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The Supreme Court decision in Dobbs v. Jackson in June 2022 reversed precedent which had previously protected abortion prior to fetal viability as a universal right within the United States. This decision almost immediately led to abortion restrictions across 25 states. The resulting lack of access to abortion care for millions of pregnant people will have profound physical and mental health consequences, the full effects of which will not be realized for years to come. Approximately 1 in 5 women access abortions in the U.S. each year. These women are diverse and represent all American groups. The Supreme court decision, however, will affect populations that have and continue to be marginalized the most. Forcing pregnant individuals to carry unwanted pregnancies worsens health outcomes and mortality risk for both the perinatal individual and the offspring. The US has one of the highest maternal mortality rates and this rate is projected to increase with abortion bans. Abortion policies also interfere with appropriate medical care of pregnant people leading to less safe pregnancies for all. Beyond the physical morbidity, the psychological sequelae of carrying a forced pregnancy to term will lead to an even greater burden of maternal mental illness, exacerbating the already existing maternal mental health crisis. This perspective piece reviews the current evidence of abortion denial on women’s mental health and care. Based on the current evidence, we discuss the clinical, educational, societal, research, and policy implications of the Dobbs v. Jackson Supreme Court decision.
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Introduction

Abortion is common—almost one in five pregnancies ended in abortion in 2014, and this number has been increasing (1, 2). In June 2022, in Dobbs v. Jackson Women’s Health Organization (“Dobbs decision”), the Supreme Court reversed the nationwide right to abortion care in the U.S. and returned decision-making power to state governments. Multiple medical societies, including the American Medical Association (AMA), the American Psychiatric Association (APA), and the American College of Obstetricians and Gynecologists (ACOG), denounced the ruling, as “a direct blow to bodily autonomy, reproductive health, patient safety, and health equity” (3–5). Given the ramifications of this decision, it is critical for healthcare professionals to understand (1) what is known about abortion in the U.S., (2) the impact of decreased access to abortion and denied abortion on women’s overall wellbeing and mental health, and (3) the implications for healthcare (see Table 1).



TABLE 1 Select organizations denouncing the Dobbs decision.
[image: Table1]


History of abortion in the U.S.

In 1973, the U.S. Supreme Court codified the right to abortion under the constitutional protection of privacy in Roe v Wade (9). In response to an onslaught of state-level abortion restrictions, the court ruled in Planned Parenthood v. Casey that states could not enact legislation that would place an “undue burden” on the fundamental right to abortion. In June 2022, both decisions were overruled by the Supreme Court’s Dobbs decision. With this reversal, legislation of abortion returned to state governments. Within months, due to a combination of pre-Roe bans, “trigger laws” (abortion restrictions meant to be enacted with the overturning of Roe), and new legislation, half of U.S. states have severely restricted abortion access. At the present, 25 states have pre-viability abortion restrictions and, of those, 12 have enacted total bans (10). While some bans have been temporarily blocked by state courts, many remain in effect and prevent individuals from accessing abortion care.



Abortion rates and statistics in the U.S.

In the U.S., approximately one-half of pregnancies are unplanned, and 18% of all pregnancies end in induced abortions (1, 11). Individuals of all reproductive ages and ethnic, racial and socioeconomic backgrounds access abortions. Most (60%) seeking abortion already have children and 58% have never previously had an abortion (2). Women who access abortion are more likely to be low-income, unmarried, and from a racially or ethnically minoritized populations (2, 12). Black women access abortions at three times the rate of white women (2). The most common reasons for seeking an abortion are 1) inability to financially support a child, 2) unpreparedness to have a/another child, and 3) an abusive or unsupportive partner (13). Three-quarters of women cite three or more reasons for seeking abortion care (14), underscoring the complexity of decision making and the desire to make the right decision for them and their families.

Prior to the Dobbs decision, nearly one in five women traveled 50 miles or more to access abortion care, and nearly one in ten women crossed state lines (15, 16). Since the passing of the Texas Senate Bill 8 (SB8), which bans abortion after the detection of embryonic cardiac activity, the number of pregnant individuals traveling out of Texas to obtain abortion care has increased ten-fold (17) (see Table 2).



TABLE 2 Abortion denial case examples.
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Impact of denying abortions on perinatal morbidity and mortality

Pregnancy in and of itself is a physical state associated with increased morbidity and mortality, where continuing pregnancy is associated with a 14 times greater risk of death than abortion (18). In 2020, the U.S. maternal mortality rate reached 24 maternal deaths per 100,000 live births (2), making it the highest among industrialized nations (19, 20); these rates are substantially higher among marginalized communities (21). With a mortality rate of 0.4 deaths per 100,000 abortions, abortions conducted by trained specialists are far safer than pregnancy (19). Limiting access to abortion will increase the proportion of women continuing unwanted pregnancies and seeking “back alley” abortions by untrained individuals in suboptimal settings, (22) increasing both pregnancy and abortion related morbidity and mortality and exacerbating existing inequities in outcomes.

While the prevalence of self-managed medication abortion is growing, it has limitations. Despite numerous restrictions, the use at-home medication abortion allows many across the U.S. and the globe to continue to access abortion care (23). However, these medications are not 100% effective, safe for use in all situations, or effective later in pregnancy (24). About 2% of individuals undergoing medication abortion will require additional treatment (25) to safely complete the process. While self-managed medication abortions increase the availability of abortion care within U.S., this method is currently at risk of not being available to pregnant people, and is not a replacement for legal full-scope abortion care provided within the medical system. It is also important to note that in states in which legal abortion is unavailable, those who receive abortion care through these means and those that assist them may face criminal prosecution (26).

Abortion restrictions are associated with long-term morbidity. The most rigorous research evidence into the impact of abortion denial comes from the landmark Turnaway study, a prospective longitudinal study of those seeking abortion care, which examined the short and long-term outcomes of women who received abortion care versus those who sought but were denied abortion care. Nearly 1,000 women were recruited between 2008 and 2010 from 30 abortion facilities around the U.S. The study demonstrated that being denied an abortion and carrying an unwanted pregnancy is associated with higher risk of preeclampsia and postpartum hemorrhage, chronic pain, and poor overall health that persisted long after the pregnancy (27). Tragically, one woman in the study denied abortion later died from a postpartum infection (27). There were no cases of abortion-related deaths. Given the mortality and morbidity associated with unwanted pregnancies, these negative health impacts and maternal deaths are likely to rise as abortion restrictions increase.



Impact of denying abortions on perinatal mental heath

The Dobbs ruling will also have repercussions on women’s mental health. Obstetric and mental health outcomes are inextricably linked. Unintended pregnancy is associated with perinatal depression and anxiety (28, 29). Conversely, the literature indicates that abortion does not lead to short-or long-term negative mental health outcomes, such as depression, anxiety, posttraumatic stress disorder, or suicide (30–35). Being denied abortion care is, however, associated with negative mental health outcomes. In the Turnaway Study, shortly after being denied an abortion, women reported heightened anxiety symptoms and lower self-esteem and life satisfaction compared to those who received an abortion. Additionally, women who have a prior history of a mental health condition or have experienced trauma are at greater risk of experiencing negative mental health outcomes when denied a wanted abortion (36, 37).

Abortion is also associated with significant social stigmatization in many communities across the U.S. In the Turnaway study, more than half of women seeking an abortion felt they would be looked down upon at least “a little bit” by people close to them if they knew they had sought an abortion. Higher perceived stigma about abortion is associated with higher odds of experiencing psychological distress over the 5-year follow up period (38). The anxiety that individuals experience after receiving abortion care appears to be more closely linked to social stigmatization than to personal regret. More than 95% of women felt that abortion was the correct decision for them and their families 5 years later (39). In this way the Dobbs decision may continue to worsen women’s mental health by furthering abortion stigma in some communities.

Intimate partner violence (IPV) is a leading reason for seeking abortion. As many as 22% of women seeking abortions have been exposed to recent violence from a partner, and those receiving abortions are able to extricate from abusive relationships more than those denied abortions (40). Continued exposure to IPV has short and long-term effects on the mental and physical health of those experiencing violence. IPV increases a woman’s risk for mental health conditions such as depression, anxiety and trauma related disorders (41, 42). IPV also has adverse effects on pregnancy outcomes and on the individuals and their children including, but not limited to maternal death and preterm birth (43–45). Currently, homicide is a leading cause of death of pregnant women in the U.S. (46). Forcing people to carry unwanted pregnancies conceived with abusive partners will prolong their exposure to IPV and endanger them and their families.



Impact of denying abortions on child and family health

Apart from the direct effects on mental health, abortion denial impacts socioeconomic wellbeing and contributes to economic insecurity of pregnant persons, their children, and families. Pregnant people who are denied the ability to end a pregnancy suffer worse health, social and financial outcomes as do their families. Carrying a pregnancy and caring for a child comes with enormous time, emotional and financial investments that are unattainable for some. Financial distress, hardship, and limited financial resources are frequently cited reasons for seeking an abortion. In the Turnaway Study, 76% of those seeking abortion did not have enough money to cover living expenses, and 51% lived below the federal poverty level (47). Four years after being denied an abortion, women were three times more likely to be unemployed compared to those who received desired abortions. Overall, individuals have more debt, lower credit scores, and increased financial insecurity years after being denied an abortion compared to individuals who were able to obtain their desired abortion (47).

Being denied an abortion also negatively affects the development and wellbeing of a woman’s other children. In the Turnaway study, existing children of those denied an abortion had lower mean child development scores, particularly in expressive language and self-help, compared to children of those who received an abortion (48). Children born later to women who were able to receive their desired abortion had improved maternal bonding, and economic security as compared to children born to those who were denied an abortion.

Similar results have been found in studies outside of the U.S., including the Prague study, which followed the development and mental health of 220 children over 35 years whose mothers were denied an abortion compared to pair-matched children of those who did not seek an abortion. The study found significant differences in psychosocial development and mental health and wellbeing; children of those who were denied abortions had long-term negative psychosocial outcomes (49).



Implications for obstetric care and training

Beyond the poor outcomes of unwanted pregnancies, the Dobbs decision has profoundly impacted obstetric providers’ medical decision making. Prior to Dobbs, in most states, pregnancy termination was a routine treatment option for a number of pregnancy complications. In the aftermath of the Dobbs decision, states have enabled civil and criminal penalties for abortion on both pregnant persons and their health care providers (26). Fear of prosecution has created medical “grey areas,” such as in cases of incomplete, septic, or threatened spontaneous abortions or ectopic pregnancies, in which indicated obstetric care is potentially delayed or withheld until there are clear signs of maternal health compromise. There is growing evidence of cases where women were subjected to clinical decompensation due to hemorrhage or infection to justify intervention and termination of pregnancy (50–52). ACOG has called attention to the anticipated rise in similar cases in their amicus briefs, citing grave concerns over the potential increase in morbidity and mortality (53). Restriction of abortion access has created a “chilling effect,” which renders obstetric providers hesitant to deliver lifesaving or health-preserving medical care (5). Recent data out of two Texas hospitals demonstrates an almost two-fold increase in pregnancy related morbidity among women with previable pregnancy complications as a result of SB8 (54).

The Dobbs decision and subsequent bans will also limit medical education and abortion training for medical students, residents, and fellows. The Accreditation Council for Graduate Medical Education (ACGME) requires access to abortion training for obstetrics and gynecology residency programs. Of the 286 accredited obstetrics and gynecology residency programs currently with residents, 128 (44.8%) are in states that have already banned or are likely to ban abortion after the overturning of Roe v Wade. In contrast, as recently as 2020, 92% of residents reported some access to this training (55). Of the 6,007 current obstetrics and gynecology residents, 2,638 (43.9%) are likely to lack or have severely reduced access to robust in-state abortion training post-Dobbs. Temporary solutions to address limitations in abortion training include travel rotations, remote learning, and simulation (55). While these training modalities will be crucial to continuing a broad scope of care for comprehensive family planning and abortion care across the U.S., they will not be equivalent to abortion training available prior to the Dobbs decision. This educational deficiency raises concerns about training the next generations of obstetricians and gynecologists, who may lack skills needed to provide lifesaving care for pregnant patients requiring emergent uterine evacuation for pregnancy complications, including miscarriages and hemorrhage, unrelated to abortion.



Implications for psychiatric care and training

Given the effects of abortion denial on obstetric and mental health outcomes, the Dobbs decision will likely lead to increased demand for psychiatric care both during and after pregnancy. Unwanted pregnancy is a risk factor for antenatal depression and anxiety, as well as postpartum depression (56, 57). The mental health system in the U.S. is already in crisis, and unable to meet the current demand for psychiatric care. Prior to the Dobbs decision, psychiatrists and allied mental health professionals had and continue to have limited training in the management of mental health disorders during and after pregnancy (58). The number of Reproductive Psychiatry Fellowships is growing, but are still limited in the U.S., and have not yet been accredited by the ACGME (58). Given the mental health workforce shortage and potential increase in demand for mental health providers since Dobbs, there will be even less access to mental health care. Filling the maternal mental healthcare gap will increasingly fall on obstetrical, family medicine, and primary care providers.

Limited short-term options exist for addressing the mental health workforce issues. Perinatal Psychiatry Access Programs (“Access Programs”) are an evidence-based model that increase the capacity of providers serving perinatal individuals to address their mental health needs (59). Investments in adaptations to Access Programs and other models of care will be needed to address the needs of women and children with psychiatric illness due to abortion restrictions. Additionally, psychiatric and other mental health professional organizations will need to increase (1) resources to support the mental health needs of women denied abortions, and (2) training for psychiatrists in reproductive and perinatal mental health. Recognizing Reproductive Psychiatry as an essential component in all psychiatric training, and as an ACGME recognized subspecialty, it will be crucial to building a workforce that is knowledgeable in addressing the needs of women being denied abortions.



The Dobbs decision as a political determinant of health that will exacerbate health inequities

Political determinants of health (PDOH) are the ways in which policies and politics influence the social conditions that impact health outcomes. PDOH systematically structure relationships, distribute resources, and administer power to mutually reinforce or influence opportunities to advance health equity or exacerbate health inequities (60). Often the connection between social determinants of health (SDOH) and their political roots are lost, but the overturning of Roe v. Wade will be an unwelcome flagship example of a PDOH driving health inequities in the U.S.

Criminalization of abortion for pregnancy-capable individuals and their children will have other far-reaching implications with a greater impact for populations that have been marginalized in the U.S. Prior to the Dobbs decision, Black women and those with lower incomes accessed abortions at a higher rate than other communities. Following the Dobbs decision, marginalized communities will have less access to abortion care and will face greater challenges in accessing care out of state than their privileged counterparts. Those without resources will be forced to either (1) carry an unwanted pregnancy and have a forced birth while also bearing the burden of the social, obstetric, and mental health sequelae previously outlined, (2) undergo self-managed abortions, placing them at risk for arrest and prosecution when presenting for subsequent emergency care, and (3) in some cases, access unsafe abortions with increased risk of morbidity and mortality. Restrictions stand to worsen the health inequities, in addition to inequity within the U.S. criminal justice system, for Black and Brown individuals (61).

Given the disproportionate burden of stress associated with the unequal distribution of resources, marginalized individuals including but not limited to Black, Indigenous, Latinx, immigrants, refugees, sexual, gender and religious minoritized groups, will be more affected by the Dobbs decision. (62). The maternal mortality and mental health crises are already disproportionally negatively affecting minoritized individuals who have less access to comprehensive reproductive and overall health care (63). Additionally, these groups have historically been more impacted by abortion restriction-related clinic closures including having limited resources to travel long distances to receive care (64, 65). The Dobbs decision will add to the existing historical trauma that these populations have experienced and continue to experience due to structural racism and oppression.




Conclusion

The Dobbs decision, which overturned Roe v. Wade, has serious implications for all women and childbearing individuals, as well as their children, families and generations to come. It affects obstetric care providers, mental health professionals, and the patients they serve in an already strained health system. It will increase demand for services where there are already limited providers and health care deserts. It will force providers to be reactive rather than proactive in caring for women and families. As a political determinant of health, this decision will disproportionally affect populations who have been historically, and continue to be, under-served and marginalized.

System-wide interventions to increase the capacity of obstetric and mental health professionals to respond to the mental and physical health and other effects that will arise from denied abortion will be critical to mitigation. Ongoing studies that continue to document the impact of this decision will be important to inform policy decisions. Advocacy is imperative to increase awareness of evidence-based information about the harmful effects of abortion denial and inform policy makers. The data is clear; women and families do better when they retain the ability to access safe abortion care. To realize a vision of healthy and resilient families in the U.S., we must ensure pregnant individuals have access to evidence-based reproductive health and abortion health care.


Statement on language

We have used the term women in this piece to refer to pregnancy capable individuals and not to refer to gender identity. We recognize that not all pregnancy capable and childbearing people identify as women, and that all individuals, and especially those with the potential for childbearing, are impacted by the restriction of abortion in the U.S.
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American College of Obstetricians and | “Abortion is a safe, essential part of comprehensive health care, and just like any other safe and effective medical intervention,
Gynecologists ‘must be available equitably to people, no matter their race, socioeconomic status, or where they reside” (5).
American Psychiatric Assaciation “By dismantling nearly 50years of legal precedent, the Court has jeopardized the physical and mental health of millions of

American women and undermined the privacy of the physician-patient relationship.. today’ ruling will put many pregnant

women and their families into life-threatening and/or traumatic situations” (4).

American Academy of Family *...opposed any legislation or regulation that interferes in the confidential relationship between a patient and their physician and

Physicians the provision of evidence-based patient care for any patient —and this decision will allow states to gravely interfere in that
relationship.. (fro joint statement with AAR ACOG, ACOR, and APA) (6),

American Society for Reproductive “Decisions about healthcare, particularly reproductive healthcare, should be made by patients and physicians, not by interest

Medicine groups, religious organizations, poli

ians, pundits, or Supreme CourtJustices” (7).

American Medical Association “State restrictions that intrude on the practice of medicine and interfere with the patient-physician relationship leave millions with

little or no access to reproductive health services while criminalizing medical care. Access to legal reproductive care will be limited

to those with the suficient resources, circumstances, and financial means to do so—exacerbating health inequities by placing the

heaviest burden on patients from Black, Latinx, Indigenous, low-income, rural and other historically disadvantaged communities

that already face numerous structural and systemic barriers to accessing health care” (3).
American Association of Pediatrics “This decision carries grave consequences for our adolescent patients, who already face many more barriers than adults in

accessing comprehensive reproductive healthcare services and abortion care” (5).
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AS.isa30yo G4P3003 @ 13'3 with a pregnancy diagnosed with acrania at her routine ultrasound. The diagnosis islethal. She resides in Missouri. Her

n recommends she travel to llinois for an abortion. She works two minimum wage jobs and lives paycheck to paycheck as a single parent. She cannot

phys
afford the childcare, travel or out-of- pocket cost to receive abortion care out of stae.

LZ s a44y0 G3P1011 @ 7'6 weeks with an IUD in place. She has a history of peripartum cardiomyopathy with persistent lefi ventricular dysfunction. She is
advised that continuing the pregnancy will put her at risk for heart falure or death. She asks for information about pregnancy termination, bu this is not
provided due to Texas restrictions on aiding or abetting abortion care as outlined in S8

EM.isa22y0 GI @ 56 with an unintended pregnancy while taking oral contraceptive pils. She i a first-generation college student in Texas, hoping her pursuit

of higher education will provide her family with newfound economic security. She s desperate to avoid the disruption of these plans. She s also in a reationship

where she is experiencing abuse. She is willing to travel for an abortion but unsure of where to go or how to pay for care.
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