participants from Texas traveled over 700 miles one way to New Mexico for care. Despite the 

complexity of getting clinic-based care, only 2 of the 22 participants reported considering self-

managing their abortion. 

3.3. Physical and emotional consequences of delayed care 
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Delays forced participants to shoulder significant physical and emotional burdens. 

Participants noted the exhaustion, nausea, and other physical symptoms of pregnancy were 

difficult to manage and the delays prolonged these symptoms. For example, an Ohio participant 

was very ill with hyperemesis gravidarum, a condition that results in severe nausea and vomiting 

during pregnancy, while waiting 3 weeks for her appointment: 

It just sucked, I just wanted to sleep [until] it was time for my abortion date, but I 

couldn't. I had to get up, do things, be a mom still… I was just trying to lay in bed those 

last few days until my appointment…I was vomiting, couldn‟t keep nothing down. I 

didn't know how I was even going to make it. (Ohio, age 29, Black, obtained an abortion 

at 9 weeks) 

For others, the uncertainty around whether they would be forced to carry a pregnancy to 

term led to depression, fear, and hopelessness, which were exacerbated by the uncertainty around 

COVID-19. The emotional distress of planning for abortion care was particularly pronounced for 

a Texas participant, who had been sexually assaulted prior to the pandemic and struggled to 

acknowledge her pregnancy. Once she was ready to make an appointment, the executive order 

had been issued, and her options for obtaining an abortion became much more limited. 

I guess I was trying to act like it [pregnancy] just wasn't true…It was a very hard 

choice. It took me a long time to ultimately make one…. It was March, and by the time 

I had made that decision, when I went to [clinics‟] Facebook pages and they had a dark 

post about how they were closing down for a while, and that's when I thought that I 

didn't have any options. (Texas, white, age 35, obtained an abortion at 23 weeks out-of-

state) 

After several weeks of searching for options, she ultimately traveled out-of-state for care. 
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3.4 Delayed care affected participants‟ preferred timing and method of abortion 

Because access to abortion care was constrained by both EOs and changing clinical 

practices, participants reported difficulties obtaining their preferred timing and abortion method. 

No Texas participants were able to obtain a preferred medication abortion, in part due to delays 

pushing them beyond the limits. For example, a Texas respondent sought a medication abortion 

early in pregnancy but was unable to get an in-state appointment until after the order was lifted. 

She ultimately needed a dilation and evacuation procedure. To obtain this procedure, she had to 

go to a different clinic and repeat the mandatory consultation visit and the 24-hour waiting 

period requirement. 

When they finally did reopen, [the clinic] had called me. I went, and they told me I was 

too far along to be at that clinic. So, they had to send me to a different clinic for people 

who were further along in their pregnancy, which wasn't the way that I wanted to do it 

because I originally wanted to do the medical one, not the surgical one. (Texas, age 23, 

Hispanic, 8 weeks when initially sought care, obtained an abortion at 17 weeks)  

Although seven Ohio participants obtained a medication abortion, this was not always in 

line with their preferences. One respondent preferred a procedural abortion but ultimately 

obtained a medication abortion to avoid further delays. 

“At that point, [I] just wanted the surgical, but it did take a delay because of the um 

anesthesiologist was only in... the next time that she was available to take me was going 

to be like a week or so after. I didn't want to wait so I just ended up just deciding to do 

the medical abortion. [...] but I had really wanted to the surgical because you know it's 
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gone.  (Ohio, age 26, Black, 4 weeks when initially sought care, obtained an abortion at 

6 weeks). 

Other participants were unable to obtain a medication abortion, despite their preference, 

due to a variety of reasons, including delays pushing them outside of eligibility, their health 

conditions, or clinic availability. One such participant scheduled a medication abortion because it 

would lessen their risk of exposure to COVID-19 owing to a shorter clinic visit. However, this 

participant, who identified as trans, had their appointment cancelled. They traveled out of state to 

receive timely care and avoid further challenges finding care in Ohio.  They were able to obtain 

neither their preferred method nor gender-inclusive care, as they endured being misgendered by 

both clinics. 

I would've [preferred a medication abortion] just because I wouldn't have had to spend 

so much time in the clinic…that's where the resentment comes from, feeling like I didn't 

[have] full agency. Abortion is a very time-sensitive procedure… [the executive order] 

honestly felt irresponsible to me, so I do resent that…. It was not gender inclusive. So, I 

was misgendered…But for me being trans, it's not exactly the full care that I need. 

(Ohio, age 24, Black, 6 weeks when initially sought abortion care, obtained an abortion 

at 9 weeks) 

Barriers to the preferred timing or method of abortion prevented five Texas respondents 

from getting an abortion at all. For example, one Texas participant sought an abortion early in 

pregnancy, but once the executive order was lifted, she no longer felt comfortable obtaining an 

abortion due to the stage of pregnancy. She had numerous concerns about having another child 

during the pandemic, especially given her lack of economic stability. However, her discomfort 

about having an abortion in the second trimester outweighed those concerns. 
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I'm 14 weeks, and I decided to go ahead and go through with the pregnancy. I was 

going to get an abortion when I was four weeks, but then when they closed everything 

down, meaning I was 12 weeks when I could make an appointment…that's already too 

far along [for my comfort], and I wouldn't feel comfortable anymore. (Texas, age 28, 

race/ethnicity not provided, 4 weeks when initially sought care, decided not to get an 

abortion at 12 weeks) 

Similarly, in Ohio, some participants reported they would have opted to continue a pregnancy 

rather than use a method not in line with their preference. When asked about method preference, 

one Ohio participant reported she would have continued the pregnancy rather than have a 

procedural abortion. 

I don‟t think I am brave enough to go through with a surgical procedure. It 

sounds really scary to me [….] I probably would not do it. I was so very 

frightened to go through with the surgical procedure. (Ohio, age 23, white, 4 

weeks when initially sought abortion care, appointment scheduled at time of 

interview) 

Pandemic-related delays resulted in respondents enduring a stressful process of scheduling care, 

being unable to obtain their preferred method, and emotional and physical distress. These factors 

led some respondents to change their abortion decision. 

4. Discussion 

In this study, we describe the experiences of individuals who sought abortion care in 

Ohio and Texas, two abortion-restrictive states where state action and clinic-level changes 

limited abortion provision in the first year of the COVID pandemic. Although clinic-level 

changes and the scope of the executive orders and their impacts on access to abortion care 
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differed, individuals in both Ohio and Texas encountered many of the same barriers and 

disruptions in seeking abortion care. These findings add to emerging literature about the impact 

of the pandemic on abortion care by highlighting the increasingly complex process individuals 

navigated in the first year of the pandemic. EOs deeming abortion as non-essential likely 

intensified challenges, as accessing abortion even in less restrictive environments was 

increasingly complex due to public health-related responses [12, 13, 14]. 

Consistent with the growing evidence on the impact of the COVID-19 pandemic on 

abortion provision, participants in our study experienced delays in care, leading to abortions later 

than desired, out-of-state travel, or an inability to receive care [6, 9]. Although it is difficult to 

disentangle the effects of the EOs versus the public health response, especially in Ohio where 

medication abortion remained an option, the combined impact likely heighted delays, which 

affected participants‟ physical and mental health and the options for care that were available to 

them. Exacerbating delays were other restrictions on abortion, including mandatory ultrasound 

and waiting period requirements, which imposed medically unnecessary visits and increased 

exposure to the virus, and gestational limits on abortion. Further, participants who at first sought 

care at CPCs faced additional delays in accessing abortion care. In both Texas and Ohio, CPCs 

were allowed to remain open, revealing the politicized nature of abortion care during the early 

days of the pandemic. Together, these factors made the process of seeking care in Ohio and 

Texas more complex and costly. 

Our findings highlight how the political and public health response to the pandemic in 

Ohio and Texas compromised participants' access to abortion care aligned with their preferences 

and desires. Some abortion methods were not offered, or participants were no longer eligible for 

them by the time of their appointment. Of our 22 participants, at least 11 were unable to obtain 
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their preferred method. Previous work has highlighted that delays can prevent individuals from 

obtaining medication abortion, regardless of their preference [16]. Some participants were 

unwilling to use a method not aligned with their preferences. Although some participants were 

willing to use a different method, their decision-making was still compromised. This is 

particularly concerning given that the majority of people seeking care in these states are Black, 

Hispanic and people living on low incomes, groups that experience multiple structural 

oppressions [17, 18]. This also further demonstrates how abortion restrictions have a pronounced 

effect on the reproductive autonomy of already-marginalized groups. 

This study, and others, offer a preview of the barriers that are already becoming more 

widespread now that the United States Supreme Court has overturned Roe v. Wade with the final 

decision in Dobbs v. Jackson Women’s Health Organization [19, 20]. The hardships associated 

with out-of-state travel, delayed care, and inability to obtain one‟s preferred method - or any 

abortion - will be more common in the 26 states that have lost or are expected to lose access to 

legal abortion [21]. Efforts such as strengthening connections to clinics in the states where 

abortion remains legal, minimizing the complexities of travel, and sharing information about 

self-managed abortion, are needed to protect some access to abortion care, particularly in already 

restrictive environments. 

4.1. Limitations 

Our findings should be interpreted in context of the study limitations. Both Ohio and Texas have 

highly restrictive policy environments and issued EOs aimed at halting abortion care during the 

pandemic; however, the scope and implementation of the orders and effect on service delivery 

differed, contributing to differences in outcomes and ability to get abortion care between the 

Texas and Ohio participants. Notably, the demographics, geographic context, and availability of 
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abortion services prior to the enactment of the EOs likely also impacted access to care for 

residents in these states. While the data sets are complimentary, they are not identical and 

differences between study sites, including, IRB-approved study design, recruitment modalities 

and periods, and participant compensation may have led to differences in who decided to 

participate in the study and the barriers they faced. Additionally, the pandemic prevented us from 

entering clinics, meaning we had to rely on passive recruitment strategies. Our sample does not 

reflect the experiences of individuals who could not make it to a clinic or who self-managed 

abortion. Finally, given the recruitment timeline, our study does not capture the longer-term 

impacts of the pandemic on abortion seekers‟ experiences. 

4.2. Conclusions 

COVID-19 significantly impacted most aspects of health care, including abortion care. 

The political and public health response to the pandemic compromised timely abortion care for 

individuals in Texas and Ohio. Findings from our study highlight the increasingly complex 

process individuals were forced to navigate and the subsequent delays to care and reduction in 

abortion options available to those who were subject to these restrictions 

Funding 

Research activities in Texas were supported by the Susan Thompson Buffett Foundation and a 

center grant awarded to the Population Research Center at the University of Texas by the Eunice 

Kennedy Shriver National Institute of Child Health and Human Development (P2CHD042849). 

Kristen Burke was also supported by the National Science Foundation Graduate Research 

Fellowship Program (DGE-1610403). Research in Ohio was supported by an anonymous 

foundation. The funders played no role in the design or conduct of this study or in the 

                  



17 

 

preparation and review of this manuscript. The content is the responsibility of the authors and 

does not necessarily reflect the views of the funders 

Acknowledgements 

The authors gratefully acknowledge the study participants for their time and insights and the 

providers who helped refer participants to the study. We also thank Morgan Gimblet for 

transcribing interview data, Pritika Paramasivam for data cleaning, and Elsa Vizcarra for her 

assistance conducting interviews. 

References 

[1] Sobel L, Ramaswamy A, Frederiksen B, Salganicoff A. State action to limit abortion 

access during the COVID-19 pandemic. Kaiser Family Foundation; 2021. 

https://www.kff.org/coronavirus-covid-19/issue-brief/state-action-to-limit-abortion-

access-during-the-covid-19-pandemic/ [accessed 01 June 2022] 

[2] Guttmacher Institute. State Facts About Abortion: Texas. 2021. 

https://www.guttmacher.org/fact-sheet/state-facts-about-abortion-texas. [accessed 15 June 2022] 

[3] Guttmacher Institute. State Facts About Abortion: Ohio. 2021. 

https://www.guttmacher.org/fact-sheet/state-facts-about-abortion-ohio. [accessed 15 June 2022] 

[4] Acton A. Director‟s stay safe Ohio order 2020. 

https://coronavirus.ohio.gov/static/publicorders/Directors-Stay-Safe-Ohio-Order.pdf. [accessed 

17 June 2022] 

[5]  Preterm-Cleveland v. Attorney General of Ohio. Southern District of Ohio. 2020. 

https://www.courthousenews.com/wp-content/uploads/2020/04/4.23-abortion-injunction.pdf. 

[accessed 01 June 2022] 

                  



18 

 

[6] Mello K, Smith MH, Hill BJ, Chakraborty P, Rivlin K, Bessett D, et al. Federal, state, 

and institutional barriers to the expansion of medication and telemedicine abortion 

services in Ohio, Kentucky, and West Virginia during the COVID-19 pandemic. 

Contraception.2021: S0010782421001360. 

https://doi.org/10.1016/j.contraception.2021.04.020. 

[7] Abbott, G. Executive order GA 09: Relating to hospital capacity during the COVID-19 

disaster. March 22, 2020. https://gov.texas.gov/uploads/files/press/EO-GA_09_COVID-

19_hospital_capacity_IMAGE_03-22-2020.pdf. [accessed 26 September 2022] 

[8] Paxton, K. Health care professionals and facilities, including abortion providers, must 

immediately stop all medically unnecessary surgeries and procedures to preserve 

resources to fight COVID-19 pandemic. Press release. March 23, 2020. 

https://www.texasattorneygeneral.gov/news/releases/health-care-professionals-and-

facilities-including-abortion-providersmust-immediately-stop-all. [accessed 26 

September 2022]  

[9] Carpenter E, Burke KL,Vizcarra E, Dan‟el A, White K. Texas‟ Executive Order during 

COVID-19 Increased Barriers for Patients Seeking Abortion Care. 2021. 

https://liberalarts.utexas.edu/txpep/research-briefs/covid-abortion-patient-brief.php. [accessed 31 

May 2022] 

[10] Roberts SCM, Schroeder R, Joffe C. COVID‐19 and independent abortion providers: 

Findings from a rapid response survey. Perspect Sex Repro H.2020; 52:217–25. 

https://doi.org/10.1363/psrh.12163. 

                  



19 

 

[11] White K, Kumar B, Goyal V, Wallace R, Roberts SCM, Grossman D. Changes in 

abortion in Texas following an Executive Order ban during the coronavirus pandemic. 

JAMA. 2021;325:691. https://doi.org/10.1001/jama.2020.24096. 

[12] Hukku S, Ménard A, Kemzang J, Hastings E, Foster AM “I just was really scared, 

because it's already such an uncertain time”: Exploring women's abortion experiences during the 

COVID-19 pandemic in Canada. Contraception. 2022;110:48-55. 

https://doi.org/10.1016/j.contraception.2022.01.014 

[13] Bojovic N, Stanisljevic J, Giunti G, 2021. The impact of COVID-19 on abortion access: 

Insights from the European Union and the United Kingdom. Health Policy. 2021; 

125:841-858. https://doi.org/10.1016/j.healthpol.2021.05.005 

[14] Dozier JL, Sufrin C, Berger BO, Burke AE, Bell SO. COVID‐19 impacts on abortion 

care‐seeking experiences in the Washington, DC, Maryland, and Virginia regions of the 

United States. Perspect Sex Repro H. 2022. https://doi.org/10.1363/psrh.12202 

[15] Fuentes L, Lebenkoff S, White K, Gerdts C, Hopkins K, Potter JE, et al. Women‟s 

experiences seeking abortion care shortly after the closure of clinics due to a restrictive law in 

Texas. Contraception. 2016; 93:292–7. https://doi.org/10.1016/j.contraception.2015.12.017. 

[16] Wingo E, Ralph LJ, Kaller S, Biggs MA. Abortion method preference among people 

presenting for abortion care. Contraception. 2021;103:269–75. 

https://doi.org/10.1016/j.contraception.2020.12.010. 

[17] Dehlendorf C, Harris LH, Weitz TA, Disparities in abortion rates: a public health 

approach. Am J Public Health.2013;103:1772-1779. https://doi.org/10.2105/AJPH.2013.301339 

                  



20 

 

[18] Zuniga C, Thompson T-A, Blanchard K. Abortion as a catastrophic health expenditure in 

the United States. Women’s Health Issues. 2020;30:416–25. 

https://doi.org/10.1016/j.whi.2020.07.001. 

[19] White K, Sierra G, Dixon L, Sepper E, Moayedi G. Texas Senate Bill 8: Medical and 

legal implications. 2021. https://sites.utexas.edu/txpep/files/2021/07/TxPEP-research-

brief-senate-bill-8.pdf. [Accessed June 18 2022] 

[20] Chakraborty P, Murawsky S, Smith MH, McGowan ML, Norris AH, Bessett D.  How 

Ohio's proposed abortion bans would impact travel distance to access abortion 

care. Perspect Sex Repro H. 2022; 54:54-63. https://doi.org/10.1363/psrh.12191 

[21] Nash E, Cross L. 26 States are certain or likely to ban abortion without Roe: Here‟s 

which ones and why. 2022. https://www.guttmacher.org/article/2021/10/26-states-are-

certain-or-likely-ban-abortion-without-roe-heres-which-ones-and-why. [Accessed July 1 

2022] 

 

                  


