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INTRODUCTION 
After Dobbs:  How the Supreme Court Ended Roe but Not Abortion1 

(“After Dobbs”) by David S. Cohen and Carole Joffe is a love letter to the 
thousands of people around the United States who refuse to let women and 
other pregnant people suffer physically or emotionally because they cannot 
access abortion care.  These committed abortion providers, clinic staff, 
abortion fund employees, volunteers for practical support networks, and 
others form a vital network that ensures access to thousands of abortion 
seekers each year.2  Even so, it is inevitable that many more women and 
others who want abortions will not be able to access care because of legal 
and other barriers.  After Dobbs offers compelling portraits of some of these 
dedicated souls who have found ways to continue to do this important work, 
even in the face of Dobbs v. Jackson Women’s Health Organization3 ending 
the federal constitutional right to abortion.4 

There is much to celebrate in the powerful stories that Cohen and Joffe 
share, and After Dobbs is a welcome contribution to post-Dobbs scholarship 
about the United States’ abortion landscape.  Though the stories of 
independent clinics, telehealth providers, abortion funds, and practical 
support networks are inspiring, the role that hospitals play—or, more 

 

*  Professor of Law and Dean Emeritus at Rutgers Law School in Camden.  Thank you to the 
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 1. DAVID S. COHEN & CAROLE JOFFE, AFTER DOBBS:  HOW THE SUPREME COURT ENDED 
ROE BUT NOT ABORTION (2025). 
 2. See generally id. (discussing the way that these providers play a role in abortion care). 
 3. 142 S. Ct. 2228 (2022). 
 4. See id. at 2242. 
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accurately, do not play—in providing abortion care is largely missing.  Those 
stories would not have been quite as inspirational.  For decades, the bulk of 
abortions in the United States have happened in independent clinics or at 
Planned Parenthood clinics.5  Even so, hospitals remain a crucial site of care 
for many abortion seekers, especially as increasing numbers of clinics closed 
after Dobbs. 

This Essay response critiques the de minimis role hospitals across the 
country play in providing abortion care to people in their communities who 
need or desire such care.  Hospitals’ lack of provision of abortion care, which 
one in four cisgender women6 will experience over the course of their 
lifetimes, can be attributed to economic, institutional, legal, religious, and 
other factors, but the consequences are stark and potentially deadly.  Part I of 
this Essay describes how and why abortion care has been provided outside of 
hospital settings for decades and how this siloing of care is both product and 
purveyor of abortion stigma for abortion providers and abortion seekers.  Part 
II explores why hospitals ceased playing a significant role in abortion care in 
the decades after Roe v. Wade,7 and how this persists after Dobbs.  Part III 
describes why hospitals must become much more present in the world of 
abortion provision, especially when it comes to abortions made necessary by 
risks to the life or health of the pregnant person, medical emergencies, or 
fetal anomalies.  Part IV focuses on how to create a more equitable abortion 
landscape in which hospitals assume a prominent role in providing at least 
some of the most crucial forms of abortion care and training. 

I.  THE MARGINALIZATION OF ABORTION CARE 
In After Dobbs, Cohen and Joffe focus on individuals working at clinics 

providing abortions (and sometimes other care), not on hospitals or  
hospital-affiliated practices.8  The book reveals how these clinics, with the 
help of abortion funds, practical support networks, donors, and others, have 
kept their doors open post-Dobbs to continue playing an indispensable and 
outsized role in abortion care in the United States.9  The story of how 

 

 5. See Jeff Diamant, Besheer Mohamed & Rebecca Leppert, What the Data Says About 
Abortion in the U.S., PEW RSCH. CTR. (Mar. 25, 2024), https://www.pewresearch.org/short-
reads/2024/03/25/what-the-data-says-about-abortion-in-the-us/ [https://perma.cc/4T2T-
BM9T]; PLANNED PARENTHOOD ANNUAL REPORT 2023–2024, at 6 (n.d.), 
https://www.plannedparenthood.org/uploads/filer_public/ec/6d/ec6da0d6-98e5-4278-8d11-
99a5cba8e615/2024-ppfa-annualreport-c3-digital.pdf [https://perma.cc/KZ56-54WJ];  
see also Rachel K. Jones & Jenna Jerman, Abortion Incidence and Service Availability in the 
United States, 2014, 49 PERSPS. ON SEX. & REPROD. HEALTH 17 (2025) (providing overview 
of abortions in 2010s, where 95 percent occurred in clinics). 
 6. Isabel V. Sawhill & Kai Smith, Abortion in the U.S.:  What You Need to Know, 
BROOKINGS INST. (May 29, 2024), https://www.brookings.edu/articles/abortion-in-the-us-
what-you-need-to-know/ [https://perma.cc/7FJB-QKEK]. 
 7. 410 U.S. 113 (1973). 
 8. See, e.g., COHEN & JOFFE, supra note 1, at 28–70. 
 9. See id. at 48–70 (describing how the abortion providers in After Dobbs are all based 
in independent clinics where the lion’s share of procedural abortions take place in the United 
States). 
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independent clinics became the center of post-Roe abortion care10 is one of a 
legally sanctioned isolation of abortion over time, including in states where 
abortion has been and remains legal.11  A brief review of this history reveals 
that nostalgia for abortion care post-Roe and pre-Dobbs must be realistic 
about the patchwork of abortion access even when a federal constitutional 
right to abortion existed.12 

The siloing of abortion care and abortion providers has not always 
benefitted abortion seekers, abortion providers, or those who support seekers 
and providers for a host of well-documented reasons.  Standalone clinics are 
an easy target for protestors and others who want to drive patients away from 
care or drive providers away from performing abortions.13  An arson at an 
unopened clinic, as described in After Dobbs, is a stark reminder that some 
abortion opponents choose violence, not peaceful protest.14  Attacks on 
clinics were so vociferous at various points in the nation’s post-Roe history 
that Congress and some states passed legislation specifically to protect 
abortion clinics, clinic workers, and patients from protestors.15  Abortion 
work has been dangerous for all involved for a very long time.16 
 

 10. In the United States, independent clinics perform 58 percent of abortions, Planned 
Parenthood affiliates perform 38 percent of abortions, hospitals perform 3 percent of 
abortions, and private practice providers perform 1 percent of abortions. ABORTION CARE 
NETWORK, COMMUNITIES NEED CLINICS 5 (2025), https://abortioncarenetwork.org/wp-
content/uploads/2025/12/CommunitiesNeedClinics2025.pdf [https://perma.cc/8TLP-Y488]. 
 11. See Grace L. Augustine & Alessandro Piazza, Category Evolution Under Conditions 
of Stigma:  The Segregation of Abortion Provision into Specialist Clinics in the United States, 
33 ORG. SCI. 624, 630 (2022) (describing how abortion stigma contributed to the phenomenon 
of abortion provision occurring in independent clinics founded by “values-driven” providers). 
 12. Professor Melissa Murray describes Roe’s failure to treat abortion as a reproductive 
justice issue: 

[Roe] assumed a certain degree of affluence and access — women choosing an 
abortion ostensibly had access to medical care, and as such, made their 
decisions in consultation with medical professionals.  Relatedly, Roe framed 
abortion as the “choice” of whether or not to have a child, irrespective of the 
background conditions that might inform or shape such choices.  It offered no 
quarter to those women whose reproductive “choices” were shadowed by 
economic insecurity, the absence of safe and affordable childcare, and racial 
and gender injustice.  Nor did Roe venture beyond the issue of terminating a 
pregnancy to consider the conditions necessary to exercise the “choice” to bear 
and raise a child to adulthood. 

Melissa Murray, Race-ing Roe:  Reproductive Justice, Racial Justice, and the Battle for Roe 
v. Wade, 134 HARV. L. REV. 2025, 204950 (2021). 
 13. Nora Caplan-Bricker, Why Are Abortions Performed in Clinics?, SLATE (Nov. 16, 
2015, at 15:09 ET), https://slate.com/human-interest/2015/11/why-are-abortions-performed-
in-clinics-not-hospitals.html [https://perma.cc/CU8N-256W]. 
 14. After Dobbs tells the story of Julie Burkhart, whose clinic in Casper, Wyoming, was 
firebombed one month before the release of the Dobbs decision. COHEN & JOFFE, supra note 
1, at 78–79. 
 15. See, e.g., Freedom of Access to Clinic Entrances (FACE) Act, 18 U.S.C. § 248 (2024). 
 16. See generally DAVID S. COHEN & KRYSTEN CONNON, LIVING IN THE CROSSHAIRS:  THE 
UNTOLD STORIES OF ANTI-ABORTION TERRORISM (2015) (providing an account of how 
antiabortion activists have engaged in acts of violence, harassment, and terrorism against 
abortion providers, clinic workers, and patients for decades). 
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Despite the acknowledged danger, standalone clinics remain indispensable 
to abortion care in the United States post-Dobbs.  According to the 
Guttmacher Institute, “brick-and-mortar facilities still account for more than 
80% of clinician-provided abortions,”17 reinforcing After Dobbs’ message 
about the commitment of clinic owners and the need for these clinics to 
exist.18  However, forty-two clinics stopped providing abortion care between 
2020 and March 2024, primarily because of severe abortion restrictions.19  
Post-Dobbs, some states have no brick-and-mortar access to abortion care 
outside of hospitals, and the number of independent abortion providers 
dropped from 807 in 2020 to 765 in March 2024.20 

Though access to telehealth abortion and self-managed medication 
abortion has expanded exponentially post-Dobbs,21 medication abortion is 
not a solution to all that ails us.22  Not everyone is eligible for a medication 
abortion because of Food and Drug Administration (FDA)-imposed 
gestational limits or health concerns, like bleeding disorders.23  Some people 
will not access pills due to a lack of knowledge or resources.24  Others may 
fear taking pills in a state where abortion is banned, and they do not meet any 
of the exceptions.  And others may prefer a procedural abortion for its speed 
and convenience.25  So although medication abortion, which represented  

 

 17. Rachel K. Jones, Candace Gibson & Jesse Philbin, The Number of Brick-and-Mortar 
Abortion Clinics Drops, as US Abortion Rate Rises:  New Data Underscore the Need for 
Policies that Support Providers, GUTTMACHER INST. (June 2024), 
https://www.guttmacher.org/report/abortion-clinics-united-states-2020-2024 
[https://perma.cc/ADU3-T9AQ]. 
 18. Id. 
 19. See id.  As described in After Dobbs, Tammi Kromenaker moved the Red River 
Women’s Clinic from Fargo, North Dakota, where it was the only abortion clinic in the state, 
to Moorehead, Minnesota.  Though the new clinic was only five to ten minutes from the old 
location, it was a world apart when it came to support for abortion providers and clinics. 
COHEN & JOFFE, supra note 1, at 74–75. 
 20. Jones, Gibson & Philbin, supra note 17. 
 21. See SOC’Y OF FAMILY PLANNING, #WECOUNT REPORT, APRIL 2022 TO DECEMBER 
2024, at 1 (June 23, 2025), https://societyfp.org/wecount-report-9-december-2024-data/ 
[https://perma.cc/7SAY-TMMS] (“By the end of 2024, [one] in [four] abortions [in the United 
States] was provided via telehealth.”). 
 22. The number of abortions taking place in the United States increased in the years after 
Dobbs. Id. at 3. 
 23. The FDA has not approved the use of mifepristone for medication abortion for 
pregnant people beyond ten weeks gestation. See Questions and Answers on Mifepristone for 
Medical Termination of Pregnancy Through Ten Weeks Gestation, U.S. FOOD & DRUG 
ADMIN. (Feb. 2, 2026), https://www.fda.gov/drugs/postmarket-drug-safety-information-
patients-and-providers/questions-and-answers-mifepristone-medical-termination-pregnancy-
through-ten-weeks-gestation [https://perma.cc/N9YW-XU2Y]. 
 24. In addition to general abortion restrictions, barriers to accessing medication abortion 
include state-level physician-only dispensing requirements, bans on telehealth, and 
prohibitions on mailing pills into the state. Talia Curhan, Medication Abortion, GUTTMACHER 
INST. (Dec. 1, 2025), https://www.guttmacher.org/state-policy/explore/medication-abortion 
[https://perma.cc/8CMA-QFQ2]. 
 25. See Medical vs. Surgical Abortion, UCLA HEALTH, 
https://www.uclahealth.org/medical-services/obgyn/family-planning/patient-
resources/medical-vs-surgical-abortion [https://perma.cc/GWW5-AEYQ] (last visited Feb. 3, 
2026). 
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63 percent of all abortions in the United States in 2023,26 is a driver of 
enhanced abortion access, it is not a wholesale substitute for procedural 
abortions performed in appropriate facilities by trained medical providers.  
For this reason, though the abortion landscape described in After Dobbs is 
inspirational, it does not fully meet the challenge Dobbs created.  Securing 
access to abortion care for the broadest spectrum of those in need requires 
pills and procedural abortions, which, in turn, requires a sufficient number of 
trained providers willing to offer abortion care and a sufficient number of 
facilities, independent clinics, and hospitals, to meet the need.  While 
independent clinics are more than doing their part, and have been for decades, 
the closure of clinics prompted by Dobbs heightens the long-standing need 
for hospitals to do more abortions for their local communities. 

II.  WHY HOSPITALS ARE NOT IN THE ABORTION BUSINESS 
The reasons why hospitals perform so few abortions are fairly easy to 

understand, but hard to fix.  First, being an abortion provider can be 
economically challenging given issues such as:  low insurance 
reimbursement rates, competition for patients, the need for high patient 
volume in order to meet costs, and the increasing use of telemedicine for 
abortion care.27  Consequently, the cost-benefit analysis may discourage 
hospitals that have many other ways to make money from providing abortion 
care.  Despite the claim of antiabortion activists that abortion providers are 
in it for the money,28 the stagnation in abortion pricing at independent clinics 
flies in the face of any claim that providing many more abortions could fill a 
hospital’s coffers.29  Further, if hospitals were to perform more “ordinary” 
abortions, it is highly unlikely that they would demonstrate the same 
commitment to accessibility as independent clinics, which often try to keep 

 

 26. Abortion in the United States, GUTTMACHER INST. (Apr. 2025), 
https://www.guttmacher.org/fact-sheet/induced-abortion-united-states 
[https://perma.cc/R56Y-BZXW]. 
 27. See Tracy A. Weitz, Making Sense of the Economics of Abortion in the United States, 
56 PERSPS. ON SEX. & REPROD. HEALTH 199, 201–05 (2024) (describing the economically 
complicated business landscape for independent clinics providing abortion care). 
 28. See, e.g., Jeanneane Maxon, Funding the Nation’s Largest Abortion Business:  An 
Investigation into Public and Private Support of Planned Parenthood, LOZIER INST.  
(May 12, 2025), https://lozierinstitute.org/funding-the-nations-largest-abortion-provider-an-
investigation-into-public-and-private-support-of-planned-parenthood/ 
[https://perma.cc/RK2N-ZZUM] (discussing Planned Parenthood’s revenue as a nonprofit and 
its “prioritization of abortion”). 
 29. Weitz, supra note 27, at 202 (“Unlike other healthcare services, the price of abortion 
has stayed relatively stable over time in part because abortion providers have tried to keep the 
price low for abortion seekers who are overwhelmingly low-income and because raising prices 
means people will not be able to access care.”).  In contrast, the price of fertility care, such as 
in vitro fertilization (IVF), has ballooned over the decades. See Tori Marsh, In Vitro 
Fertilization (IVF) Medication Prices Rose by 84% Over the Past 10 Years, GOODRX (Sep. 
12, 2024), https://www.goodrx.com/healthcare-access/research/ivf-in-vitro-fertilization-
medications-cost-increase [https://perma.cc/6QP5-3WPG] (finding that the price of fertility 
drugs used for IVF increased by 84 percent over a ten-year period during which the average 
price increase across all prescription drugs was only 37 percent). 
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their prices as low as possible.30  If people cannot afford to pay out of pocket, 
and if most low-income abortion seekers cannot use Medicaid to support their 
abortions because of the Hyde Amendment,31 then the incentive for hospitals 
to increase the number of abortions they perform is minimal. 

Second, actors at many levels in hospitals and hospital systems simply are 
not interested in being abortion providers.32  Providing more hospital-based 
abortion care requires physicians and other healthcare providers to be willing 
to provide abortions.  Further, hospital lawyers, risk managers, and 
administrators must be willing to support and defend providing this care.  
Even where a provider is willing, care will be denied without the stamp of 
approval from those whose concerns go beyond patient care.33  Given the 
divisiveness of abortion as a political and cultural issue for decades, the 
people in charge at hospitals have little to no incentive to subject themselves 
or their hospitals to the risks heaped on independent clinics and the people 
who work in those clinics as described in After Dobbs.34  Unsurprisingly, 
hospital administrators and providers eschew subjecting their institutions to 
protestors (who are sometimes violent), public condemnation by politicians 
and antiabortion activists, controversy, or potentially invasive and negative 
press coverage for providing abortion care when not required to do so.35  
Consequently, many hospitals offer almost no abortion care or only the most 
sympathetic abortions, which are typically for the life or health of the 
 

 30. Weitz, supra note 27, at 202. 
 31. Pub. L. No. 94-439, § 209, 90 Stat. 1418, 1434 (1976).  The Hyde Amendment 
prevents federal Medicaid funds from being used for abortions except in cases of rape, incest, 
or substantial risk of death for the pregnant woman. EDWARD C. LIU & WEN W. SHEN,  
CONG. RSCH. SERV., IF12167, THE HYDE AMENDMENT:  AN OVERVIEW 1 (2022).  
Unsurprisingly, the deleterious impact of the Hyde Amendment is felt most keenly by poor 
women and women of color. The Hyde Amendment:  A Discriminatory Ban on Insurance 
Coverage of Abortion, GUTTMACHER INST. (May 2021), https://www.guttmacher.org/fact-
sheet/hyde-amendment [https://perma.cc/58K7-6YSU]. 
 32. Robert Kuttner, How Hospitals Undermine Reproductive Rights, AM. PROSPECT:  
HEALTH AND SOC. POL’Y (July 21, 2022) https://prospect.org/2022/07/12/how-hospitals-
undermine-reproductive-rights/ [https://perma.cc/UC7Y-5TQ4]. 
 33. Researcher Lori Freedman discovered, through interviews with obstetricians and 
gynecologists (OB/GYNs) who want to provide abortions, that many OB/GYNs were stymied 
from providing abortion care by formal and informal barriers, from colleagues in private 
medical practices to a nonsectarian hospital’s policies against performing abortions because 
of staff resistance. See LORI FREEDMAN, WILLING AND UNABLE:  DOCTORS’ CONSTRAINTS IN 
ABORTION CARE 105 (2010). 
 34. See, e.g., COHEN & JOFFE, supra note 1, at 130. 
 35. Hospital reluctance to be associated with abortion extends to declining to provide 
admitting privileges to abortion providers, which became a significant issue when  
abortion-hostile states began passing laws requiring physicians performing abortions to have 
admitting privileges at local hospitals.  Admitting privileges are wholly unnecessary for 
several reasons but also difficult to come by because, as the American College of Obstetricians 
and Gynecologists (ACOG) points out, “[p]hysicians who provide abortion care are routinely 
denied admitting privileges due to anti-abortion ideology, stigma, and fear of harassment.” 
Hospital Admitting Privilege Mandates Undermine Physician Practice and Unduly Burden 
Women’s Access to Abortion, AM. COLL. OBSTETRICIANS & GYNECOLOGISTS, 
https://www.acog.org/news/news-articles/2020/11/hospital-admitting-privilege-mandates-
undermine-physician-practice-and-unduly-burden-womens-access-to-abortion 
[https://perma.cc/R5JB-8NBU] (last visited Jan. 26, 2026). 
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pregnant person or for fatal fetal anomalies.36  But, most abortions are 
ordinary—they happen for socioeconomic reasons such as poverty, lack of a 
partner, existing children, or lack of a support network.37 

Even when hospitals do provide abortion care, they may impose their own 
limits on what care is acceptable, including stricter gestational limits than the 
limits of the state where they are located.38  These limits might be imposed 
by internal actors, like the head of a particular department, who determine 
their own level of comfort with abortion care and impose that comfort level 
on all providers at the facility.39  Hospitals must also contend with conscience 
protections that allow healthcare providers to opt out of participating in 
abortion care or even being trained in how to perform abortions.40  This 
means that even if a physician is prepared to perform an abortion, the 
abortion cannot be provided if nurses, anesthesiologists, or others needed for 
that procedure are unwilling to participate.41  This is not a concern in 
independent clinics that do not receive federal funds. 

Third, an even greater impediment to providing hospital-based abortion 
care is the increasing number of religiously affiliated hospitals, including 
many public hospitals that the Catholic Church has taken over.42  In these 
facilities, patients may not be able to get routine sterilization procedures, let 
alone an abortion—even when the abortion is lifesaving or due to a fatal fetal 
anomaly.43  These hospitals are not a community resource for abortion care 
despite their ubiquity. 

 

 36. See Kuttner, supra note 32. 
 37. Sawhill & Smith, supra note 6. 
 38. See Kuttner, supra note 32. 
 39. Limitations on care are especially prevalent for third-trimester abortions that take 
place after twenty-four weeks gestation.  In 2022, Professor Katrina Kimport noted that there 
were only four facilities in the United States that advertised the availability of third-trimester 
abortion care. Katrina Kimport, Is Third-Trimester Abortion Exceptional?:  Two Pathways to 
Abortion After 24 Weeks of Pregnancy in the United States, 54 PERSPS. ON SEX. & REPROD. 
HEALTH 38, 39 (2022).  Given the general prohibition on third-trimester abortions in forty-four 
states, limited access made sense; but the concentration of care outside of urban areas, despite 
the presence of large hospital systems capable of providing such rarely needed care, made less 
sense. Id. 
 40. The Church Amendments prevent recipients of certain federal funds from requiring 
an individual to perform or assist in performing sterilizations or abortions if the individual has 
religious or moral objections to the procedures. See 42 U.S.C. § 300a-7. 
 41. See id. 
 42. See Growing Market Power Among Catholic Hospitals Restrains Access to 
Reproductive Health Care, CTR. FOR AM. PROGRESS (Sep. 29, 2025), 
https://www.americanprogress.org/article/growing-market-power-among-catholic-hospitals-
restrains-access-to-reproductive-health-care/ [https://perma.cc/HU9D-RWGK] (“From 2001 
to 2020, Catholic provider growth rate was 28.5 percent.  During that same period, the number 
of non-Catholic hospitals declined by nearly 14 percent.  By 2020, four of the country’s 10 
largest hospital systems—by number of beds—were Catholic, and at least 1 in 6 of America’s 
hospital beds were in Catholic hospitals.”). 
 43. Rachana Pradhan & Hannah Recht, The Powerful Constraints on Medical Care in 
Catholic Hospitals Across America, KFF:  HEALTH NEWS (Feb. 17, 2024), 
https://kffhealthnews.org/news/article/catholic-hospitals-affiliates-ethical-religious-
directives-reproductive-care/ [https://perma.cc/3DM6-EXDW]. 
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Finally, hospitals may fear institutional liability or monetary penalties 
from state legislators.  For example, Planned Parenthood has received 
financial penalties in states that have cut or are attempting to cut their 
facilities from their state Medicaid program to punish them for providing 
abortions.44  There is also the fear of prosecution for providers or 
nonmonetary sanctions for hospitals, which is very different from the fear of 
medical malpractice.  For instance, in Texas, even after a court determined 
that a pregnant woman, Kate Cox, was eligible for an abortion in the state 
due to a fatal fetal anomaly, the state’s attorney general, Ken Paxton, wrote 
a threatening letter to local hospitals and the doctor who was prepared to 
perform the abortion.45  That letter warned of legal repercussions for the 
physician, including criminal, civil, and regulatory actions, and threatened 
that the hospitals might be “liable for negligently credentialing the physician” 
and failing to exercise appropriate professional judgment if the hospital 
permitted the physician to perform the abortion.46  In a climate in which a 
state attorney general threatens a physician and a hospital if they act in 
accordance with a duly issued court order, it is obvious why some 
practitioners and hospitals are reluctant to provide abortions in even the most 
“sympathetic” cases. 

III.  HOSPITAL ABORTION POST-DOBBS 
Though hospital reluctance to perform abortions may stem from legitimate 

concerns, the time for hospitals to shun responsibility for abortion care has 
long passed.  Well over 90 percent of abortion care in the United States takes 
place outside of hospitals.47  According to the American Hospital 
Association, there are 6,100 hospitals in the United States compared to fewer 
than 800 brick-and-mortar abortion clinics.48  If even a small portion of 
hospitals began providing more abortion care, it would be a boon to abortion 
patients.  Again, ordinary abortions, often problematically referred to as 
“elective abortions,”49 comprise the majority of abortions provided in the 
 

 44. See Brittni Frederiksen, Usha Ranji & Alina Salganicoff, Major Federal and State 
Funding Cuts Facing Planned Parenthood, KFF (May 15, 2025), 
https://www.kff.org/womens-health-policy/major-federal-and-state-funding-cuts-facing-
planned-parenthood/ [https://perma.cc/F32D-RMBL]. 
 45. Texas Attorney General (@TXAG), X (Dec. 7, 2023, at 14:49 ET), 
https://x.com/TXAG/status/1732849903154450622?lang=en [https://perma.cc/95MP-
2DLM]; see also Ava Sasani, Texas Attorney General Says He Will Sue Doctor Who Gives 
Abortion to Kate Cox, GUARDIAN (Dec. 8, 2023), https://www.theguardian.com/us-
news/2023/dec/08/ken-paxton-texas-abortion-kate-cox [https://perma.cc/2A3X-F8ZS]. 
 46. See Texas Attorney General (@TXAG), supra note 45. 
 47. See ABORTION CARE NETWORK, supra note 10, at 5 (finding that only 3 percent of 
abortions take place in hospitals). 
 48. Fast Facts on U.S. Hospitals, AM. HOSP. ASS’N (Jan. 2025), 
https://www.aha.org/statistics/fast-facts-us-hospitals [https://perma.cc/PK6V-L2XF]; Jones, 
Gibson & Philbin, supra note 17. 
 49. See Elizabeth Janiak & Alisa B. Goldberg, Eliminating the Phrase  
“Elective Abortion”:  Why Language Matters, 93 CONTRACEPTION 89, 89 (2016) (“The use of 
the phrase ‘elective abortion’ promotes the institutionalization of a false hierarchy of need 
among abortion patients.”). 
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United States, and the failure of hospitals to offer routine abortion care is 
likely intractable in the near term.  Though chipping away at this broader 
reality is a longer-term project, the loss of clinics presents a compelling 
reason for hospitals and hospital systems to fill the void by providing 
abortion care that is best provided in hospital settings or that is necessitated 
by an emergency. 

To be clear, abortions are extremely safe—safer, in fact, than giving 
birth50—so this Essay’s emphasis on the need for hospital-based care does 
not come from a concern that abortion care in general is safer when done in 
a hospital.  But there are some instances in which hospital-based care might 
be medically appropriate or simply a better option for a patient.  These 
instances include when pregnant women experience emergencies, like 
miscarriages, and especially for people who may not have access to a clinic 
or time to get to a clinic.51  For these individuals, being able to access care at 
the closest hospital emergency room is crucial or even lifesaving.52  Yet, 
disturbing media accounts reveal that some hospitals fail to provide the most 
basic care in a timely fashion, even when pregnancies are doomed, and the 
only life to be saved is that of the pregnant woman.53  If nothing else, 
hospitals, especially hospital emergency rooms and the physicians who work 
in them, must be equipped to provide life and health preserving care to 
patients who face dire consequences from unnecessarily delayed care.  Even 
more, though litigation continues in search of clarity, the Emergency Medical 
Treatment and Labor Act54 (EMTALA), the federal law requiring that 
hospitals provide stabilizing care in emergencies, should preempt state laws 
that prioritize a fetus in the process of being miscarried over a pregnant 
woman experiencing that miscarriage.55 

Where clinics have closed, and hospitals do not provide abortion care, 
there has been a substantial increase in patients seeking procedural 
 

 50. Adebayo Adesomo, Pregnancy Is Far More Dangerous Than Abortion, SCI. AM., 
(May 30, 2022), https://www.scientificamerican.com/article/pregnancy-is-far-more-
dangerous-to-women-than-abortion/ [https://perma.cc/BC59-NRRN]. 
 51. Cf. Liza Fuentes & Jenna Jerman, Distance Traveled to Obtain Clinical Abortion Care 
in the United States and Reasons for Clinic Choice, 28 J. WOMEN’S HEALTH 1623 (2019) 
(discussing importance of provider proximity in access to abortion care). 
 52. Cf. Kavita Surana, Report:  Hospitals Rarely Advise Doctors on How to Treat Patients 
Under Abortion Bans, PROPUBLICA:  HEALTH CARE (Dec. 19, 2024 at 12:30 ET), 
https://www.propublica.org/article/abortion-ban-deaths-report-ron-wyden 
[https://perma.cc/E6WT-YVD6] (describing how hospitals’ failure to treat patients threatens 
patients in emergency situations). 
 53. See Cassandra Jaramillo & Kavitha Surana, A Woman Died After Being Told It Would 
Be a “Crime” to Intervene in Her Miscarriage at a Texas Hospital, PROPUBLICA:  HEALTH 
CARE (Oct. 30, 2024), https://www.propublica.org/article/josseli-barnica-death-miscarriage-
texas-abortion-ban [https://perma.cc/BWZ3-P45K]. 
 54. 42 U.S.C. § 1395dd. 
 55. Post Dobbs, at least two women in Texas died after doctors “insisted on two 
ultrasounds to ‘confirm fetal demise’” before treating the pregnant woman’s health as an 
emergency. Lizzie Presser & Kavitha Surana, A Pregnant Teenager Died After Trying to Get 
Care in Three Visits to Texas Emergency Rooms, PROPUBLICA:  HEALTH CARE (Nov. 1, 2024), 
https://www.propublica.org/article/nevaeh-crain-death-texas-abortion-ban-emtala 
[https://perma.cc/X644-5BL2]. 
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abortions56 being forced to find the time and money to travel to have 
abortions.  According to the Guttmacher Institute, abortion-related travel 
increased from 9 percent in 2020 to 15 percent in 2024.57  Though thousands 
of abortion patients can remain at home by choosing medication abortions, 
which have risen substantially post-Dobbs and comprised 63 percent of all 
clinician-provided abortions in 2023,58 not all patients are eligible for 
medication abortions.59  Furthermore, people seeking pills must find a source 
for those pills, such as someone willing to mail pills to a restrictive state.  
Though shield laws have encouraged some providers to risk possible liability 
for sending pills to hostile states, not all physicians or organizations that 
provide pills are willing to assume whatever risk exists for sending pills to 
restrictive states.60  And, even if they can get them, some patients are 
reluctant to take pills in a state where abortion is effectively banned outside 
of limited exceptions. 

In nonemergent situations, hospital-based care can be better for people 
with medical complications, like a bleeding disorder or heart condition.61  
Others may need or want general anesthesia for their procedure, which allows 

 

 56. A procedural abortion is a “mechanical intervention facilitated by a skilled clinician.” 
Sandra Kumwong, Meera Sunder & Rotimi Akinbinu, Abortion, in STATPEARLS (StatPearls 
Publishing 2025), https://www.ncbi.nlm.nih.gov/books/NBK518961/ 
[https://perma.cc/4REN-G8UU] (quoting Ushma D. Upadhyaya, Leah Coplon & Jessica M. 
Atrioc, Society of Family Planning Committee Statement:  Abortion Nomenclature, 126 
CONTRACEPTION 2 (2023)).  Procedural rather than surgical “helps clarify that abortion is not 
always a surgical procedure, as procedural abortions are most often performed in outpatient 
settings and can be conducted by skilled providers who are not surgeons, such as midwives, 
physician assistants, and nurse practitioners.” Id. 
 57. Isaac Maddow-Zimet & Emma Stoskopf-Ehrlich, Abortion in the United States, 
GUTTMACHER INST. (Apr. 2025), https://www.guttmacher.org/fact-sheet/induced-abortion-
united-states [https://perma.cc/5LVQ-FQAP]. 
 58. Amy Friedrich-Karnik, Isabel DoCampo & Candace Gibson, Medication Abortion 
Remains Critical to State Abortion Provision as Attacks on Access Persist, GUTTMACHER INST. 
(May 7, 2025), https://www.guttmacher.org/2025/02/medication-abortion-remains-critical-
state-abortion-provision-attacks-access-persist [https://perma.cc/KU2Q-E75S]. 
 59. See Curhan, supra note 24 (“[Twenty-eight] states restrict access to medication 
abortion.”). 
 60. Dr. Linda Prine is a family medicine physician based in New York who sends abortion 
pills to abortion seekers in hostile states and counts on the protection of the New York shield 
law, though recognizes its limitations. COHEN & JOFFE, supra note 1, at 159. 
 61. Practice Guidelines from the Society of Family Planning recommend that providers 
that do not know how to treat anticoagulation or excessive bleeding make “a prompt referral 
to a hospital-based provider” because of the “increased and less well-defined risk of the 
procedure and the increased access to resources available in the hospital setting should 
excessive bleeding occur.” Jessica K. Lee, Ann B. Zimrin & Carolyn Sufrin, Society of Family 
Planning Clinical Recommendations:  Management of Individuals with Bleeding or 
Thrombotic Disorders Undergoing Abortion, 104 CONTRACEPTION 119, 121 (2021); see also 
Lizzie Presser & Kavitha Surana, A Pregnant Woman at Risk of Heart Failure Couldn’t Get 
Urgent Treatment.  She Died Waiting for an Abortion, PROPUBLICA:  HEALTH CARE (Jan. 14, 
2026), https://www.propublica.org/article/north-carolina-abortion-laws-ciji-graham 
[https://perma.cc/6BNK-L6XN] (describing the ordeal of Ciji Graham, who died while 
seeking an abortion that should have taken place in a hospital because of her severe heart 
condition). 
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them to be unconscious during the procedure.62  For example, After Dobbs 
describes how Dr. Leah Torres attempted to find hospitals willing to care for 
two patients who would do better with general anesthesia for their procedural 
abortions.63  Both patients were young and had experienced sexual violence, 
and Dr. Torres sought the maximum level of care and comfort for their 
abortions to reduce further trauma.64  She found a hospital for one patient, 
but the other patient’s abortion was performed with local anesthesia despite 
Dr. Torres’ efforts to act in the patient’s best interest.65  For another group of 
patients, a hospital might be the closest place for them to access  
abortion care.66 

Not providing abortions for patients who need emergency care, abortions 
in the face of life or health risks, abortions for fetal anomalies, or abortions 
for rape or incest, when those exceptions exist in restrictive state laws, is a 
deliberate choice that flies in the face of the professional expectations for 
physicians.  A 2025 Committee Statement issued by the American College 
of Obstetricians and Gynecologists (ACOG) asserts that obstetricians and 
gynecologists’ (OB/GYNs) ethical obligations include 

the duties to not withhold the provision of care that is legal due to fear of 
prosecution, to provide lifesaving and health-preserving care to the best of 
their training, and to transfer or refer patients appropriately, or both, when 
legally possible to locales and health care professionals who are able and 
appropriately trained to provide abortion care.67 

The conservative choices hospitals are making are not inevitable, and it is 
heartening to see that some hospital providers and leaders are sufficiently 
 

 62. There are risks involved in the use of general anesthesia, and the Society of Family 
Planning recommends that “routine general anesthesia should only be administered by 
anesthesia professionals (i.e., anesthesiologists, nurse anesthetists, and certified 
anesthesiologist assistants)” who may not always be available in a clinical setting. Catherine 
Cansino, Colleen Denny, A. Sue Carlisle & Phillip Stubblefield, Society of Family Planning 
Clinical Recommendations:  Pain Control in Surgical Abortion Part 2 – Moderate Sedation, 
Deep Sedation, and General Anesthesia, 104 CONTRACEPTION 583, 591 (2021). 
 63. COHEN & JOFFE, supra note 1, at 58–60. 
 64. Id. at 59 (describing Dr. Leah Torres’s efforts to find hospitals willing to provide care 
for a twelve-year-old raped by her mother’s boyfriend and a fifteen-year-old raped by her 
brother).  Procedural abortions need not be a traumatic experience as a general matter, but in 
the case of young patients who may never have had a gynecological exam, experienced the 
use of a speculum, or even a pap smear, the ability to have an abortion performed while they 
are unconscious might be tremendously beneficial. 
 65. Id. at 59–60. 
 66. In 2024, the Guttmacher Institute reported that interstate travel for abortion care 
remained crucial for some abortion seekers. See Guttmacher Institute Releases Data on State 
of Residence of US Abortion Patients Traveling for Care in 2024, GUTTMACHER INST. (June 
24, 2025), https://www.guttmacher.org/news-release/2025/guttmacher-institute-releases-
data-state-residence-us-abortion-patients-traveling [https://perma.cc/3GEL-KXE7].  That 
year, “155,000 people traveled out of state for abortion care, representing 15% of all US 
abortion patients obtaining care in states without total bans.” Id.  This was a decline from 2023 
but was higher than the 81,000 patients who traveled out of state in 2020. Id. 
 67. Committee Statement No. 16:  Increasing Access to Abortion, 145 AM. COLL. 
OBSTETRICIANS & GYNECOLOGISTS e86, e92 (2025), https://www.acog.org/-
/media/project/acog/acogorg/clinical/files/committee-statement/articles/2025/02/increasing-
access-to-abortion.pdf [https://perma.cc/H8WD-KJTA]. 
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committed to their responsibility to patients that they refuse to be cowed by 
threats from legislators or attorneys general.  That some hospitals are 
standing firm in their responsibility to patients is an example to the many 
hospitals that have shown far less bravery. 

IV.  CREATING A MORE EQUITABLE ABORTION LANDSCAPE 
In a world where independent abortion clinics are forced to close in states 

with prohibitively restrictive abortion laws, there is a renewed need for 
hospitals to fill the gap in abortion care in many parts of the United States.  
Without hospitals stepping up, far too many pregnant women and other 
pregnant people face inadequate access to care, which can be deadly.  
Consistent with the professional and ethical obligations of institutions and 
healthcare providers, hospitals should take appropriate steps to ensure that 
extraordinary forms of abortion care are routinely available for women and 
pregnant people in their communities. 

At a minimum, hospitals in restrictive states can and should provide all 
lawful abortion care under the exceptions contained in their state statutes.  
This is an inadequate compromise but one that is a form of harm reduction 
in a time of deep need.  The range of state restrictions on abortion care and 
exceptions to those restrictions is relatively narrow.  Several states restrict 
abortion care based on gestational age,68 with exceptions for life and physical 
health of the pregnant woman.69  Other states include exceptions for rape and 
incest, though some require police reports to verify that the pregnant woman 
or child70 has reported her victimization, which can be a barrier for the many 
survivors of sexual violence in the United States who do not report these 

 

 68. As of January 6, 2026, KFF reported that six states had gestational limits between  
6–11 weeks post last menstrual period (LMP), four states had limits between 18–22 weeks 
LMP, and eighteen states had limits at or close to viability. Abortion in the United States 
Dashboard, KFF (Jan. 6, 2026) https://www.kff.org/womens-health-policy/abortion-in-the-u-
s-dashboard/ [https://perma.cc/EYR3-ME8J]. 
 69. See Mabel Felix, Laurie Sobel & Alina Salganicoff, A Review of Exceptions in State 
Abortion Bans:  Implications for the Provision of Abortion Services, KFF (June 6, 2024), 
https://www.kff.org/womens-health-policy/a-review-of-exceptions-in-state-abortions-bans-
implications-for-the-provision-of-abortion-services/ [https://perma.cc/EA5V-MX62] 
(“Mental health conditions account for over 20 [percent] of pregnancy-related deaths in the 
US, yet almost all states with health exceptions limit them to conditions affecting physical 
health, with some going further and explicitly precluding emotional or psychological health 
conditions.”).  Six states have no health exception in their restrictive abortion laws.  
Policy Tracker:  Exceptions to State Abortion Bans and Early Gestational Limits, KFF (Nov. 
24, 2025) https://www.kff.org/womens-health-policy/exceptions-in-state-abortion-bans-and-
early-gestational-limits/ [https://perma.cc/5S3T-DU56] [hereinafter Policy Tracker]. 
 70. One of the more devastating abortion cases reported post Dobbs involved a  
ten-year-old rape victim who could not get an abortion in her home state of Ohio because she 
was three days beyond the state’s six-week abortion ban. See Peter Slevin, One of the Last 
Abortion Doctors in Indiana, NEW YORKER (Feb. 25, 2024), 
https://www.newyorker.com/news/persons-of-interest/one-of-the-last-abortion-doctors-in-
indiana (on file with the Fordham Law Review).  As reported in many media outlets,  
Dr. Caitlin Bernard provided a medication abortion for the child in Indiana. See id.  According 
to Dr. Bernard, this was not the youngest patient she had ever seen for abortion care. See id. 
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crimes to police for a range of documented reasons.71  Some states also 
include exceptions for fatal or life-limiting fetal anomalies, many of which 
cannot be properly diagnosed until the second trimester of pregnancy.72  Any 
pregnant person in any state should be able to count on accessing needed care 
in emergencies:  for pregnancy loss, where the pregnancy risks their life or 
health, where the pregnancy results from sexual assault (including incest), 
and where a fetus has a fatal fetal anomaly.  That reliance also has a legal 
dimension.73  Again, in most restrictive states, some or all of these exceptions 
exist, making it lawful for hospitals to provide care in these circumstances 
and thereby eliminating the excuse that the law prevents abortions  
from happening.74 

The critical need for hospitals to provide this care is heightened in states 
without access to abortion clinics.  Forcing a rape or incest survivor, a woman 
carrying a fetus that will die during gestation or soon after birth, a woman 
who is risking her life and health each day that she remains pregnant,75 or a 
woman in a health crisis because she is losing her pregnancy to organize a 
trip across state lines—or even across the country—for necessary abortion 
care is an avoidable cruelty, but one that has already been visited upon too 
 

 71. See Lindsay M. Orchowski, Lauren Grocott, Katie W. Bogen, Aderonke Ilegbusi, 
Ananda B. Amstadter & Nicole R. Nugent, Barriers to Reporting Sexual  
Violence:  A Qualitative Analysis of #WhyIDidntReport, 28 VIOLENCE AGAINST WOMEN 3530, 
3531 (2022) (“Despite high rates of sexual violence, few individuals who experience sexual 
violence report the crime to the police.”). 
 72. Eleven states with very restrictive abortion laws have no exceptions for fatal fetal 
anomalies. Policy Tracker, supra note 69. 
 73. During the Biden Administration, Centers for Medicare & Medicaid Services (CMS) 
issued post-Dobbs guidance making clear that a hospital’s obligation to provide stabilizing 
care under EMTALA extended to providing abortion care even if state law appeared to conflict 
with federal law. Press Release, U.S. Ctrs. for Medicare & Medicaid Servs., Biden-Harris 
Administration Reaffirms Commitment to EMTALA Enforcement (July 2, 2024), 
https://www.cms.gov/newsroom/press-releases/biden-harris-administration-reaffirms-
commitment-emtala-enforcement [https://perma.cc/2ZJL-YR58].  When Donald Trump 
returned to the presidency, CMS withdrew that guidance, but the issue has not yet been 
resolved by the courts. Mary Kekatos, Trump Administration Rescinds Biden-era Guidance 
Requiring Hospitals to Perform Emergency Abortions, ABC NEWS (June 4, 2025), 
https://abcnews.go.com/Health/trump-administration-rescinds-biden-era-guidance-requiring-
hospitals/story?id=122463514 [https://perma.cc/P48J-PQU4].  The conflict between 
EMTALA’s requirement to provide stabilizing care and restrictive abortion laws continues to 
be litigated even though the Trump administration withdrew a case attempting to resolve this 
issue. See Laurie Sobel, What Does the Trump Administration’s Dismissal of EMTALA 
Litigation Mean for Emergency Abortion Care?, KFF (Mar. 24, 2025), 
https://www.kff.org/quick-take/what-does-the-trump-administrations-dismissal-of-emtala-
litigation-mean-for-emergency-abortion-care/ [https://perma.cc/S5EK-EM4C]. 
 74. See, e.g., Policy Tracker, supra note 69 (detailing each state’s exceptions to abortion 
bans and early gestational limits as of November 24, 2025). 
 75. The reality is that any pregnant woman is risking her life and health by remaining 
pregnant, even if there is no specific condition that heightens the risk of her pregnancy.  
Pregnancy is a risky proposition for even the healthiest women and is riskier than abortion. 
What Are Some Common Complications of Pregnancy?, NAT’L INST. HEALTH (May 29, 2024), 
https://www.nichd.nih.gov/health/topics/pregnancy/conditioninfo/complications 
[https://perma.cc/E2X8-HJVL] (“Even women who were healthy before getting pregnant can 
experience complications.  These complications may make the pregnancy a  
high-risk pregnancy.”). 
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many women post-Dobbs.76  Some of these cases have been litigated in 
courts, others in the courts of public opinion.  For instance, ProPublica 
published a scathing series of articles detailing preventable deaths of women 
experiencing miscarriages who did not receive timely care from hospitals 
where they sought assistance.77  In other cases, such as the Kate Cox situation 
in Texas, women have sued after being denied care for fatal fetal anomalies 
despite exceptions in state statutes.78 

A more complicated issue is hospitals as sites for abortion training.  For 
physicians in residencies pursuing future careers in obstetrics and 
gynecology, the ability to provide abortion care is indispensable, regardless 
of whether they plan to incorporate routine abortion care into their practice.  
The Accreditation Council for Graduate Medical Education (ACGME), the 
accrediting body that creates and monitors “voluntary professional 
educational standards” for resident and fellowship programs in obstetrics and 
gynecology, requires that 

[p]rograms . . . provide clinical experience or access to clinical experience 
in the provision of abortions as part of the planned curriculum.  If a program 
is in a jurisdiction where resident access to this clinical experience is 
unlawful, the program must provide access to this clinical experience in a 
different jurisdiction where it is lawful.79 

As described by ACOG, “[a]bortion is an essential component of 
comprehensive, evidence-based medical care . . . [and] [k]nowledge of 
abortion care, how to provide such care, and the related complexities of the 
legal landscape in which it is provided is essential for any health care 
professional caring for people who could become pregnant.”80  Recognizing 

 

 76. Hospitals are not a panacea, and abortion care in hospitals may also bring risks for 
patients when hospitals are sites of pregnancy criminalization and/or spaces in which pregnant 
people find themselves subjected to the vicissitudes of the family policing/child welfare 
system. See generally MICHELE GOODWIN, POLICING THE WOMB:  INVISIBLE WOMEN AND THE 
CRIMINALIZATION OF MOTHERHOOD (2020) (describing an extensive history of civil and 
criminal penalties exacted against pregnant women by the state).  This can happen when 
hospital staff make assumptions about patients and/or their pregnancy outcomes, share 
information with law enforcement not legally required to be shared, or assume bad behavior 
or specious intent from pregnant patients—for instance, those who have histories of substance 
use disorder. See id. at 16–27, 80–91. 
 77. Life of the Mother:  How Abortion Bans Lead to Preventable Deaths,  
PROPUBLICA:  HEALTH CARE, https://www.propublica.org/series/life-of-the-mother 
[https://perma.cc/L893-BLYU] (last visited Feb. 4, 2026). 
 78. See Charlotte Alter, How Kate Cox Became a Reluctant Face of the Abortion-Rights 
Movement, TIME (Mar. 27, 2024), https://time.com/6960387/kate-cox-abortion-rights-
interview/ [https://perma.cc/BR37-73TH]; see also State v. Zurawski, 690 S.W.3d 644 (Tex. 
2024) (case in which several women denied abortion care in Texas sued the state, seeking 
clarification of the exceptions in Texas’s extremely restrictive abortion law). 
 79. ACGME, PROGRAM REQUIREMENTS FOR GRADUATE MEDICAL EDUCATION IN 
OBSTETRICS AND GYNECOLOGY 27 (2025), 
https://www.acgme.org/globalassets/pfassets/programrequirements/2025-reformatted-
requirements/220_obstetricsgynecology_2025_reformatted.pdf [https://perma.cc/53YY-
VHUL]. 
 80. Abortion Training and Education in a Post-Dobbs Landscape:  Position Statement, 
AM. COLL. OBSTETRICIANS & GYNECOLOGISTS (Feb. 6, 2025), https://www.acog.org/clinical-
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the need for more trained abortion providers, ACOG recommends that 
medical schools include abortion in their curriculum and train more  
non-OB/GYNs, like family physicians, to perform abortions as a way of 
expanding the pool.81  These providers also need spaces where they can train 
to provide abortions and provide those abortions to patients who want or  
need them. 

Just as independent clinics have long played a crucial role in providing 
abortions, they have been indispensable sources of training when hospitals 
were unwilling or incapable of providing that training for their residents or 
fellows.82  Obviously, residents cannot train in abortion care if a facility does 
not perform abortions or if they perform so few abortions that their residents 
cannot acquire sufficient experience with abortion-related procedures.83  
Unfortunately for patients and doctors eager to learn how to perform 
abortions, decades-long attacks on clinics have only made receiving this 
necessary training increasingly more difficult.  Here, again, hospitals have a 
role to play that they have been reluctant to assume with appropriate and 
sustained focus.  Some hospitals in restrictive states have resorted to sending 
their residents out of state for this training, but that state of affairs is not 
without its own complications.84 

CONCLUSION 
After Dobbs makes clear that independent clinics are the past, present, and 

foreseeable future of abortion care in the United States.  For a 2015 article, 
one of After Dobbs’ authors, Carole Joffe, told a reporter, “I feel very 
strongly that the landscape of abortion has to include both freestanding 

 

information/policy-and-position-statements/position-statements/2025/abortion-training-and-
education-in-a-post-dobbs-landscape [https://perma.cc/RV6L-5T3U]. 
 81. Id. 
 82. The Ryan Residency Training Program, described in After Dobbs, plays a key role in 
providing out-of-state abortion training for OB/GYN residents when they cannot get that 
training in the state where they are completing their medical residency. See COHEN & JOFFE, 
supra note 1, at 66–69.  Those out-of-state placements can be in other teaching hospitals and 
in local abortion clinics. Id.; see also Elective & Out-of-State Abortion Training,  
THE KENNETH J. RYAN RESIDENCY TRAINING PROGRAM IN ABORTION & FAMILY PLANNING, 
https://ryanprogram.org/home/elective-out-of-state-abortion-training/ 
[https://perma.cc/BP9M-CLGY] (last visited Feb. 4, 2026). 
 83. Abortion procedures can be used beyond providing abortions.  For instance, a dilation 
and curettage (D&C) is a procedure for removing tissue from the uterus. Medical Abortion, 
CLEVELAND CLINIC (Jan. 16, 2024), https://my.clevelandclinic.org/health/treatments/21899-
medical-abortion [https://perma.cc/8XEL-274T].  A healthcare provider might perform a 
D&C to remove uterine fibroids, to control excessive or irregular bleeding, to empty the 
contents of a uterus after a miscarriage, to remove a retained placenta after birth, or to 
terminate a pregnancy. See id.  Knowledge of this procedure has benefits beyond the ability 
to end a pregnancy. See Dilation and Curettage, MAYO CLINIC (Nov. 7, 2023), 
https://www.mayoclinic.org/tests-procedures/dilation-and-curettage/about/pac-20384910 
[https://perma.cc/G9ZU-NUNM]. 
 84. See K. Simonson, J.K. Turk, N. Dawoodbhoy, H. Steele, E. Claymore & J. Steinauer, 
Out-of-State Abortion Training:  Experiences from Texas, 116 CONTRACEPTION 80 (2022), 
https://www.sciencedirect.com/science/article/pii/S1049386725001446 
[https://doi.org/10.1016/j.whi.2025.11.002]. 
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independent clinics and hospital-based services.”85  Joffe’s 2015 
observations are as relevant, if not more relevant, today. 

The individuals who extend themselves every day to ensure their clinics 
stay open and continue to help meet the need for abortion in the United States 
are the heroes in After Dobbs.  Unquestionably, the feminist healthcare 
providers and activists who have been pivotal to founding and sustaining 
independent abortion clinics for decades are the backbone of abortion care in 
the United States, and they are owed an enormous debt of gratitude for their 
commitment to their patients and their communities.  Anyone who cares 
about abortion access in the United States must engage in work to ensure the 
continued existence of these clinics, but hospitals also play an  
indispensable role. 

Two weeks before the official release of the Dobbs decision, Dr. Jody 
Steinauer told the After Dobbs authors that where clinics disappeared, 
“hospitals are going to be critical sites for providing whatever legal abortion 
care would be permissible.”86  She was correct in her assessment, but, 
unfortunately, the landscape for hospital abortion provision and care has only 
become bleaker.  Hospitals must and can do better now that the safety valve 
of sending patients to nearby clinics has evaporated in many states, especially 
for rural hospitals where access to emergency abortion care might be 
hundreds of miles away for a pregnant woman in crisis.  Unlike independent 
clinics, many hospitals have legal departments that can guide them in 
providing care and protect them if they face legal challenges.  Hospitals also 
provide a broader range of healthcare and therefore touch many more lives 
than the average abortion clinic, giving them a place of status in communities 
that clinics may not be able to achieve.  Some hospitals have their own 
lobbyists and benefit from large professional associations, like the American 
Hospital Association and the American College of Healthcare Executives, 
that fight for them in the states and in Washington, D.C.  So, although 
hospitals may have much to lose, just like clinics, they are frequently starting 
with bigger coffers, larger footprints, and diverse resources to bring to bear 
if or when they are attacked for providing abortion care.  To be sure, this is 
not true of all hospitals, but it is definitely true for many of them. 

Healthcare providers, hospital administrators, hospital lawyers, and risk 
managers would do well to reevaluate how abortion care fits into their 
mission to serve their local communities.  It is heartening that some hospitals 
and hospital systems remain committed to providing the full spectrum of 
reproductive healthcare within the limits of their state’s laws.  Two examples 
of hospitals doing the right thing will end this Essay.  First, in Moyle v. United 
States,87 the U.S. Supreme Court dismissed a case brought by the U.S. 
government challenging Idaho’s assertion that EMTALA did not preempt the 
state’s draconian abortion law88—a law that led to some women being 
 

 85. Caplan-Bricker, supra note 13. 
 86. COHEN & JOFFE, supra note 1, at 67. 
 87. 144 S. Ct. 2015 (2024). 
 88. Id. at 2016 (Kagan, J., concurring). 
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airlifted out of Idaho to have lifesaving abortions.89  When the Trump 
administration opted not to continue litigating the case, St. Luke’s Health 
System valiantly stepped in as a plaintiff to continue fighting on behalf of its 
patients and providers.90  Second, in Indiana, the Indiana University Health 
system has committed to tracking the impact of that state’s abortion ban, 
noting:  “With Indiana’s low ranking in maternal and infant health and IU 
Health’s mission to improve the health of Indiana residents, it is the system’s 
duty to report on the effect of [the abortion ban] on the health of the state, 
especially on those communities most disproportionately affected.”91  
Research of this kind is vital to reveal the myriad ways in which abortion 
restrictions hurt women, the people who love them, and the communities in 
which they live.  Even if they are reluctant to practice medicine up to the 
limits of the state’s abortion restrictions, any hospital can and should use its 
knowledge, skills, and ability to collect data to ensure that the effects of 
abortion restrictions do not go unseen, especially when it comes to  
human costs. 

The above examples from Idaho and Indiana hospitals, which have leaned 
into their responsibility to provide abortion care despite being located in 
vociferously abortion-hostile states, are motivating.  Hopefully other 
hospitals will follow.  If those hospitals do not, the death toll for women 
whose pregnancies could not be saved, but whose lives could have been, will 
continue to rise. 
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