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August 10, 2022

Women’s Health Caucus
Pennsylvania State House Legislature

Re: PA House testimony regarding the public health harms of limiting access to abortion care

To whom it may concern,

My name is Dr. Sheila Ramgopal. | am a board certified obstetrician and gynecologist who has
practiced in Pennsylvania for 18 years. | practice obstetrics (deliver babies), provide
hysterectomies and tubal ligations, provide gynecologic care (such as treating fibroids,
abnormal bleeding, and endometriosis), provide all types of contraception and provide abortion
services, | am also the Chief Executive Officer of Allegheny Reproductive Health Center
(ARHC), which is an independent practice that serves primarily a free standing abortion facility
since 1975.

As of June 24, 2022 when federal protection for abortion access were lost, ARHC saw a drastic
increase in out of state clients seeking abortion services, especially from Ohio and West
Virginia. Prior to this date, we saw about 30% of clients from surrounding states. Since this date,
we are serving 60% of clients from other states. In 2021, we served about 3,300 clients seeking
abortion services. We estimate that we will be serving about 6,000 clients in 2022, and likely
8,000 clients in 2023. The impact of the large influx of clients from other states has also
impacted your Western Pennsylvania constituents who have to wait longer or travel outside of
our region to access abortion to avoid longer wait times to obtain services.

The tremendous impact that abortion bans and restrictions have had on our community is
profound. There are many studies that have shown that lack of access to safe abortion services
has a detrimental effect on people with unwanted pregnancies, on their families and current
children, and on overall community health. The effects are extensive with worsening health
risks, financial impact, educational delays, increased rates of pregnancy related complications,
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increased rates of preterm birth and neonatal deaths, and higher rates of failure to thrive for
children in these families.

Our public healthcare system in the state of Pennsylvania and in this country are already unable
to improve the unacceptably high rates of pregnancy related mortality, and neonatal and child
mortality, especially for communities of color and economically challenged groups. We have
seen the downstream effects of drastic abortion bans in states such as Texas. We can see the
widespread repercussions of people not being able to choose how and when to build their
families when these bans go into effect.

Pregnant people who continue unwanted pregnancies have higher rates of preterm birth, fetal
and neonatal demise, preeclampsia, postpartum depression, and many other complications. We
know that abortion is ten to one hundred times safer than a full term pregnancy. Then we layer
on the stress and impact of lack of access to abortion. We will be seeing many more people
dying of childbirth related causes, postpartum and antepartum suicide, more neonates and
young children dying ... with a seriously disproportionate effect of communities of color.

On the opposite end of the spectrum, when we protect abortion access, we have seen the
impact of people being empowered to have bodily autonomy and access to basic human rights -
access to comprehensive reproductive health care including abortion allows families and
individuals to thrive and this build stronger, healthier communities.

The impact of these abortion bans is not only on the health of people and communities. We
cannot ignore the financial impact of losing access to abortion both for individuals, their
communities, the healthcare system, and governmental entities. When abortion access is
removed, people will still access abortion yet those abortions are often less safe, at higher
gestational ages and done without easy access to medical care in an emergency. The people
who have complications will have longer hospital stays, longer time away from work and their
families, and often they are underinsured leading to astounding medical debt and liability.

The strain that removing abortion access in our state will have on Pennsylvania constituents,
the community, and the entire system is completely unacceptable and completely preventable. If
you look at the history of this country prior to federal protection of abortion access, hospitals and
clinics were inundated daily by people with complications resulting from illegal abortions. The
majority of those people were those who had financial limitations, young people, and folks of
color. We will see this again in Pennsylvania if we do not protect abortion access in this state.

We need to be a model for serving our community and move beyond the politicized rhetoric of
“pro-choice” and “pro-life”. | urge you to actually re-humanize the topic of abortion, | urge you to
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speak with your own friends and family. You definitely know someone and care about someone
who has had an abortion. Would you want your loved ones, your children, your spouse, your
sibling to be forced to continue a pregnancy that they are not ready for ... whatever their reason
may be?

As someone who has worked in Pennsylvania for almost two decades, who has served this
community and centered marginalized communities in our work - | know that it is possible to do
better for Pennsylvanians. We know that models of care that are person centered and support
bodily autonomy yield the best outcomes. We know that equitable access to healthcare supports
individuals, families and communities. We also know that access to safe and legal abortion
supports people to thrive, families to be strong and communities to be resilient.

I would love to speak with anyone who has more questions or would like to discuss these topics
further. We also have many Pennsylvanians who have had abortions who would be willing to
submit their testimony on the impact of having abortion access available in our state has had on
their lives. This is just the beginning of this conversation and we have much more work to do to
continue to support Pennsylvania citizens and make this state safer for anyone needing abortion
services in our state.

With deepest thanks and regards,

Sheila Ramgopal, MD, MA, FACOG



Sydney Eheredge
President/CEO Planned Parenthood of Western Pennsylvania
Testimony: Joint Policy Hearing Aug. 11, 2022

Good morning. My name is Sydney Etheredge, | am the President and CEO of Planned
Parenthood of Western Pennsylvania. Thank you to the members and the committee for
inviting me here today.

| am here today on behalf of the dedicated staff, supporters, and nearly 6,500 patients
who access sexual and reproductive health care at Planned Parenthood of Western
Pennsylvania

Seven weeks have passed since the Supreme Court made history by overruling almost
50 years of precedent and overturning Roe v. Wade. In doing this, the court stripped
nearly half the population of a federally guaranteed right to abortion and put medical
decision-making into the hands of lawmakers and politicians. Abortion is time sensitive
and essential, it is life-saving and it is a decision that belongs to the pregnant person.

As expected, our region has seen the effects of this decision almost instantly with the
only two freestanding abortion clinics, Allegheny Reproductive Health Center and
Planned Parenthood of Western Pennsylvania, taking on an influx of patient calls and
visits. Despite the strain, this has put on our centers—not to mention the challenges
travel and other barriers can put on patients—our staff continues to do all they can to
ensure that patients get the care they need when they need it. While abortion is still
legal in Pennsylvania at this time, it is critically important that abortion remain accessible
not just for Pennsylvanians, but for those coming to our state in search of
compassionate care.

| want to be clear, restrictions on health care will never make a community healthier or
better. With the lack of access to abortion, the consequences and health risks of forced
pregnancy have sadly become apparent in states all over the country. Medicine has
advanced, and abortion, even when self-managed, is overwhelmingly safe. However,
the risk of serious pregnancy complications, including death, remains high. This is
especially true for Black women who are four times more likely to die from pregnancy-
related causes. Some experts predict that the dangerous combination of restrictive
abortion laws, increased births, and insufficient access to care writ large could drive a
further increase in the already unconscionable maternal mortality rate in the U.S. — and
in Pennsylvania.

Even with all of this information being reported and readily available, Pennsylvania anti-
abortion legislators passed an anti-abortion constitutional amendment in the middle of
the night and behind our backs—without dialogue from advocates, providers, or patients.
The outcome has left many of us outraged as the process of amending our state
constitution is being used to threaten our most basic and fundamental right: health care.
It is clear we are confronting the fight for our lives.



Every single person deserves access to the full range of sexual and reproductive health
care without fear of violence. Providers deserve to deliver care without having to
navigate medically unnecessary regulatory obstacles. Yet, Pennsylvania is one of the
few access states that require patients to undergo medically unnecessary pre-
procedure lab work before receiving a medication abortion. This lab work is not
supported by experts in the field and creates yet another barrier to care. As more states
push abortion restrictions and bans, patients will continue to look to Pennsylvania as an
access point for care. With 85% of counties in the commonwealth without an abortion
provider, only 17 clinics left in the state, and many providers still dealing with the impact
of COVID-19 on our health care workforce, there is already so much we are all up
against. To truly protect women and families, we need to repeal anti-abortion legislation,
remove unnecessary restrictions, and push back on new harmful attempts to restrict
care, all while working on expanding access to meet this critical need.

Planned Parenthood of Western Pennsylvania is always open to speaking with
members about our work, and the ways we can work together to protect and expand
access.
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Women'’s Center & Shelter
of Greater Pittsburgh
PA House Democratic Policy Committee Policy Hearing on Post-Roe PA
August 11, 2022
Women’s Center & Shelter remarks submitted and to be delivered by Nicole Molinaro, President/CEO

Good morning. My name is Nicole Molinaro and | am the President and CEO of Women’s Center &
Shelter of Greater Pittsburgh, one of the first six domestic violence (DV) programs in the country and a
leading DV organization in our state. Each year, WC&S serves over 7,500 adult domestic violence
survivors and their children, and we also facilitate a large, county-approved batterers intervention
program serving those who use violence.

| am here on behalf of the millions of Pennsylvanians who, over their lifetimes, have been victims of
domestic violence. This includes many who have experienced reproductive coercion and rape at the
hands of their partners. These victims often don’t have a voice in their own lives, never mind a voice in
the legislative process. Thank you for thinking of and caring about them during this process.

You may be wondering where the number comes from that | just quoted of “millions” of victims in
Pennsylvania. This is based on the CDC statistic that 1 out of every 4 women and 1 out of every 10 men
have experienced serious abuse, sexual violence, or stalking in an intimate relationship. Extrapolating
this to the current population of Pennsylvania (13 million), there are over three million domestic
violence survivors currently living in our state. And specific to sexual abuse, in a nationally
representative sample, researchers Stockman et al reported that approximately one out of every four
women reported coerced sex. These staggering statistics speak for themselves.

Domestic violence, also called intimate partner violence, is more than physical or sexual violence. It's a
pattern of power and coercive control that one person uses over their partner that is aimed at lowering
the victim’s self-esteem and safety. This pattern of abuse typically puts the victim in more and more
danger over time. It may look like physical violence, sexual violence, emotional abuse, psychological
abuse, financial abuse, or all of these at once, plus any number of other types of abuse. For this
hearing’s purpose, though, we are talking specifically about sexual violence as part of a pattern of
coercive control.

Those who abuse their partners use a manipulative pattern of power and control —and they maintain
power within their relationships by undermining their partners’ economic security, health, safety, and
autonomy. They often weaponize survivors’ sexual and reproductive choices as tools of violence. Taking
away victims’ or survivors’ right to choose whether or not to have a baby jeopardizes their mental and
physical health —and in some cases, their lives —and perpetuates the cycle of violence.

Those who use abuse often escalate and become more violent when their partner becomes pregnant.
Pregnancy significantly increases the risk of intimate partner homicide, which is the leading cause of
death among pregnant and postpartum people. Abusers may also intentionally impregnate victims
against their will to keep them trapped in the relationship. If a survivor is forced to give birth, the
physical, emotional, and economic toll of pregnancy, childbirth, and raising a child can make it harder for



survivors to leave. Furthermore, a shared child creates a legal relationship between the abuser and the
victim that is nearly impossible to sever, keeping the victim trapped in the cycle of violence for decades.

So, what do the numbers say?

e Domestic violence is more common than any other health problem during pregnancy.

e Nearly 20% of pregnant people experience violence during pregnancy, with pregnant
adolescents and those with unintended pregnancies at an increased risk.

e 1in 6 cases of abuse start while the victim is pregnant.

e lLack of access to abortion care has a disproportionate impact on low-income people, Black
people and other people of color, transgender and non-binary people who can get pregnant,
rural communities, people with limited English proficiency, people with disabilities, and others
who already struggle to access healthcare.

At Women’s Center & Shelter of Greater Pittsburgh and in domestic violence programs across the state
and country, we see the destructive impact and traumatic aftermath of abuse every single day. We hear
the most private details of people’s lives; and yet, survivors we’ve developed deep relationships with
often only disclose they've been sexually abused when they trust us enough to feel safe to do so, which
is sometimes months into the professional relationship. When we name “reproductive coercion,” most
of our clients know exactly what it is because they've experienced it, but, powerfully, they haven’t
realized it's so common that it is actually named and studied. And although no two survivors — or their
stories —are the same, it is quite common for a survivor to tell us they experienced the first instance of
abuse or more severe abuse while they were pregnant.

So who am | here on behalf of? | am here on behalf of Anne, whose partner raped her repeatedly and
sabotaged her birth control throughout their marriage, resulting in pregnancy after pregnancy. When
Anne was finally able to escape and reach out for our help, she had 7 children under the age of 8, and
she had just discovered she was pregnant with her 8 child. She had complex medical problems caused
by the repeated pregnancies in quick succession and from the physical injuries, including traumatic brain
injuries, that she had endured over the years. She was exhausted, her self-esteem was non-existent, she
had no money of her own, and she hadn’t felt safe in her own home in longer than she could remember.
Anne’s life was at risk carrying the baby, due to both the violence and the damage to her own body from
past pregnancies. She felt unable to care for herself, her children, and her current pregnancy. She knew
the only way for her to live —and for her 7 young children to live —was to leave, and she dug deep for
the bravery to do so. Anne got an abortion as soon as she was able. This courageous act of survival, of
exercising her right to choose, allowed Anne to hit re-set on her life. She was able to start re-building a
life free from violence for her 7 young children and herself. It has been a long road for Anne, and her
journey has been difficult, but finally harnessing her right to choose to not have an eighth child, another
child conceived of rape and violence, made all the difference for her and her children.

I’m also here on behalf of Shayla, a domestic violence survivor who was pregnant as a result of forced
prostitution by her abusive partner. Shayla required a therapeutic termination of her pregnancy; this
means there was a medical necessity to induce abortion because Shayla was at risk of substantial harm,
and her pregnancy was unviable. Shayla’s life was at risk if she didn’t have an abortion. Her life was
saved by receiving this urgent medical care from a reputable provider, financial help, and support from
an empathetic advocate. The abortion kept Shayla medically safe, as well as helped her to take the first
step toward physical and emotional safety from her abuser.



It can be remarkably difficult to overcome the numerous barriers to leave an abusive relationship,
regardless of the circumstances. Add to the logistic and emotional barriers that leaving is the most
dangerous time for a survivor, with 73% of those who are killed being killed when they try to leave or
after they’ve left. And add to this when a survivor is pregnant; taking away their right to choose often
also takes away the ability for a victim to safely leave their abuser and create a new life for themselves.
When survivors are able to choose for themselves whether to continue a pregnancy that was conceived
using manipulation, fear, and violence, and when they have access to safe and legal abortion if they
choose to not continue the pregnancy, it protects victims and survivors of domestic violence, both at the
time of pregnancy and for years to come. Access to reproductive healthcare can be nothing short of
lifesaving for the many victims of domestic violence who are trying to live their lives free from abuse.

Everyone deserves to live free from abuse and violence. Thank you for your time and consideration of
how reproductive choice greatly impacts such a vulnerable population, now and into the future.



Comments Submitted in Response to the August 11, 2022 Hearing: “A Post-Roe Pennsylvania”

Chairman Bizzarro and Members of the House Democratic Policy Committee:

My name is Marian Jarlenski, and I am Associate Professor of Health Policy and Management and
Associate Director of the Center for Innovative Research on Gender Health Equity at the University of
Pittsburgh School of Public Health. I appreciate the opportunity to contribute to this hearing by providing
information about the state of public health research related to 3 topics: reasons why people seek abortion
care; the health effects of receiving or not receiving desired abortion care; and the landscape of health

insurance coverage for abortion care.

Why do people seek abortions?

Several large surveys have asked people their reasons for seeking an abortion.* Research shows that
reasons for seeking abortion are multi-faceted and reflect personal experiences, socio-economic factors,
and medical circumstances. The most frequently cited reason for seeking an abortion relates to economic
concerns. Between 40% to 75% of persons seeking abortion, depending on the survey, identified the
financial inability to parent a child as the reason they sought abortion care.'? Relatedly, many people also
describe the need to care for the children they already have as a reason for seeking an abortion. Another
common reason for seeking an abortion is timing of the pregnancy — in other words, people are concerned
that they are too old or too young to parent a child, or wanted to be pregnant at a different time in their

lives. A third reason is health concerns. Approximately 10% of people seek abortion because of maternal

2 Statistics in this paragraph draw on results of two large surveys. The Guttmacher Abortion Patient Survey includes
a national sample of approximately 1,200 patients who receive abortion care at clinics around the United States. The
Turnaway Study is a longitudinal cohort study that included nearly 1,000 women seeking abortion care in mid-
pregnancy, approximately half of whom received abortion care.



and/or fetal medical risks in pregnancy. Finally, people seek abortion for pregnancies related to sexual
assault or gender-based violence. One national study showed only 1% of abortion patients explicitly
identified seeking care because of rape.! However, in a different study,” 1 in 5 women seeking abortion

reported needing the abortion because of an unsupportive or abusive relationship with a male partner.?

Socioeconomic status and abortion

The United States has historically offered less public financial support to families with young children
relative to comparable nations, resulting in a child poverty rate that has hovered close to 20%, in contrast
to rates of less than 10% in many high-resource nations.> Moreover, because unwanted pregnancy
disproportionately occurs among those who are economically disadvantaged in the United States, 49% of
all abortions occur among people whose household income is <100% of the federal poverty threshold.*
The United States implemented a federal advance child tax credit, which increased progressively among
lower-income households, in effect from July to December 2021. Economists have estimated that this tax
credit reduced the number of U.S. children living in poverty by 40%.° Pennsylvania recently adopted a
new state child tax credit program that is modeled on the federal program, set to take effect in 2023.
Currently, there is no available research that addresses the question of whether these recent efforts to

financially support parents reduced the likelihood of seeking abortion for financial reasons.

What are the health effects of access to desired, legal abortion care?
A 2018 report by the National Academy of Medicine states “the clinical evidence clearly shows that legal

abortions in the United States...are safe and effective. Serious complications are rare.”® Epidemiological

® See Table 2. Within the Partner-Related Reasons, 9% of respondents said they lacked a good or stable relationship,
8% said their partner was not supportive, and 3% said their partner was abusive.

¢ For a discussion of the 1990s welfare reform and abortion rates, see Chapter 5 in Welfare, The Family, And
Reproductive Behavior: Research Perspectives. Moffitt RA, editor. Washington (DC): National Academies Press

(US); 1998.



research estimates that pregnancy and childbirth carries 14 times the risk of death, compared to a legal
abortion.”® The National Academy of Medicine report also concluded that having an abortion does not

increase the risk of future infertility, preterm birth, hypertensive disorders, or breast cancer.®

The most robust public health evidence on longer-term health effects comes from the Turnaway Study,!
which recruited 1,000 women seeking abortion care near the gestational age limits for the procedure, and
followed them for up to 5 years to track their health outcomes.” Because the fact of whether women
received the abortion was essentially random, the data from this study allow us to draw inference on the

causal effects of receiving or being denied a wanted abortion.

In the Turnaway Study, 6.3% of those who were denied a desired abortion experienced a life-threatening
pregnancy complication.!® After 5 years of follow-up, women who were denied a wanted abortion had a
greater odds of reporting fair to poor health status (as opposed to good or excellent), relative to those who
received a wanted abortion.!! However, there was no difference between groups on other long-term
measures of physical health, such as chronic pain, obesity, and diabetes.!' Findings also indicate having a
desired abortion does not have an impact on long-term mental health outcomes. After 5 years of follow-
up women who receive a wanted abortion and those denied a wanted abortion had similar trajectories of
suicidal ideation (which was rare),'? post-traumatic stress syndrome,'’ and depression and anxiety."*
However, most women who were denied a wanted abortion reported being unable to pay for basic needs

for their children.?”

In summary, there is no robust evidence that access to legal, desired abortion care is harmful to health. In
contrast, the available evidence suggests that being denied a wanted abortion has negative health

consequences in the short-term, but longer-term trajectories of health between people who did and did not

4 An annotated bibliography of peer-reviewed publications from the Turnaway Study is available at:
https://www.ansirh.org/sites/default/files/2022-07/turnawaystudyannotatedbibliography063022.pdf




obtain an abortion are often similar. Despite the strengths of the Turnaway Study analytic design, more
research and different approaches are needed to continue to investigate the effects of denials of abortion

care in the new era of state abortion bans.

High-risk pregnancy complications and access to abortion care

There are a wide range of pre-existing and pregnancy-specific conditions that could significantly increase
the risk of morbidity or mortality during pregnancy. The burden of chronic conditions in pregnancy has
been increasing in the United States in recent decades,'® and this trend is believed to be a major factor in
the increasing rates of severe maternal morbidity and mortality. The rate of maternal mortality in the
United States far exceeds that of comparable nations,'” and Black people have approximately 3-fold
higher rate of pregnancy-related mortality compared to white people. The most recent data demonstrate
an alarming widening of this racial inequity from 2018-2020,'® with a Black mortality rate of 55.3 per
100,000 in 2020 compared to a white mortality rate of 19.1 per 100,000. Rates of severe maternal
morbidity (SMM), which encompasses life-threatening conditions during pregnancy and postpartum,
have increased by nearly 200% in the past 20 years,'**? and significant racial inequities exist in SMM as

well 22

If people are unable to access abortion care in cases of high-risk pregnancy complications, it could lead to
further increases in SMM and death. One study estimated that pre-Dobbs state abortion restrictions were
associated between a 2% and 12% increase in maternal mortality *® Evidence is only just starting to
emerge about the impact of state abortion bans on pregnancy outcomes. One recent Texas study of 28
patients with high-risk pregnancy complications showed that more than half experienced severe maternal
morbidity when forced to wait for their conditions to deteriorate in order to be eligible for a medically
necessary abortion.?’ In contrast, prior to the Texas abortion ban, a third of such patients experienced
severe maternal morbidity.”” Research evidence is not yet available to fully understand the impact of state

abortion bans on care for high-risk pregnancy complications and subsequent outcomes.



What is the public health impact of health insurance coverage for abortion care?

Health insurance coverage for abortion care varies widely according to state policies.® The single-largest
source of health insurance for people of reproductive age in the United States is Medicaid. Because
federal appropriations laws have barred any federal funding for abortion care each year since 1976
Medicaid programs may use state-only funds to cover medically necessary abortion care. As of 2021, 16
state Medicaid programs opted to do so.”® Research suggests that state Medicaid coverage of medically
necessary abortion care reduces the risk of severe maternal morbidity* as well as reducing the risk of
infant death due to congenital anomalies.*® In the landscape of private health insurance plans, the
availability of coverage for abortion care is similarly dependent on state policies. Private health insurance
plans offered through the state Health Insurance Marketplaces are prohibited from covering abortion care
using federal funds;? although a handful of states offer such coverage in their Marketplace plans using
separate funds. Likewise, 7 states currently require insurance coverage of abortion care in private policies
written in the state, while 11 states prohibit health insurance of abortion care in private insurance policies
and 22 states prohibit public employee health insurance plans from covering abortion care.*!-" There is
scant evidence available on the effects of private insurance mandates on access to abortion and health
outcomes. Nevertheless, a recent study finds the median out-of-pocket costs for obtaining a first-trimester
abortion, not including travel costs, was close to $600.>> More research is needed to understand how
employer-sponsored insurance coverage, and other private insurance coverage of abortion care and

related travel for care, affects health outcomes.

¢ This was the case even before states began banning abortion care in the wake of the Texas SB8 law and the Dobbs
decision.

fThe Hyde Amendment is a rider attached to all annual federal appropriations laws stating that federal funds cannot
be used to pay for abortion care or health insurance which pays for abortion care except in cases of life
endangerment of the pregnant person, or in cases of rape or incest. The rider is named for its sponsor, Henry J.
Hyde, who served as a member of Congress for some 30 years.

¢ Prior to the Affordable Care Act, most individual health insurance plans would cover abortion but not cover
maternity care, due to the high risks of medical costs associated with pregnancy and childbirth. The ACA mandated
health insurance plans to cover maternity care but banned coverage of abortion care with federal funds.

b According to the Guttmacher Institute analysis, Pennsylvania prohibits insurance coverage of abortion care in
Medicaid, Health Insurance Marketplace, and state employee plans except in cases of life endangerment, rape, or
incest.



Insurance coverage, access to contraception, and abortion

Unfettered access to the full range of contraceptive methods, including the choice to use or not use
contraception, is a core component of high-quality healthcare. Access to contraception has been
associated with reductions in unwanted pregnancies, abortion, and pregnancy-related morbidity and
mortality.* Furthermore, policies to increase access to contraception are cost-saving for healthcare
systems.**** The Affordable Care Act (ACA) mandated coverage of the full range of contraception
methods and has improved access to affordable contraception; however, barriers to access remain.”’
Recently, a geographically and politically diverse group of states has been experimenting with policies to
expand access to contraception.’ Policies mandating insurance coverage of a 12-month supply
contraception at one prescription fill may enhance contraceptive continuation by alleviating difficulties
traveling to a pharmacy several times a year.**#! Policies to permit pharmacist prescribing of
contraception may facilitate access by reducing difficulty finding or getting an appointment with a
clinician.** However, extant work has shown mixed results on the effect of individual state policies on
realized access to contraception, largely due to variation in implementation of and funding for such policy
efforts.***’ The Food and Drug Administration is currently considering approving sales of over-the-
counter hormonal contraception. More research is needed to understand how these contraception access

policies might impact undesired pregnancy and abortion.

Conclusion

Reproductive autonomy — the ability to make and execute decisions about whether, when, and under what
circumstances to become pregnant or parent in a way that is free from coercion — has been acknowledged
globally as a fundamental human right.**-° Access to abortion care is just one part of reproductive

autonomy, which is shaped by a broad array of social constructs, health and economic policies,

! Pennsylvania has not yet adopted these policies. More information about state contraception policies and potential
impacts in Pennsylvania can be found here:

https://www.converge .pitt.edu/sites/default/files/assets/Research%20Brief.pdf and here:
https://www.converge.pitt.edu/sites/default/files/assets/12-Month%20Research%20Brief%20(1)%20(1).pdf




reproductive healthcare services, and interpersonal factors.”’>* In summary, the weight of the public
health evidence suggests that legal abortion care is safe and that arbitrary restrictions on access to desired
abortion are likely to have adverse consequences for the public’s health. For these reasons, more than 75
different medical societies joined the American College of Obstetricians and Gynecologists to state that:

“Abortion care is safe and essential reproductive healthcare.”>*



REFERENCES

1. Finer LB, Frohwirth LF, Dauphinee LA, Singh S, Moore AM. Reasons U.S. women have
abortions: quantitative and qualitative perspectives. Perspect Sex Reprod Health. Sep 2005;37(3):110-8.
doi:10.1363/psrh.37.110.05

2. Biggs MA, Gould H, Foster DG. Understanding why women seek abortions in the US. BMC
Womens Health. Jul 5 2013;13:29. doi:10.1186/1472-6874-13-29

3. Smeeding T, Thevenot C. Addressing Child Poverty: How Does the United States Compare With
Other Nations? Acad Pediatr. Apr 2016;16(3 Suppl):S67-75. doi:10.1016/j.acap.2016.01.011

4. Jerman J JR, Onda T. Characteristics of U.S. Abortion Patients in 2014 and Changes Since 2008.
2016. www.guttmacher.org/report/characteristics-us-abortion-patients-2014

5. Parolin Z, Collyer S, Curran M, Wimer C,. Monthly Poverty Rates among Children after the
Expansion of the Child Tax Credit. 2021. Poverty and Social Policy Brief 20412.

6. National Academies of Sciences Engineering and Medicine. The safety and quality of abortion

care in the United States. 2018. https://www.nap.edu/catalog/24950/the-safety-and-quality-of-abortion-
care-in-the-united-states

7. Raymond EG, Grimes DA. The comparative safety of legal induced abortion and childbirth in the
United States. Obstet Gynecol. Feb 2012;119(2 Pt 1):215-9. doi:10.1097/A0G.0b013e31823{e923
8. American College of O, Gynecologists' Committee on Health Care for Underserved Women

ACo0, Gynecologists' Abortion A, Training Expert Work G. Increasing Access to Abortion: ACOG
Committee Opinion, Number 815. Obstet Gynecol. Dec 2020;136(6):e107-e115.
doi:10.1097/A0G.0000000000004176

9. Foster DG. The turnaway study : ten years, a thousand women, and the consequences of having--
or being denied--an abortion. Scribner; 2020:pages cm.

10. Gerdts C, Dobkin L, Foster DG, Schwarz EB. Side Effects, Physical Health Consequences, and
Mortality Associated with Abortion and Birth after an Unwanted Pregnancy. Womens Health Issues. Jan-
Feb 2016;26(1):55-9. doi:10.1016/j.whi.2015.10.001

11. Ralph LJ, Schwarz EB, Grossman D, Foster DG. Self-reported Physical Health of Women Who
Did and Did Not Terminate Pregnancy After Seeking Abortion Services: A Cohort Study. Ann Intern
Med. Aug 20 2019;171(4):238-247. doi:10.7326/M18-1666

12. Biggs MA, Gould H, Barar RE, Foster DG. Five-Year Suicidal Ideation Trajectories Among
Women Receiving or Being Denied an Abortion. Am J Psychiatry. Sep 1 2018;175(9):845-852.
doi:10.1176/appi.ajp.2018.18010091

13. Biggs MA, Rowland B, McCulloch CE, Foster DG. Does abortion increase women's risk for
post-traumatic stress? Findings from a prospective longitudinal cohort study. BM.J Open. Feb 1
2016;6(2):€009698. doi:10.1136/bmjopen-2015-009698

14. Biggs MA, Upadhyay UD, McCulloch CE, Foster DG. Women's Mental Health and Well-being 5
Years After Receiving or Being Denied an Abortion: A Prospective, Longitudinal Cohort Study. J4MA
Psychiatry. Feb 1 2017;74(2):169-178. doi:10.1001/jamapsychiatry.2016.3478

15. Foster DG, Biggs MA, Raifman S, Gipson J, Kimport K, Rocca CH. Comparison of Health,
Development, Maternal Bonding, and Poverty Among Children Born After Denial of Abortion vs After
Pregnancies Subsequent to an Abortion. JAMA Pediatr. Nov 1 2018;172(11):1053-1060.
doi:10.1001/jamapediatrics.2018.1785

16. Admon LK, Winkelman TNA, Moniz MH, Davis MM, Heisler M, Dalton VK. Disparities in
Chronic Conditions Among Women Hospitalized for Delivery in the United States, 2005-2014. Obstet
Gynecol. Dec 2017;130(6):1319-1326. doi:10.1097/A0G.0000000000002357

17. Alkema L, Chou D, Hogan D, et al. Global, regional, and national levels and trends in maternal
mortality between 1990 and 2015, with scenario-based projections to 2030: a systematic analysis by the
UN Maternal Mortality Estimation Inter-Agency Group. Lancet. Jan 30 2016;387(10017):462-74.
doi:10.1016/S0140-6736(15)00838-7



18. Hoyert DL, Minino AM. Maternal Mortality in the United States: Changes in Coding,
Publication, and Data Release, 2018. Nat! Vital Stat Rep. Jan 2020;69(2):1-18.

19. Fingar K, Hambrick MM, Heslin KC, Moore JE. Trends and Disparities in Delivery
Hospitalizations Involving Severe Maternal Morbidity, 2006-2015. 2018. www.hcup-
us.ahrg.gov/reports/statbriefs/sb243-Severe-Maternal-Morbidity-Delivery-Trends-Disparities.pdf

20. Liese KL, Mogos M, Abboud S, Decocker K, Koch AR, Geller SE. Racial and Ethnic Disparities
in Severe Maternal Morbidity in the United States. J Racial Ethn Health Disparities. Aug 2019;6(4):790-
798. doi:10.1007/s40615-019-00577-w

21. Centers for Disease Control and Prevention. Severe Maternal Morbidity in the United States.
Accessed April 21, 2021.
http://www.cdc.gov/reproductivehealth/maternalinfanthealth/severematernalmorbidity.html

22. Creanga AA, Berg CJ, Ko JY, et al. Maternal mortality and morbidity in the United States: where
are we now? J Womens Health (Larchmt). Jan 2014;23(1):3-9. doi:10.1089/jwh.2013.4617

23. Admon LK, Winkelman TNA, Zivin K, Terplan M, Mhyre JM, Dalton VK. Racial and Ethnic
Disparities in the Incidence of Severe Maternal Morbidity in the United States, 2012-2015. Obstet
Gynecol. Nov 2018;132(5):1158-1166. doi:10.1097/A0G.0000000000002937

24. Guglielminotti J, Wong CA, Friedman AM, Li G. Racial and Ethnic Disparities in Death
Associated With Severe Maternal Morbidity in the United States: Failure to Rescue. Obstet Gynecol. May
1 2021;137(5):791-800. doi:10.1097/A0G.0000000000004362

25. Creanga AA, Bateman BT, Kuklina EV, Callaghan WM. Racial and ethnic disparities in severe
maternal morbidity: a multistate analysis, 2008-2010. Am J Obstet Gynecol. May 2014;210(5):435 e1-8.
doi:10.1016/j.2jog.2013.11.039

26. Vilda D, Wallace ME, Daniel C, Evans MG, Stoecker C, Theall KP. State Abortion Policies and
Maternal Death in the United States, 20152018. Am J Public Health. Sep 2021;111(9):1696-1704.
doi:10.2105/AJPH.2021.306396

27. Nambiar A, Patel S, Santiago-Munoz P, Spong CY, Nelson DB. Maternal morbidity and fetal
outcomes among pregnant women at 22 weeks' gestation or less with complications in 2 Texas hospitals
after legislation on abortion. Am J Obstet Gynecol. Jul 5 2022;d0i:10.1016/j.2j0g.2022.06.060

28. Salganicoff A SL, Ramawamy A. The Hyde Amendment and Coverage for Abortion Services.
Kaiser Family Foundation,. Accessed July 31, 2022. https://www.kff.org/womens-health-policy/issue-
brief/the-hyde-amendment-and-coverage-for-abortion-services/

29. Jarlenski M, Hutcheon JA, Bodnar LM, Simhan HN. State Medicaid Coverage of Medically
Necessary Abortions and Severe Maternal Morbidity and Maternal Mortality. Obstet Gynecol. May
2017;129(5):786-794. doi:10.1097/A0G.0000000000001982

30. Hutcheon JA, Bodnar LM, Simhan HN. Medicaid pregnancy termination funding and racial
disparities in congenital anomaly-related infant deaths. Obstet Gynecol. Jan 2015;125(1):163-169.
doi:10.1097/A0G.0000000000000583

31. Guttmacher Institute. Regulating Insurance Coverage of Abortion. Accessed July 31, 2022.
https://www.guttmacher.org/state-policy/explore/regulating-insurance-coverage-abortion#

32. Upadhyay UD, Ahlbach C, Kaller S, Cook C, Munoz I. Trends In Self-Pay Charges And
Insurance Acceptance For Abortion In The United States, 2017-20. Health Aff (Millwood). Apr
2022;41(4):507-515. doi:10.1377/hlthaff.2021.01528

33. Finer LB, Zolna MR. Declines in Unintended Pregnancy in the United States, 2008-2011. N Engl
J Med. Mar 3 2016;374(9):843-52. doi:10.1056/NEJMsal506575

34. Judge-Golden CP, Smith KJ, Mor MK, Borrero S. Financial Implications of 12-Month
Dispensing of Oral Contraceptive Pills in the Veterans Affairs Health Care System. JAMA Intern Med. Jul
82019;doi:10.1001/jamainternmed.2019.1678

35. Trussell J, Hassan F, Henry N, Pocoski J, Law A, Filonenko A. Cost-effectiveness analysis of
levonorgestrel-releasing intrauterine system (LNG-IUS) 13.5 mg in contraception. Contraception. May
2014;89(5):451-9. doi:10.1016/j.contraception.2013.10.019




36. Trussell J, Lalla AM, Doan QV, Reyes E, Pinto L, Gricar J. Cost effectiveness of contraceptives
in the United States. Contraception. Jan 2009;79(1):5-14. doi:10.1016/j.contraception.2008.08.003

37. Thiel de Bocanegra H, Braughton M, Bradsberry M, Howell M, Logan J, Schwarz EB. Racial and
ethnic disparities in postpartum care and contraception in California's Medicaid program. Am J Obstet
Gynecol. Jul 2017;217(1):47 e1-47 e7. doi:10.1016/j.ajog.2017.02.040

38. Zapata LB, Pazol K, Curtis KM, et al. Need for Contraceptive Services Among Women of
Reproductive Age - 45 Jurisdictions, United States, 2017-2019. MMWR Morb Mortal Wkly Rep. Jun 25
2021;70(25):910-915. doi:10.15585/mmwr.mm7025a2

39. Ranji U GI, Salganicoff A. Medicaid Coverage of Family Planning Benefits: Results from a 2021
State Survey. 2022. https://www.kff.org/womens-health-policy/report/medicaid-coverage-of-family-
planning-benefits-findings-from-a-202 1 -state-survey/

40. Foster DG, Hulett D, Bradsberry M, Darney P, Policar M. Number of oral contraceptive pill
packages dispensed and subsequent unintended pregnancies. Obstet Gynecol. Mar 2011;117(3):566-72.
doi:10.1097/A0G.0b013e3182056309

41. Foster DG, Parvataneni R, de Bocanegra HT, Lewis C, Bradsberry M, Darney P. Number of oral
contraceptive pill packages dispensed, method continuation, and costs. Obstet Gynecol. Nov
2006;108(5):1107-14. doi:10.1097/01.A0G.0000239122.98508.39

42. Anderson L, Hartung DM, Middleton L, Rodriguez MI. Pharmacist Provision of Hormonal
Contraception in the Oregon Medicaid Population. Obstet Gynecol. Jun 2019;133(6):1231-1237.
doi:10.1097/A0G.0000000000003286

43. Gomez AM, McCullough C, Fadda R, et al. Facilitators and barriers to implementing pharmacist-
prescribed hormonal contraception in California independent pharmacies. Women Health. Mar
2020;60(3):249-259. doi:10.1080/03630242.2019.1635561

44, Qato DM, Alexander GC, Guadamuz JS, Choi S, Trotzky-Sirr R, Lindau ST. Pharmacist-
Prescribed And Over-The-Counter Hormonal Contraception In Los Angeles County Retail Pharmacies.
Health Aff (Millwood). Jul 2020;39(7):1219-1228. doi:10.1377/hlthaff.2019.01686

45. Rodriguez MI, McConnell KJ, Swartz J, Edelman AB. Pharmacist prescription of hormonal
contraception in Oregon: Baseline knowledge and interest in provision. J Am Pharm Assoc (2003). Sep-
Oct 2016;56(5):521-6. doi:10.1016/.japh.2016.05.003

46. Gibbs SE, Harvey SM. Pharmacist prescription and access to hormonal contraception for
Medicaid-insured women in Oregon. Contraception. Oct 2020;102(4):262-266.
doi:10.1016/j.contraception.2020.07.001

47. Sumarsono A, Segar MW, Xie L, et al. Medicaid expansion and provision of prescription
contraception to Medicaid beneficiaries. Contraception. Mar 2021;103(3):199-202.
doi:10.1016/j.contraception.2020.11.005

48. Luna Z, Luker K,. Reproductive Justice. Annual Review of Law and Social Science. 2013;9:327-
52.

49. Phillips J. IUSSP activities: Committee on Fertility and Family Planning. Implications of the
International Conference on Population and Development (ICPD) Programme of Action for the [TUSSP.
Newsl Int Union Sci Study Popul. May 1996;(55):22-7.

50. United Nations IC. Programme of Action of the International Conference on Population
Development (ICPD). United Nations; 2014.

51. Upadhyay UD, Dworkin SL, Weitz TA, Foster DG. Development and validation of a
reproductive autonomy scale. Stud Fam Plann. Mar 2014;45(1):19-41. doi:10.1111/.1728-
4465.2014.00374.x

52. Senderowicz L. Contraceptive Autonomy: Conceptions and Measurement of a Novel Family
Planning Indicator. Stud Fam Plann. Jun 2020;51(2):161-176. doi:10.1111/sifp.12114

53. Williams DR, Lawrence JA, Davis BA. Racism and Health: Evidence and Needed Research.
Annu Rev Public Health. Apr 1 2019;40:105-125. doi:10.1146/annurev-publhealth-040218-043750

10



54, More Than 75 Health Care Organizations Release Joint Statement in Opposition to Legislative
Interference. 2022. https://www.acog.org/news/news-releases/2022/07/more-than-75-health-care-
organizations-release-joint-statement-in-opposition-to-legislative-interference

11



UPMC

LIFE CHANGING MEDICINE

Post-Roe Pennsylvania Hearing
House and Senate Democratic Policy Committees
August 11, 2022

Testimony Submitted by the University of Pittsburgh Medical Center



UPMC would like to thank members of the Senate and House Democratic Policy Committees and
Women’s Health Caucus for allowing us to provide written testimony on Post-Roe Pennsylvania. Thank
you for holding this important conversation as we grapple with what the recent Supreme Court decision
in Dobbs v. Jackson Women’s Health Organization means for our patients, Health Plan members, health
care providers, and staff.

Headquartered in Pittsburgh, UPMC is a world-renowned health care provider and insurer. We are an
international health care leader — pioneering groundbreaking research, treatments, and clinical care.
UPMC operates 40 hospitals and more than 700 doctors’ offices and outpatient centers with locations in
western and central Pennsylvania, Maryland, New York, and around the globe. As part of our health care
delivery system, UPMC is a world-class provider of pregnancy and reproductive health.

We recognize that this is a time of confusion and anxiety for many, and reproductive rights are a highly
personal issue. We all share the same goal of ensuring excellent, compassionate care for every patient.
UPMC is committed to treating every patient with dignity and empowering them through a shared
decision-making approach to evidence-based comprehensive reproductive health care.

Many of the patients our teams care for experience medical and pregnancy complications that make
ongoing pregnancy and giving birth dangerous. For a portion of these patients, intervention is needed to
prevent severe maternal morbidity and mortality. UPMC remains committed to providing the full
continuum of women’s health services, including safe patient-centric reproductive care, in accordance
with all applicable laws and with the highest ethical and medical standards.

As this issue evolves, UPMC remains committed to engaging our clinicians and other experts to develop
the clinical protocols necessary to continue supporting our patients and staff.

We respect the views and opinions shaping this debate, and as a leading health care provider and insurer,
UPMC will do everything possible to continue promoting access to high-quality, evidence-based

reproductive care for all patients and members that we serve.

Again, we wish to thank you for allowing us to provide testimony on this critical issue.
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