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Original Research

Changes in Availabilityof Later AbortionCare
Before and After Dobbs v. Jackson Women’s
Health Organization

Nancy F. Berglas, DrPH, Rosalyn Schroeder, MPH, MSc, Shelly Kaller, MPH, Clara Stewart, BA,
and Ushma D. Upadhyay, PhD, MPH

OBJECTIVE: To examine changes in availability of pro-

cedural abortion, especially in the second and third

trimesters of pregnancy, since the U.S. Supreme Court

ended federal protections for abortion in its Dobbs v.

Jackson Women’s Health Organization decision in 2022.

METHODS: We used the Advancing New Standards in

Reproductive Health Abortion Facility Database, a

national database of all publicly advertising abortion

facilities, to document trends in service availability from

2021 to 2023. We calculated summary statistics to

describe facility gestational limits for procedural abor-

tion for the United States and by state, subregion, and

region, and we examined the number and proportion of

facilities that offer procedural abortion in the second or

third trimester of pregnancy.

RESULTS: From 2021 to 2023, the total number of

publicly advertising facilities providing procedural abor-

tion decreased 11.0%, from 473 to 421. Overall, one-

quarter of facilities (n5115) that had been providing pro-

cedural abortion in 2021 ceased providing services, and

an additional 99 decreased their gestational limits. In

contrast, 73 facilities increased their gestational limits,

and 64 new facilities began providing or publicly adver-

tising procedural abortion services. The number of facil-

ities offering procedural abortion later in pregnancy

decreased (327 to 309 providing 14 weeks of gestation

or later, 60 to 50 providing 24 weeks of gestation or

later), although the proportion of all facilities providing

these services held steady. The greatest changes were in

the South, where many facilities closed.

CONCLUSION: There have been substantial reductions

in the number and distribution of facilities offering

procedural abortion since the Dobbs decision, with crit-

ical decreases in the availability of later abortion services.

Some facilities are positioning themselves to meet the

needs of patients by opening new facilities, publicly

advertising their services, or extending their gestational

limits.
(Obstet Gynecol 2025;145:e31–e6)

DOI: 10.1097/AOG.0000000000005772

Abortion in the second and third trimesters of preg-
nancy is a critical component of reproductive

health care. Among the 41 states and geographies that
reported data to the Centers for Disease Control and
Prevention in 2021, 6.5% of abortions occurred after
the first trimester, a proportion that remained stable
over the prior decade.1 Pregnant people seek abortion
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later in pregnancy for varied reasons related to their
medical, economic, and personal circumstances.2

Later abortion is usually provided in an outpatient
clinic or hospital; the procedures used depend on
the pregnancy duration of the patient and the practice
of the health care professional, with dilation and evac-
uation commonly used up to about 26 weeks of ges-
tation and induction abortion used thereafter.3,4

Access to abortion later in pregnancy has become
increasingly complex since the U.S. Supreme Court’s
2022 decision in Dobbs v. Jackson Women’s Health Orga-
nization, which ended federal protections for abortion.
Research since Dobbs has highlighted enormous dis-
ruptions to the abortion service delivery system, par-
ticularly in the South and Midwest. With some
pregnant people needing to gather financial and logis-
tical resources to travel out of state5 and additional
demand placed on health care professionals who pro-
vide in legal states,6 it is estimated that the number of
pregnant people seeking abortions at later gestations
will grow considerably.7–10

Understanding the landscape of later abortion
services would support the development of concrete
strategies to help pregnant people get abortion care. We
used a national database of abortion facilities to
document trends in the availability of later abortion
services and the immediate and ongoing effects of Dobbs.

METHODS

We used the Advancing New Standards in Reproduc-
tive Health Abortion Facility Database, an online map
and data resource developed by Advancing New
Standards in Reproductive Health at the University
of California, San Francisco. The database includes all
publicly advertising abortion facilities in the United
States, including independent abortion clinics,
Planned Parenthood affiliates, public health clinics,
doctors’ offices, and hospital settings. Abortion train-
ing sites such as teaching hospitals are included only if
they publicly advertise abortion services. The data-
base is unique in its inclusion of facility-reported ges-
tational limits.

The database has been systematically updated
annually each summer and fall from 2017 to 2023.
Updates follow a structured process of online searches
to identify abortion facilities, followed by mystery
shopper calls to confirm and obtain additional infor-
mation directly from facilities. These methods have
been published in detail.11,12 Briefly, research assis-
tants search online for abortion facilities by state and
city using the key words “abortion clinic in [state]”
and “abortion clinic in [city]” for all cities with a pop-
ulation of 100,000 or larger in each state and for the

three largest cities for states that did not have a city of
that size. Research assistants then call each facility
from the perspective of a potential patient to verify,
clarify, and supplement data collected through the on-
line search, including data about gestational limits for
procedural abortion. The University of California,
San Francisco IRB approved the data-collection pro-
tocols for the database.

The database includes the following variables for
each facility: complete address, types of abortions
offered (medication, procedural, or both), and gesta-
tional limits. Facilities are classified as open and pro-
viding abortions, open but no longer providing
abortions, or closed in a given year. Facilities are
categorized by state, subregion, and region using U.S.
Census categories. The primary variable of interest was
facility gestational limit, categorized for some analyses as
less than 14 weeks, 14 to less than 20 weeks, 20 to less
than 24 weeks, 24 to less than 28 weeks, and 28 or more
weeks. Gestational limit data were available for 98.9% of
facilities in each year.

We included facilities that reported being open
and providing procedural abortions in 2021, 2022, or
2023. We used summary statistics to calculate the
mean, median, and ranges for facility gestational
limits overall, as well as by state, subregion, and
region. We calculated the number and proportion of
facilities that offered procedural abortion in the
second or third trimester of pregnancy. All analyses
were conducted with Stata 17.0.

RESULTS

The overall number of publicly advertising abortion
facilities increased from 790 in 2021 to 967 in 2023;
most of this increase was attributable to the opening of
facilities that provide medication abortion only. In
contrast, the number of facilities providing procedural
abortion decreased 11.0%, from 473 facilities in 49
states and Washington, DC, in 2021 to 421 facilities in
36 states and Washington, DC, in 2023.

Among 473 publicly advertising facilities that had
been providing procedural abortion in 2021, one-
quarter (n5115) had ceased offering services (because
of closing, reducing services to medication abortion
only, or ceasing to publicly advertise abortion services)
by 2023. Three-quarters (n5354) continued to provide
procedural abortion; among those, 99 decreased their
gestational limits, 179 made no changes to their gesta-
tional limits, 73 increased their gestational limits, and 3
were missing gestational limit data. In addition, by
2023, 64 new facilities began providing procedural
abortion services (including 30 newly opened facilities,
19 medication-only facilities that expanded to include
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procedural abortion, 15 existing hospital-based services
that had previously been referral only beginning to
publicly advertise) (Fig. 1). From 2021 to 2023, the
median publicly advertised gestational limit for proce-
dural abortion remained consistent at 16 weeks; how-
ever, the national upper limit increased from 32 weeks
in 2021 to 34.6 weeks in 2023. The greatest decreases
were in the South, where many facilities closed, result-
ing in no access to procedural abortion in East South
Central and West South Central states. In contrast,
facilities in South Atlantic, Middle Atlantic, and East
North Central states increased gestational limits
(Table 1 and Fig. 2, with state-level data included in
Appendix 1, available online at http://links.lww.com/
AOG/D883).

Notably, facility closures and decreases in gesta-
tional limits occurred not only in states with new bans
and gestational limit laws but also in states known to
be protective of abortion access. For example,
although the number of facilities offering procedural
abortion increased in Colorado and Illinois from 2021
to 2023, there were decreases in Massachusetts, New
Jersey, and New York. Changes at the facility level
can result in decreases in gestational limits for pro-
cedural abortion across a larger subregion, as shown
in Massachusetts and New England.

Further analyses examined changes in the num-
ber and proportion of facilities providing procedural
abortion after common gestational cutoffs. The num-
ber of facilities providing procedural abortion at or
after 14 weeks of gestation decreased 5.5%, from
327 in 2021 to 309 in 2023. Because of changes in
the denominator (ie, the overall number of facilities
providing procedural abortion decreased), the propor-
tion of facilities providing procedural abortion at or
after 14 weeks of gestation increased from 69.9% to
73.6%. This increase occurred primarily among facil-
ities offering abortion between 14 and 20 weeks of

gestation. The number of facilities offering abortion
at or after 24 weeks of gestation decreased 16.7%,
from 60 in 2021 to 50 in 2023; the proportion of all
facilities providing at or after 24 weeks remained sim-
ilar (12.8% to 11.9%) (Fig. 3).

DISCUSSION

This analysis highlights the substantial changes in the
number and distribution of facilities offering proce-
dural abortion since the Dobbs decision. One-quarter of
facilities that had been providing procedural abortion
in 2021 closed by 2023; an additional one-fifth
decreased their gestational limits. Together, these
trends resulted in a decline in the availability of abor-
tion care for patients later in pregnancy. In particular,
the number of facilities providing abortion at or after
24 weeks of gestation decreased to 50, likely a result of
increasing actions to ban abortion before viability in
states that previously allowed abortion later in preg-
nancy (eg, Arizona, North Carolina). State actions since
our data collection in 2023, including a new 6-week
ban in Florida,13 will continue to change the availabil-
ity of abortion services across the United States.

Even before Dobbs, people seeking abortion after
the first trimester of pregnancy were more likely to
experience logistical and financial burdens attribut-
able to limited availability of health care professionals
offering later abortion services and higher procedural
costs with increasing pregnancy duration.2 More
recent research has highlighted the heavy burdens of
managing transportation, childcare, and time off work
to travel farther distances since Dobbs,14,15 as well as
the physical challenges and emotional burdens of
interstate travel for later abortion care.14,16 There is
also evidence of a link between the state gestational
limit laws and higher rates of infant mortality.17

Availability of abortion in the second and third
trimesters of pregnancy has become even more critical

Fig. 1. Changes in service delivery among
publicly advertising abortion facilities
from 2021 to 2023.
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since Dobbs. Evidence indicates that patients’ pregnancy
durations at the time of abortion increased after the 6-
week ban in Texas in 2021. The odds of second-
trimester abortion more than doubled for Texas resi-
dents seeking abortions at a Colorado clinic; there were
concurrent increases among Colorado residents, indicat-
ing that post-Dobbs delays will likely affect in-state resi-
dents as well.7 Analyses in Oregon found increasing
proportion of abortions to out-of-state residents, who
had significantly higher odds of having an abortion in
the second or third trimester relative to in-state
patients.8,9 Other research has modeled how changes
in the availability of first-trimester abortion affects the
need for abortion later in pregnancy; even small reduc-
tions in the availability of first-trimester abortion can
increase demand for abortion after 24 weeks of gestation
for thousands of pregnant people.10 Although the
growth of medication abortion at brick-and-mortar facil-
ities, through telehealth-only locations, and through on-
line purchases may counteract restrictions on access for

those in the first trimester of pregnancy, there will
always be a need for abortion later in pregnancy.2,18

It is notable that we identified 73 facilities that
were offering abortion in 2023 at later gestations than
previously, which may indicate a strategic response to
the changes in the abortion delivery system since
Dobbs. Many abortion facilities are positioning them-
selves to meet changes in demand owing to higher
numbers of abortion seekers coming from out of
state,19 and our research indicates that some facilities
are working to meet the needs of patients who require
abortion later in pregnancy. We found an additional
64 facilities that began providing procedural abortion
or began advertising their services to the public by
2023. Some hospital-based sites, including those with
Ryan Residency Training Programs, are increasingly
willing to advertise their abortion services that had
previously been known through clinician referrals;
this trend increases accessibility for abortion seekers
even without practice changes in gestational limits.

Table 1. Number and Gestational Limits of Publicly Advertising Facilities Providing Procedural Abortions,
by Region and Subregion, 2021–2023*

Region

2021 2022 2023

No. of
Facilities†

Gestational Limit
(wk)

No. of
Facilities†

Gestational Limit
(wk)

No. of
Facilities†

Gestational Limit
(wk)

United States
(total)

468 16.4 (5.6–32) 450 16.6 (6–32) 416 16 (6–34.6)

Northeast 125 15.6 (9.6–27) 140 18.5 (10–27) 102 18 (7.5–27.6)
New England 35 18.6 (10–27) 37 19.6 (10–27) 28 19.6 (12–24)
Middle

Atlantic
90 15.6 (9.6–26) 103 16 (11–26) 74 16.25 (7.5–27.6)

Midwest 58 19.6 (12–24) 58 18.8 (6–26) 60 19.6 (11.6–27.6)
East North

Central
43 19.6 (13–24) 45 17.6 (6–26) 45 20 (12.6–27.6)

West North
Central

15 19.6 (12–24) 13 19.6 (12–23.5) 15 18 (11.6–23.5)

South 149 16 (5.6–27.6) 116 15 (6–31.6) 112 15 (6–34.6)
South Atlantic 112 17 (10–27.6) 116 15 (6–31.6) 112 15 (6–34.6)
East South

Central
13 15.6 (12–21.6) 0 NA 0 NA

West South
Central

24 5.6 (5.6–21.6) 0 NA 0 NA

West 136 16 (8–32) 136 16 (8–32) 142 16 (8–32)
Mountain 35 18 (8–32) 32 18 (8–32) 39 17.6 (11.6–32)
Pacific 101 16 (8–26) 104 16 (8–26.6) 103 16 (8–26)

NA, not applicable (no facilities in subregion).
Data are median (range) unless otherwise specified.
* U.S. Census Bureau subregions include the following states: New England (Connecticut, Maine, Massachusetts, New Hampshire, Rhode

Island, Vermont), Middle Atlantic (New Jersey, New York, Pennsylvania), East North Central (Illinois, Indiana, Michigan, Ohio,
Wisconsin), West North Central (Iowa, Kansas, Minnesota, Missouri, Nebraska, North Dakota, South Dakota), South Atlantic (Delaware,
Washington, DC, Florida, Georgia, Maryland, North Carolina, South Carolina, Virginia, West Virginia), East South Central (Alabama,
Kentucky, Mississippi, Tennessee), West South Central (Arkansas, Louisiana, Oklahoma, Texas), Mountain (Arizona, Colorado, Idaho,
Montana, Nevada, New Mexico, Utah, Wyoming), and Pacific (Alaska, California, Hawaii, Oregon, Washington).

† Number of facilities with gestational limit data.
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The limitations of this study should be noted. The
Advancing New Standards in Reproductive Health
Abortion Facility Database is updated once per year,
in the summer and fall; given the rapidly changing legal
landscape, the database does not reflect real-time status
of abortion availability. Some facilities may be missed
by our search methodology. As noted, the database is
also limited to facilities that publicly advertise their abor-
tion services. Additional sites offer abortion in the sec-
ond and third trimesters, including teaching hospitals,
that receive patients through referral systems and do
not advertise their services broadly. These facilities are
critical to the provision of later abortion care in the

United States, but multiple approvals from hospital
administration often are needed to provide such care.
Finally, the changes in the gestational limits at facilities
presented in this analysis cannot be attributed solely to
the Dobbs decision. Clinical constraints, institutional pol-
icies, availability and training of health care profes-
sionals, community norms, costs, and abortion stigma
all affect decisions about gestational limits.

In an ever-changing legal landscape, health care
professionals caring for pregnant and other
reproductive-age patients will be challenged in their
ability to offer standard care equitably and tend to
increasing needs. Outside the clinical setting, health

Fig. 2. Upper gestational limit for procedural abortion of publicly advertising facilities by state, 2021 (A) and 2023 (B).
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care professionals can play a critical role by support-
ing abortion training, building referral networks,
understanding allowable exceptions to state gesta-
tional limits, opening new abortion facilities in strate-
gic geographic locations, and advocating for the
extension or elimination of gestational limits in state
legislatures.
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Fig. 3. Proportion of facilities pro-
viding procedural abortion, by
pregnancy gestation, 2021–2023.
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