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EXECUTIVE SUMMARY

Introduction

Against the backdrop of the US Supreme Court eliminating the constitutional right to
abortion established by Roe v Wade, this report examines the current landscape of abortion care
in New Jersey. It identifies potential opportunities for improvement or expansion of services to
both state residents and people traveling from the growing number of states with abortion bans
and restrictions.

Report Methodology

In 2023, the Rutgers School of Public Health, in partnership with the New Jersey Family Planning
League, undertook an in-depth landscape analysis of the state of abortion access in New Jersey.
New Jersey state abortion surveillance is known to be incomplete due to limited reporting
requirements and does not provide a complete picture of care in the state. Instead, we drew on
national data collection efforts, supplemented this with new analyses of the landscape of New
Jersey providers, and contextualized the data by conducting qualitative interviews with abortion
providers and key stakeholders in the state. For this landscape, we focused on facilities that
perform abortions, either medication or procedural, that would be easy to find for a person
seeking care. This conscious choice centers the people seeking abortion in our understanding of
accessibility.

Key Findings

New Jersey is a unique abortion environment. Its abortion rate increased by 15% from 2013 to
2020; further increases are expected. In 2020, out-of-state patients accounted for 6% of all
abortions performed in New Jersey; since the Dobbs decision, the number of abortions in New
Jersey has increased. These increases are likely to continue, especially as more states in the
Southeast further restrict abortion care. Providers describe a shifting composition of the patients
seen, with an increase in “high-need” patients coming from out of state at later gestations.

Our search strategy identified 41 brick-and-mortar abortion providers in the state. There is a
concerning gap in abortion availability in the southern counties of New Jersey. Five counties, Cape
May, Cumberland, Hudson, Gloucester, and Salem, have no abortion providers identified in our
landscape. Among the counties with abortion providers, not all offer the full range of abortion
services that people might need; all identified clinics provide medication abortion, but only 22
(54%) additionally offer procedural abortion services. Six counties only have medication abortion
providers, which means they cannot care for patients beyond 11 weeks of gestation. Despite the
lack of a legal limit, no clinics in New Jersey provide abortion care through the 3"-trimester. These
patients, who often carry pregnancies with severe fetal abnormalities or face other health
challenges, must travel out of state to access needed care, incurring increased costs and delays.
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Telemedicine programs for medication abortion could help alleviate travel burdens for those in
counties that a brick-and-mortar clinic does not currently serve. None of the providers we
interviewed had an active telemedicine abortion program, though some are in development.

The referral systems between clinics and hospitals within the state are informal and inconsistent.
When trying to connect patients to hospital care, high costs, delays in scheduling, and pervasive
abortion stigma were raised as concerns by clinic providers.

New Jersey has the lowest Medicaid reimbursement rate for abortions of any state in the country,
and providers find it inadequate and unsustainable. This low reimbursement has repercussions
for the clinic business model and the patient care experience. An emerging challenge for clinics
that offer procedural abortions is the increase in higher-need patients as healthier patients shift
care to medication abortion-only providers (in person or online). Assuring access to procedural
abortion care for patients ineligible or uninterested in medication abortion is essential. This
entails attention to cost and reimbursement models and appropriate staffing, especially for
medically complex patients who require more intensive care.

Despite considerable financial, legal, and logistical challenges, the New Jersey abortion providers
that we interviewed are able to provide abortion care that is timely and patient-centered.
Supplemented by practical support organizations and abortion funds, they seem to be able to
meet the needs of New Jerseyans at present. However, there are several areas in which specific
policy actions or additional research could help expand access to care for New Jerseyans and
those traveling to our expanded-access state and reduce the reliance on philanthropic
contributions to meet the demand for abortion care in the state.

Recommendations

Given the findings from this Landscape Analysis, several strategies emerged for expanding
abortion services and supporting providers and patients. Our recommendations highlight four
priority areas.

o Increase Medicaid insurance e Increase public availability of
reimbursement rates for abortion care to information about abortion care in New
reflect the actual cost of high-quality care Jersey and strengthen care coordination
and support clinic sustainability. within and across states.

e Expand access by growing the number o Convene experts and key stakeholders
of abortion providers and clinics with a to reassess the role of the State abortion
focus on promoting geographic equity and data system to support public health best
supporting clinics’ efforts to adopt while minimizing patient stigma and
innovative models of care. provider burden.
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ABORTION PATTERNS AND TRENDS

INTRODUCTION

The United States has experienced a surge
in abortion-related legislation over the past
decade. It climaxed recently with the US
Supreme Court eliminating the
constitutional right to abortion established
by Roe v Wade in its Dobbs v Jackson
Women’s Health Organization opinion in
June 2022. As of May 4, 2023, abortion is
banned in fourteen stateswith limited
exceptions and banned after six weeks
gestation in one more;! more states are
working to enact abortion bans or barriers.
These restrictions will deepen profound
inequities in abortion access in our country,
with consequences for individuals and
families’ health and well-being.?3

The dark national picture for abortion
access is not uniform. Some states have
implemented draconian laws that make it
nearly impossible for people to access
abortion within their state. But other states
are working to not only ensure access to
abortion care for their residents but also to
pick up the national slack. New Jersey is one
of these protective states that has enacted

Box 1. New Jersey Has Expanded
Abortion Rights and Access

Provides statutory protection for
abortion as “the fundamental right to
reproductive autonomy”

Prohibits state cooperation with legal
actions arising from lawful provision of
abortion in the state (shield law)

Prohibits extradition of people charged
with actions arising from the legal
provision of abortion (shield law)

Allows advanced practice clinicians can
provide abortion care up to 14 weeks LMP

Allows Medicaid coverage for abortion
care

Allows minors to consent to their own
abortion care without parental
involvement

New Jersey guarantees the “fundamental right to
reproductive autonomy”

policies and practices to expand and protect abortion rights and access, including enacting a
statute that recognized and codified the existing state constitutional right to abortion.*
Additionally, New Jersey has adopted laws and policies to safeguard both its providers and
patients, even if they are from other states where abortion is restricted.>® (see Box 1)

A focus on supporting access to abortion care can be an important pillar in New Jersey’s efforts
to reduce maternal mortality and improve maternal health. Abortion is an essential part of the
continuum of reproductive health care that improves the health and well-being of those who



need it.” This calls for services and health systems supporting the full range of people’s

reproductive needs.

Despite a surge in research on abortion
access and experiences in various states, few
studies have focused specifically on abortion
care in New Jersey, either before or after the
Supreme Court’s Dobbs v. Jackson Women'’s
Health decision. Thus, a base of abortion
research specific to the New Jersey context is
lacking. To address this gap, we drew on
existing resources relevant to New Jersey,
including national data collection efforts,
supplemented this with new analyses of the
landscape of providers, and contextualized
the data by conducting qualitative interviews
with abortion providers and key stakeholders
in the state. (See Box 2 for a description of
the interview sample and methodology.) This
report examines the current landscape of
abortion care in New Jersey and identifies
potential opportunities for improvement or
expansion of services.

To understand the abortion context in New
Jersey before and after the overturning of
Roe v Wade, we reviewed a range of existing
research and surveillance conducted by well-
respected organizations, including the
Guttmacher Institute, the Society of Family
Planning, and Advancing New Standards in
Reproductive Health (ANSIRH). We have
relied on these resources instead of the New
Jersey Department of Health data because
New Jersey state abortion surveillance is
incomplete due to limited reporting
requirements.

Box 2. Qualitative Interview Methodology

We conducted interviews with a wide range of
key stakeholders in New Jersey. We spoke
with clinic administrators and abortion
providers, including physicians and advanced
practice clinicians, individuals who serve a
dual role of clinician and administrator, and
clinicians who work across multiple clinics. We
included independent providers as well as
networks, and both ambulatory care settings
and small health centers. To round out our
understanding, we also interviewed clinics
that offer family planning but do not currently
offer abortion services.

We ultimately spoke with
representatives of sites in New Jersey
that are estimated to represent more
than half of the total abortions
performed in the state.

Each interview consisted of a series of open-
ended questions designed to assess the
current services offered, impressions of the
state of abortion care in New Jersey, and the
barriers and facilitators to improved access.
Interviews were conducted via Zoom and
transcripts were produced and reviewed for
analysis. Rutgers University Institutional
Review Board approved this study.
(PRO2023000048)

New Jersey data relies more on estimation than most other states and may be less precise
because of high nonresponse rates from New Jersey abortion providers to national data
collection efforts. For example, while the Guttmacher Institute engages in a very intensive data
collection effort, reaching out to abortion providers in every state repeatedly to obtain data,
due to problems due to challenges in getting data from some New Jersey providers, they have
relied on estimates for about 40% of abortions in New Jersey --- more than for any other state.®
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Thus, even the relative gold standard of data on abortion counts is still a partial estimate for
New Jersey. It is challenging to provide a clear and comprehensive picture of abortion care in
New Jersey due to considerable data gaps.

It is challenging to provide a clear and comprehensive
picture of abortion care in New Jersey due to
considerable data gaps

NATIONAL PATTERNS

The Guttmacher Institute’s Abortion Provider Census (APC) surveys all facilities known to have
provided abortions, including clinics, physicians’ offices, and hospitals. The APC is conducted
intermittently but uses consistent methods to allow for trend analysis between data collection
rounds. The most recent data collection refers to abortions in 2020.2 We have used this data to
describe trends in the abortion rate (number of abortions per 1,000 reproductive-age women)
and abortion counts in New Jersey and compare them to national patterns.

Since the legalization of abortion following the Supreme Court’s Roe v Wade decision in 1973,
the United States experienced an increase in the facility-based abortion rate until the mid-1980s.
However, it declined continuously until 2017, reaching its lowest level since 1973.2 The reasons
for this national decline are complex and include a broader decline in pregnancy rates, expanding
contraceptive options (including long-acting reversible methods with low failure rates), and the
proliferation of state-level abortion restrictions.® But this downward trend has reversed recently
as the national abortion rate increased by 7% from 2017 to 2020, with substantial variation across
states.

There is no one right number of abortions — the public
health and justice goal is to provide desired care to
everyone who wants or needs an abortion.

HOMING IN ON THE STATE OF NEW JERSEY

New Jersey is one of the states where the abortion rate has increased in recent years. While the
national abortion rate started rising in 2016, the New Jersey rate began its rise earlier after hitting
a low point in 2013. Between 2013 and 2020, it increased by 15%, rising from 25.3 to 29.2
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abortions per 1,000 women of reproductive age (see Figure 1). During the narrower recent
period from 2016 to 2020, it increased by 4% overall. In 2020, the New Jersey abortion rate of
29.2 abortions per 1,000 women was more than two times the national rate of 14.4.1°

Figure 1. Trends in Abortion Rate 1973-2020,
50 United States and New Jersey
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Focusing on abortion counts offers a similar pattern to that tracked by abortion rates. The
Guttmacher Institute estimates that in 2020, 48,830 abortions were provided in New Jersey,
reflecting a 12% increase from 2013.% Given its large population and high abortion rate, New
Jersey has the sixth-largest number of abortions of any state.? In 2020, 5.2% of all abortions in
the US occurred in New Jersey, making it a significant player in the US abortion landscape.

INTERSTATE TRAVEL FOR ABORTION CARE

Before the Fall of Roe

The number of abortions provided in New Jersey does not mean that all of these abortions were
obtained by New Jersey residents or represent the total number of abortions obtained by New
Jerseyans. Due to the state’s long, shared borders and ease of interstate travel, combined with
the varying laws and access to care in neighboring states, it would be imprudent to limit our
understanding of New Jersey’s abortion landscape to simply its geography or its official residents.
Some New Jersey residents travel to other states for care and vice versa.

Before the Dobbs decision, there were similar travel patterns for abortion care both in and out
of New Jersey (see Figure 2). In 2020, about 6% of New Jersey residents traveled out of state for
abortion care; most of those traveling out of state obtained care in NY or PA.!* One reason for

@ California (154,060) New York (110,360) Florida (77,400) Texas (58,020) Illinois (52,780)
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this travel may be that for some patients, out-of-state providers were the closest source of care;
for example, in Hudson and Salem County, the nearest abortion providers are in New York and
Delaware, respectively.

Figure 2. Patterns of Out-of-State Travel for Abortion, New Jersey

New Jersey also serves as a
receiving state for residents of
other states seeking abortion
care. Out-of-state patients
accounted for about 6% of all
abortions performed in New
il ehrading Jersey, with the majority coming
ookt from PA, DE, and NY.!? Both
\ geography and state policies
influence these patterns. For
instance, despite having
relatively few restrictions on
abortion, more than 40% of DE
residents obtaining abortion
traveled out of state for care
due to the geographic location
of large DE cities near other state borders (the majority traveled to NJ, PA, and MD).12 While
proximity to New Jersey clinics may also influence travel from PA, the state’s abortion policies
are also an essential factor. PA’s 24-hour waiting period and parental consent requirement can
delay abortion services and create barriers to care, prompting some residents to seek care in
New Jersey instead. As New Jersey does not have such requirements, it may better meet the
needs of some PA residents seeking abortion care.

6% of NJ abortion patients
traveled from out of state ™ ’

After the Fall of Roe

Since the Dobbs decision in July 2022, there have been alarming reports in the media of
significant travel from states with new abortion bans and barriers to that travel. However, at this
stage, data on the precise travel dynamics and volume is limited as there is a lag in producing
abortion statistics. With the rapidly changing political and legal landscape, significant shifts in the
patterns of abortion care are expected that are not yet fully visible in existing data.

The Society of Family Planning’s #WeCount initiative provides some early insights into these
changes by rapidly estimating the number of abortions provided in each state post-Dobbs.*
More information about #WeCount can be found in Box 3.
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Box 3. #WeCount

#WeCount is an effort lead by the Society of
Family Planning that seeks to capture shifts in
abortion volume by state after the overturning of
Roe v Wade. Based on a database of clinics,
hospitals, and virtual providers, all identified
providers were invited to report monthly abortion

According to the #WeCount estimates,
New Jersey experienced an overall increase
of 14% in the average monthly number of
abortions from April and May (pre-Dobbs)
to July 2022-June 2023 (post-Dobbs). This
resulted in an average of approximately
527 more legal abortions per month in the
state. While there are monthly

fluctuations, the general trend is an
increasing number of abortions. The
Guttmacher Institute’s new Monthly
Abortion Provision study also tracks
monthly changes in abortion provision by
state; it finds similar levels to #WeCount
estimates, as well as documenting
continued increases in the number of
abortions in NJ from 2020.1* Multiple
factors, including ongoing increased
demand by state residents and an increase
in out-of-state travel for abortion care likely drive these increases in the number of abortions.
The Guttmacher Institute will soon release important new data on the state of residence of
abortion patients post-Dobbs which will allow us to understand shifts in patient composition
better.

volume numbers. It is estimated that
approximately 83% of all abortion providers
known to #WeCount participated; rigorous
estimation techniques were used for the
nonresponding providers. New Jersey was one of
three states where 30% or more of abortions
were imputed because of non-response from
providers.

Providers also describe a shifting composition of the patients seen. “We have seen not necessarily
a surge in the number of patients that we’re caring for ... but a huge increase in what | would call
like ‘high-need patients’.” While the absolute increase in patient numbers is relatively small, many
individuals traveling to New Jersey seek abortions later in pregnancy, present with more complex
cases, and have fewer resources (social and financial). These factors demand that clinics to be

prepared to provide enhanced support where possible.

Both state and grassroots efforts to support travel to protective states have cushioned the
impacts of state bans. This includes substantial fundraising and philanthropic efforts and the
expansion of practical support groups’ efforts to connect people in need with services and
resources for travel. Time will tell if these efforts can be maintained or if the bans will have more
significant impacts over time. Possible increases in self-managed abortion, including efforts to
share information and resources, may also have lessened the impact (See Box 4).1°> One provider
explained, “For some people, [self-management] could be the best option, even for somebody in
New Jersey.”

PROJECTIONS
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We expect that there will be increasing demand for abortion care in New Jersey, based on both
state-level increases in abortion since 2013 and the more recent increases following the Dobbs
decision. Based on the monthly increase in abortion since the Dobbs decision tracked by
#WeCount and the Guttmacher Institute, we estimate an increase of 6,000-7,000 abortions
annually under current conditions. Further expansion of services in New Jersey could increase this
even more. We found an openness among New Jersey providers to care for patients from other
states “If you come to New Jersey, | don’t care where your address is. You are my patient. | am
taking care of you in state. | can take care of you.”

Overall, the relative role of New Jersey in the US abortion landscape is likely to increase even
further in the evolving post-Dobbs legal landscape. While closely neighboring states generally
are protective of abortion, most states in the Southeast US have increasingly restrictive laws.
With abortion relatively inaccessible in this part of the country, people will need to travel farther
for care and may be coming at later gestations. Patients traveling for care to New Jersey will
require more support and resources from our state’s providers, state abortion funds, and
practical support networks. Efforts are needed to coordinate and facilitate these systems.

We expect that there will be continued increasing
demand for abortion care in New Jersey

While New Jersey is relatively geographically distant from banned states, distance alone is only
one factor in deciding where to obtain an abortion. Several New Jersey abortion providers are
close to multiple airports; however, our discussions with abortion funds and practical support
groups emphasized that for patients to take advantage of New Jersey airports, they need greater
practical support as this travel is time-consuming and costly. Flying is especially challenging for
people with limited travel experience, undocumented immigration status or without legal
identification, and those without credit cards. Other relevant factors include
knowledge/awareness of available providers, trust in that provider, cost (including the
procedure, travel, childcare, etc.), and time. Even among New Jersey residents, transportation
costs can be a barrier to care, especially if patients need to take a ride-share service far from their
homes or rely on Medicaid-funded transportation.

Our key informant interviews repeatedly suggested that patients coming to New Jersey from out
of state often choose to come here because of family or other social connections instead of
referrals from providers in their home states. At present, very few New Jersey abortion providers
we spoke with had formal relationships with clinics in restrictive states to facilitate referrals.
Some clinics tried establishing such relationships but ran into legal or logistical barriers; others
preferred to keep connections informal. Building more formal out-of-state referral networks with
health care providers, support groups, and abortion funds is an area we think is ripe for
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improvement and could help New Jersey to better respond to the needs of people facing abortion
bans in their home states.

Building more formal out-of-state referral networks
could help New Jersey to better respond to the needs of
people facing abortion bans in their home states.

Both New Jersey residents and people from out-of-state may turn to abortion navigation services
to find a provider in New Jersey. These services offer a means of obtaining information about
available providers and building trust for those providers by offering vetted information. The two
most extensive online navigation services —IneedanA.com and AbortionFinder.org—use different
criteria to identify abortion providers and make this information available online. IneedanA.com
requires providers to have an active website that lists abortion as a service, with a specific phone
number for direct contact. This is meant to spare patients having to navigate an extensive phone
tree to find the abortion provider at a facility that offers many types of care. This also means that
many hospital providers do not meet the ‘patient-centered’ criteria for being listed on this site.
AbortionFinder.org is slightly more expansive and will provide contacts for providers that meet
other quality requirements (such as having Complex Family Planning Fellows on staff). Both
services vet on quality and reputation and continually update their listings.

CURRENT ABORTION PROVIDER LANDSCAPE IN NEW JERSEY

RESEARCH APPROACH

To further understand the abortion provider landscape in New Jersey, we sought to identify
abortion providers in the state. Abortion services in New Jersey are provided in various settings,
from Planned Parenthood health centers to independent clinics, large hospitals, and online
telehealth providers. While some of these facilities advertise widely, others are discreet or silent
about their services. For this landscape, we focused on facilities that perform abortions, either
medication or procedural, that would be easy to find for a person seeking care. This conscious

For this landscape, we focused on facilities that perform
abortions, either medication or procedural, that would
be easy to find for a person seeking care.
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choice centers the people seeking abortion in our understanding of accessibility. Services that
are difficult to find for the people who need them or require insider connections and referrals,
might be available but not accessible.

To do this, we limited our sample to facilities advertised on the major abortion service navigators
(IneedAnA.com and AbortionFinder.org) or through a simple Google search for “abortion in New
Jersey.” We recognize that with this approach, we are likely missing small providers and hospital
systems that offer abortion services to their patients but do not advertise them externally.
However, people seeking abortion — especially from out of state—are unlikely to find these
providers either. Thus, our approach best parallels real-world access. Our focus on clinics is likely
to capture most abortions in the state; for example, in New Jersey, it is estimated that fewer than
2% of abortions were provided in hospitals in 2020.1°

To describe the abortion landscape in New Jersey, we collected information including the number
of publicly identifiable abortion facilities, their location by county, the types of abortion services
offered, gestational limits, and whether the facility was independently run or a Planned
Parenthood affiliate. We utilized U.S. Census data to estimate the population of women (defined
as those assigned female at birth) of reproductive age [aged 15-49 years old] per facility overall
and by region within the state.l” We used this information and insights from our key informant
interviews to describe the adequacy of abortion access in terms of clinic availability, staffing, and
service quality. Together, this information describes the current landscape for abortion care in
the state and identifies gaps and needs for supporting access.

CLINIC LANDSCAPE

Our search strategy identified 41 brick-and-mortar abortion providers in the state (see Figure 3).
We identified 24 abortion providers through IneedAnA.com and an additional 10 providers
through AbortionFinder.org,
which uses a relatively broader
set of criteria. Using Google, we

Figure 3 : Number of Brick and Mortar Abortion Providers in aISO Identlﬁed seven addiﬁonal
N . by S f Identificati . .
SIS St O eertiCestion providers not listed on the other
41 navigation websites.

Of the identified clinics, 19

—— belong to one of two Planned
+7 Parenthood affiliates, and the
remainder were independent
clinics. Among the independent
clinics, there is one group of 7
affiliated clinics and two
additional clinic families with
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two clinics each. The remaining clinics have single New Jersey sites.

New Jersey has greater abortion availability than most other states. Efforts to track the number
of abortion clinics in New Jersey have documented declining numbers in recent years; ANSIRH
recorded 50 clinics in 2017 and 43 in 2021%%; using a slightly different methodology, we
documented 41 clinics in 2023. The only states with more clinics than New Jersey in 2021 (the
last year with data for every state) were New York (89), Florida (55) and California (168).8
Adoption of increased abortion restrictions in Florida would likely reduce their number.

The decline in the number of New Jersey facilities over time means that the number of
reproductive-age women per facility has increased, estimated to have risen from <40,000 in 2017
to about 46,000 in 2021 and 51,000 in 2023. Still, the facility ratio is much better in New Jersey
than in the mid-Atlantic region (62K) or the United States (94K).*®

Overall, our county-level analysis for New Jersey finds wide variation in the number of
reproductive-age women per abortion facility in 2023, ranging from approximately 43,000 per
clinic in central New Jersey to 50,000 in northern New Jersey to 81,000 in southern New Jersey.

Ratio of Abortion Facilities by Number of
Reproductive Age Women, 2023

I — 81,000

Southern NJ

[ 43,000

Central NJ

I 50,000

Northern NJ

I, 51,000

New Jersey

I 94,000

United States™

*2021 is most recent data available

Our discussions with providers revealed short wait times, with many providers saying they could
see patients the same day or on a walk-in basis. “We can get people in within 24 hours. We don’t
have a wait time...And you know, if somebody really needs something, an appointment today or
tomorrow, they can get it.” This contrasts sharply with states reporting long waiting periods and
inadequate abortion access, even in settings where abortion remains legal.
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GEOGRAPHIC DISTRIBUTION

Overall, the distribution of these facilities is not uniform across the state. There is a concerning
gap in abortion availability in the southern counties of New Jersey. Of the 21 counties in New
Jersey, five, Cape May, Cumberland, Hudson, Gloucester, and Salem, have no abortion providers
identified in our landscape (Figure 4). We estimate that 15% of reproductive-age women 15-49
in New Jersey live in a county without an abortion provider. Even when counties have a provider,
the closest provider for a county resident might be in another county or even in another state. In
contrast, every county in New Jersey has a Crisis Pregnancy Center (a location that seeks to
dissuade people from having an abortion).®

There is a concerning gap in abortion availability in the
southern counties in New Jersey.

Figure 4. Number of Abortion Clinics, by County

Y

% ® 3 or more
® 2 or more

1
0

Powered by Bing
GeoNames, TomTom
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An additional seven counties have a single provider available to the 27% of reproductive-age
women in the states. These sole providers include six Planned Parenthood clinics offering only
medication abortions and one clinic of a single chain not listed on the abortion navigation sites
due to quality concerns. However, that can be found through Google. Among these single-county
providers, some have limited hours of availability, with some clinics only providing abortion
services a few days a week.

TYPE OF PROCEDURE

Among the counties that have abortion providers, not all of them offer the full range of abortion
services that people might want or need (see Box 5). All identified clinics provide medication
abortion, and 22 (54%) additionally offer procedural abortion services (Figure 5). Six counties only
have medication abortion providers. In these counties, those who prefer a procedural abortion
or who are beyond the gestational limits of medication abortion would need to travel to receive
their care.

Figure 5. Medication and procedural abortion
availability, by county
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Although recent data show that more than

Box 5: Types of Abortion Care half of all abortions nationally are medication
abortions??, this detailed information on
There are currently two main methods for procedure type is not available by state.

providing abortion care, abortion with pills, or
medication abortion, or procedural abortions.
Medication abortion is only available early in
pregnancy. Since the Food and Drug
Administration first approved medication
abortion in 2000, its use has increased as the
share of abortions nationally. For this reason,
we are interested in the landscape of both
procedural and medication abortion in the
state.

Complete information for New Jersey is not
available, but the state Department of Health
estimates a similar distribution among its
select subsample of providers that they
report to the Centers for Disease Control.??

A recent spate of anti-choice legislation and
litigation has focused on limiting access to
mifepristone — one of the two drugs
commonly used in medication abortion. The
repercussions of these efforts could pierce
the borders of a protective state like New
Jersey and create new challenges to providing medication abortion care. New evidence-based
practice guidelines support the use of misoprostol only in medication abortion if mifepristone
use is banned??, and we expect many NJ clinics would shift to this approach if necessary. If legal
limits on mifepristone go into effect, the State can play an important role in providing guidance
and resources for new approaches that support the continued provision of medication abortion.

AVAILABILITY OF SERVICES BY GESTATION

The average gestational limit at clinics in New Jersey is around 15 weeks, with one provider
extending to 28 weeks. Providers who only offer medication abortion are constrained by the
evidence base for this method and only go up to 11 weeks maximum. Six New Jersey counties
only have abortion care through 11 weeks (first trimester) (Figure 6). While first-trimester
abortions are the most common in the United States, individuals may need an abortion after that
time for various reasons. These include delays in pregnancy recognition, requiring time to decide
what to do about an unintended pregnancy, later emerging health issues for the pregnant person
or fetus, difficulties accessing care, and needing the time to raise money to pay for the procedure
or make travel arrangements to a more distant provider.?3-2°

In New Jersey, only six counties have providers with the capacity to perform procedures through
22 weeks. An additional six counties have providers advertising the capacity to provide abortion
services beyond 23 weeks. These counties are spread throughout the state in Northern, Central,
and Southern New Jersey.

pg. 13
Lindberg and Frye, 2023



Figure 6. Gestational Limit of of Clinics, by County
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Despite the lack of a legal gestational limit, no clinics in New Jersey provide abortions through
the 3"-trimester. Patients seeking abortions in the third trimester often carry pregnancies with
severe fetal abnormalities or have complex health issues. Yet, New Jersey residents must travel
to Washington DC or beyond to access the care they need. As one provider explained, “We should
have a third tri provider in our state, and we don’t...there’s no legal reason for us to [refer to other
states]. It’s just that there are no providers.” This later abortion care is far more expensive than
care in the first or second trimester, and travel adds to logistical and financial costs. Additionally,
people who need to travel for care also experience emotional costs, including distress, anxiety,
and feelings of shame and exclusion.?®

TELEMEDICINE

Telemedicine programs for medication abortion could help alleviate travel burdens for those in
counties that a brick-and-mortar clinic does not currently serve. None of the providers we
interviewed had an active telemedicine abortion program. Supporting the development of
pg. 14
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telehealth services was suggested by some providers. One said, “/ don’t think they’re not doing it
because they don’t want to be tech savvy... if there are programs that help with funding to help
implement telemedicine or EMRs. Like | think that will be helpful.” However, interest was not
uniform, and other providers seemed fairly negative about this type of shift in service provision.

Virtual-only providers (sometimes referred to as “Direct-to-consumer”) also fill needs without
geographic boundaries; see BOX 6. There has been a growth in the number of these virtual-only
providers nationally.?’” Nationally, the estimated monthly number of abortions provided by
virtual-only providers increased by 72% in the 12 months following the Dobbs decision. In New
Jersey, the increase was larger, as the number of telehealth-only abortions increased by nearly
300%. #WeCount estimates that telehealth-only providers provided about one in ten abortions
in New Jersey in the first year post-Dobbs.*

Virtual-only providers provided more than one in ten
abortions in New Jersey post-Dobbs.

There are opportunities for the continued growth of virtual-only providers as well as the inclusion
of telehealth care in the services provided by brick-and-mortar clinics in the state. However, the
lack of clarity about future funding for telehealth services is a concern, making a commitment to
growing these services difficult. During the pandemic, emergency legislation created pay parity
so that virtual healthcare visits were paid for at the same rate as in-person appointments across
all types of healthcare, including abortion, However, this pay parity is set to expire on December
31, 2023. Passing legislation to make telehealth pay parity permanent would help support the
expansion of telehealth abortion services in the state.

There also are opportunities to expand access to abortion care in New Jersey through updating
some clinical procedures, such as adopting lower-burden screening and follow-up procedures.
2829 Training new abortion providers across a range of professional licensures on the most up-to-
date evidence-based practices would support such efforts. Additionally, the state could take the
lead in facilitating the convening of providers for shared learning on clinical practices to expand
access.

The State recently has funded new efforts to train healthcare professionals on abortion care.°
The New Jersey Reproductive Training and Education Initiative (RTEI), implemented by Rutgers
University will provide abortion and reproductive health education and training for students and
currently practicing advanced practice providers (APPs or nurse practitioners, midwives, and
physician assistants), medical residents (OB/GYN, family medicine) and other applicable fields,
and fellows in the State of New lJersey. This training will include skills in pregnancy options
counseling, referrals, and direct delivery of abortion care provision. Importantly, this project also
aims to develop longer-term infrastructure for ongoing training. Training new and existing
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providers would lead to workforce expansion and the ability to meet the increased demand for
abortion and reproductive health services in NJ.

Box 6. Virtual-Only Providers

In addition to the brick-and-mortar clinics we identified in the state, there are currently at least 7
virtual-only telemedicine abortion providers that serve New Jersey. Each of these are listed
with the key abortion navigation sites. These include an international provider, several providers who
serve many states, and a provider only serving New Jersey. Some offer a fully asynchronous model of
care where patients submit information for review by a provider and are then mailed medications if
appropriate. Others include a telehealth video or phone visit before dispensing medications or offer the
option to speak to a provider if desired.

It is difficult to quantify the contribution of these services to abortion care in New Jersey. The online
providers do not contribute data to the Department of Health and are not universally assessed in the
counts of trusted institutions. It is important to note that while these services may expand access to
abortion care for some people in New Jersey, they have several features that might limit the population
they serve.

1. Internet Access and Digital Literacy: Identifying these services and engaging with their online
platforms require some degree of internet skill. In addition, the services that require a video visit
have minimum computing requirements.

2. Gestation: As these services use medication abortion, they are limited to early gestations.

3. Cost: Advertised costs for these telemedicine services range from $105 to $600 with some
providers offering a sliding scale. They are largely self-pay with only one provider advertising
accepting a single private insurance carrier and none accepting Medicaid.

4. Payment: Most of these providers require a credit card or other online payment mechanism and
unbanked and underbanked individuals might find this requirement difficult to meet.

ASSURING HIGH-QUALITY ABORTION CARE

To support public health, it is important to both have enough abortion providers in the state and
to ensure that people can obtain high-quality clinical care. Assessing quality is difficult, and
information is typically unavailable to a patient at the time of appointment booking. Unlike
family planning care, national quality guidelines for abortion care do not exist3!; there is no
consensus on the metrics for quality abortion care.3? Generally, most abortion patients report
high satisfaction with their care, but it is unclear if this indicates overall high quality.s3

A person seeking abortion care could look for a provider’s membership in the National Abortion
Federation (NAF) as one quality indicator. NAF is a professional association of abortion providers
that produces clinical standards, guidelines, and an ethical framework for care. Members are
required to meet specific quality standards. Among the identified abortion providers in New
Jersey, fewer than half were members of NAF. This lack of professional connection to other
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providers may inhibit adopting newer evidence-based practices. For example, NAF has adopted
guidance on when ultrasound is required for abortion care, which patients require rhesus testing,
and how to manage pregnancies of unknown locations.3* Adapting newer clinic guidelines not
only helps provide more patient-centered care but can also reduce burdens on patients and staff
and increase clinic capacity for care.

Concerns about unequal quality across providers in the state were raised multiple times in our
background interviews and in-depth interviews with providers. Representatives at the navigation
websites indicated that they did not include multiple clinics in NJ run by a specific for-profit chain
due to concerns about their quality of care. This provider has faced lawsuits related to quality of
care in New Jersey and other states.>>3® In our interviews, concerns were also raised about
abortion procedures by this provider that were described as outdated and not evidence-based
and their poor patient follow-up. The State should take seriously threats that poor quality
providers pose to its reputation as a place to obtain safe and appropriate care.

Another critical quality component is ensuring that when a particular patient’s needs exceed the
capacity at a given site, there is a smooth means of referring them to a higher level of care. Clinic
representatives spoke of smooth handoffs among themselves when an individual patient
exceeded the gestational limit for their sites. However, when it came to referring patients to the
hospital system, the process seemed fraught. While several interviewees mentioned that when
their clinicians also work at hospitals, they can facilitate a warm patient handoff, overall, the
referral system within the state was informal and inconsistent. Additionally, hospital costs, delays
in scheduling needed care, and pervasive abortion stigma were raised as concerns by the clinic
providers.

When it came to referring patients to the hospital system,
the process seemed fraught... the referral system within
the state was informal and inconsistent

One provider explained, “So most of the OBs at [clinic] used to work there, and so there’s like a
transfer agreement to that facility, which doesn’t make a lot of sense to me because like, there’s
...three other hospitals that are closer. But | think it’s because of that relationship and making
sure that they had a provider there that they knew would cover like the hospital care. They didn’t
want it necessarily to go to some stranger. It seems like they had tried to create a relationship
with a closer hospital ...but it seems like because of abortion stigma that they couldn’t create that
relationship for whatever reason.”

But another said, “When | refer a patient to a hospital, they have to go one day, they have one
window of time once a week to do a consult. Right. Then they have to come back the following
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week. And now they’re 24 weeks, right? It’s insanity that in the state of New Jersey, and it’s not
the providers, it’s the systems people.”

STAFFING OF FACILITIES

Assuring access to abortion in New Jersey means paying attention to not just the number of clinics
but also having an adequate provider base. Currently, providers in our interviews noted staffing
challenges.

“We aren’t able to right now keep up with the payment rates and signing bonuses of the hospitals.
And, you know, so we can’t pay as much, we certainly can’t pay more, which means people have
to sign up sort of for walking through a gauntlet, getting videotape being screened, potentially
being targeted at home, you know, and do that when they could be getting paid more at a hospital
where that’s not even a question.”

“The barrier to abortion access at least from a provider perspective is staffing, | mean since
COVID, there’s been this what we call ‘great resignation,” you know, staff going in and out of
different institution, leaving a lot of shortage,”

The greying of providers was raised as a future challenge, as aging providers leaving the
workforce may create staffing gaps. Additionally, older providers may not be adapting more
recent practices and protocols.

However changes in state regulations that now allow certain healthcare providers other than
physicians, such as Nurse Practitioners and Physician Assistants, to perform an abortion could
help to fill these staffing gaps and could lead to the expansion of the number of providers over
time.3’ Currently, clinics vary widely in which health professions provide abortions, with some
only relying on board-certified OB-GYNs and others staffing with Advanced Practice Clinicians
(APCs). Still, limits on the scope of care allowed by APCs, such as the ability to provide procedures
requiring moderate sedation, were raised as barriers to expanding care. Other providers call for
further expansion and diversification of the abortion provider workforce in the state.

“I would love to see more midwives in New Jersey in general, because we just don’t have a lot
and | would love to see more nurse practitioners and physicians trained in abortion care.”

Concerns were raised about the staffing challenges faced by clinics when it comes to having
anesthesiologists available for procedural abortion services, as they can be integral to these
procedures. Both physicians specializing in anesthesiology and Certified Registered Nurse
Anesthesiologists (CRNA) could meet these needs. One approach to expand the workforce is to
grow the CRNA pipeline. For example, the Rutgers School of Nursing is actively working to grow
its CRNA program, and it would be beneficial to incorporate exposure and training specifically
tailored to abortion care.3® Anesthesiologists often make decisions regarding the need to refer
patients with co-morbidities from the clinic to hospitals. Therefore, providing training that
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enhances their skills and experience with care for a diverse range of patients within the clinic
setting would be valuable.

COST TO PATIENTS AND PROVIDERS

The cost of an abortion varies depending on many factors, including location, facility, timing, and
type of procedure. For example, the cost of a procedural abortion increases the later in the
pregnancy the procedure is performed. Thus, if patients find they have to delay their abortion
while they take time to raise funds or arrange travel, or they first learn of a fetal anomaly in the
second trimester, the costs increase.

We heard nearly universal concern among the providers
we interviewed that the Medicaid reimbursement for
abortion in New Jersey was inadequate.

All the clinics with whom we spoke reported that they accepted Medicaid. However, we heard
nearly universal concern among the providers we interviewed that the Medicaid reimbursement
for abortion in New Jersey was inadequate. “We would really appreciate a fair market wage for
the work that is done and the care that we give to our patients. The [fee] that we get from
Medicaid is unsustainable and does not honor the work that is done by providers.” Providers also
mentioned that this inadequate reimbursement fee has repercussions for both the clinic business
model and the patient care experience.

Medicaid reimbursement rates for abortion care in New Jersey are shockingly low compared to
other states and compared to other reimbursement rates. In a study of 2017 reimbursement
rates, New Jersey has the lowest Medicaid reimbursement rate for abortions of any state in the
country.3® The Medicaid rate in New Jersey of $79 was about half the median value across states
for a procedural first-trimester abortion; since 2017, some states, including New York, lllinois,
and California, have increased their Medicaid reimbursement rate while New Jersey’s has
remained flat for more than a decade. Although second-trimester abortions are more resource-
intensive than first-trimester abortions, New Jersey is one of only five states nationwide that have
no difference in the Medicaid reimbursement amount for different abortion procedures.
Additionally, the Medicaid reimbursement rate for abortion is less than 1/3 of the Medicare
reimbursement rate for the same procedure.

Thus, providing abortion care to Medicaid-eligible patients in New Jersey is challenging to the
long-term sustainability of abortion providers. This is particularly true as more affluent privately
insured or self-pay patients choose medication abortion, shifting the patient pool for procedural
abortion to patients more likely to be medically complex. Assuring access to procedural abortion
care for patients ineligible or uninterested in medication abortion is essential. Additionally, an
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influx of out-of-state patients increases uncompensated care charges for clinics, such as a greater
need for travel support. Increasing the Medicaid reimbursement rates for eligible patients can
help providers support all who come to them for care.*°

Another financial challenge mentioned is that clinics’ patient navigation services are
unreimbursed and thus involve unbilled staff time that other funds must cover. One clinic
reported training staff to respond to about 300,000 calls for information, connection to financial
and other support services, and pre-visit medical evaluations but noted, “The challenge with
that... although it’s a great model for patient care, it is basically all unreimbursed.”

Increasing Medicaid reimbursement rates for eligible
patients can help providers support all who come to
them for care

Despite the inadequacy of government reimbursement, many providers we spoke with avowed
a commitment to never turning a patient away for inability to pay.

“If somebody comes with their pockets out and says | have zero, we will accept zero, so we turn
away no one for their inability to pay for the fee.”

Some providers can rely on donors to underwrite the costs of serving Medicaid and other
patients, but not all have this option. There is concern that fundraising and philanthropic support
may decline as energy created by the Dobbs decision potentially weakens; we are already seeing
evidence of this in giving reports.

Providers’ reliance on private fundraising and philanthropic efforts
to meet patient needs for clinical care, transportation, child care
and other expenses is not a sustainable model for care.

Not only are some providers finding ways to cover clinical care costs, but there is also a focus on
meeting patients’ other needs. Abortion Funds and practical support groups offer financial and
informational resources to those seeking an abortion. Providers in all our interviews spoke of the
full range of support their patients need, including transportation, childcare, lodging, and meals.
They spoke of internally raising funds to meet these needs or tapping into national networks or
local practical support groups. “They’re looking for cash support, like financial
support...Procedure, hotel, gas, food.” Increasing state funding for abortion providers to meet
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patients’ needs for clinical care and practical support, including robust navigation and intake
systems that can reduce delays in care, would better support public health.

POLICY AND RESEARCH RECOMMENDATIONS

Despite considerable financial, legal, and logistical challenges, the New Jersey abortion providers
that we interviewed seem to be offering high-quality and patient-centered care. Supplemented
by practical support organizations and abortion funds, they seem to be able to meet the needs
of New Jerseyans at present. However, there are several areas in which specific policy actions or
additional research could expand access to care for both New Jerseyans and those traveling to
our expanded access state.

Given the findings from this Landscape Analysis, several strategies emerged related to expanding
abortion services and supporting providers and patients. Key recommendations that address
policy and practice strategies for improving abortion access highlight four priority areas: 1)
increasing Medicaid insurance reimbursement; 2) expanding access by growing the number of
providers and clinics and adopting innovative models of care 3) increasing public availability of
information about abortion care in New Jersey residents and strengthen care coordination; and
4) reassessing the State abortion surveillance system on how it can best support public health. In
addition to actions by providers, the State of New Jersey can continue to play an important
leadership role in improving the landscape of abortion care. Action is needed to bring about
changes in funding, support efforts to fill gaps in service availability, and for the State to use its
leadership role to support convening working groups on key issues such as data collection and
use, care coordination, and best clinical practices.

Policy Recommendations

c Increase Medicaid insurance reimbursement rates for abortion care to reflect the actual
cost of high-quality care and support clinic sustainability

e Increase and differentiate Medicaid reimbursement rates for abortion care by
gestational age

e Expand and make more accessible coverage for transportation for Medicaid
patients

9 Expand access by growing the number of abortion providers and clinics with a focus on
promoting health equity and supporting clinics’ efforts to adopt innovative models of care
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Address the lack of availability in the southern part of the state and Hudson County,
possibly in the short term through the expansion of telemedicine services

Support training of new abortion providers across a range of professional licensures
Facilitate convening providers to support opportunities for shared learning, focusing on
clinical practices to expand access, such as embracing telemedicine and adopting lower-
burden screening and follow-up procedures

Support the expansion of telehealth abortion services by passing state legislation for pay
parity for virtual and in-person care

Increase public funding of abortion care to support providers in serving higher-need
patients

Incorporate a focus on health equity and reducing barriers by geography.

e Increase public availability of information about abortion care in New Jersey and
strengthen care coordination both within and out of state

Create and promote a state website in multiple languages providing links to external
abortion navigation resources or providing links to New Jersey abortion providers
directly to improve access to information about providers and services

Expand public outreach and awareness through multiple approaches, including social
media, patient education materials, and provider resources

Develop strategies for building stronger cross-state collaborations for referrals and
connections to New Jersey abortion providers, including engagement with abortion
funds and practical support groups.

o Convene experts and key stakeholders to reassess the role of the State abortion data
system to best support public health while minimizing patient stigma and provider burden

Identify the relative value and risks of state abortion tracking and data collection
Propose an optimal state strategy for abortion data collection

Identify the minimum data elements needed for public health, focusing on clinic-level
metrics (i.e., volume) and not individual-level measures to protect and respect patients
and limit the burden on providers
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RESEARCH RECOMMENDATIONS

o Improve understanding of the role of hospitals in abortion care in New Jersey and the
landscape and availability of these providers

Our work has not been able to assess the availability of hospital-provided abortion care,
which is more likely to be needed by patients at later gestations or those with more
medically complex cases

Research with hospitals, including those reluctant to provide abortion care, could help
identify barriers and facilitators to expanding abortion access

o Investigate patterns in patient needs, including complex case management and social
supports

Consider how the shifting national policy environment influences the patient mix of who
comes to New Jersey for care

Identify how shifts in procedure type and service modality change resources and
services required to meet patient needs

Think broadly beyond clinical cost about social supports needed for a patient to access
care (transport, lodging, childcare) for both in and out-of-state patients

Bring needed attention to the needs of varying needs of patients, including by economic
status, spoken language, immigration status, and gender identity

Assess patient experiences directly through both qualitative and quantitative research

pg. 23
Lindberg and Frye, 2023



REFERENCES

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

Abortion in the United States Dashboard. Accessed May 22, 2023. https://www.kff.org/womens-health-
policy/dashboard/abortion-in-the-u-s-dashboard/

ANSIRH. The Turnaway Study. ANSIRH. Accessed May 22, 2023. https://www.ansirh.org/research/ongoing/turnaway-study
Fuentes L. Inequity in US Abortion Rights and Access: The End of Roe Is Deepening Existing Divides. Guttmacher Institute.
Published January 12, 2023. Accessed May 22, 2023. https://www.guttmacher.org/2023/01/inequity-us-abortion-rights-
and-access-end-roe-deepening-existing-divides

S.B. 49, 2022 Leg., 279th Sess. (N.J. 2022). Accessed May 22, 2023. https://www.njleg.state.nj.us/bill-search/2020/549

Act of Jul. 1, 2022, ch. 50, 2022 N.J. Laws (2022). Accessed May 22, 2023. https://pub.njleg.gov/Bills/2022/AL22/50_.HTM

Act of Jul. 1, 2022, ch. 51, 2022 N.J. Laws (2022). Accessed May 22, 2023. https://pub.njleg.gov/Bills/2022/PL22/51_.HTM

American College of Obstetricians and Gynecologists. Abortion Access Fact Sheet. Published 2023.
https://www.acog.org/advocacy/abortion-is-essential/come-prepared/abortion-access-fact-sheet

Jones RK, Kirstein M, Philbin J. Abortion incidence and service availability in the United States, 2020. Perspectives on
Sexual and Reproductive Health. 2022;54(4):128-141. doi:10.1363/psrh.12215

Nash E, Dreweke J. The U.S. Abortion Rate Continues to Drop: Once Again, State Abortion Restrictions Are Not the Main
Driver. Guttmacher Institute. Published September 6, 2019. Accessed May 22, 2023.
https://www.guttmacher.org/gpr/2019/09/us-abortion-rate-continues-drop-once-again-state-abortion-restrictions-are-
not-main

Guttmacher Institute. Guttmacher Data Center. Accessed August 3, 2023. https://data.guttmacher.org/states
Maddow-Zimet |, Kost K. Even Before Roe Was Overturned, Nearly One in 10 People Obtaining an Abortion Traveled
Across State Lines for Care. Guttmacher Institute. Published July 19, 2022. Accessed May 22, 2023.
https://www.guttmacher.org/article/2022/07/even-roe-was-overturned-nearly-one-10-people-obtaining-abortion-

traveled-across

Maddow-Zimet |, Kost K. Travel across state lines for abortion care, 2019. Published online July 19, 2022.
doi:10.17605/0SF.I0/YMGVZ

Society of Family Planning. #WeCount Report April 2022 to December 2022.; 2023. doi:10.46621/218569gkgmbl

Guttmacher Institute. Monthly Abortion Provision Study. Guttmacher Institute. Published August 24, 2023. Accessed
November 9, 2023. https://www.guttmacher.org/monthly-abortion-provision-study

Verma N, Grossman D. Self-Managed Abortion in the United States. Curr Obstet Gynecol Rep. 2023;12(2):70-75.
doi:10.1007/513669-023-00354-x

Rachel Jones. Personal communication, Rachel Jones, Guttmacher Institute.

U.S. Census Bureau. Annual County Resident Population Estimates by Selected Age, Sex, Race, and Hispanic Origin: April 1,
2020 to July 1, 2022. Published online June 2023. https://www?2.census.gov/programs-surveys/popest/technical-
documentation/file-layouts/2020-2022/cc-est2022-alldata.pdf

Schroeder R, Muiioz |, Kaller S, Berglas N, Stewart C, Upadhyay U. A report from the Abortion Facility Database Project,
Advancing New Standards in Reproductive Health (ANSIRH), University of California San Francisco.

pg. 24
Lindberg and Frye, 2023



19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

New Jersey Right to Life. Women’s Pregnancy Resource Centers. New Jersey Right to Life. Accessed June 2, 2023.
https://njrtl.org/resources/womens-pregnancy-resource-centers/

Jones R, Nash E, Cross L. Medication Abortion Now Accounts for More Than Half of All US Abortions. Guttmacher Institute.
Published February 22, 2022. Accessed May 22, 2023. https://www.guttmacher.org/article/2022/02/medication-abortion-
now-accounts-more-half-all-us-abortions

Kortsmit K, Nguyen AT, Mandel MG, et al. Abortion Surveillance — United States, 2020. MMWR Surveill Summ.
2022;71(10):1-27. d0i:10.15585/mmwr.ss7110al

Raymond EG, Mark A, Grossman D, et al. Medication abortion with misoprostol-only: A sample protocol. Contraception.
2023;121:109998. doi:10.1016/j.contraception.2023.109998

Foster DG, Kimport K. Who Seeks Abortions at or After 20 Weeks? Perspectives on Sexual and Reproductive Health.
2013;45(4):210-218. d0i:10.1363/4521013

Jones RK, Jerman J. Characteristics and Circumstances of U.S. Women Who Obtain Very Early and Second-Trimester
Abortions. PLOS ONE. 2017;12(1):e0169969. doi:10.1371/journal.pone.0169969

Blanchard K, Meadows JL, Gutierrez HR, Hannum CP, Douglas-Durham EF, Dennis AJ. Mixed-methods investigation of
women'’s experiences with second-trimester abortion care in the Midwest and Northeast United States. Contraception.
2017;96(6):401-410. d0i:10.1016/j.contraception.2017.08.008

Kimport K, Rasidjan MP. Exploring the emotional costs of abortion travel in the United States due to legal restriction.
Contraception. 2023;120. doi:10.1016/j.contraception.2023.109956

ANSIRH. Availability of Telehealth Services for Medication Abortion in the U.S., 2020-2022. ANSIRH; 2023.
https://www.ansirh.org/sites/default/files/2023-06/AFD%20Telehealth%20Issue%20Brief%206-14-23%20Final.pdf

Upadhyay UD, Schroeder R, Roberts SCM. Adoption of no-test and telehealth medication abortion care among
independent abortion providers in response to COVID-19. Contraception: X. 2020;2:100049.
doi:10.1016/j.conx.2020.100049

Upadhyay UD, Raymond EG, Koenig LR, et al. Outcomes and Safety of History-Based Screening for Medication Abortion: A
Retrospective Multicenter Cohort Study. JAMA Internal Medicine. 2022;182(5):482-491.
doi:10.1001/jamainternmed.2022.0217

Governor Murphy Signs Legislation Launching a New Online Portal to Provide Access to Critical Reproductive Health Care
Information. State of New Jersey. Published October 24, 2023. Accessed November 8, 2023.
https://nj.gov/governor/news/news/562023/approved/20231024a.shtml

Gavin L, Moskosky S, Carter M, et al. Providing quality family planning services: Recommendations of CDC and the U.S.
Office of Population Affairs. MMWR Recomm Rep. 2014;63(RR-04):1-54.

Darney BG, Kapp N, Andersen K, et al. Definitions, measurement and indicator selection for quality of care in abortion.
Contraception. 2019;100(5):354-359. doi:10.1016/j.contraception.2019.07.006

Taylor D, Postlethwaite D, Desai S, et al. Multiple Determinants of the Abortion Care Experience: From the Patient’s
Perspective. Am J Med Qual. 2013;28(6):510-518. d0i:10.1177/1062860613484295

National Abortion Federation. Quality/Standards. Accessed June 5, 2023. https://prochoice.org/providers/quality-
standards/

Little J. Pensacola abortion clinic will not reopen after operator gives up license. What’s next? Pensacola News Journal.

Accessed May 22, 2023. https://www.pnj.com/story/news/local/escambia-county/2023/01/19/pensacolas-abortion-clinic-
will-not-reopen-whats-next-for-supporters/69815917007/

pg. 25
Lindberg and Frye, 2023



36. McCullough M. After abortions were botched, he lost his N.J. medical license. Will his clinics stay open?
https://www.inquirer.com. Published October 4, 2018. Accessed May 22, 2023.
https://www.inquirer.com/philly/health/steven-brigham-abortion-doctor-vikram-kaji-20181004.html

37. New Jersey Division of Consumer Affairs Press Release. Accessed May 22, 2023.
https://www.njconsumeraffairs.gov/News/Pages/10132021.aspx

38. Rutgers School of Nursing. Rutgers School of Nursing Nurse Anesthesia Graduate Program. Rutgers School of Nursing.
https://nursing.rutgers.edu/academics-admissions/graduate/dnp/anesthesia/

39. Young YY, Thompson TA, Cohen DS, Blanchard K. Contextualizing Medicaid reimbursement rates for abortion procedures.
Contraception. 2020;102(3):195-200. doi:10.1016/j.contraception.2020.03.004

40. Howard H. Opinion: New Jersey should increase Medicaid reimbursement rates for reproductive health care. New Jersey

Globe. Published May 15, 2023. Accessed June 1, 2023. https://newjerseyglobe.com/health/opinon-new-jersey-should-
increase-medicaid-reimbursement-rates-for-reproductive-health-care/

pg. 26
Lindberg and Frye, 2023



	Executive Summary
	Abortion Patterns and trends
	Introduction
	National Patterns
	Homing In On The State Of New Jersey
	Interstate Travel for Abortion Care
	Projections


	Current abortion provider landscape in New Jersey
	Research Approach
	Clinic Landscape
	Geographic Distribution
	Type of Procedure
	Availability of Services by Gestation

	Telemedicine
	Assuring High-Quality Abortion Care
	Staffing of facilities
	Cost TO patients and providers


	Policy and Research Recommendations
	Policy Recommendations
	Research Recommendations

	References

