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a b s t r a c t
Objective: To determine the accuracy of information regarding state-level abortion laws and policies received by
a simulated patient from front-line staff at facilities providing abortion services.
Methods: U.S. states were ranked by restrictiveness of access to abortion, and a simulated patient made calls to the ﬁve
most and six least restrictive states. Three scripts were used to simulate the following three patients: a 17-year-old
minor, a married woman, and a woman at 15 weeks of gestation. Each facility was called three times. Accuracy of the
information provided was assessed using a list of laws published monthly by the Guttmacher Institute.
Results: Of 138 calls, 72 (52.2%) were made to least restrictive states, and 66 (47.8%) were made to most restrictive states.
Information provided by front-line staff was generally excellent, with over 90% accuracy regarding spousal and parental
involvement, presence of, and length of mandatory waiting periods. Most inaccuracies were owing to responses of “I
don’t know.” Despite providing highly accurate information regarding the existence of parental involvement laws, only
55.6% of front-line staff members in states with parental involvement laws informed the simulated minor patient of her
right to a judicial bypass.
Conclusion: Information regarding state abortion laws and policies provided by front-line staff members at facilities that
provide abortion services is highly accurate, with the exception of judicial bypass for parental involvement. Resources
should be developed for reproductive health care providers and their staff to ensure that all information provided to
patients is accurate and comprehensive.
Copyright Ó 2012 by the Jacobs Institute of Women’s Health. Published by Elsevier Inc.

Introduction and Background
Induced abortion is highly controversial in the United States
and is becoming increasingly legislated. In 2011, state legislatures
introduced more than 1,100 reproductive health and rightsrelated provisions (Guttmacher Institute, 2012). By the end of
2011, 135 of these new provisions had been enacted, of which
68% sought to restrict access to abortion (Guttmacher Institute,
2012). This is nearly four times more than the previous record
of 34 abortion restrictions enacted in 2005 and nearly six times
more than the 23 restrictions enacted in 2010 (Guttmacher
Institute, 2012). The 92 new restrictive provisions enacted this
year were enacted in 24 states. The new restrictions take several
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approaches to limiting abortion access and place additional
burdens on both abortion providers and patients. These restrictions include mandated counseling and waiting periods, bans on
abortion coverage in new insurance plans, and a ban on the use
of telemedicine to provide medication abortion in areas without
any abortion providers (Guttmacher Institute, 2012). Additional
restrictions have banned abortion at and after 20 weeks postfertilization owing to the belief that the fetus may feel pain,
despite evidence that challenges this belief (Lee, Ralston, Drey,
Partridge, & Rosen, 2005). These restrictions may conﬂict with
the Supreme Court ruling that bars states from placing an undue
burden on women seeking abortion before viability.
With nearly half of unplanned pregnancies ending in induced
abortion, it is estimated that one in three women will have an
induced abortion in her lifetime (Jones & Kooistra, 2011).
Although induced abortion is among the most common operative procedures performed in the United States, accessing abortion services remains difﬁcult for many women (Guttmacher
Institute, 2008). Information is an integral part of access, and
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navigating an ever-changing array of state laws and policies is
likely to become more difﬁcult for both health care professionals
and patients as the number of laws and policies increase
(Guttmacher Institute, 2012). Although research has shown that
nearly all women (92%) decide to have an abortion before calling
for an appointment, and are thus not calling to receive options
counseling, these women may still require information regarding
the legal restrictions on abortion services (Moore, Frohwirth, &
Blades, 2011). It is unlikely that a woman seeking an abortion
will speak with a clinician before she presents for an appointment, in which case her sole source of information may be the
front-line staff member who answers the telephone. Inaccurate
information about abortion restrictions may discourage or
prevent her from seeking the care she desires. It is unknown
whether staff members at facilities that provide abortion
services are able to accurately communicate to women the
abortion laws and policies in their states. Without accurate
information, women seeking induced abortion may not receive
the services they are seeking in an effective or timely manner,
which may limit their choices and endanger their health.
The primary aim of this study was to assess the accuracy of
the information regarding state-level abortion laws and policies
received by a simulated patient from front-line staff members at
facilities providing abortion services. This study is the ﬁrst, to our
knowledge, to examine the knowledge of state-level abortion
laws and policies among health care professionals in the United
States.
Methods
Selection of Facilities
States were categorized as most restrictive or least restrictive
based on the number of abortion laws and policies present in
those states as of February 2010 (Guttmacher Institute, 2010), as
described elsewhere (Dodge, Haider, & Hacker, forthcoming).
Brieﬂy, the monthly Guttmacher Institute publication State
Policies in Brief: An Overview of Abortion Laws was used to choose
the six least restrictive and ﬁve most restrictive states
(Guttmacher Institute, 2010). The number of states in each
category was chosen to balance the number of abortion
providers between the two groups. The laws and policies present
in the least restrictive and most restrictive states at the time of
classiﬁcation are shown in Table 1. Almost all of the most
restrictive states contained all the laws or policies examined.
Four of the ﬁve had mandatory 24-hour waiting periods, which
was the maximum waiting period in any U.S. state at the time of
the study; the other had a shorter waiting period that is not
identiﬁed owing to privacy concerns.
States were classiﬁed as least restrictive or most restrictive for
the purpose of investigating regional differences in the accuracy
of information provided, with the hypothesis that staff in states
that pass more laws and policies may either provide more
accurate information because they are more aware of changing
laws, or less accurate information because the changes in laws
are difﬁcult to follow. Laws regarding the targeted regulation of
abortion providers, which impose burdensome requirements on
abortion providers that are not imposed on providers of any
other medical procedures, were not taken into account when
classifying the states.
The phone calls took place from May 2010 through January
2011 and were conducted by a single investigator acting as
a simulated patient. All of the study states remained in the least

Table 1
Number of States with Laws and Policies, by Level of Abortion Restriction
Law or Policy for Classiﬁcation Purposes Most Restrictive Least Restrictive
Abortions must be performed by
a licensed physician
Abortions must be performed in
a hospital in certain cases
A second physician must participate
in the abortion in certain cases
Abortion is prohibited in certain cases
except for life or health
endangerment
Individuals may refuse to participate
in abortion services
Institutions may refuse to participate
in abortion services
State-mandated counseling must be
performed before an abortion
A mandatory waiting period must be
observed before an abortion
Abortion for a minor requires parental
consent
Abortion for a minor requires parental
notiﬁcation
Mean  number of laws and
regulations

5

0

5

0

5

0

5

0

5

2

5

2

3

1

5*

1

5y

0

y

1

1

9.6  0.5

1.0  1.1

* Four states had 24-hour waiting periods; one state had a shorter waiting
period that is not identiﬁed owing to privacy concerns.
y
One state required both parental consent and notiﬁcation.

restrictive or most restrictive categories throughout the study
period. Because of the small number of National Abortion
Federation (NAF) members in some of the study states, all results
are reported in aggregate to protect the identity of the study
clinics.
A list of abortion providers in each of the eleven study states
was compiled from the NAF website (NAF, 2010). Membership in
NAF is voluntary; not all abortion providers are NAF members,
and are thus not listed on the website. Every NAF member listed
on the website in February 2010 in each of the study states was
contacted. NAF members consist of private physicians, hospitals,
and independent abortion clinics. If it was discovered that one
central number handled appointments for multiple locations,
the central number was treated as one facility and the other
locations were excluded. The practice type was not recorded at
the time of the telephone call. At the time of manuscript preparation, the practice types of the providers currently listed in the
study states on the NAF website were classiﬁed.

Assessment of Accuracy of Information
A single investigator acting as a simulated patient used three
telephone scripts to simulate the experiences of a minor,
a married woman, and a woman at 15 weeks of gestation. The
three scripts are shown in Figure 1. The scripts were designed to
be indistinguishable from an actual patient call and aimed to
evaluate accuracy of information provided regarding as many of
the following laws and policies as was possible during the
conversation: Parental involvement (consent and/or notiﬁcation), option of a judicial bypass, spousal involvement, presence
of a mandatory waiting period, length of a mandatory waiting
period, presence of a gestational age limit, and gestational age at
gestational age limit. Each facility was called three times over
a period ranging from 3 to 18 weeks, with calls taking place at
least 1 week apart. The simulated patient asked standardized
questions as speciﬁed in the scripts of the staff member who
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Figure 1. Three telephone scripts were used to simulate the experiences of a minor, a married woman, and a woman at 15 weeks of gestation.

answered the telephone. As a minor and as a married patient, the
simulated patient indicated that she was worried about her
parents or her husband ﬁnding out if she had an abortion. If the
staff member indicated that the simulated patient would need
parental or spousal consent, the simulated patient reiterated that
she did not want to involve her parents or her husband and asked
if there was any way she could have an abortion without their or
his consent. The information provided was later scored as
correct, incorrect, or indeterminate using Guttmacher Institute’s
State Policies in Brief: An Overview of Abortion Laws (Guttmacher
Institute, 2010). A response of “I don’t know” was considered to
be incorrect. Indeterminate responses occurred when the question was addressed by the simulated patient, but the information
provided by the staff member was not speciﬁc enough to be
determined to be correct or incorrect (e.g., in response to the
question about the mandatory waiting period in a state with
a 24-hour waiting period, the staff member may have told the
simulated patient that she needed to come in for three separate
visits, but did not specify how far apart each visit must be).
The simulated patient used a set of facts that remained the
same for each scenario, which were only volunteered if she was

asked directly. The simulated minor patient was 17 years old,
approximately 7 weeks of gestation, and worked part time at an
after school job. The simulated married patient was also at
approximately 7 weeks of gestation and worked full-time at
a desk job for under $40,000 per year. The simulated patient at 15
weeks of gestation had the same personal details as the married
patient. All simulated patients lived in the same state as the
contacted provider and were insured by BlueCross BlueShield,
although the minor and married patients told the clinic that they
did not want to use their insurance owing to concerns that their
families would ﬁnd out about their abortion. Each simulated
patient asked about the cost of the procedure and the length of
time typically needed to obtain an appointment. Finally, the
simulated patient recorded a subjective measure of the front-line
staff member’s attitude towards her on a scale of 1 to 10, with 1
being extremely hostile and 10 being extremely helpful.
After all calls were completed, a debrieﬁng letter was sent to
all facilities that were contacted. The letter informed the facility
that they were contacted as part of the study and described the
objectives and methods of the study. The letter did not include
any study results and informed the facilities that all of their
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identifying information had been destroyed after the letters
were addressed and mailed.

Table 2
Accuracy of Knowledge of State Abortion Laws and Policies among Abortion
Providers
Total*

Least
Most
p Valuey
Restrictive Restrictive

Data Analysis

Law or Regulation

Data analysis was conducted using SAS 9.2 (SAS Institute, Cary,
NC). Data are presented as proportions or medians with the
interquartile range (IQR). Comparisons between least restrictive
and most restrictive states were made using chi-square, Fisher’s
exact, and Mann–Whitney U tests. All tests were two-sided; p < .05
was considered signiﬁcant. The institutional review board at Beth
Israel Deaconess Medical Center approved this study.

Simulated married patient
Spousal involvement
Correct
45 (97.8) 23
Incorrect
1 (2.2)
1
Don’t know
1 (2.2)
1
Inaccurate
0 (0.0)
0
Presence of waiting period
Correct
35 (94.5) 15
Incorrect
2 (5.4)
1
Length of waiting period
Correct
18 (90.0)
1
Incorrect
2 (10.0)
1
Simulated minor patient
Parental involvement
Correct
41 (91.1) 19
Incorrect
4 (8.9)
4
Don’t know
3 (6.7)
3
Inaccurate
1 (2.2)
1
Presence of judicial bypass
Correct
10 (55.6) d
Incorrect
8 (44.4) d
Presence of waiting period
Correct
35 (100.0) 15
Incorrect
0 (0.0)
Length of waiting period
Correct
16 (94.1)
1
Incorrect
1 (5.9)
0
Simulated patient at 15 weeks of gestation
Presence of waiting period
Correct
16 (94.1)
8
Incorrect
1 (5.9)
0
Length of waiting period
Correct
10 (90.9)
2
Incorrect
1 (9.1)
1

Results
We made 138 phone calls to 46 providers. Of these, 24 (52.2%)
providers were in least restrictive states, and 22 (47.8%)
providers were in most restrictive states. Although the practice
types were not recorded at the time of the study call, at the time
of manuscript preparation, among a total of 26 providers in
the six least restrictive states, 54% of providers were Planned
Parenthood facilities, 8% were hospitals, and 39% were other
types of facilities. In the ﬁve most restrictive states, among a total
of 23 providers, 17% were Planned Parenthood facilities, 4% were
hospitals, and 65% were other types of facilities.
The accuracy of the information provided was generally high
(Table 2). Information regarding the presence of spousal
involvement laws, which have been declared unconstitutional by
Planned Parenthood v. Danforth (1975) and Planned Parenthood
v. Casey, (1993) was highly accurate. Nearly all staff members
(97.8%) responded correctly when asked by the simulated patient
if she would need to tell her husband about the abortion; the
only incorrect responses were responses of “I don’t know.”
Similarly, most staff members (91.1%) gave the simulated patient
correct information regarding parental involvement laws; three
(6.7%) staff members responded with “I don’t know” and only
one (2.2%) did not inform her of parental involvement laws in her
state. Overall, accurate information regarding mandatory waiting
periods was provided in more than 90% of calls.
Despite highly accurate information regarding parental
involvement laws, only 56% of respondents gave the simulated
patient information about judicial bypass as an option for minors
who do not want to involve their parents. In the cases where the
simulated patient was not informed of the option for judicial
bypass, when the simulated patient asked the staff member if
there was any way she could have an abortion without telling her
parents, the staff member usually simply said “no.” However, all
the study states with parental involvement laws provide a judicial bypass option for minors.
This study was designed to assess the accuracy of information
regarding gestational age limits in the study states, but it was
difﬁcult to obtain using the simulated patient method. Most
practices cited the gestational age limit at their particular practice instead of the state law, even when asked by the simulated
patient if having an abortion would be illegal in that state after
that gestational age limit. In other cases, the staff member
informed the simulated patient of the practical limit in the state,
which was the latest gestational age at which an abortion
provider would perform an abortion. For instance, several of the
study states have no gestational age limits, but also no known
providers who will perform an abortion past 14 weeks of
gestation. In cases where the staff member indicated that the
simulated patient was beyond the practical limit in that state,

1.00
(95.8)
(4.2)
(4.2)
(0.0)

22
0
0
0

(100.0)
(0.0)
(0.0)
(0.0)

(93.8)
(6.3)

20 (95.2)
1 (4.8)

(50.0)
(50.0)

17 (94.4)
1 (5.6)

(82.6)
(17.4)
(13.0)
(4.4)

22
0
0
0

1.00

.19

.11
(100.0)
(0.0)
(0.0)
(0.0)
d
10 (55.6)
8 (44.4)
d
(100.0) 20 (100.0)
(0.0)
(0.0)
1.00
(100.0) 15 (93.8)
(0.0)
1 (6.3)
1.00
(100.0)
(0.0)

8 (88.9)
1 (11.1)

(100.0)
(0.0)

8 (88.9)
1 (11.1)

1.00

* Totals for each law and regulation do not sum to 46 because it was not
possible to assess all components of knowledge during each call.
y
The p values are for comparisons of correct and incorrect responses between
least restrictive and most restrictive states.

79% informed the simulated patient of the option to travel out of
state to have an abortion. It is important to note that in no cases
did the staff member cite a gestational age that was greater than
the legal limit in that state.
Among seven (5%) calls that contained clearly inaccurate
information (this excludes the assessment of gestational age
limits in states that set the limit at viability, because the study
design did not deﬁne viability at a speciﬁc gestational age), only
one call led the simulated caller to believe that abortion was less
restricted than it actually was; the other six led the caller to
believe that abortion was more restricted.
There were no differences in the accuracy of information
provided between the least restrictive and the most restrictive
states. However, few of the least restrictive states had mandatory
waiting periods, and this limited the comparison of accuracy of
the length of the mandatory waiting period.
For the minor and married patients, both of whom reported
being at approximately 7 weeks of gestation, the median cost of
the procedure as reported by the staff member was $450 (IQR,
$393–$485), with a range from $250 to $1,500. In most restrictive
states, the reported cost was $413 (IQR, $382–$463), which was
signiﬁcantly lower than the reported cost in the least restrictive
states ($475; IQR, $425–$500; p ¼ .01). For the simulated patient
at 15 weeks of gestation, the median reported cost was $750
(IQR, $600–$900), with a range from $398 to $4,200. The
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reported cost at 15 weeks of gestation was lower in the least
restrictive states ($650; IQR, $575–$875) compared with the
most restrictive states ($817; IQR, $600–$945), although the
difference was not signiﬁcant (p ¼ .36). In only eight calls (6%)
did staff members offer any information about private abortion
funds that could assist the simulated patient with paying for the
abortion; three (4%) of these calls were to least restrictive states
and ﬁve (8%) were to most restrictive states.
Overall, the median time needed to obtain an appointment
was 2 days (IQR, 1–7), with one facility reporting a waiting time
of 16 days. The median time was shorter in most restrictive states
(2 days; IQR, 1–5) than in least restrictive states (3 days; IQR,
2–7), although this difference was not signiﬁcant (p ¼ .07).
Overall, the median subjective attitude score was 7 out of 10
(IQR, 6–8). Three facilities received attitude scores of 5, which
were considered to be negative attitudes toward the simulated
patient; all were in least restrictive states. Despite this, the
median attitude score was signiﬁcantly better in the least
restrictive states (7; IQR, 7–8) compared with the most restrictive states (7; IQR, 6–8; p ¼ .04).
Discussion
Staff members provided highly accurate information
regarding parental and spousal involvement laws, as well as
highly accurate information regarding the presence and length of
required waiting periods. This is expected, because parental
involvement and waiting periods require documentation from
facilities that provide abortion services. Accurate information
regarding mandatory waiting periods is critical for abortion
access, especially for women who live at greater distances from
an abortion provider.
Surprisingly, despite providing highly accurate information
regarding parental involvement laws, many facilities did not
inform the simulated minor patient of her right to a judicial
bypass. This study was unable to assess the impact this omission
had on patient care. It is possible that not receiving this information caused minors to either not receive the care they desired
or subjected them to dangerous situations when forced to
involve a parent. This is especially important given the high
incidence of unintended pregnancy among minors. In 2006, the
estimated number of pregnancies among women aged 15 to 17
was 246,250 (Kost, Henshaw, & Carlin, 2010); 79% were unintended (Finer & Zolna, 2011).
Research by Helena Silverstein (2007), which is described in
her book Girls on the Stand: How Courts Fail Pregnant Minors, has
shown that the judicial bypass system is ﬂawed. The bypass
option was originally developed because it was recognized that
some teens would be in danger if subjected to complete oversight
of their reproductive choices by their parents. Although Silverstein states this compromise was made with good intentions, it
assumes that the laws will be implemented in a reasonable way.
This ignores the fact that the legal system is affected by politics
and constitutes what Stuart A. Scheingold has called “the myth of
rights.” Unfortunately, Silverstein has proven that from a minor’s
perspective, her right to a judicial bypass is not apparent. Silverstein and her colleagues contacted all 222 county courts that
handle petitions for judicial bypass in Alabama, Pennsylvania, and
Tennessee between 1997 and 2002. Of these, 100 (45%) demonstrated substantial or complete ignorance about the bypass
system, or expressed considerable doubt about its existence.
Although it is possible that staff members omitted information
about the option of judicial bypass because they are aware of its
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inherent problems, women should be informed about their right
to a bypass, even if that means that the staff member explains that
the process is difﬁcult. The ﬁndings of this study suggest that
women are not receiving information about the judicial bypass
system, and thus efforts should be made to improve the information that is provided regarding judicial bypass.
Very few staff members (6% of calls) offered the simulated
patient information about private abortion funds that could
assist her in paying for an abortion. If asked, the simulated
patient stated that she was covered by BlueCross BlueShield,
although the minor and the married simulated patients stated
that they did not want to use their coverage for privacy concerns.
In these cases, information about private abortion funds should
be offered. Although the simulated patient did not record
whether she offered information about her insurance coverage, it
is possible that in cases where she did, the staff member
assumed that because she had private insurance coverage she
would not qualify for abortion funds. Staff members should not
make this assumption, especially in the most restrictive states
where insurance coverage tends to be more limited, because
abortion is increasingly concentrated among low-income
women (Jones & Kavanaugh, 2011).
The median subjective attitude score was 7 out of 10, and only
three phone calls were classiﬁed as negative by the simulated
patient. In these cases, the staff member sharply corrected the
simulated patient after she called the private ofﬁce a ‘clinic,’ used
an unkind tone of voice, or was unhelpful or seemed uninterested in the simulated patient. The staff members who scored
the highest attitude scores were those who used a kind tone of
voice and took the time to answer all the questions of the
simulated patient and explain all aspects of the abortion process,
were reassuring, and often gave their name and encouraged the
simulated patient to call back if she had any additional questions
or if there was anything else the staff member could help
her with.
This study has several strengths. This study is the ﬁrst, to our
knowledge, to assess the accuracy of information provided to
women seeking abortion services in the United States. By using
a simulated patient, the study was able to imitate real-life
experiences that otherwise would have been unobservable. The
variation between calls was minimized by using a single caller
posing as the simulated patient. In addition, three scripts were
developed in an attempt to standardize the questions asked by
the simulated patient.
This study is subject to several limitations. First, the practice
types of facilities were not recorded to maintain provider privacy.
Thus, the study could not assess whether accuracy of information
differed by practice type. Second, all of the abortion providers
that were contacted are members of NAF, and they may not be
representative of all abortion providers in the country. Because of
their membership in NAF, these facilities may be better equipped
to provide accurate information about laws and policies than
providers who are not members of NAF. Thus, these ﬁndings
could overestimate the accuracy of information provided at
facilities throughout the country. Third, some states passed new
abortion laws and policies during the study period, which may
have raised awareness of laws and policies throughout the state.
This was not taken into account when comparing the least
restrictive and the most restrictive states because this was
a descriptive study designed to assess the information that
patients receive in the real world. Finally, this study was not
designed to assess the accuracy of knowledge provided by frontline staff of facilities that do not provide abortion services. It is
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possible that staff members who work at these facilities may be
less likely to provide patients with accurate information about
abortion services, either because they are unaware of the laws
and policies or because they do not support a patient’s decision
to have an abortion.
Implications for Practice and/or Policy
These ﬁndings are relevant to the concern that facilities that
provide abortion services are not following laws and policies that
restrict abortion services. In response to this concern, Americans
United for Life is currently calling on Congress to “hold hearings
into Planned Parenthood’s operations, its use of taxpayer funding, and its potential violations of state and federal law”
(Americans United for Life, 2011). Although there were a few
cases where incorrect information was given, it is likely that
these inaccuracies would have been corrected when the patient
presented to the facility. In only one call was the simulated
patient led to believe that the state laws and policies were less
restrictive than they actually were; the remaining six calls containing inaccuracies implied that the laws and policies were
more restrictive. In no cases did the staff member give any
indication that the facility was willing to disregard state laws and
policies for the beneﬁt of the simulated patient.
To ensure that the ever-changing array of abortion laws and
policies are followed, and that patients receive accurate information about the restrictions placed on their care, resources
should be developed to assist reproductive health care providers.
The number of abortion laws and policies introduced into state
legislatures and subsequently enacted has grown enormously,
and even individuals who are interested in these issues may
struggle to follow the numerous developments. Thus, it is
unlikely that individual patients will be aware of the state laws
and policies concerning abortion before seeking services. Each
time a state passes a new law or policy concerning abortion,
reproductive health care facilities should be made aware of the
new laws so that all clinicians, front-line staff members, and
patients can be informed. This information could be provided in
writing, especially for patients. For front-line staff, information
on state laws and policies could be provided during routine
training; for clinicians, information could be incorporated into
credentialing. School counselors and social workers, who may
work with young women who have unintended pregnancies,
could also be provided with these resources.
No differences were found between the most restrictive and
least restrictive states. Although staff members at facilities that
provide abortion services are highly competent in providing
accurate information regarding the state laws and policies, it
cannot be concluded that dealing with new laws and policies is
easy. The actual challenges that these laws and policies create for
abortion providers remain unknown and are an area for future
research. The political climate continues to focus on abortion,
and there is no reason to believe that the pace of newly proposed
laws and policies restricting access will slow in the near future.
It is important that women seeking abortion services receive
accurate information from front-line staff so they are able to
access services in a timely manner. Although clinicians, practice
owners, and administrators are responsible for ensuring that
their front-line staff can accurately communicate the relevant
laws and policies to patients, receiving inaccurate information
from front-line staff members does not imply that the laws are
not being followed at those facilities. Instead, this work

demonstrates that although overall information regarding state
abortion laws and policies is highly accurate, there is room for
improvement, particularly in the area of judicial bypass. Even in
practices with accurate general information, staff members
should be reminded of a minor’s right to a judicial bypass in
states with parental involvement laws. All clinicians, practice
owners, and administrators at facilities that provide abortion
services should ensure that their staff knows the laws and policies and is able to accurately communicate these laws to patients.
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