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OUR MISSION

The Center for Reproductive Rights uses the law
to advance reproductive freedom as a fundamental
human right that all governments are legally
obligated to protect, respect, and fulfill.

OUR VISION

Reproductive freedom lies at the heart of the
promise of human dignity, self-determination,
and equality embodied in both the U.S.
Constitution and the Universal Declaration of
Human Rights. The Center works toward the
time when that promise is enshrined in law in
the United States and throughout the world.

We envision a world where every woman is free
to decide whether and when to have children;
where every woman has access to the best
reproductive healthcare available; where every
woman can exercise her choices without coercion
or discrimination. More simply put, we envision
a world where every woman participates with full
dignity as an equal member of society.
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“ This report brings much needed attention to attacks on a
specific group of human rights defenders—physicians and other
reproductive healthcare professionals who work to provide

Since the 1994 International Conference on Population and Development in
Cairo, the international community has recognized that reproductive rights

are human rights. These rights are based on the fundamental rights to
health, life, equality, information, education, and privacy that are enshrined
in international human rights documents. Cairo’s Programme of Action
explicitly recognized “the right to attain the highest standard of sexual and
reproductive health” and reaffirmed women'’s right to determine the spacing
and timing of children as set forth in the Convention on the Elimination of
All Forms of Discrimination against Women.

Yet, fifteen years after Cairo, we continue to see a struggle for the realization of
reproductive rights throughout the world. Human rights defenders play a key
role in the process of making these rights an everyday reality. They challenge
governmental restrictions that undermine women'’s reproductive autonomy. In
China, they battle against forced abortion and sterilization and coercive family
planning policies. In the Philippines and Nicaragua, they work to ensure that
women have access to reproductive health services, including contraception
and abortion, as well as the information necessary to protect their sexual and
reproductive health. Because defenders of reproductive rights often challenge
gender roles and cultural, religious, and societal norms, they are frequent
targets of violence and other attacks, such as slander or smear campaigns.
Human rights defenders and the organizations they work for are also often
singled out for government interference, including discriminatory penalties
and restrictions aimed at discouraging or preventing their work.

As documented in this report, many reproductive healthcare professionals in
the U.S. work under extreme circumstances, facing threats to their lives and
personal security in order to ensure that woman can access their reproductive
rights. They are also singled out for restrictions that substantially burden their
ability to provide services. The U.N. has recognized healthcare providers as
human rights defenders when they fulfill their professional duties in a way that
promotes human rights. Just as the lawyers who bring habeas petitions on
behalf of individuals wrongly detained play an instrumental role in ensuring
the right to be free from arbitrary detention, doctors and healthcare workers
who provide services in the face of severe threats and obstacles play an
essential role in ensuring the right to health.

In the reproductive healthcare context, the provision of healthcare services is
also necessary to realize women'’s rights to equality, privacy, and autonomy.
Without meaningful access to reproductive health services, women are denied
the ability to control their bodies and to make their own decisions about their
families. Doctors and reproductive health workers are human rights defenders
when they promote women'’s fundamental rights in the face of personal and
professional risks. Indeed, attacks against these providers are also attacks
against women themselves.
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abortions in the United States. " _ Louise Arbour

This report is a major step in exposing the broad range of attacks and
harassment that abortion providers face because of their work. Like human
rights defenders around the world, these defenders are subject to violence
and related threats to their personal safety and the safety of their families,
including death threats, stalking, and extreme invasions of privacy. Many
face daily harassment and intimidation at the facilities where they work and
are subject to vicious attacks on their personal or professional reputations.
Doctors who perform abortions face professional reprisals and are often
pressured by partners, colleagues, and hospital employers not to provide
services. This report also highlights government regulations and restrictions
targeting abortion providers that infringe upon the physician-patient
relationship and make the provision of services more onerous and expensive.
As documented by this report, these regulations have little or no medical
justification and would be unheard of in any other healthcare context. Indeed,
their purpose appears plain: to discourage the provision of reproductive health
services and ultimately to deny women access to abortions.

But there is hope. In the face of ever multiplying restrictions and regulations,
threats to their safety, and daily harassment, the doctors and healthcare
providers documented in this report continue to provide services. Their
courage and commitment to women’s reproductive health and rights drives
them to persevere in the face of incredible obstacles. But they should not
be forced to live and work under these conditions. As set forth in this report,
the U.S. government has an obligation to protect human rights defenders.
Federal, state, and local governments must enforce existing clinic protection
legislation and, where necessary, pass new legislation protecting doctors,
healthcare workers, and clinics. Targeted governmental restrictions on
abortion providers with no health-related purpose should be repealed. Finally,
civil society should recognize the crucial role that these brave women and
men play in protecting and ensuring women’s fundamental rights and honor
and support their work.

— LOUISE ARBOUR
U.N. High Commissioner for Human Rights, 2004—-2008
May 2009

Center for Reproductive Rights Defending Human Rights 9



...the Center is indebted to the abortion providers and
women seeking abortions who participated in the

interviews and very generously shared their time
and personal experiences.
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This report is a publication of the Center for Reproductive
Rights. Cynthia Sochoo, director of the U.S. Legal
Program, developed the project and supervised its
research and drafting. Karen Leiter, human rights
researcher, designed the investigation, conducted the
interviews and research, and drafted the report. Katrina
Anderson, human rights attorney, conceptualized the
project and contributed to video interviews and to drafting
and reviewing the report. Dana Sussman, legal fellow in
the U.S. Legal Program, conducted interviews and
research. Dionne Scott, senior press officer, conducted
video documentation for the investigation.

The fact-finding benefited from the input and support of
Roger Evans, Lynne Randall, Ellen Gertzog, and Johanna
Morfesis of Planned Parenthood Federation of America;
Cathy Mahoney, Sharon Lau, Christopher Quinn, and Lisa
Brown of the National Abortion Federation; Diana Philip of
the National Coalition of Abortion Providers; Susie Gilligan
and Kathy Spillar of the Feminist Majority Foundation;
and Carlie Steen and Ellen Sweet of Physicians for
Reproductive Choice and Health.

The Center is grateful to the other researchers, abortion
providers, reproductive rights and human rights experts,
law-enforcement personnel, and organizational represen-
tatives, too numerous to name here, who contributed to
the conception and design of the investigation. Special
thanks to the state and national advocates and provid-
ers who provided input into the report recommendations
through a series of webinars.

At the Center, special thanks to: Janet Crepps, deputy
director of the U.S. Legal Program, and Celine Mizrahi,
legislative counsel for the State Program, for their
contributions to the recommendations and their review
of the report; Nancy Northup, president, Laura Katzive,
deputy director of the International Legal Program, and
Jamie Todd-Gher, global legal fellow, for their review of
the report; Jean Zachariasiewicz and Maggie Hobstetter,
U.S. Legal Program legal interns, for assisting with
research and citations; and Robert Friedman and Nicole
Britton, legal assistants in the U.S. Legal Program, for
their contributions to research.

The Center for Reproductive Rights would like to thank
the Mertz Gilmore Foundation for their support for
this report.

Mark Glaze and Grace Chang of The Raben Group
edited the report. Carveth Martin, the Center’s graphic
designer and production manager, and Tim Balboni
(tbalboni.com) designed the cover and layout. Bojana
Stoparic, the Center’s staff writer, and Ximena Ramirez,
the Center’s senior communications assistant,
proofread and copyedited.

Finally, the Center is indebted to the abortion providers
and women seeking abortion who participated in the
interviews and very generously shared their time and
personal experiences.
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40 Days for Life: An anti-choice religious organization that
organizes bi-annual campaigns of forty-day long protests
outside abortion clinics across the country.

Ambulatory Surgical Centers (ASC): Healthcare centers
licensed by states to provide outpatient surgical services.
In some states, abortion providers are required to meet
burdensome and unnecessary personnel requirements
and onerous administrative policies, as well as extensive
renovations to physical facilities. These requirements are
generally cost prohibitive and cannot be met by clinics or
private physicians’ offices.

Committee against Torture: A U.N. body charged with
monitoring nations’ compliance with the Convention
against Torture and Other Cruel, Inhuman or Degrading
Treatment or Punishment (CAT). Countries that have rati-
fied CAT, including the United States, report to this body
every four years.

Convention against Torture and Other Cruel, Inhuman or
Degrading Treatment or Punishment (CAT) (adopted by the
U.N. General Assembly in 1984): An international treaty
prohibiting torture and other cruel, inhuman or degrad-
ing treatment or punishment. The U.S. has signed and
ratified CAT.

Convention on the Elimination of All Forms of Discrimina-
tion against Women (CEDAW) (adopted by the U.N. Gen-
eral Assembly in 1979): A comprehensive international
treaty often described as an international bill of rights for
women. It defines what constitutes discrimination against
women and sets forth a national action plan for ensuring
women’s equality — a framework for governmental policy
to combat gender inequality. The U.S has signed, but not
ratified, CEDAW.

Declaration on Human Rights Defenders (adopted by

the U.N. General Assembly in 1998): An international
consensus document that does not create new rights, but
rather sets forth human rights pertaining to human rights
defenders, and government obligations to protect them,
as provided in international human rights treaties.
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Freedom of Access to Clinic Entrances (FACE) Act:

A federal statute, enacted in 1994, that prohibits the use

of force to obstruct, intimidate, or interfere with someone

who is providing or receiving reproductive health services.
The Act includes criminal penalties and provides for civil

actions to obtain injunctive relief.

Harris v. McRae (1980): U.S. Supreme Court case that
upheld the Hyde Amendment, prohibiting federal Med-
icaid funding for medically necessary abortions, except
in cases of rape, incest, or life endangerment. The Court
also held that states are not required to fund abortions
under their state Medicaid programs for which federal
funds are unavailable.

Human Rights Committee: A U.N. body charged with moni-
toring nations’ compliance with the International Covenant
on Civil and Political Rights (ICCPR), one of the founda-
tional international human rights treaties. Countries that
have ratified the ICCPR, including the U.S., report to this
body every four years.

Human Rights Defenders: Individuals who work individu-
ally or with others to promote or protect human rights.
Depending on the context in which they work, they
frequently put their own lives, safety, and security on the
line to defend the human rights of others. Because these
courageous individuals often face heightened risks for the
work they do, governments have a duty to ensure their
protection.

Hyde Amendment: First enacted in 1977, this amendment
prohibits federal funding for abortion under the Medicaid
program even when an abortion is medically necessary,
except in cases of rape, incest, or life endangerment.

International Covenant on Civil and Political Rights (ICCPR)
(adopted by the U.N. General Assembly in 1966): An
international treaty protecting individuals’ civil and politi-
cal human rights, such as the right to vote and the right to
freedom of expression. The U.S. has signed and ratified
the ICCPR.

International Covenant on Economic, Social and Cultural
Rights (ICESCR) (adopted by the U.N. General Assembly in
1966): An international treaty protecting economic, social,
and cultural rights, including the rights to health and
education and labor rights. The U.S. has signed, but not
ratified, the treaty.

Inter-American Commission on Human Rights (IACHR):

As one of the two principal human rights organs of the
Organization of American States, monitors human rights
activity throughout the Americas, including the U.S. The
IACHR has a special unit within its Secretariat dedicated
to working with states to improve protections for human
rights defenders.

KL v. Peru (2003): Decision from the U.N. Human Rights
Committee that found that denying a 17-year-old, who
was pregnant with an anencephalic fetus, access to a
therapeutic abortion recommended by her doctors and
permitted by Peruvian law violated her rights to privacy; to
be free from cruel, inhuman or degrading treatment; and
to special protections for minors protected by the ICCPR.

Mandatory Delay and Biased Counseling Laws: Mandatory
delay refers to a requirement that a woman delay her
abortion a certain number of hours or days after receiv-
ing or being offered specified state-mandated information
(biased counseling). However, abortion providers routinely
explain the risks and process of abortion to patients, and
assure that women are making an informed decision free
from coercion. Mandatory delays and biased counsel-
ing requirements serve no actual health purpose and

are intended only to discourage abortion provision and
decrease women’s access to abortion.

Operation Rescue, Operation Save America (which
originally used the name Operation Rescue): Anti-abortion
organizations that seek to end all abortion in the U.S.

Planned Parenthood: A non-profit organization that en-
gages in healthcare advocacy and provides reproductive
health services through affiliates throughout the U.S.

Planned Parenthood v. Casey (1992): U.S. Supreme
Court case that diminished the constitutional protec-
tions for abortion from the “strict scrutiny” standard for
impingements on constitutional rights, replacing it with
the “undue burden” test. The Court held that states may
regulate abortion as long as the regulations do not place
a “substantial obstacle” in a woman’s path. This ruling
opened the door to a host of previously unconstitutional
legal restrictions designed to deter abortion.

Reproductive Rights: Reproductive rights embrace the
rights to health, life, equality, information, education,
privacy, freedom from discrimination, freedom from
violence, and decision-making regarding whether and
when to have children. These fundamental rights are
found in national laws as well as international human
rights treaties and consensus documents.

Roe v. Wade (1973): Seminal case in which the U.S.
Supreme Court ruled that a woman’s right to obtain an
abortion was protected under the due process clause of
the Constitution. The core holding of Roe, which remains
the law today, is that the government may not prohibit a
woman from obtaining an abortion prior to fetal viability,
but may do so after viability as long as a woman may still
legally obtain an abortion to protect her life or health.

Special Rapporteur on Human Rights Defenders: In

2000, following the adoption of the 1998 Declaration

on Human Rights Defenders, the UN appointed a

human rights expert to encourage compliance with the
Declaration and to investigate and publicize the situation
of human rights defenders around the world. Since 2008,
this expert has been known as the UN Special Rapporteur
on Human Rights Defenders.

Targeted Regulation of Abortion Providers (TRAP): Laws
that regulate medical practices or facilities that provide
abortions by imposing burdensome requirements that
are different and more stringent than regulations
applied to comparable medical practices. For example,
such regulations may require extensive renovations of
the abortion provider’s physical facility, or require that
registered nurses—who are generally in short supply
and high demand nationwide—carry out functions
outside their normal duties.

Center for Reproductive Rights Defending Human Rights 13



Governments at all levels are frequently part of the problem. Government
EX E ' U I IV E S U M M A RY officials often fail to enforce protective laws. State regulations and restrictions
single out abortion providers for disfavored treatment, requiring that they

meet expensive, unnecessary, and onerous regulatory requirements in order
to impose significant barriers to the provision of services. States have also
passed legislation requiring mandatory delays and biased counseling that is
specifically designed to deter women from seeking abortions. The net result of
these attacks is a shortage of abortion providers that threatens women'’s ability
to obtain services.

This report documents the heroism of abortion providers whose dedication

to women’s reproductive health compels them to act despite severe personal
and professional sacrifices. It describes attacks, harassment and discrimina-
tory legal restrictions imposed on abortion providers in six states: Mississippi,
Alabama, Texas, North Dakota, Missouri and Pennsylvania. It also details the
pervasive stigma against abortion within the medical and general communities
that allows private and government attacks to persist.

The physicians and healthcare workers documented in this report are human
rights defenders. They persevere despite threats to their personal safety,
harassment, attacks on their reputation, economic reprisals, and discrimina-
tory restrictions, and they actively work to minimize the harm of these burdens
on the women they serve.

SHORTAGE OF PROVIDERS. Human rights defenders should be protected

and aided by the government in the promotion of fundamental rights.
Unfortunately, the harassment, legal restrictions, and persistent stigma
documented in this report deter physicians from providing abortions, resulting
in a shortage of doctors. In addition to concerns about their safety, physicians
are fearful of the professional, economic, and personal implications of being
targeted by abortion opponents. Laws and regulations singling out abortion
providers among medical caregivers impose significant financial costs and
other administrative and resource burdens on providers.

In the six states included in the investigation, physicians and clinics are few
or concentrated unevenly in a few areas of the state. Most clinics rely on a
very small number of physicians and often share doctors with other clinics
and with the physicians’ own private or hospital-based practices. Women
travel to clinics from extraordinary distances and the harmful impact of the
distances is exacerbated by state laws imposing mandatory 24-hour delays
and “counseling.” Women with few resources, and those who have difficult
personal circumstances, are not able to easily access services in a timely
way—or not at all. As a result of delays, women may only be able to obtain
more costly, and potentially riskier, later abortions. Or they may pass a clinic’s
gestational limit altogether and be forced to travel even farther to find services,
assuming they are available.

Center for Reproductive Rights Defending Human Rights 15




INTIMIDATION AND HARASSMENT. Like other human rights defenders through-
out the world, abortion providers face intimidation, harassment, and violence
in the course of carrying out their work. Anti-abortion activity at clinics runs
the gamut, from peaceful First Amendment-protected activities to civil and
criminal offenses, with many behaviors in a legally contested area in between.
While outright violence has decreased at most facilities, the legacy of past
murders, bombings, arsons, and assaults is well-known, prompting clinics

to take new threats seriously. Despite the government’s obligation to provide
specific and enhanced protection to abortion providers, local law enforcement
at many sites is uninformed, unresponsive, or even hostile. As a result, clinics
make a significant investment in time and resources to protect their staff and
patients. Clinic staff and physicians also experience picketing, stalking, smear
campaigns, and harassing leafleting at their residences and other threats to
themselves and their families.

LEGAL RESTRICTIONS. Governments should make it easier, not more difficult,
for individuals to realize their human rights and defend the rights of others,
including reproductive rights. Often, they do not. This report documents
discriminatory restrictions aimed at prohibiting abortion providers from
exercising their profession and providing services. In many states, providers
face legislation designed to deter the provision of abortion services.

Mandatory Delay and Biased Counseling. Each of the states in this report
requires a “waiting period” of 24 hours between the time a woman receives
“counseling” and/or state-mandated information and obtains an abortion.
Across the board, providers agree that there is no medical reason for these
requirements. Laws requiring two in-person visits particularly burden
women and providers and have the worst effects where there is a severe
shortage of providers. Women who have the fewest financial resources, are
geographically most isolated from providers, or have later pregnancies are
most at risk of being harmed by the barriers that these restrictions impose.

Medical Practice and Facilities Requirements. Abortion clinics are singled
out in many states for discriminatory medical practice and facilities
requirements. These laws and regulations bear no relationship to medical
evidence concerning the safety of abortion services and are not imposed
on other healthcare services that carry similar medical risks. Although the
regulations have no medical purpose, they impose a significant burden

on providers and on women’s access to abortion. These regulations often
require extensive renovations of existing facilities or entail building a new,
custom-designed facility, which can cause providers to temporarily close or
stop providing services altogether. Inconsistent and arbitrary enforcement of
regulations by state health departments also creates uncertainty, increases
workloads for clinic staff, and takes time away from patient care.

Funding Prohibitions. While Medicaid covers medically necessary services
for poor women, federal funding restrictions explicitly prohibit coverage of
medically necessary abortions except in cases of rape, incest, or life

16 Defending Human Rights Center for Reproductive Rights

LIKE OTHER HUMAN RIGHTS DEFENDERS

THROUGHOUT THE WORLD,
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endangerment. Lack of funds frequently causes women to delay an
abortion while they raise the money to pay for it. These delays can result
in later abortions, potentially increasing risk to the woman'’s health. A
significant percentage of poor women, unable to afford and access the
service, forgo abortion altogether.

STIGMA. Stigma creates needless obstacles for human rights defenders and
can erode the number of active providers in a community. Stigma related

to abortion is widespread in all six states, in both the medical and general
communities. Stigma legitimizes harassment and intimidation, permitting
them to take place with impunity. Legal restrictions on abortion promote and
reinforce abortion as a stigmatized service, distinct and marginalized from
other healthcare services.

Stigma results in economic pressure on physicians not to perform abortions,
including by the presence or threat of anti-abortion activity at their private
practices. Many medical practices and institutions prohibit doctors from
performing abortions, even outside of the practice or hospital. Physicians
may refuse to refer patients for abortions, or for other services performed

by physicians who are abortion providers. Patients in several states
expressed apprehension about their regular physician finding out that

they had an abortion because they know that the doctor disapproves. The
negative attitude of medical professionals contributes to women'’s fear, lack
of information, and negative experiences when seeking to obtain an abortion.

General community stigma affects clinics that provide abortions in a number
of ways. Many landlords and service vendors are unwilling to enter into
business relationships with providers because they do not want to be
associated with abortion. Towns use zoning restrictions to harass or prevent
clinics from locating there. Often stigma is intertwined with safety and
economic concerns about being targeted by protestors. Lack of evident
support for clinics in turn enhances stigma and endorses impunity for
abortion opponents who seek to harm providers.

GOVERNMENT’S OBLIGATION TO PROTECT HUMAN RIGHTS DEFENDERS. The
United States and many other nations have recognized that it is government’s
responsibility to protect human rights defenders and create an environment
where they can work safely and effectively. Harassment of and attacks on
abortion providers violate the rights of both providers and the women they

serve. Private attacks and harassment by abortion opponents violate providers’

human rights, including their right to work, to promote human rights, to life
and health, to be free from violence and unlawful attacks on reputation, and
to receive and impart information. Government restrictions targeting providers
violate their right to be free from discrimination on the basis of the medical
services that they provide.

18 Defending Human Rights Center for Reproductive Rights

THIS REPORT DOCUMENTS

THE HEROIS

PROVIDERS
DEDICATED T0 WOMEN’

REPRODUCTIVE HEALTH

The limited availability of abortion services that results from the targeting
of abortion providers infringes upon women’s fundamental human rights to
life, health, equality, freedom from discrimination, privacy, education and
information.

The U.S. has an affirmative obligation to protect abortion providers such as
those profiled in this report—both because of their status as human rights
defenders, and because of the key role they play in ensuring that women
are able to vindicate their reproductive rights.

Recommendations

Urgent action is required to recognize abortion providers as human rights
defenders, to protect their rights, and to hold those who perpetrate violations
accountable.
Government at all levels should adopt and enforce measures to improve
the safety of providers.
Discriminatory legal restrictions that impede providers’ work should be
repealed, including biased counseling and mandatory delay laws, discrimi-
natory medical practice and facilities requirements, and funding restrictions.
The international human rights community should work with the U.S.
government to publicize and condemn reproductive rights violations as a
human rights issue and to recognize and protect abortion providers who act
as human rights defenders.
The medical community should strongly condemn attacks on abortion
providers and the singling out of abortion for different requirements and
restrictions than other medical care.
Steps must be taken by government at all levels and by the medical
community to reverse the marginalization of abortion services and to
create opportunities for new providers to train and practice.
Significant efforts must be made by non-governmental organizations at the
community level to educate both policymakers and the public to reduce
stigma around abortion, and to increase recognition that access to repro-
ductive health services is a fundamental component of basic human rights
and that abortion is an essential part of women’s reproductive healthcare.

Center for Reproductive Rights Defending Human Rights 19



INTRODUCTION

bortion providers are critical to ensuring that women

are able to exercise their fundamental rights, which

include access to reproductive healthcare as a

component of the right to health. Yet, as this report
documents, physicians and clinic personnel are subject to
infringements on their personal, professional, and financial
security because they provide abortions.

For many doctors and clinic staff, harassment and intimidation, legal restric-
tions intended to interfere with the availability of abortion, and persistent
stigma in the medical and general communities are routine obstacles to
their work. Moreover, the government at all levels frequently fails to enforce
protective laws, while at the same time enacting restrictions that impinge on
the ability to provide services and perpetuate stigma and the marginalization
of abortion providers. These attacks, discriminatory treatment, and impunity

for perpetrators contribute to a scarcity of providers and make it difficult for Method and SCODE of the Investigation
women to obtain abortions.

The Center for Reproductive Rights conducted semi-structured interviews
Despite these abuses, providers respond with an extraordinary level of with 83 abortion providers and 29 women seeking abortions in Alabama,
resources, resilience, and dedication to assist women to overcome the Mississippi, Missouri, North Dakota, Pennsylvania, and Texas from November

many barriers to a critical, and commonplace, reproductive health service. 2008 to February 2009. The states were chosen for geographic diversity and
because they met all or most of the following criteria: 1) significant, recent

anti-abortion activity; 2) legal restrictions on women'’s access to abortion;
3) regulations that single out abortion providers; and 4) unresponsive or

The goal of this report is to consider the challenges abortion providers face as inadequate law enforcement.

defenders of women’s human rights in the U.S. today. The report documents

the range of harassment, attacks, and restrictions experienced by healthcare Clinics and individual providers were recruited to the study from the pool

workers in the provision of abortion services in six states. It identifies the of Center for Reproductive Rights clients, National Abortion Federation and

harmful impact of the attacks and legal burdens on providers and on women'’s Abortion Care Network members, and Planned Parenthood affiliates. A

right to access reproductive health services. diversity of locations and settings was sought, where such diversity exists
within a particular state. At the same time, we sought to interview providers

It is evident from the results of this investigation that firm action to remedy and women seeking abortions at the clinics who had experienced significant

violations of providers’ rights and hold perpetrators accountable is badly burdens in the provision of abortion. All interviews were conducted privately;

needed on the local, state, federal, and international levels. participants gave written informed consent in advance of the interviews.!

Defending Human Rights




BACKGROUND

Abortion in the U.S.

A

SPOTLIGHT

Lack of Training
Opportunities for Potential

. ' a
7

Many new doctors are not equipped with the skills they need to provide women with
comprehensive reproductive healthcare, including abortion, due to lack of training in
the procedure in medical school and residency.'? Only five percent of abortions are
performed in hospitals, where most medical students and residents are trained,®

and most medical students will graduate without ever seeing an abortion performed.'4

National standards for medical student education recommend that all medical school
curricula include training in family planning and abortion.!® Only a minority, however,
appear to offer a detailed lecture or clinical experience.’® Reproductive health organiza-
tions have attempted to augment medical school training in abortion through the
development of extracurricular or elective experiences.!” Still, medical schools often
prevent students from participating in externship clinical rotations in abortion training
or from organizing workshops or guest lectures on campus.!®

Since 1996, accreditation guidelines require that residency education for doctors training
to be obstetricians/gynecologists (OB/GYNs) must include experience with induced
abortions; however, programs with religious or moral objections may opt out.!® In a 2006
survey, only about half of OB/GYN program directors reported routine instruction in
elective abortion; 39 percent reported optional training and ten percent reported no
training.?® In general, large programs, those located in the Mid-Atlantic, New England

or on the West Coast, and programs without a religious affiliation were significantly more
likely to provide routine abortion training.?! The Council of Residency Education also
recommends that family practice physicians should be trained in pregnancy risk-assess-
ment and family planning, including voluntary termination up to 10 weeks.?? Yet, of the
450 family practice residency programs in the U.S., only 25 offer abortion training as
part of their integrated curriculum.?

Center for Reproductive Rights Defending Human Rights 23



U.S. Legal Framework on Abortion

The constitutional right to abortion was recognized in Roe v. Wade in 1973.%
The Supreme Court’s subsequent rulings, however, permit myriad restrictions
that impede women'’s ability to obtain the procedure, especially for low-
income women.

In 1980, in Harris v. McRae, the Supreme Court upheld the Hyde Amend-
ment, which prohibits federal Medicaid funding for medically necessary
abortions, except in cases of reported rape or incest and a narrowly defined
category of life endangerment.?’” Only 17 states currently use state funds to
pay for all or most medically necessary abortions for Medicaid

recipients, 13 under court order.?®

In 1992, in Planned Parenthood v. Casey,?® the Court replaced the highest
level of judicial review, “strict scrutiny,” applied to restrictions of constitutional
rights, with the determination that states may regulate abortion provision so
long as the regulations do not place an “undue burden” in the path of women
seeking abortions. It upheld 24-hour mandatory delay and physician-only
biased counseling requirements.

Since Casey, dozens of state laws have restricted abortion in ways that

had been previously struck down as unconstitutional. These include biased
counseling laws that require women seeking abortion to receive state-man-
dated information intended to discourage abortion prior to the procedure;
mandatory delay restrictions that force women to wait for a specific period of
time, usually 24 hours, after receiving the biased counseling information and
prior to obtaining an abortion; and statutes that mandate parental consent or
notification before a minor can have an abortion. Many of these laws carry
criminal penalties for violations.%°

In addition, 44 states and the District of Columbia have passed legislation
targeting abortion providers for regulation that does not apply to comparable
medical practices or facilities.3! Targeted regulation of abortion providers—or
“TRAP”"—Ilaws regulate everything from the physical plant requirements of
abortion facilities to staffing levels and qualifications.3? Failure to comply with
these often stringent requirements can result in substantial criminal sanctions,
civil penalties, or loss of medical licensure. These excessive and unnecessary
government regulations impede abortion provision and access® by increasing
the cost and scarcity of abortion services, thereby harming women'’s health
and inhibiting their reproductive choices.3
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Since Casey, dozens of state laws have restricted abortion
in ways that had previously been struck down as unconstitutional.
These include biased counseling laws; mandatory delay
restrictions; and statutes that mandate parental consent or
notification before a minor can have an abortion.

History of Harassment, Intimidation, and Violence

against Abortion Providers in the U.S.

Much of the anti-abortion activity at clinics is peaceful, non-threatening
speech and conduct protected by the First Amendment. However, there is
a long history of violence at clinics, such as arson and massive blockades,
and violations to the physical security of doctors who provide abortions—
including murder, attempted murder, assault and battery, and stalking—
without adequate government protection.®

In 1994, the Freedom of Access to Clinic Entrances (FACE) Act made it a
federal offense to use “force, the threat of force or physical obstruction”

to intentionally “injure, intimidate or interfere” with individuals obtaining or
providing reproductive health services, or to intentionally damage a facility
because it provides reproductive health services.*® The frequency of severe
clinic violence® declined after the enactment of FACE and its substantial
penalties, particularly for multiple offenses. Nevertheless, murders of physi-
cians occurred after the implementation of FACE, including the 2009 murder
of Dr. George Tiller. Far from being eradicated, violence, threats, harassment,
and intimidation continue today.3®

Moreover, law enforcement is often unresponsive to providers. In 2008, 72
percent of the 274 clinics participating in a national survey conducted by the
Feminist Majority Foundation reported being subjected to intimidation tactics.
According to this survey, harassers routinely approach and block cars, take
photos or videos of patients, and record license plates.®® In 2008, the National
Abortion Federation compiled reports of 13 bomb threats, 8 clinic blockades,
19 stalkings, 193 incidents of trespassing or vandalism, and 374 incidents of
harassing phone calls or hate mail, though the actual number of incidents for
most categories likely goes underreported.*©

The intimidation tactics employed by abortion opponents are also evolving.
In recent years, for example, a number of harassing lawsuits have been filed
against local governments and abortion providers by clinic protestors.*! e
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UMAN RIGHTS AND HUMAN RIGHTS DEFENDERS.
In 1948, the United Nations General Assembly
adopted the Universal Declaration of Human Rights,
which recognized the inherent dignity and human
rights of every human being. In adopting the Universal
Declaration, countries around the world committed to securing
human rights at the national level.

Since then, the international community has recognized that protecting human
rights requires the dedicated work of individuals and organizations, as well as
commitments by governments. Commonly known as “human rights defend-
ers,” these individuals put their own lives, safety, and security on the line to
defend and promote the human rights of others. Recognizing the crucial role
that human rights defenders play in protecting the rights of others, interna-
tional law requires that governments take measures to protect and ensure
defenders’ rights.

In 1998, on the 50th anniversary of the Universal Declaration, the U.N.
General Assembly adopted the Declaration on Human Rights Defenders (“the
Declaration”)* with the full support of the U.S.#® The Declaration recognizes
the central role that human rights defenders play in promoting the realization
of human rights. It sets forth the rights of human rights defenders to engage
in peaceful activities to promote human rights and government obligations to
protect human rights defenders.

The rights and obligations in the Declaration are based on human rights
standards set forth in international human rights treaties, including the
International Covenant on Civil and Palitical Rights (ICCPR), which was

ratified by the U.S. Senate in 1994.% Ratification confers an international legal
obligation on the U.S. to respect, protect, and fulfill the rights contained in

the treaty*® and to create the conditions necessary to ensure that all persons
are able to enjoy rights in practice.*® The U.S. has also signed (but not ratified)

...challenges come in many forms, from harassment and
intimidation of doctors and clinics to legal restrictions o
that single out abortion providers.
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several other important human rights treaties, including the International
Covenant on Economic, Social and Cultural Rights (ICESCR) and the
Convention on the Elimination of All Forms of Discrimination against Women
(CEDAW), which also require that governments act to promote the realization
of the human rights identified in the treaties.*

As a signatory to these treaties, the U.S. has an obligation not to take any
action that would defeat their object or purpose.*® In 2009, the U.S. gov-
ernment also issued a pledge restating its commitments to human rights,
including that “The United States recognizes and upholds the vital role of
civil society and human rights defenders in the protection and promotion
of human rights[.]"4°

REPRODUCTIVE RIGHTS ARE HUMAN RIGHTS. Reproductive rights include a
woman'’s right to make fundamental decisions about her life and family, to
access the reproductive health services necessary to protect her health, and
to decide whether and when to have children. Reproductive rights are based
on a number of fundamental human rights, including the rights to health,
life, equality, information, education and privacy, as well as freedom from
discrimination.® In particular, the right to health includes “the right to attain
the highest standard of sexual and reproductive health.”s!

The right to reproductive health also requires that reproductive health services,
goods, and supplies be made widely available, economically and physically
accessible, and evidence-based.?? International law provides strong support
for the right to access safe abortion as a component of reproductive health-
care. Because illegal and unsafe abortion leads to high rates of maternal
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mortality, lack of access to abortion can threaten a woman’s right to life.
Several international bodies—including the U.N. Human Rights Committee,
which monitors compliance with the ICCPR—have linked the rights to health
and life and called on governments to ease restrictive abortion laws.5*

International law also recognizes the right to access healthcare free from
discrimination based on race or gender, as required by the International
Convention on the Elimination of Racial Discrimination,55% which was ratified
by the U.S. in 1994, and CEDAW.% Women also have a right to information
and education to ensure they are able to make informed decisions about their
reproductive capacity and lives.%” Moreover, in KL v. Peru, the Human Rights
Committee found that denial of a 17-year-old’s right to receive a legal abortion
violated her rights to privacy; to be free from cruel, inhuman or degrading
treatment; and to special protections for minors protected by the ICCPR.% In
the U.S., the constitutional right to privacy provides the framework for protec-
tion of women'’s reproductive rights and the constitutional right to abortion.%®

REPRODUCTIVE RIGHTS ACTIVISTS ARE HUMAN RIGHTS DEFENDERS.
Women’s rights defenders include individuals who stand up to defend
women'’s rights, including those who put themselves at risk to enable women
to exercise fundamental human rights, such as the right to reproductive
health.®° Following the 1998 Declaration on Human Rights Defenders, the
U.N. appointed a human rights expert to encourage compliance with the
Declaration and to investigate and publicize the situation of human rights
defenders around the world. In 2008, this expert became known as the
Special Rapporteur on Human Rights Defenders.®!

The Special Rapporteur and her predecessor have called attention to a
particular group of women'’s rights defenders: those who assert that reproduc-
tive rights are a fundamental aspect of women’s equality.®?> These experts have
taken action to address attacks on reproductive rights advocates targeted for
campaigning against forced sterilizations and forced abortions® and coercive
family planning policies.®* They also have raised concern that reproductive
rights advocates are often targeted for particular types of rights violations,
including smear campaigns.® In addition, the Committee Against Torture,
which monitors compliance with the Convention Against Torture, has also
urged governments to combat systematic harassment and death threats
against defenders of women'’s human rights, specifically reproductive rights.%
Worldwide, attacks on reproductive rights defenders vary from discrimina-
tory government actions aimed at preventing their work, such as legislation

in Ethiopia prohibiting funding to organizations that promote gender equality
issues, including reproductive rights, to harassment and death threats against
reproductive rights advocates in Nicaragua (see box: Reproductive Rights
Defenders in Nicaragua and the Philippines).®’
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SPOTLIGHT HEALTHCARE PROVIDERS ARE HUMAN RIGHTS DEFENDERS. U.N. expert reports
have recognized that healthcare providers can be human rights defenders
. . where those individuals fulfill their professional duties in a way that promotes
Re ro d u ctlve RI hts human rights, such as the right to health.” These include a diverse range of
p g medical professionals, such as physicians treating civilians in the Occupied
= = Territories,”? a medical doctor working to provide access to healthcare for
D efe n d e rs I n N I ca ragua extremely marginalized communities in India,”® a medical professional
L. . providing assistance to victims of torture and violence in Egypt,”* and health-
» - care professionals assisting people living with HIV/AIDS in China.”® In addition,
the Inter-American Commission on Human Rights, which monitors and
protects human rights in the Americas, has explicitly condemned laws that
restrict the ability of healthcare professionals to provide reproductive health
services because such laws directly undermine women’s right to health.”®

U.S. ABORTION PROVIDERS ARE HUMAN RIGHTS DEFENDERS. The Declaration
on Human Rights Defenders makes it clear that the rights of all human
rights defenders must be ensured, even where the rights they are defend-
ing are evolving or socially contested.”” Although women'’s right to abortion

is constitutionally protected in the U.S., it remains highly controversial.
Because opponents of abortion cannot legally ban abortion, they resort to
attacking healthcare professionals to make abortion difficult or impossible

to obtain. The reproductive healthcare professionals profiled in this report—
which include physicians, nurses, owners and administrators of reproductive
health clinics, counselors, clinic volunteers, and outreach workers—

are some of the least recognized and most vulnerable of all human rights
defenders. This report documents the need for special protection and
details measures that the U.S. can take to ensure the rights of these human
rights defenders are respected, protected, and fulfilled in accordance with
international human rights standards. e

This report documents the need for special protection
and details measures that the U.S. can take to ensure
the rights of these human rights defenders are respected,
protected, and fulfilled in accordance with international
human rights standards.
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“ [IIn many countries, persons and organizations engaged in
promoting and defending human rights and fundamental freedoms

are facing threats, harassment, and insecurity as a result of
those activitiesl.] "
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RECOGNITION OF ABORTION PROVIDERS AS HUMAN RIGHTS DEFENDERS. This
report documents unequivocally that the healthcare workers interviewed for
the investigation are human rights defenders. Many of the providers recog-
nized, and asserted, their role in promoting fundamental human rights for
women. As one explained, “l think that healthcare is a human right, and that
abortion is healthcare. ... [Tlhe ability to control your reproductive destiny

is essential to controlling destiny. The ability to control your body is the most
basic freedom.”8 Abortion providers make a significant contribution toward
creating a culture of human rights in the U.S. by respecting and facilitating the
exercise of the rights of women to life and health, equality and non-discrimina-
tion, information, privacy, and decision making regarding childbearing. They
treat women with dignity under circumstances of stigmatization and margin-
alization. As a result of their dedication to women’s human rights, abortion
providers are subjected to violations of their own rights as human beings and
as women’s human rights defenders. These violations in turn restrict women'’s
ability to realize their right to reproductive healthcare, including safe abortion.

“ Some days [l think | am a
human rights defender] and some days | feel

. . 1
like | need dEfend"]g-a ” - El Paso, Texas clinic administrator

IMPUNITY FOR HARASSMENT AND INTIMIDATION. Like other human rights
defenders throughout the world, abortion providers face intimidation, harass-
ment, and violence in the course of carrying out their work, which government
at all levels, contrary to its obligations, often permits with impunity.

In each of the six states included in the investigation, staff members at abortion
clinics face a working environment that is insecure, threatening, and demean-
ing, due to the unlawful activities of abortion opponents. Despite the obligations
of the government to provide specific and enhanced protection to abortion
providers, local law enforcement is uninformed, unresponsive, or hostile. As

a result, providers are forced to be self-reliant. While outright violence has
decreased at most facilities, the legacy of past murders, bombings, arsons,
and assaults is intimately known to many of those performing abortions,
creating an atmosphere of fear and easy intimidation. As one physician with
decades of experience declared, “I provide a service at the risk of my life.”&

Beyond verbal and physical harassment and intimidation, providers are
subject to smear campaigns (for example, email barrages or home leaflet-
ing labeling a provider a “serial killer,” or television ads falsely claiming that
a facility is unlicensed or fails to sterilize instruments). Abuse of the judicial
system through frivolous lawsuits by protestors is another increasingly preva-
lent form of harassment.
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“ [Wlomen’s rights are human rights, | definitely agree

with that. I've read a lot of books and met physicians who were
providing when abortion was not legal, and talked to them about
septic abortions, things that they saw in that time period.

We are fighting a human rights battle, because the
consequences of illegal abortion are so great ... we are

constantly fighting ...% ” - Bryan, Texas clinic administrator

DISCRIMINATORY LEGAL RESTRICTIONS ON ABORTION. Restrictions aimed at
prohibiting the exercise of providers’ right to practice a legal profession also
violate defenders’ rights. Mandatory delay and biased counseling laws place
burdens on providers that force them to expend time and financial resources,
retain additional staff, and change the ways they practice their profession in
order to comply. Physicians and clinic staff are forced to become “agents of
the state” in promulgating biased or misleading information to patients,
depriving women of their right to information and privacy and compromis-

ing trust in the physician-patient relationship. ASC requirements and other
discriminatory facility regulations imposed only on providers of abortions
reduce the availability of abortion services by making it prohibitively costly
and administratively burdensome to perform abortions for the vast majority of
providers. Inconsistent and arbitrary enforcement of these regulations by state
health departments creates uncertainty and increases workloads for clinic staff
and takes time away from patient care.

“ | think the termination of pregnancy encompasses so many
rights—body, choice, mind, voting, allowing a woman
to make a decision right for her and for me to defend the decision

and not jUdge it.8 ” - Philadelphia, Pennsylvania clinic staff member
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FAILURE TO REDUCE ABORTION-RELATED STIGMA. By failing to address the
deeply rooted stigma that surrounds abortion in both the medical and general
communities, governments tacitly condone and even encourage the targeting
of providers for harassment and legal restrictions on their work, and endorse
gender discrimination.

Stigma itself, like those other burdens, deters both new and trained
providers, reducing the availability of abortion services. In order to defend
themselves, and the women they serve, abortion providers undertake exten-
sive efforts of education, building community and institutional relationships,
and patient counseling.

Failure to support these efforts by actively condemning and taking steps

to address abortion-related stigma does not just harm healthcare workers.
It also harms women in fundamental ways. It decreases the availability of
physicians and services and reduces access to reproductive health services.
It results in the segregation of one reproductive healthcare service from the
mainstream healthcare system, again reducing women’s ability to obtain
that service. It encourages incomplete and false information about abortion
and abortion providers, undermining women'’s ability to make decisions
with informed consent. As a 36-year-old woman and mother of three stated,
“[Clinic staff] give you all the information needed. ... [I]f they were to stop
this, it's taking away my right. In this climate, it's very hard to raise a child.
It's my human right to decide this.”#

“ | know people who have tried all sorts of things to hurt
themselves to end a pregnancy. ...Here they prevent you from
hurting your body, they help me protect my body, and there are
no judgments, they don’t judge you here.¢ " - Pennsylvania woman

DISCRIMINATORY FUNDING PROHIBITIONS AND FAILURE TO PROTECT
VULNERABLE WOMEN. Legal prohibitions on funding for abortion, such as

the Hyde Amendment and similar state restrictions, single out one category

of medically necessary services for elimination. These restrictions in no way
promote or protect women’s health and lack any evidentiary basis in medicine.
In fact, they frequently curtail essential care because women have to delay
abortions to raise the necessary funds. These delays result in later procedures,
potentially increasing risk to the woman'’s health, additional financial costs for
travel, additional child care and wage loss, and a higher fee for an abortion
later in pregnancy. For women who are already the most vulnerable to rights
violations—poor women, homeless women, minors, and those with later
pregnancies—restrictions make it logistically and financially harder to obtain
abortions and may deny their rights altogether.

Defending Human Rights



FINDINGS ACROSS STATES

& i
A 4 ) Iy

') “' .:';:.II :, ”n our :
e e
W f

i |
/4////// i on-
T f////k’/¢’/4//2/ orelales

1

[
11

,

<4

N0
DY

rve/either/absent or few (as in
1 /r//éo/////?//l/f//;//{/ ated unevenly in a few
Z ///;//é//// and Texas). Most clinics
lans/and/often share doctors on a
. /// hare doct

7

Viding abortions and with the
tices. With few new, young
of physicians is dwindling almost across

7€ clinics have been able to initiate

ry distances to clinics, both within state borders and from neigh-
boring states. Women with few resources—transport, child care, funds, flexible
work schedules—face steep challenges in obtaining services in a timely way, if
they can obtain them at all (see box: The Hyde Amendment Limits Availability
of Abortion). Many women must borrow money, leave bills unpaid, find a
private ride, give up a day’s wages, or even lose their job in order to make the
trip to a provider.

For some women, a delay may lead to a later, more risky and costly procedure.
Or they may pass a clinic’s gestational limit altogether and be forced to go
even farther from home to find services, if these are available at all.

Most women interviewed by the Center for Reproductive Rights were not
aware of another clinic or location providing abortion if their current provider
did not offer abortion services, illustrating both the scarcity of facilities and the
challenges women face in finding them.

— INVESTIGATIVE SPOTLIGHT

The Hyde Amendment
Limits the Availability
of Abortion




INVESTIGATIVE SPOTLIGHT

The Evolving Nature of
Intimidation and Harassment:
Lawsuits by Protestors

@ Intimidation and Harassment of Abortion Providers

ANTI-ABORTION ACTIVITIES. As human rights defenders, physicians and
abortion clinic staff in each of the six states routinely face serious harassment
and intimidation by abortion opponents.

Anti-abortion activity runs the gamut, from peaceful First Amendment-
protected activities to civil and criminal offenses. While providers recognize
that abortion opponents have free speech rights, “[tThey should be able to
express themselves without terrorizing people.”®* Abortion providers contend
daily with opponents engaging in a range of protected and unprotected
activities, including praying, distributing leaflets and holding signs, taking
photographs or video of patients, staff, and license plates, trespassing on
private property and blocking access to entrances, using bullhorns, touching
patients, taunting with epithets, identifying employees by name and shouting
racist or homophobic slurs, spreading false information about the nature and
risks of abortion and the safety of the clinic, luring patients from the clinic

by promising “free” ultrasounds and other services, sending physical or
verbal threats to the staff and doctors, stalking, and vandalizing clinic and
personal property.

Away from the clinic, photographs, threats and personal information also
appear on websites run by abortion opponents; some physicians are targeted
at their private practices or institutions; and clinic staff and physicians
experience picketing, stalking, harassing, leafleting, and threats to themselves
and their families at their residences.

Experiences at clinics range from mild to acute. All of the clinics participating
in the study had at least a few regular protestors; many had dozens, particu-
larly on weekend procedure days and during staged anti-abortion events, such
as the biannual “40 Days for Life” campaign and the anniversary of the Roe
v. Wade decision, when national groups such as Operation Save America,
Operation Rescue, and local Catholic dioceses and schools, bus in abortion
opponents for large rallies or long “sieges.” An individual clinic often has
several different groups of anti-abortion activists, each with their own routines
and tactics. Many providers report steady activity year in and out; others n ,
have seen drastic changes in dynamics and behaviors (see box: The LACK OF LAW ENFORCEMENT. Clinics without adequate law enforcement
Evolving Nature of Intimidation and Harassment: Lawsuits by Protestors). protection report worse levels of anti-abortion activity and acts of harassment
and intimidation. In Alabama, Mississippi, Pennsylvania, and Texas, providers
describe an acute lack of law enforcement response, permitting protestors to
violate laws with impunity. Factors that contribute to inadequate protection by
local law enforcement include lack of knowledge of the applicable laws, lack of
institutional or political leadership, personal opposition to abortion, fatigue with
having to confront daily acts of “less serious” offenses, and an assumption
that harassment is part of the expected cost of providing abortion (see box:
Legal Remedies and Law Enforcement: Challenges and Recommendations).

40 Defending Human Rights Center for Reproductive Rights Center for Reproductive Rights Defending Human Rights 41



INVESTIGATIVE SPOTLIGHT

Legal Remedies and Law
Enforcement: Challenges and
UL 1|

FACE and other legal restrictions on anti-abortion activities can help protect clinics and
providers, but their effectiveness is limited by the willingness of federal, state, and local
authorities to enforce the law.

FACE violators may be criminally prosecuted by the U.S. Department of Justice, potentially
resulting in prison sentences and fines. They may also be sued in civil court by federal or
state governments, or injured individuals or clinics, for injunctive relief, damages, and

civil fines.

Local and state police are often unfamiliar with FACE and misunderstand it as applying
only to complete blockades across entrances, or refuse to enforce it because it is a
federal statute. One clinic administrator commented, “I don’t believe [FACE] has ever
been used successfully in Alabama. So often when the police have to withess something,
they tend to [diminish it]. It's not the blockades of the ‘80s. | think they want to wait until
there’s chaining to the clinic door to do anything.”1%? Local FBI offices may be similarly
unresponsive. Whole Woman’s Health in McAllen, Texas has unsuccessfully tried to
educate the local FBI office about the continuum of violence, “from intimidation to threat
to physical violence,” that constitutes a FACE violation.13

Despite the current lack of enforcement, FACE can be very effective when enforced. A
Planned Parenthood clinic in Houston successfully used FACE to imprison a frequent
protestor who drove a van through the clinic doors several years ago, his second FACE
violation.’® An infamous central Pennsylvania protestor who advocates violence against
abortion doctors was permanently enjoined to stay off the internet in a Pennsylvania
FACE case.'® However, if a clinic has a civil injunction in a case brought by the U.S.
under FACE, it may be unable to adequately enforce it if the government is unrespon-
sive, as this requires returning to court for a finding of contempt; this is the case in
Jackson, Mississippi.1

Many clinics benefit from the passage of local laws, obtaining injunctions, and dedi-
cated enforcement efforts by local police. Signage, permit, and noise ordinances can
also benefit individual clinics. Nearly all interviewed were in favor of some form of buffer
zone (a delineated area around a health facility, and/or around individuals entering or
leaving it, in which anti-abortion activity is restricted). Based on experiences from some
clinics, these zones, whether arising from injunction, as was more common in the 1990s
or local ordinances, like the one that came into effect in Pittsburgh at the end of 2005,
can decrease the level, aggression, and effects of anti-abortion activity. However, by all
accounts, law enforcement leadership, vigilance, and periodic training are necessary to
counter lack of awareness and lax enforcement on the ground.

COSTS OF INTIMIDATION AND HARASSMENT. Anti-abortion activity, particu-
larly as it crosses over from free speech to intimidation and harassment, is
very burdensome to many abortion clinics. In addition to large investments

in security and alarm systems, clinics—particularly those without adequate
police protection expend thousands of dollars annually on security guards to
protect staff and patients. Time is taken away from patient care to counsel
patients affected by anti-abortion activity, and time and resources are invested
in making staff feel safe and to train them in security matters.

Providers also report that many trained physicians are deterred from
performing abortions by the economic pressures placed on them in their
private practices by the presence, or threat, of protest activity. Some are
deterred by the stigma associated with being known as an abortion provider,
or the effects harassing protestors will have on their patient caseload or receipt
of referrals from other physicians. Others are prohibited by their partners or
institutions from performing abortions, even outside the practice, because of
these concerns.

Not only are abortion providers themselves targeted by abortion opponents,
landlords who rent to them and vendors who provide them with cleaning,
maintenance, technology, and other services have also been the focus of
harassment and threats to their livelihoods.

When the new Planned Parenthood clinic was being built in Austin in 2004, a
local opponent and owner of a concrete company organized a boycott of local
suppliers that delayed construction of the building for several months. The
clinic ultimately had to obtain concrete from sympathetic anonymous sources
and pour the foundations for its buildings at midnight on a Sunday.?” Other
clinics have experienced difficulties in finding insurers who will cover their
facilities after an incident of arson'® or will provide them with comprehensive
business liability insurance.

PERSONAL TOLL ON STAFF AND WOMEN SEEKING ABORTIONS. On a personal
level, working at an abortion clinic takes a daily toll on the well-being of clinic
staff and physicians. In particular, walking a gauntlet of ugly epithets and
personal targeting, apart from fears for their physical safety, is demeaning and
depleting. Staff and owners in Alabama, Pennsylvania, and Texas discussed
how clinic owners or administrators “put themselves out there” as the face of
the clinic to the media and abortion opponents in order to protect their staff.

While staff turnover was infrequently reported, many staff report feeling anger
and frustration on behalf of patients, as well as concern that the patients’
confidence in providers and their care is shaken by hearing the slurs and lies
of protestors. Staff report that many women are frightened and anxious when
they come into the clinic, or reschedule appointments in an effort to avoid
protestors, which sometimes results in delaying a procedure beyond the
gestational limits of the clinic.

Defending Human Rights
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A staff member who works at the front desk in the Fargo, North Dakota clinic I ntl m I datl 0 n

on procedure days is the first person patients see: “They always ask if the th I t t
protestors are always there, will they be there when | leave,” she said. 0 n e n e rn e
“...Always, some are so shaky they can’t hold the pen when they have
to register.”110

TARGETING AWAY FROM CLINICS. Away from the clinic, staff and physicians
may experience harassment and intimidation on the internet, in public places,
or at their homes (see box: Harassment and Intimidation on the Internet).
While anti-abortion activity at residences is less widespread than in the 1980s
and 1990s, some providers interviewed for this study are currently facing
protest activity targeting their homes or families. This is particularly true of
physicians in Pennsylvania.

One doctor who has been providing services in and around Philadelphia for
two decades was protested at his home when he started working in the town
of West Chester. In the past ten years, protestors have followed him from home
to home, finding out where he lives each time he moves.!!! In each place

he has lived, he has been told by the police that there is nothing they could
do until the protestors trespass or become violent.}'? Another physician who
faced threatening phone calls at home was advised to protect himself and get
a gun.!3 At least one Pennsylvania physician stopped providing altogether
because “she was hunted down by protestors”!4 at her home in rural New
Jersey. She was attacked on the internet, had dead animals placed at her
home, and had her house broken into.!!5 She was forced to stop practicing
entirely as an OB/GYN because she could not maintain her private practice.!!®

EXTENSIVE PRECAUTIONS TO PROTECT PHYSICIANS. Many clinics and doctors
take extra precautions to safeguard physicians’ identities and physical security.
Physicians everywhere have unlisted phone numbers. They have property or
utilities listed in their spouses or partners’ names. They park away from the
clinic and are picked up by staff. They rent cars, remove license tags, or keep
an old car to take to the clinic. At least one out-of-state physician registers at
the local hotel under an assumed name. Several doctors keep loaded guns

in the car and have bulletproof vests. Doctors in nearly all locations use back
doors and vary their practice schedules or driving routes. Some physicians
avoid pro-choice and patient advocacy work to keep a lower profile. Others
only perform medical abortions in order to be less known and avoid the clinic
on procedure days when protestors are more likely to be present.
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“ It's a brilliant strategy, to hammer away at access through
smaller and larger legal paths, so that the idea of Roe hecomes an
idea and not a reality for large groups of women in the U.S.

Many pro-choice [women] are not aware [of the restrictions]
unless they go through it, because when they read

about it in the paper, it sounds relatively benign

and makes sense.'? ” - Philadelphia, Pennsylvania clinic administrator

@) Legal Restrictions on Abortion

MANDATORY DELAY AND BIASED COUNSELING
Mandatory delay and biased counseling laws take a variety of forms in the six
states, some more burdensome than others.

Each of the states included in the fact-finding require a “waiting period” of 24
hours between the time a woman receives information and obtains an abortion.
State laws vary on whether they require counseling to be in-person, whether
mandated information must be given orally and/or in writing, whether state-
produced written materials must be offered or given, if the information must be
given by a doctor or other specific medical professional, whether they require
an ultrasound to be performed, and the degree and content of irrelevant,
unnecessary, misleading, or medically inappropriate information mandated.
Mississippi requires two in-person visits for patients, a particular burden for
both women and providers. States that mandate that physicians perform

the biased counseling—Mississippi, Missouri, Pennsylvania, and Texas—or
narrowly limit the list of permitted persons, such as Alabama, force the most
onerous adaptation of operations and resource expenditure by providers.

Across the board, providers agree there is no medical reason for mandatory
delay and biased counseling restrictions. Typically, trained counselors explain
to patients the risks and process of an abortion, the steps of their appoint-
ment, and instructions for post-abortion and follow-up care. They also counsel
women to ensure that they understand their options, are comfortable with their
decision, and have made it without coercion. As one physician who provides
abortions in North Dakota, South Dakota, and Minnesota explains, “I have
said for years that abortion is the most highly consented procedure that we
do in medicine, even before the restrictions.”??® The laws are simply intended
to make it difficult for abortion providers to stay in business and harder for
some women to obtain abortions. One physician in Texas commented on the
intimidating nature of the requirements, which place yet another obstacle in
the path of women seeking abortions: “There is no patient who wants to wait
that we force to have a procedure that day, and there is no medical reason to
wait if they want it right away.” 124
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Mandatory delay and biased counseling provisions impose on providers the
burdens of establishing new processes, rescheduling existing staff and/or
hiring additional personnel, documenting compliance, obtaining and distribut-
ing state-mandated materials, and accommodating an additional volume of
appointments. Moreover, providers are mandated to act as agents of the state,
conveying information that may be (at best) redundant and unnecessary, and
(at worst) false, frightening, and confusing to patients.

All providers take steps to ameliorate the effects of the laws on their patients.
These include waiving fees and assisting with transportation, scheduling
additional or flexible sessions, hiring additional physicians or obtaining
volunteers to do counseling, creating videos and tapes of counseling
messages (where permitted), and turning a mandated visit into an oppor-
tunity to provide additional information and make the woman feel welcome
and respected by the clinic.

“ We've taken lemons and made lemonade: we add what we
think is important for women’s health and give the appointment
extra value for women... The tough thing is that clinics like

ours, ethical providers, will try not only to make it work,

but improve upon it to help the women. Pretty soon people will

say it’s not a barrier, you made it work.'® " - Missouri clinic staff member

Unfortunately, the restrictions do the most harm to the most precarious provid-
ers and the most vulnerable women. Where providers must rely on a single or
very few physicians, their time is very valuable. Clinics that provide abortions
only once a week plan carefully to try to avoid delaying women who miss the
cut-off for the next available appointment, but the interaction of the mandated
delays and the clinic’s schedule may result in routine delays of weeks. Women
who have the fewest financial resources, are geographically most isolated

from providers or have later pregnancies are most at risk of being unable to
overcome the barriers erected by the restrictions. For women who are seeking
a second trimester abortion, a mandated visit can add a third trip to an already
two- or three-day abortion procedure (see box:Limited Options for Women
Seeking Second Trimester Abortions).
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INVESTIGATIVE SPOTLIGHT

Targeted Regulations Including Ambulatory

Limited Options for Women purgical enter Standards
p Abortion providers are singled out in many states for discriminatory regulation
because of the service they provide, or because they offer the service after the

S e e kl ng S e c 0 n d first trimester.1?6 All six states in the investigation have a variety of laws that

- - regulate medical practices or facilities that provide abortions that are different
Trl m este r Ab 0 rtl 0 n s and more stringent than regulations applied to comparable medical practices

(TRAP). For example, clinics in Alabama and Texas, unlike other doctors’
practices, are subject to inspection by their states’ departments of health
(see box: Arbitrary Department of Health Inspections).

These rules bear no relationship to medical evidence concerning the safety
of abortion procedures and care. Like the mandatory delay and biased
counseling restrictions, they are meant to raise the costs of providing abortion
services for clinics, limit the availability of these services, and consequently
reduce women’s access to abortion. Unlike mandatory delays and biased
counseling provisions, however, TRAP requirements are often very difficult
for providers to ameliorate due to the often prohibitive expenses imposed, in
particular, renovating an existing facility or obtaining a new, custom-designed
building.

In particular, ambulatory surgical center (ASC) requirements applied to
abortion clinics can have a serious, even fatal, effect on a provider’s practices.
These state licensing requirements for healthcare centers providing out-patient
surgical services usually include staffing requirements and onerous adminis-
trative policies as well as stringent physical plant requirements (such as those
regulating widths of stairs and hallways) that generally cannot be met without
exceedingly expensive renovations. Moreover, these requirements are often
applied to abortion procedures and not to other comparable gynecological
surgeries or more serious non-gynecological procedures, such as treatment

of miscarriage, vasectomy, and minor ear surgery.

Three states in the investigation—Mississippi, Missouri, and Texas—currently
have ASC laws of some kind. The clinic in Mississippi was built to meet ASC
requirements, in anticipation of a restriction.'?” In Missouri, should a currently
enjoined ASC licensing law go into effect, at least one and perhaps two of the
state’s three providers would have to stop performing abortions altogether,
leaving the state with a single clinic. In Texas, there are only two clinics in the
state qualified under the law to perform abortions for pregnancies of 16 weeks
or later. Prior to 2004, when the ASC law took effect, seven out of the nine
clinics participating in the investigation, located throughout the state,
performed abortions past 16 weeks.
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It's overwhelming because we never know how [regulations]
are going to be interpreted. One time everything’s in

order and the next time they change...So, you are really
at [the inspectors] mercy. "

INVESTIGATIVE SPOTLIGHT

Arbitrary Department
of Health

State departments of health are responsible for enforcing regulations of abortion facilities
through inspections. Providers in Alabama and Texas report that inconsistent and
arbitrary inspections of abortion facilities in those states have created heavy burdens

on their clinics. Uncertainty is created and clinic resources are consumed when clinics
are forced to comply with unanticipated changes in the way rules are interpreted or an
arbitrary exercise of discretion by inspectors.

In Alabama, providers attribute the conduct of the inspectors to the political climate and the
power that abortion opponents have within the agency,'? as well as to external pressure on
the agency.'?® As one administrator commented, “It's overwhelming because we never know
how [regulations] are going to be interpreted. One time everything’s in order and the next
time they change. We had to change the cover procedure sheet three times. .... So you're
really at their mercy.”3° Because cited deficiencies can lead to a clinic being placed on
probation, or even closed down, clinics believe they lack recourse to complain: “The bottom
line is that they have the power, to continue to close me and to ruin us financially.”!3!

In Texas, the power of individual inspectors and the lack of uniform training mean that
clinics—even those that have the same owners and identical physicians, policies, and
protocols—have different rules to meet from inspection to inspection. In 2006, when

an inspector from the health department’s Tyler, Texas bureau was assigned to inspect
Whole Woman'’s Health in Beaumont and Bryan Planned Parenthood, each clinic
experienced a long and disruptive process because that inspector “changed the rules.”'3
In Bryan, she rejected all of the policies the clinic had been adhering to for eight years.!3
One of the citations wrongly alleged that the doctor did not examine patients or review
histories because there was no checkbox on a form for this step.!3* The inspector also
wanted to take personnel records and patient records off the premises.'*> The local
anti-abortion coalition used the inspector’s public report as a basis for a television

attack ad falsely claiming that the clinic failed its inspection.*¢

The Beaumont clinic’s license was briefly revoked after inspection by the same individual
for “endangering women” and it was closed for ten days. The inspector also reported
the clinic and one of the doctors to the state boards of pharmacy and medical inspec-
tors, respectively. The clinic was given 116 citations to address, which occupied two to
three staff full-time for six weeks and required flying the Beaumont doctor to Austin.¥’
Eventually, the Tyler inspector was disciplined and the citations were reduced to three,
but they will stay on the state’s website for two years.!® “It's a strategy ... to do things
that they can’t do legislatively through the inspection process: they propose a bill, it gets
shot down, so they give a mandate to the inspectors to [carry it out].”'3* Some clinics go
beyond the letter of the law, for fear of being deemed non-compliant, creating additional
burdens for women seeking abortions or for themselves.'4°



@ stigma in the Medical and General Communities

Stigma related to abortion is widespread in all six states, in both the medical
and general communities. Stigma legitimizes harassment and intimidation
and permits it to take place with impunity. Legal restrictions on abortion
stem from, promote and reinforce abortion as a stigmatized service, distinct
and separate from other healthcare services. Overcoming stigma—which
often colors women'’s own views of their choice of abortion—is an additional
obstacle for women attempting to obtain an already scarce and restricted
medical procedure.

Even where the general community is perceived to have a mixed popula-
tion of supporters and opponents of abortion services—in Philadelphia, for
example—stigma persists among physicians and other healthcare workers.
Because abortion is not integrated into mainstream healthcare, it is margin-
alized and perceived as “dirty” and outside of normal medical practice. Due
to stigma, many trained physicians do not perform abortions or will not serve
as back-up emergency providers to clinics; some refuse to refer patients

for abortions or for other services performed by physicians who also provide
the procedure.

Many physicians who do not provide abortions improperly criticize the care
women have received as “botched” and often give misinformation to women
who seek post-abortion care in hospital settings. Patients in several states
express apprehension that their regular physician will be able to tell that they
had an abortion. The condemnatory perspective of medical professionals
contributes to women'’s fear, lack of information, and negative experiences in
seeking to obtain a socially stigmatized service, and reinforces that stigma.

General community stigma affects clinics that provide abortions in a number
of ways. Local officials use zoning restrictions to harass or prevent clinics from
locating in their towns.'*! Many landlords and service vendors are unwilling to
enter into business relationships with providers because they do not want to
be associated with abortion.

Often stigma is intertwined with a reluctance to be subject to targeting by
protestors. The only clinic in Huntsville, Alabama, could not find a landlord
willing to lease to them “as soon as word got out” that they would be perform-
ing abortions; they ended up spending two years and $100,000 to renovate
the private office space of one of the clinic partners.'#? In Mississippi, the sole
clinic has difficulty finding medical equipment, as well as repair, waste man-
agement, computer, and heating/cooling services.*? In Columbia, Missouri,
the only local provider is stymied in seeking bidders for potential renovations
to the facility to meet ASC requirements: “People call and say the Catholic
Church is our client and we have to drop you.” !4
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Where stigma is prevalent and accepted, particularly in the South, in

smaller, more isolated communities and in towns or cities that identify as
predominantly Catholic, some clinics find it hard to attract or retain staff.
Individuals who want to work for the clinics find it difficult to do so in the
face of opposition from their families and communities. This is the case in
Midland, Texas, where staff members “are forced constantly to defend where
they work.”1%5 In McAllen, Texas, a community that is “very conservative and
baby-oriented,” it is difficult to find staff because many potential workers live
at home and most families do not support working at the clinic.14®

Vigorous and vocal community support can have the effect of decreasing
stigma and easing the burdens on clinics. Many clinics undertake extensive,
long-term efforts to make their presence known in positive ways by building
relationships with local businesses and academic and medical institutions,
the police, and community members, to decrease stigma and “humanize”
clinic staff and patients.

Longevity can mean building a community of former patients and their
families, as in Fargo, North Dakota: “half the people in town have been
patients, since it's been thirty years that we're there.”'” The administrator of
a clinic in El Paso, Texas explained, “They may not like us, but they respect
us ... we earned it long and hard” through participation in community health
education campaigns and other local work outside the clinic.'*® Yet over and
over again, even in communities where providers report that they believe
there is support for abortion services, they remark that the support is discrete,
silenced by stigma and largely dwarfed, at least in appearance, by the loud
denunciations of abortion opponents.
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Texas Information

The state population is 24,326,974.14° Texas is the eighth
poorest state in the country, with 16.3 percent of its population living below
the poverty level.!%°

17.3 per 1,000 women aged 15-44 obtained
abortions in Texas in 2005, representing 15 percent of all pregnancies in
the state that year.!s!

24-hour delay and biased counseling law requires that mandated
information be given by the performing or referring physician, including
possible increased risk of breast cancer. 1%

State-published materials, including enlarged color photographs of
fetal development, must be made available to the woman 24-hours in
advance should she choose to view them.!®3

Abortions at 16 weeks or later must be performed in a licensed
ambulatory surgical center or hospital.!>

Abortion facility licenses are required for providers of 10 or more
abortions per month or 100 or more abortions per year. 1% Licensure
requirements include minimum standards, inspection, and reporting.'®®

FINDINGS BY STATE

linics in Texas serve large populations of women

with limited access to abortion services, particularly

those seeking abortions at a later gestational age. The

Center for Reproductive Rights interviewed twenty-
one individual providers at nine clinics in eight locations and
four women in three locations.'” All clinics participating in the
investigation experience harassment and intimidation, ranging
from modest to extremely burdensome.

Anti-abortion activity is extreme and a chief challenge for some clinic admin-
istrators. Texas is also an incubator for novel intimidation and harassment
strategies, which are particularly robust in smaller, more conservative cities.
The most harmful legal restriction on abortion is the ambulatory surgical
center requirement, which creates barriers for provision and access that are
difficult to ameliorate. The 24-hour mandatory delay and biased counseling
law drains clinic resources and often causes delays for women, resulting in
more costly and riskier procedures.

Availability of Abortion in Texas

Clinics in Texas are distributed unevenly throughout the state, with the majority
of providers clustered around the cities of Austin, Houston, and Dallas-Fort
Worth. The only two providers in the state that provide abortions at or after

16 weeks are located in Austin and Houston. Most of the clinics surveyed
provided abortions up to 15 weeks, 6 days, on a variety of schedules ranging
from one day every other week at the sole clinic in Bryan, to six days per week
in Houston at Planned Parenthood’s Fannin location.

Given the large size of the state, and the restrictions on abortion in some of the
border states, Texas clinics serve women from a dispersed geographic area. Each
clinic serves specific populations that would suffer if that clinic closed. For example,
women come to El Paso Reproductive Services (EI Paso Repro) from all of southern
New Mexico because they do not have the money to travel to Albugquerque, which
is five hours away,'%® and from “little country towns” in West Texas.'® Thirty to
45 percent of the clinic’s patients come from Mexico and New Mexico.
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Mexican women come not only from the border city of Juarez, but from
Guadalajara, Acapulco, and Aguas Calientes, 24 hours away by bus.'®°
Women from Mexico often call from the homeless shelter in downtown El
Paso because they have nowhere to stay.!®! The clinic also sees women from
military bases in Texas and New Mexico.'®> Women come to Midland Planned
Parenthood from Amarillo, 300 miles away.'®* Women come to Bryan Planned
Parenthood from as far as Lufkin, more than two hours away.®* Women travel
to Whole Woman'’s Health (Whole Woman'’s) in McAllen from up to three
hours away; 20 percent of the patients come from Mexico, as the border is
50 minutes away.'®> Women frequently come from Louisiana to Houston
Planned Parenthood.!®®

With the exception of the Planned Parenthood clinics in Houston and Austin,
all of the providers have difficulty finding physicians to provide surgical
abortion and rely primarily on physicians who travel. One doctor travels 1,500
miles per week, working at Waco Planned Parenthood, Whole Woman'’s

in Austin and McAllen, and a clinic in Harlingen.'®” Whole Woman'’s relies
primarily on five doctors to provide surgical abortions shared among its three
sites in Austin, McAllen, and Beaumont.1®® Physicians must drive four to
eight hours to McAllen.® In addition to working locally at EI Paso Repro,!7°
that clinic’s physician travels 300 miles to the Midland clinic, a seven to eight
hour drive, one day per week. The other Midland physician providing surgical
abortions at the time of the Center’s visit commuted from Oregon; he retired
in May 2009.17! According to the CEO for the Midland affiliate, Planned
Parenthood of West Texas: “if we didn’t have [the EI Paso doctor] to replace
[the retiring doctor], we'd shut down.”17?

Fear of the personal, professional, and financial consequences of protest
activity and medical community stigma are blamed for the scarcity of provid-
ers. A doctor who provides only medication abortion said, “No one wants to be
seen as an abortion provider in the community,” even doctors providing the
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procedure to their private patients.!”® The Bryan clinic has never had a local
physician—their current doctor lives in San Antonio. He had to stop working
at the clinic for a period of time after Bryan protestors pressured his employer
to prohibit him from providing abortions.!”* Until he found a new position
and began providing at Bryan again, clinic administrators “had to beg” to
find a substitute physician.'”® Although Houston Planned Parenthood is an
hour and a half away, the doctors there refuse to come to Bryan because the
anti-abortion activity at the clinic is extensive and they fear being targeted.!’®

Economic pressure and stigma are factors even in progressive cities:
physicians are often constrained by the anti-abortion views of their partners.””
Indeed, a doctor who currently practices in three Texas communities for Whole
Woman'’s thought that fear of losing income was most doctors’ chief concern
regarding protestors.1”® One physician in Austin accepted the role of back-up
for Whole Woman'’s; her practice group subsequently had a meeting “in
secret” and told her that she could not take on that role.!”®

The lack of training for new providers and the onerous effects of the restric-
tions on abortion provision and practice have resulted in the “graying” of
providers. Dr. Alan Braid, who has provided for twenty years at Reproductive
Services of San Antonio and is now its owner, remarked that he is one of only
a few doctors in that city who has expertise in abortion.!®® He knows all of the
other providers who, like him, will be in their 70s in seven to eight years: “I
don’t know any young doctors doing abortions or who want to. | spoke with

a few young doctors, and they're supportive but not interested.”8!

The medical director of Austin Planned Parenthood, who lives locally, as does
the only second trimester provider at the clinic, attributed the lack of local
providers in Austin in part to trained physicians being deterred by feeling
ignorant of the legal requirements and fearing that they will violate them. € E|
Paso Repro reported similar factors for the scarcity of physicians in El Paso.!83

Harassment and Intimidation

All of the clinics participating in the investigation are subject to harassment and
intimidation by protestors, although the volume and level of aggression ranges.
Anti-abortion activity is most threatening and burdensome at the clinics in
Midland, McAllen, and Bryan. Bryan is the incubator for novel forms of harass-
ment and intimidation, which then spread to Houston and other parts of the
country (see box: Bryan, Texas as an Incubator for Opposition Tactics). Potential
factors worsening anti-abortion activity appear to be conservative communities
(where general and medical community stigma around abortion is rampant),
facilities that are physically vulnerable and where it is difficult to control access
to patients and staff, and lack of law enforcement by local police.
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Anti-abortion activities at the Midland, McAllen, and Bryan clinics include
shouting, praying and/or singing, blocking a sidewalk!®* or walking across
an entrance to block access and approach cars,'® and seeking to persuade
B rya n y Texas as women to go a nearby crisis pregnancy center® or an anti-abortion physi-
cian’s office.’®” Around Halloween 2008 in Midland, forty protestors wore

a n I n c u hato r for frightening masks and costumes.® There are anti-abortion billboards near

.- = - the clinic and a “mock gravesite” for the unborn across the street.'® In

0 p p Os Itl 0 n Ta ctl cs McAllen, protestors take pictures of staff members’ cars and plates and bait
the partners or companions of patients; they walk with patients from their cars

to the door!®° staying on the public sidewalk, but getting “up in the faces” of

women and following them step-by-step.!°! There has also been vandalism

at the clinic, including spray paint on the wall and repeated theft of the clinic

name and street numbers from the building.’®? In Bryan, protestors climb

on the clinic’s fence at the edge of the parking lot and shout and leaflet false

information (that the instruments are not sterilized; “You know they are going
to take your baby parts and dissect them”).13

Police in Bryan, McAllen, and Midland do not enforce the law and have a
negative or blaming attitude toward providers. In Midland, the clinic’s rela-
tionship with the police has deteriorated since the mid-1990s; the attitude of
individual officers runs from not supportive to strongly opposed.?®® The current
chief of police does not permit off-duty officers to work security at the clinic;?%’
this is also the case in McAllen.?®® Whole Woman'’s in McAllen has difficulty
getting support from the police: “[t]he police tell us to go to the city and the
city then tells us to talk to the police.”?® Police do not enforce an ordinance
requiring signs to be held not propped, unless “the peace is being disturbed,”
and they argue over what property is private and what is easement.?1° “Very
little is accomplished. The police do [come to the clinic when called] but they
aren’t receptive. They need the law explained to them constantly.”?!!

In Bryan, the attitude of the police is that the clinic brings the harassment
and intimidation upon itself. The authorities have been inconsistent in
enforcement—to the point where the clinic administration prefers to handle
protestors themselves.?!?

Most clinics in the investigation undertake extensive security measures to
ensure the safety of staff and patients. These include employing armed
security guards, installing cameras and security systems, restricting access
to the facility, having volunteer escorts, and conducting regular trainings for
staff. Security guards are costly, but have the effect of curtailing anti-abor-
tion activities.

Houston Planned Parenthood pays $5,000 to $6,000 every two weeks for
Harris County deputy sheriffs to serve as armed security guards; they also
have a full-time security manager.?'3 Waco Planned Parenthood has an armed
security guard for both the abortion and family planning clinics, costing them
approximately $45,000 to $50,000 annually.2** Some clinics choose not to
have guards in order not to intimidate patients: “There is a fine line—we don't
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want to scare people and we don’t want them to get complacent.”?!® Bryan
Planned Parenthood has volunteer escorts who check patient identification,
nine cameras, an alarm system, and access doors, but they do not want it

to be too intimidating for patients—“We don’t want it to be like Fort Knox in
here.”?!® The clinic does have a mesh, chain link and barbed wire fence they
installed in 2008 at a cost of $10,000; a lot of consideration was given too
whether it would look too ominous.?”

Legal Restrictions on Abortion

Abortion providers’ abilities to provide women with health services—and
women’s access to reproductive healthcare—is impeded by unnecessary and,
at times, arbitrary legal restrictions. In the 2009 legislative session in Texas, 23
bills restricting abortion were introduced. Providers in Texas report that their
ability to make abortion available is limited by the ambulatory surgical center
(ASC) restriction and burdened by the 24-hour mandatory delay and biased
counseling requirement.

Ambulatory Surgical Center Requirement

Interviewees singled out the ASC restriction on facilities providing services
at or after 16 weeks as the most harmful one to women in Texas.?!® Clinic
administrators and physicians were unanimous in finding no medical reason
for the restriction.

Two doctors reported that they previously performed abortions up to 20
weeks in the clinic setting and had no greater number of problems or
hospitalizations.?’® A surgical center is not necessary, just more expensive
for the clinic.??® The administrator of El Paso Repro attributed the legislation

Abortion providers’ abilities to provide women with
to the large “right to life” contingency, which ignored medical experts in favor health services—and women’s access to reproductive

of imposing their moral view on others.??! The CEO of Whole Woman'’s linked healthcare—is impeded by unnecessary and. at times
it with the stigma against abortion and the marginalization of poor and young u u

women who are more likely to have second trimester abortions.??? arbitrary legal restrictions.

There are only two facilities in the state which meet ASC standards. Seven Texas State House Dome
of the nine clinics participating in the investigation®?® stopped providing
abortions after 15 weeks, 6 days, after the law went into effect on January
1, 2004. El Paso Repro used to offer the service until 22 weeks, but has

stopped providing those services. Instead, the clinic refers patients to There is very little that clinics can do to ameliorate the effects of the gesta-
Albuquerque, Wichita, or the two surgical centers in Texas, “but they're tional limit on women because building a new facility is prohibitively costly for
priced as high as going out of state.”?? most clinics. One doctor who is trained to perform abortions up to 20 weeks
would have to bring patients to an outpatient surgical center in San Antonio,
The increased financial burdens on women severely limit their option to have where he practices, increasing the costs by several thousand dollars. There
an abortion. “You're going to have a person that time is going to get away are also problems with scheduling and staffing because some nurses are not
from, and it's almost a punishment. In more cases than not, | see forced willing to assist in abortions, even for patients in his private practice with fetal
parenting. They can’t come up with $3,000-4,000."2% abnormalities.??® At best, providers can provide counseling to women, help

prepare them for a later procedure, and try to assist them with obtaining funds
to go to Austin or Houston.??’
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24-Hour Mandatory Delay and Biased Counseling Requirement INVESTIGATIVE SPOTLIGHT
Because the 24-hour delay and state-mandated information could become
a serious obstacle for women seeking abortions, clinics have instituted
processes and spend additional resources to reduce their effects on women. WO m e n
All of the clinics have recorded a “doctor’s message” that women can listen

to over the phone at the time they make their appointment to receive the
physician-mandated information. The clinics make it clear in the message fro m
that the information is required by the state and not based in fact or on sci- .
entific evidence—one physician termed it “an infomercial.”??® Waco Planned M eXI c 0
Parenthood clinic, along with Whole Women'’s Health and Reproductive

Services (owner of the El Paso clinic),?? initiated this system and it is
replicated by clinics throughout the state.?® This is particularly significant
for patients at clinics that serve a large geographic area, like Midland.?3!

Although clinics have been able to cope with the restriction, mandates
present a constant challenge because of frequent additions and changes.
Clinics train staff and create a new process each time there is a new
requirement, but “[olne day it will be too much.”2?*? The biased counseling
requirement is also troubling to providers because clinics perceive them-
selves as being the state’s agent of the regulations for their patients, by being
forced to convey irrelevant and misleading information. Providers must also
obtain each woman'’s signed certification that she has been told the required
information by the physician and informed of her right to review and receive
copies of the state-produced written materials.?®® At the Bryan clinic, for
example, many patients think it is the clinic’s rule requiring them to receive
the information, including the alleged potential link to increased breast cancer
risk described in the state-produced booklet.?**

Despite the clinics’ efforts, women are harmed by the restriction, particularly
those already most affected by the scarcity of providers in Texas. If patients
come in and report that they have not listened to the doctor’s message, they
are turned away.?3® Women in this position may be pushed past the gestational
limit.2%® Women from New Mexico are likely to call EI Paso Repro the morning
before they come in, or the evening before, having made all of their travel and
child care arrangements; because of the 24-hour delay, they need to wait for
the next clinic, which may be two days later.?®” Clinics that serve large popu-
lations of patients from Mexico report that they are the most affected, and
require extra efforts by providers in order to obtain abortion services (see box:
Women From Mexico). Women who work hourly wage jobs, lack a reliable care
provider, have language barriers, or need child care are also very vulnerable
to delay.?® In Bryan, if a woman calls on Friday, she has to wait an additional
two weeks because the clinic only provides abortions every other Saturday,
which may push her past the clinic’s gestational limit.?** Most women end up
receiving an abortion, though often a more costly and risky second trimester
procedure, which they have to travel to Houston or Austin to obtain; many
women lack transport to make the trip.24
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Mississippi Information

The state population is 2,938,618.2% Mississippi is the
poorest state in the country, with 20.6 percent of its population living below
the poverty level.?%®

4.9 per 1,000 women aged 15-44 obtained
abortions in Mississippi in 2005, representing six percent of all pregnancies
in the state that year.?%®

24-hour delay and biased counseling law requiring that the attending or
referring physician provide, orally and in-person, certain mandated
information including risks of breast cancer and infertility “when medi-
cally accurate.”?%

Viewing of the ultrasound must be offered to women prior to the
abortion.?%®

Providers of abortion services must be licensed as an “abortion facility”
29 and comply with 35 pages of requirements.?%°

Abortions after the first trimester must be performed in an ambulatory
surgical facility, a hospital, or a “Level |” abortion facility (an abortion
facility that has met the standards for an ambulatory surgical facility).?6!

ince 2004, Jackson Women’s Health Organization
(Women'’s Health) has been the only abortion clinic in
Mississippi, and its situation is precarious. The Center
for Reproductive Rights interviewed three clinic staff
members, the doctor who works at the clinic, and two patients.

The clinic now relies on one physician and is under siege from anti-abortion
opponents in the Legislature — and on the street. Mississippi’s biased counseling
requirement is particularly onerous because it requires that patients make

two visits to the clinic and receive certain state-mandated information from a
physician. This restriction depletes clinic resources and makes it more expensive
and time-consuming for women seeking abortions, particularly poor women. The
clinic’s resources are already stretched by the need to respond to and comply with
a constant flow of new legislation and restrictions. A daily toll is inflicted on clinic
staff by protest activity in a state that is strongly anti-abortion and a “testing ground”
for legislative restrictions and anti-abortion tactics. Harassment and threats of
violence keep doctors and clinic staff cautious and vigilant. Because the clinic
does not provide abortion services after 16 weeks, women seeking abortions at
later stages of gestation need to go out of state, traveling as far as Atlanta, about
400 miles from Jackson.

Availability of Abortion in Mississippi

Women come to the clinic from across the state, traveling up to four hours
from the Delta, the coastal area and Louisiana.?®®> Women go to Memphis,
Tennessee from Oxford and the northern part of the state. 23 The majority
of patients are poor. Women'’s Health provides family planning services

and abortions up to 16 weeks, six mornings or afternoons per week. For
abortions at or after 16 weeks, women must travel out of state several hours
to Birmingham, and at or after 18 weeks, to Montgomery, Atlanta, or

New Orleans.

Given the long distances women already have to travel to obtain abortions in
Mississippi, if Women'’s Health closed, the harm to women would be severe.

If the clinic stopped performing abortions, it would be very difficult to establish
another clinic in the state due to the legal restrictions on abortion, pervasive
stigma, and persistent anti-abortion activity that any abortion provider would
face.?* When asked if women would go to Alabama or Louisiana, one staff
member said, “Shoot, no. They have a hard time enough time coming here.”
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The clinic’s sole physician, Dr. Joseph Booker, is certain that there already are INVESTIGATIVE SPOTLIGHT
illegal, unsafe abortions taking place in Mississippi, given the lack of providers
and the poverty of the population.?® Without Women'’s Health, clinic staff predict
that there would be an increase in the birth rate®® and maternal mortality, as a

conseguence of a greater number of teen pregnancies and unsafe abortions.’ c h a I I e n ges Of FAc E

“It would be awful. We would go back to back-alley abortions, babies being left

everywhere, women dying of infections. Especially [women] from ... the Delta.”?%8 E nfo rc e m e nt: Th e
Harassment, Intimidation, and Stigma case AgalnSt Roy MCM | I Ian

All interviewees, both providers and women, reported that harassment,
intimidation, and stigma around abortion are strong in the state of Mississippi.
This is evidenced by regular anti-abortion activity at the clinic. Staff members
are very concerned about safety and feel vulnerable: “Anyone could walk in
at any time off of the street. I'm always looking out of the window here and at
home. It wears on you, being cautious all the time, looking to see if someone
is following you.”?®® There is steady anti-abortion activity during the week; it
increases on Saturdays and when the clinic is targeted for extensive periods,
such as during the “40 Days for Life” campaign and Operation Save America’s
weeklong event in 2006.27° Abortion opponents occupy the sidewalk outside
the clinic’s fenced parking lot and the sidewalk on the main street that runs
alongside the clinic, sometimes camping out with folding chairs. “They yell
and scream, they are obnoxious, they try to intimidate people. [They yell]
‘Babykiller, Murderer, Black Genocide, Butcher, You may die to today.”?"!

The clinic has an armed security guard who escorts patients from the parking

lot to the door (a path which runs alongside the fence), a metal detector, and
security cameras (costing $10,000-12,000) around the perimeter of the clinic.?72
Patients and visitors are not allowed to bring bags into the clinic.?’®> Nevertheless,
clinic staff members are uncertain about what protestors will do next.?’*

Harassment, intimidation, and stigma make it difficult for the clinic to find
physicians to perform abortions. Dr. Booker is 64 years old. He has been a
longtime target of threats and intimidation, but throughout, he has continued
to provide abortion services.

In 1994, after the murder of Dr. John Britton and his clinic escort by Paul
Hill in Pensacola, Florida, Dr. Booker (who practiced at a clinic about 130
miles away in Gulfport, Mississippi at the time) was under federal marshal
protection for 18 months.?’®> He reports having protestors at his house
numerous times, most recently about a year before the interview. They went
door-to-door with graphic signs, informing his neighbors that a “baby killer”
was living next door.?’® The local police continue to drive by his house oc-
casionally. The doctor has been targeted for over a decade by one abortion
opponent in particular — Roy McMillan, who has been arrested numerous
times for anti-abortion harassment and intimidation (see box: Challenges of
FACE Enforcement: the Case Against Roy McMillan). Despite these threats, Dr.
Booker reports that he is resolute: “The harder they try to tear me down, it
just galvanizes me."”?””
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in the state of Mississippi.

General community stigmatization of abortion carries over to the willingness
of trained physicians to provide this service. One local doctor who worked at
the clinic felt pressured to quit when a nurse from her other workplace, who
regularly protests at the clinic, recognized her.?®” Dr. Booker knew of four
physicians who did abortions for their own patients privately and kept this
secret in order to avoid picketing.?® Likewise, the clinic’s former administra-
tor attributed difficulty in recruiting medical staff for Women’s Health to the
need to “put themselves out there” and the “backlash” in the community that
goes along with working at an abortion clinic.?® If the clinic were to lose Dr.
Booker, clinic management does not know what they would do.?*® While there
are several out-of-state physicians from Georgia and North Carolina who could
fly in, one of those stopped doing so regularly in May 2008 because of the
flagging economy and costs of the flights.?!
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Legal Restrictions on Abortion

Women's Health staff cited state restrictions on abortion as the greatest
obstacle that the clinic faces in providing abortions. “[TIrying to compete with
the never-ending legislation, the battles with new things, the requirements for
patients, the new bills”?%? burdens the clinic with new processes and expenses
of compliance. For example, 18 restrictive bills on abortion were introduced
in the 2009 state legislative session. The most pernicious of the current
restrictions is the 24-hour mandatory delay and biased counseling law, which
requires women seeking abortions to make trips on two separate days to the
clinic in Jackson. No one interviewed thought there was a medical reason for
this restriction. Rather, its purpose is to place another obstacle in the path of
women seeking abortions by making the procedure more difficult to get and
frightening them with false information about the risks of the procedure: “It
was put into effect to outlaw abortion and make Mississippi abortion-free.”?%3

The clinic provides counseling and abortion appointments six days per week
in order to minimize the delay women may experience due to the restriction,
which greatly increases staffing costs. It costs the clinic $100 per session

to have a physician provide the brief, mandated group counseling which
must take place 24 hours before the procedure.?®* As part of the counseling,
Mississippi requires the physician to inform patients that there is competing
evidence as to whether abortion may elevate breast cancer risk, although the
scientific establishment has rejected this association.?*®> Beyond the physi-
cian’s hours, additional staff time is required to arrange and facilitate appoint-
ments. The clinic must also pay for the cost of printing the materials they

are required to offer,?%® which include a color booklet with photographs and
illustrations detailing fetal characteristics at two-week intervals, a pamphlet on
birth control methods, and a booklet on the medical risks of pregnancy and
abortion listing “services and options” related to carrying a pregnancy to term.

Mandatory delay is also expensive and burdensome for women who must
twice arrange child care, time off work, transport, manage privacy issues,?”’
and go through the “gauntlet” of protestors.?®® Patients are harmed
financially, but do not change their decision to have an abortion.?®® Some
women, however, are delayed beyond the gestational limits of the clinic.

A staff member told the story of a woman who came for the first visit in her
first trimester; by the time she returned, she was past the 16 week limit. “I
asked her, ‘What happened?’ It was money, then transportation. That's how
it goes, we get that a lot. They don't realize that [the cost] goes up - while
they are working on getting the first trimester [fee], it goes up for the second
trimester.”3% She noted that, when the clinic did abortions only twice a week,
even more women “fell away” between the first and second appointments.
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Alabama Information

The state population is 4,661,900.3°! Alabama is the sixth
poorest state in the nation, with 16.9 percent of its population living below
the poverty level.3%?

11.9 per 1,000 women aged 15-44 obtained
abortions in Alabama in 2005, representing 13 percent of all pregnancies
in the state that year.3®

24-hour delay and biased counseling law requires mandated information . .
be provided, in person or by return-receipt certified mail, by a “qualified “ The I‘Ight to decide when and how you reproduce

person”** defined as a psychologist, licensed social worker, licensed should be one of the most basic rights we’re guaranteed as
professional counselor, registered nurse, or physician.3% -

State materials on fetal development; abortion alternatives, methods, citizens, morally, as humans ... .*%® ” - Birmingham clinic administrator
and risks; and fathers’ obligations must be provided in person or by
return-receipt certified mail 24 hours in advance.3%

An ultrasound is required to be performed by a physician prior to an
abortion.3%

Abortion facilities that perform a certain number of abortions or
“advertise” must be licensed and are subject to inspections by the
state department of health.3%®
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Availability of Abortion in Alabama

The seven clinics in Alabama serve women from a large geographic area
encompassing Alabama, Arkansas, Florida, Georgia, Louisiana, Mississippi,
and Tennessee. For example, women routinely come to Reproductive Health
Services (Repro Health) in Montgomery from 100-160 miles away;3? in 2007,
720 out of 810 abortion patients at the Planned Parenthood in Birmingham
drove over 150 miles to obtain services.?3 New Woman All Women'’s Health
Care (New Woman) in Birmingham sees many patients from Mississippi:
“These are poor women ...who never left the state, or have never gone
[farther than] a 50 mile radius of their homes. They ride the bus all night

and we pick them up at the station, it's horrifying.”31

Clinics in the state are clustered in Birmingham, Montgomery, Tuscaloosa,
Huntsville, and Mobile. West Alabama Women'’s Center in Tuscaloosa—which,
of all the clinics in the state, routinely performs the latest abortions, up to 20
weeks—receives referrals from the others.3!'® The majority of clinics provide
abortions at most three days per week.

Historically and today, many clinics face difficulties in finding doctors,
particularly from the local community. About half of the physicians working
at the clinics are from out of state, or from another part of the state. Several
of the clinics share physicians, nearly all of whom work part-time at the
clinics and hold other positions. For example, Alabama Women’s Center for
Reproductive Alternatives in Huntsville has a doctor who drives 170 miles
from another part of the state,3'® another who flies in two to three times per
month from California, and a third who is local.3” These physicians cover two
to three abortion sessions per week in total.

The scarcity of doctors is attributed to stigma and negative attitudes toward
abortion;38 some physicians’ personal objections based on moral or religious
grounds;3!° fear of harassment by protestors at one’s home or practice and
the personal and economic consequences;3® and a lack of training for new
physicians.®?! In Montgomery, where finding local physicians is “next to
impossible,” local physicians require new partners to sign contracts that
include a provision that they will not support or perform abortions in their or
other practices.3?? Stigma deters qualified staff from working in the clinics

in Huntsville and Tuscaloosa.??? In Montgomery and Huntsville, obtaining
back-up physicians is particularly difficult.3** Repro Health’s back-up physi-
cian was threatened with recrimination from the local OB/GYN community if
he did not relinquish the position.®?> A previous back-up denied that he was
playing that role when questioned by the state health department.3? The
owner/administrator of the Alabama Women’s Center was turned down by
every OB/GYN in Huntsville, except one, when he sought a back-up.3?’ In
Tuscaloosa the clinic’s owner and administrator has found doctors willing to
perform the role, as long as their association with the clinic is kept secret.3%®
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Harassment and Intimidation

Alabama has a history of intimidation and violence by abortion opponents.
In 1998, Eric Rudolph, the “Olympic Park Bomber,” bombed New Woman,
killing an off-duty police officer and severely injuring a nurse. In 1997, the
Tuscaloosa clinic was destroyed by arson.3?° Currently, all six clinics taking
part in the investigation have anti-abortion activity. State regulations require
that clinics report their schedule of abortion days and this information is
available to the public, letting abortion opponents know on which days the
clinics perform abortions.3* The extreme acts of harm that have taken place
particularly concern staff and physicians®! (see box: A Day in the Life of a
Physician Who Provides Abortions in Alabama).

“ The protestors move quickly;
it's like guerilla warfare.3% ” - Montgomery clinic administrator

SAFETY PRECAUTIONS. All of the clinics take extensive and costly measures
to shield patients and staff from intimidation and against potential clinic
invasions and other extreme forms of harassment and violence. These include
security cameras, volunteer patient escorts, personal precautions in arriving
and departing, and substantial staff time diverted from patient care.

The two Birmingham clinics and Repro Health obtained video cameras so
they can document evidence of malfeasance to use against the protestors,3¥
whose unlawful activity often goes unobserved by even attentive police
officers—"otherwise, it's just word against word. ...The protestors move
quickly; it's like guerilla warfare [.]"332 Planned Parenthood has been
considering legal actions in Birmingham, such as seeking an injunction to
create a buffer zone, but this remedy appears to be prohibitively costly.33*
Since anti-abortion activity began in the fall of 2008, three Birmingham
Planned Parenthood staff members have devoted at least 30 hours per
week to dealing with it.3%

The potential for property damage and physical harm is costly to clinics and
staff in additional ways. In Tuscaloosa, when the 1997 arson caused over
$400,000 worth of destruction to the facility, their insurance paid the claim
but also terminated the policy.3% The clinic had a long struggle getting new
insurance; the clinic’'s owner/administrator said, “I hold my breath each year
every time it comes time to renew. | don’t know what would happen if we had
a claim.”3¥ The protests also take a psychological toll on staff at all the clinics:
“It's stressful, you feel like you're under siege. ...It changes your feelings
about wanting to come to work ... but | feel so strongly about what | do.”33®
Even at clinics with less aggressive activity, staff members take precautions
such as circling the parking lot before pulling in to check if anyone is there—
“How many people do that? But we do ..."3%
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— INVESTIGATIVE SPOTLIGHT

] ]
A Day I n th e L Ife Of a of the physicians.3* Protestors target patients they recognize and threaten to

publicize their visit to the clinic to neighbors and employers.3#” At both clinics,

P hys i c i a n Wh 0 P rOVi d es protestors tell falsehoods that affect patients’ trust and require reassurance

from providers: “There was a lady last week, [one of the regular protestors] got
- - to her, saying that the doctor’s not licensed, we don't use licensed staff, there

Ab 0 rtl 0 ns I n A I a ba m a are six lawsuits against the clinic, we sent someone to the hospital last week,

we're not licensed by the state. The poor woman was flipping out.”3*® One of

the physicians at New Woman noted similar activity there: “It scares some of
them to death: ‘The doctor’s a butcher, you're going to die.’”34

— INVESTIGATIVE SPOTLIGHT

Problems with Law
Enforcement at
New Woman Clinic

ANTI-ABORTION ACTIVITY. The two Birmingham clinics experience steady

and aggressive anti-abortion activity. This is new for Birmingham Planned
Parenthood, dating to the “40 Days for Life” campaign of September and
November 2008.34? Protestors taunt and threaten the escorts, attempting to
stop cars as they enter and throw in printed materials.®*® New Woman has
endured protests dating from the opening of the clinic in the 1980s. Since early
2008, the level and aggressive nature of the picketing has escalated (see box:

Problems with Law Enforcement at New Woman).3* Abortion opponents at
both clinics yell, trespass on the clinic’s property, and put footage of patients on
YouTube.?* Also, license plate numbers have been used to identify at least one
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The Huntsville and Mobile clinics, and Repro Health in Montgomery, have
fewer protestors, but they are no less dedicated and menacing.

The Huntsville and Montgomery clinics face a core group of dedicated abortion
opponents on a daily basis. The Huntsville clinic has a very narrow drive on
one side of the facility bordered by a wall, making it easy for protestors to block
the entrance, nearly causing accidents as patients drive into the clinic.3% In
Mobile, one of the regulars is Ed Markley, a priest who protested with Paul

Hill in Pensacola.®®” He has been convicted of criminal trespass and served
prison time for destruction of a suction machine with a sledgehammer at a
Birmingham clinic in the 1980s.3%® Around Christmas 2007, Markley obtained
the doctor’s cell phone number and left him two voicemail messages.3%
Protestors remain at the Mobile clinic from 8:00 a.m. until the last car leaves.3%°

In Tuscaloosa, because the clinic is located in a large medical complex, pro-
testors are restricted by local law to activities on Saturdays. Due to the physical
layout of the property, the protestors must stay several hundred feet away and
obtain a permit as required under a city ordinance. Despite these measures,
in 2006, Operation Rescue came a day earlier than their permit allowed to
protest at the clinic. There were several hundred protestors, praying, singing,
marching, playing instruments, and leaving literature at the offices of the other
tenants.®! Despite disruption to the clinic and other tenants in the complex,
the police failed to make any arrests, even when the protestors came inside
the clinic.3%? The police did, however, handcuff and arrest the clinic owner
when she went to speak to the organizer of the protest. The charges were later
quietly dropped, but not until after damaging publicity and embarrassment.363

Legal Restrictions on Abortion

Alabama law requires mandated information to be delivered by “qualified
staff,” and an ultrasound must be performed by a physician prior to the
abortion. None of the interviewees identified a medical purpose to the manda-
tory delay and biased counseling law. The owner and administrator of Repro
Health said flatly, “The reason [for the law] was only to punish us monetarily,
absolutely not to benefit the patient.”3®* The law imposes a burden on patients
as well as clinics, requiring two in-person visits. While clinics have the option
to mail the required information in lieu of an in-person visit, this option is very
expensive for the clinics—approximately $20 per mailing.3%® Mailing can also
cause delay for patients, since a return receipt must be received in the mail
24 hours in advance of the abortion.3%

The law limits the staff members who can deliver the mandated information to
a list of licensed professionals. For some clinics, this means having to have a
nurse in the clinic on non-surgical days when it would otherwise not be neces-
sary.%®’” Moreover, several of the administrators remarked that the law takes
time away from care and replaces it with mandatory information delivery: “[It]
does not in any way enhance medical services ... ."3%8
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Similarly, the law’s requirement that an ultrasound be performed by a
physician reduces the time for providing services. Both administrators
and physicians stated that a trained technician was as good as or better
than a physician when it came to performing ultrasounds.3%°

The clinics expend considerable resources to ameliorate the effects of the
mandated delay on women. Except for Planned Parenthood, the clinics
provide abortions at least two to three days per week, allowing women to
receive counseling one day and make an appointment for an abortion for
the following day or two, if their own obligations and schedules permit. The
clinics also accept counseling provided at another clinic or provide counsel-
ing for patients who have to be referred to another clinic with a later gesta-
tional limit.3”° The Mobile provider refers many women to Pensacola, Florida;
though it is an hour farther away, there is no waiting period in that state.3”!
The Tuscaloosa clinic does not pass on the costs of the mandated visit to
patients.3”? Clinics also assist women with transport or funding to ease the
financial burden of having to pay travel and other costs for two visits. Repro
Health is considering offering to pay for overnight accommodations for two to
three patients per month traveling from Mississippi, Georgia, and Florida who
have the greatest need.®2 The Huntsville clinic gives anyone coming from
more than an hour away a travel discount of $100;%”* Planned Parenthood is
planning a similar program.37®

For some women, the effects of the mandatory delay cannot be avoided. One
doctor told the story of a woman whose husband was being shipped out to
Iraq the next day. The couple drove 250 miles to the clinic, but because the
clinic did not have the return receipt confirming that she had received the
mandatory information in the mail, the abortion could not be performed.37
Another woman was turned away because the receipt said that the information
had been received at 3 p.m. the day before, less than the required 24 hours
since abortions are performed in the mornings.®”” Many women are turned
away completely by the added expense of a second, in-person visit and carry
to term for financial reasons.378
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Mutually Reinforcing Medical and General
Community Stigma

Stigma in local Alabama medical communities creates financial pressures on
physicians and has deleterious effects on access.

One clinic owner said that “[h]ealthcare providers look down on you the
most.” Another remarked, “I’'m always circumspect about who | tell who | work
for. I’'m always thinking that | don’t want to be labeled ... because | may want
to work with them.”37® A physician explained that in Mobile, the residency
program at the University of South Alabama pressured residents into signing

a statement on the first day stating that they did not want training in abortion.
Commenting on the state’s medical community, he said, “The official stance
was ‘we don't believe abortion should be done.” | know a bunch of doctors that
personally the reason they take that stance is so they won't have a backlash
with patients. They don't actually believe it.”3%°

It is not only economic pressure and fear of damage to their reputations that
deter practitioners in the “Bible Belt”: “People are very torn. ... | think that
in their heart of hearts they would be just as happy to see Roe overturned
because it goes against their deep-seated religious beliefs.”3¥! New Woman'’s
co-owner stressed that doctors need to be willing to defend abortion as an
important part of medical practice: “It's made it easier for people to say that
they’re not well-trained, that only slime and scumbags do abortion, because
that’s what they hear about.”3#?

Stigma outside of the medical community is also common in the South.3# The
presence of protestors serves to reinforce the secrecy around obtaining or
providing an abortion.* The Huntsville clinic owner is certain that stigma has
had a damaging effect on him: “People don’t want to do business with you,
associate with you — they’re scared of protestors, of how people in their church
will think.” One administrator pointed out that the effect that abortion-related
stigma has on women is influenced by the anti-abortion activity: “There is still
that shame attached to abortion and [protestors] exacerbate that. We can only
do so much in here ... .”38 |n the face of stigma, she felt that it was important
for her to be visible as an abortion provider: “I don’'t know how we ask women
to feel good about the choices they make if we're not comfortable talking about . . . -
abortion.”3 One of the physicians pointed out that every year there is a rally Stlgma outside of the medical communlty Is also
of a couple of hundred abortion protestors on the anniversary of Roe v. Wade common in the South.32 The presence of protestors
who parade to New Woman. Only a dozen or so supporters come out, even . .-

in liberal Birmingham: “I think there are more who are not anti-abortion, who SEI’VIES. to relnforce_ the secrecy around Obtammg or
think it should be legal, but they will not come out and stand on the corner.”37 providing an abortion.384 sl e e e

Bienville Square, Mobile
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ennsylvania abortion providers struggle with the
scarcity of physicians, severe anti-abhortion activity,
and the heavy burdens of the Abortion Control Act.
The Center for Reproductive Rights interviewed
twenty-one providers at seven clinics in six locations and
DI NN thirteen women in four locations. Despite the size of the state
and the relatively large number of providers, Pennsylvania
is reliant on a dozen clinics concentrated primarily in two
areas of the state. Services are limited, as several clinics
only provide abortions one day per week and others rely on
only two or three physicians. Most clinics in the investigation

. i experience intense harassment and intimidation and have a
Pennsylvania Information history of severe activity.

50250 \miles

The state population is 12,448,279.38 Pennsylvania is 30th
in state poverty rankings, with 11.6 percent of its population living below
the poverty level.3®

Fear and stigma resulting from routine protests deter physicians from
providing abortion services. A 24-hour mandatory delay and biased counseling
law frequently requires two visits for women seeking abortions, despite the
19.4 per 1,000 women aged 15-44 obtained resources expended by providers to reduce its effects. This obstacle for

abortions in Pennsylvania in 2005, representing 16 percent of all women is enhanced by the scarcity of providers in the state and the long
pregnancies in the state that year. distances women travel, particularly in the western region.

24-hour mandatory delay and biased counseling law that requires Avallablllty of Abortion Services and

mandated information be provided by a performing or referring Medical Community stigma

physician.®t - : About a dozen freestanding clinics in Pennsylvania provide the majority of
Any medical facility providing abortion must be approved by the state as abortions in the state. These are unevenly distributed; the clinics are largely
an abortion facility;** abortion facilities must meet additional administra- concentrated in the Philadelphia area and southeast, and in Pittsburgh
tive, professional, patient testing, and physical plant requirements.>* in the western part of the state. As a result, women travel great distances
to obtain an abortion. For example, women go to Allegheny Reproductive
Health Center (Allegheny Repro) in Pittsburgh from Harrisburg, eastern
Ohio, New York (there are no providers between Pittsburgh and Buffalo),
and West Virginia.®®* One woman interviewed at Allegheny Repro, a college
student, traveled three hours from State College, Pennsylvania, where
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there is a clinic that is not providing because it does not have a doctor.3%
Allegheny Repro is also the only practice in the area, outside of the hospital,
that provides second-trimester abortions.3%

In Philadelphia, Philadelphia Women'’s Center (the Women’s Center) takes
patients that other clinics in the area do not serve, including women 16- to
22-weeks pregnant, those with no financial resources, and patients with
complex mental or physical health problems.3*” Women in later stages of
pregnancy travel farther to get to the Women’s Center than other patients.3%®
Moreover, many of the smaller clinics, such as several of the Planned
Parenthood clinics in Reading, York, West Chester, and Warminster provide
abortions only one day per week.

All the providers interviewed for the investigation, representing seven

clinics, were concerned with the scarcity of physicians. Some clinics, like
York Planned Parenthood, have no local physicians.3* Reading Planned
Parenthood has one physician who provides surgical abortions and is shared
with the Allentown and Trenton, New Jersey affiliates.“® He drives three hours
each way to work in Reading.®®! The lack of available doctors also affects the
ability of some clinics to obtain a transfer agreement with a hospital no more
than 30 minutes away, which is required by law.%® The York and Warminster
Planned Parenthood clinics are both in the precarious position of relying on
a single person to sustain this relationship.®® As the CEO of the affiliate that
includes Warminster commented, “[the doctor] is not a youngster. When he
gets too old, we won't have anyone. It's not inconceivable that we’d have to
shut down for some time."4%

The scarcity of doctors is attributed to the lack of trained physicians, fear of
the negative impact of protestors on personal safety and private practices,
and stigma derived from anti-abortion activity. Allegheny Repro has three
physicians, each performing abortions one day per week. When one physician
died unexpectedly in the past year, it was very difficult to find a replacement:
“Young physicians don’t even know how to perform abortions ... maybe they
performed five during their residency ..."4% A doctor concurred: “There are
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fewer and fewer physicians doing abortions in the city of Philadelphia, there’s
a handful, seven at most, who do abortions on a regular basis. | don’t think

it will change. ... | think there would be a big void to fill if | stopped now. I'm
sure there are people willing to step in, but they are not as experienced as

| am.”4% He cited protests and personal safety as key factors: “Let’s face it,
there are physicians who have been killed. It's not just the inconvenience of
protestors.”4” The Women’s Center has two physicians; the clinic faces
difficulties in staffing because they provide second-trimester procedures and
it is difficult to find someone with the necessary surgical skills.4%®

Such stigma against abortion in the medical community is widely perceived by
clinicians. It deters potential providers and further marginalizes those who do
provide abortion services. One physician said, “It's like ‘don’t ask, don't tell’ ...
It's not considered mainstream medicine.”4% Another doctor agreed: “I think,
physicians in general, it's something they prefer not to talk about: they’re
uncomfortable or they don’t want their [practice] group to know they're
pro-choice because they'd be upset.”#° On paper, medical associations

are supportive, but in practice they shy away from the issue of abortion; the
county medical association in Pittsburgh has donated to anti-choice groups.*!!
A physician who has performed abortions since 1966 put it bluntly: “We're
whores. | worked in a hospital for 30 years, | was the busiest gynecologist
there ... No family practice doctor ever referred a patient to me for a hys-
terectomy or a cyst on the ovary. ... Until their daughter gets pregnant, then
we're heroes; after she’s not pregnant, we're whores again. They sent me their
daughters, sisters, wives [but not their patients].”41?

Harassment and Intimidation

Although there are more providers in Pennsylvania than in some other states,
all seven clinics in the investigation have a long history of anti-abortion activity
by abortion opponents and are currently protested at least on the days that
they provide abortions.

Three of the seven clinics—the Women'’s Center, Warminster Planned
Parenthood, and West Chester Planned Parenthood—experienced complete
obstructions of clinic entrances in 2007. In November, the Women'’s Center
was blockaded by Operation Rescue to mark the 20" anniversary of a city-
wide blockade.*3 One hundred abortion opponents blocked the street with
vehicles, including an ultrasound mobile, and barricaded the front door and
emergency exits by sitting in.*# Police locked staff in and out of the clinic and
patients could not be attended to for three hours.*® Clinic staff even brought
patients into their cars to keep warm.*!® Because the clinic had been assured
by police that access would not be a problem, patients started two-day
abortion procedures on the Friday before the Saturday of the blockade.*'” The
director of clinic affairs described sitting in the back of a police car keeping
warm a minor who was 21 weeks pregnant, bleeding, in the middle of the
abortion process and unable to get into the clinic.*'® (See box: The Failure of
Police Response: The Experience of Philadelphia Women’s Center.)
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The steady intimidation and harassment from protestors mushrooms on
Saturdays and during staged events like the “40 Days for Life” campaign.

plegreny Repro 19 sevea uncredprotstors n Sturdays, nluing The Failure of Police Response:
the Experience of the
Philadelphia Women’s Center

clinic, including by putting their arms around women and hanging on to
them; they also stand on a nearby corner and misdirect cars away from the
clinic.#? In York, large groups of protestors directly harass clinic staff*! and
are aggressive towards the police. They have taken video; pushed, shoved,
and elbowed patients; and conducted a “rolling blockade” by stepping one
after the other in front of someone seeking to enter the clinic, creating “an
obstacle course.”#2 At West Chester Planned Parenthood and the Women'’s
Center, protestors yell homophobic and racist slurs,*?3 as well as threats, to
people they believe to be staff: “’You're a pig;’ ‘You deserve to die.”#* In
September 2008, at the Women'’s Center, a protestor took photos of patients
and escorts and told them, “You won't be smiling on your deathbed.”4% |f
the police are absent, protestors always try to get upstairs into the clinic.4?
In November 2008, the Women's Center and the two Planned Parenthood
clinics in Philadelphia that provide abortions had their doors disabled and
stuck closed with spray foam insulation.*?”

Clinics that have buffer zones are able to physically separate protestors from
patients and staff to some degree. Pittsburgh has a buffer zone ordinance
requiring protestors to stay 15 feet away from the clinic entrance. Although
it has made a difference, protestors test its limits.?® About twice a month
the police are called and read the buffer zone ordinance (as provided by the
clinic) to the protestors.#?® In West Chester, the clinic has a parking lot in
front of the building that is private property, so the protestors are confined
to a strip of sidewalk along the street.*® This has not prevented all contact,
however; within the past few years, a protestor with a concealed weapon
pushed an escort down, breaking his wrist. The aggressor was eventually
taken into custody by the police.*3!

All clinics in the investigation take security measures. Nearly all the clinics
have volunteer escorts and four Planned Parenthood clinics (York, Reading,
West Chester, and Warminster) employ off-duty police officers as security
guards.*? Two clinics, York Planned Parenthood and the Women'’s Center,
have a staff person or volunteer dedicated to coordinating security matters.
In York, the security coordinator manages a team of 15 volunteer escorts. 43
A dozen cameras are mounted around the building.*** Video taken by the
clinic has been used as evidence against protestors in lawsuits that the
protestors have brought against the city.**> All the windows on the first floor
are bricked closed to increase safety.#4

Efforts to provide security to staff and patients at the Women'’s Center have been
costly: at least 2,000 hours of management time over the last two years, plus
opportunity costs and financial outlays.**” Despite a huge investment of
resources, the clinic has not been as effective as it would like: “[Tlhe anti-choice
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movement has a lot of energy, people, time, money, and consistency, and our
primary focus is seeing patients and not fighting off protestors. ... and part of it
is that the Philadelphia police have not done an even basic job of enforcing the
law."448

While staff primarily report concern for patients and frustration with protestors,
several clinics have lost or been unable to hire workers because of the strain of
having to cope with harassment and intimidation. One staff member in Reading
would call from across the street to the clinic to arrange for someone to meet her
at the door so that she would not have to confront the protestors alone.*° Staff in
York are affected by slurs, including “racial, weight, and homophobic epithets,
they criticize anything they can think of.”#% In addition to security measures,
anti-abortion activity costs clinics in other ways. At the Women'’s Center, itis a
frustrating distraction and a drain from providing high quality patient care for staff
to spend so much time and energy dealing with the protestors and counseling
patients affected by them. 45! One staff member commented, “You never know
what you are going to come to when you go to work and is that okay?"4%

Many patients are upset by or fearful of encountering the protestors. A woman
interviewed in York described her apprehension: “I thought they would be
farther away. | didn't realize they'd be in my face.”*% Allegheny Repro staff
reported that some women have left the clinic, deterred from getting abortions
by the presence of protestors.®>* A staff member at York Planned Parenthood
made a similar observation: “I've seen patients driving down the street; the
protestors yell at them [in] the car. They don’t come in because they’re so
freaked out.”#%® Some women may eventually return to the clinics, but by then,
they are often either past the gestational limit or unable to afford the additional
expense of the procedure.**® A nurse expressed her frustration that patients
are influenced by the “misinformation” given to them by abortion opponents;
for example, protestors have claimed that a 35-week-old fetus in a photograph
was much younger to frighten the patients.*®” One patient at Allegheny Repro,
a 22-year-old mother of one whose cousin works at the clinic, said, “Protestors
make you want to kill yourself when you leave.”4%8

. X . = . “ The doctors are the bravest, | think. | don’t think the
' . There are fewer and fewer physicians doing abortions ) protestors want me. | could be wrong, but | don’t think that
= In the ciy of Philadelphia, there’s a handful...who do abortions il 'm their target.** W - philadelphia clnic saff member

i on a regular basis. I think there would be a big void to

g e F—-I

fill if | stopped now.*% = | =% Pennsylvania doctgr

Several physicians interviewed experienced targeted harassment, threats, and
vandalism by abortion opponents. One physician who has been extensively
protested at his residences takes a number of precautions.*® He parks away

Liberty Bell, Pennsylvania from the clinic to prevent the tracking of his address through the motor vehicle
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registry. He has an unlisted phone number. He owns a bulletproof vest. He
feels that he is being stalked, as he has moved from town to town followed by
the protestors. When the vandalism started, it “made me feel like | don't know
what they will do.”#6! He has notified the local police about the activity, but
the authorities have said there is nothing they can do as long as the protestors
do not trespass or become violent. One police officer said, “That’s what you
get for what you do.”#%? Another doctor curtails her practice, providing only
medication abortion for fear of her young children and family being targeted
by protestors.#3 A third physician does not feel like the police can protect

him because “they can only respond, they can't initiate, or they would be in
court.”* A doctor who built security features into her new house stated, “It
really pisses me off. I'm a physician. | should not have to live like this.”46%

Legal Restrictions on Abortion

Pennsylvania requires abortion providers to observe the 24-hour mandatory
delay and biased counseling provisions of the Abortion Control Act. These
restrictions have enormous implications for allocation of clinic staff and often
damage the physician-patient relationship.

Although a woman’s own physician could provide the counseling, most
patients do not feel comfortable discussing abortion with their doctors, so they
call the clinic.*®® The Women's Center staff report that they receive feedback
from some patients indicating that patients blame them for the requirement.*’
One physician believes that private physicians are deterred from providing
abortion by the burden of the process and the stigma engendered by the
24-hour requirement.*%® Another pointed out that the mandatory information is
already a required part of obtaining informed consent, as legally mandated for
any medical procedure: “it just binds our hands of how we have to say it.”*°
She noted that it is not necessary for a doctor to provide this information and
that physicians can delegate this duty for more complicated medical proce-
dures than abortion.#7

In order to ameliorate the effect on patients, clinics variously offer a telephone
appointment with a doctor or an in-person group meeting or video viewing

to comply with the restriction. At Allegheny Repro, while the clinic has an
in-person video option, two physicians take calls from women for an hour and
a half twice a week to satisfy the requirements,*! allowing most women who
live a significant distance away to avoid two visits to the clinic.”? The volume
of women calling, however, may result in busy signals; women may also be
unable to make the call during the available times.*’3 The clinic is often forced
to reschedule abortion appointments so women can comply with the 24-hour
delay,** or to turn women away, some of whom do not come back.*’>

Even clinics that attempt to make the required visit meaningful and useful

to women report that many patients face increased costs, stress, travel, and
delay due to the restriction and may delay the abortion for a significant time,
or forgo it altogether, as a result. “It always seems to be a time-sensitive issue,
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a ticking time bomb ... it adds to a chaotic [atmosphere] that has no place

in healthcare.”#’® The lack of providers and the restricted provision schedules
of some clinics, together with the mandated waiting period, can delay women
for a significant period of time: “So, if a patient comes in on Monday, at 10
weeks, four days, and our Friday is full, now she'll be too far along [the clinic’s
limit is 12 weeks]. If she could have had it that day, it would've been fine.”4”
The most vulnerable women are harmed the most (see box: Mandatory Delay
Harms Vulnerable Women). The administrator of the Women’s Center com-
mented on the negative effect of interrelationship of the stigma surrounding
abortion and the waiting period on women: “Patients A, B, and C are just
inconvenienced, but in the big picture, somehow it contributes to the idea that
you are doing something wrong. ... | think that’s very harmful.”47®

INVESTIGATIVE SPOTLIGHT

Mandatory Delay
Harms Vulnerable
Women




640 miles

F3-miles

186\ miles
here is only one abortion clinic in North Dakota, the
Red River Women'’s Clinic (Red River). The Center for
Reproductive Rights interviewed eight staff members,
i three doctors who work at the clinic, and six women
mies - - - . . . -
seeking abortions. Stigma, harassment and intimidation of
doctors in North Dakota are so great that the clinic lacks local
230-miles physicians and all four part-time doctors travel from out of
state. The history of violence in Fargo by abortion opponents
also contributes to this scarcity.
Abortion availability is a significant obstacle to women’s access to services in
North Dakota. Red River, located in Fargo, provides abortions only one to two
. days per week, and covers an extensive geographic area comprising all of
North Da kOta Informatlon North Dakota and parts of surrounding states. Despite an active anti-abortion
legislature, Red River is able to operate in this environment because of the
The state population is 641,481.%” North Dakota is the commitment, ingenuity, and resourcefulness of its leadership and staff. Key
23rd poorest state in the country, with 12.1 percent of its population living factors to the clinic’s continued viability are a roster of security measures, the
below the poverty level.*88 shielding of doctors from harassing encounters, the adaptation of operations
. and expenditure of resources to reduce the effects of the mandatory delay/
\ancy 9.6 per 1,000 women aged 15-44 obtained biased counseling law on patients, and vigorous efforts to maintain a sound
abortlonslm North Dakota in 2005’, representing 11 percent of all relationship with local police and businesses.
pregnancies in the state that year.*°
24-hour delay and biased counseling law requires mandated infor-
mation to be given by a performing or referring physician or physician’s “ ) .
agent. The harm to doctors and providers is a human
State-produced written materials may be requested from the depart- - - - .. .
BT e ° rights issue. Controlling the number, the timing of children
Requirement that abortions after 12 weeks of pregnancy be performed is a basic human right_494 ” - Fargo clinic administrator

in a licensed hospital**> was permanently enjoined by a federal court
in 1983.4%8
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Availability of Abortion in North Dakota

Red River has been the only provider in the state since February 2001, when
the Fargo Women'’s Health Organization (Fargo Women'’s) closed.*® Finding
physicians to work in the clinic has been a major obstacle.*®® The clinic has
four physicians who fly in from the Twin Cities or Denver; one retired in May
2009, another is shared with Planned Parenthood in Sioux Falls, and a third
only fills in for absences of the others. They have never had any local
physicians. “There are a handful of doctors in this area who have served this
area—North Dakota, South Dakota, Minnesota.”*%” Jane Bovard, co-founder
and co-owner of the clinic, who has worked in abortion services in Fargo
since 1981, identified two reasons for this: 1) a medical community model
where most doctors work in large clinics attached to hospitals and need board
approval to take on other work; and 2) physicians’ fears, in this small commu-
nity, that they would be harassed at their homes and offices by protestors.

Protestors have been very visible at the clinic, at Jane Bovard’s house, and
in the local media for many years. Picketing may have both direct personal
and family consequences on physicians and potentially devastating financial
impact on a practice if it is boycotted.*%®

Women typically come to Red River from a five- to six-hour radius, includ-
ing parts of Minnesota and South Dakota.**® Many have limited financial
resources. Because the clinic is the sole provider in North Dakota and offers
abortions only one or two days each week, women typically have to wait one
to two weeks for an appointment.3® Were the clinic to cease performing abor-
tions, all interviewees stated that the harm would be dire, even unimaginable.
Women would travel up to eleven hours to Minnesota,*! attempt to self-
induce,3? or carry to term.®% “It would be a step backward for women.”50*
This would compound a situation where distance and travel, lack of finan-
cial resources, and the need to evade stigma through secrecy are already a
source of delay for women, who may not know how advanced their pregnancy
is as they are making arrangements to obtain an abortion.®%® As it is, some
women have come to the clinic past the gestational limit and have had to
organize yet again to go somewhere else.5%

Harassment and Intimidation

There are abortion opponents at the clinic every day on which abortions are
performed. While blockades and violence have dramatically decreased in
Fargo, the history of clinic violence influences staff vigilance and the measures
taken to protect physicians, staff, and patients (see box: The Legacy of Clinic
Violence in North Dakota). The clinic is in a commercial neighborhood of
Fargo; a green carpet slightly larger than a doormat demarcates clinic property
from the public sidewalk. A sign on the door states that trespassing onto the
mat is a federal crime.
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Since mid-2007, protestors at the clinic have become louder and more
aggressive, getting in the way of patients and calling the police and making
up complaints, such as claiming there is an unaccompanied minor in the
clinic.®” For the most part, protestors are a core group of regulars with
changing leadership, augmented at least once per year in the fall by a larger
group at events such as the “40 Days for Life” campaign in 2007 and 2008,
and by massive prayer demonstrations put on every year by the Catholic
Church.®% The clinic’s administrator reports, “They all know my name and
who we are. ...It's the unfamiliar faces that are concerning.”>% Usually
protestors sing, pray, try to engage patients with pamphlets and conversation,
berate staff for working at the clinic, insult women, and try to dissuade them
from having abortions. One has taken pictures from a corner near the clinic
and put police crime scene tape around the building to keep patients from
coming in;3'° protestors have also stood on the green mat and held the front
door open, which prevented the clinic from buzzing patients inside.5!!

There is only one abortion clinic in North Dakota,
the Red River Women’s Clinic in Fargo.
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The clinic’s security is a product of the lessons learned from the experiences
of Fargo Women’s.®'” The clinic has an interior locked door at the bottom

Th e Lega cy Of of a stairwell and patients and visitors must have an appointment, identify

themselves, and be buzzed in. This is to prevent clinic invasions; the last one

- - - - was four or five years ago.®® The clinic has an alarm system and security
c I I n I c VI 0 I e n c e I n cameras and a stun gun is kept at the front desk.>*® The building is sound-
proof and there are no windows.3?° During the “40 Days for Life” in 2008,
N 0 rth Da kOta the clinic solicited volunteer escorts from the community and hired a head
escort.®?! The escorts have been so successful in terms of protecting and
reassuring patients (and staff) that they have continued after the end of the
anti-abortion campaign.5??

In order to feel safe from protestors, physicians take steps to safeguard their
identities and contact information, such as having post office boxes and
unlisted phone numbers. A clinic staffer picks up each doctor at the airport
and brings her into the clinic: “I always look up, | always look around to see
who could be a sniper on the building. It made me realize that | would jump
right in front of the doctor. It scares me to this day ... [ilt's the lives of the
doctor[s].”®?® One doctor reported that, although the aggressiveness of anti-
abortion activity—and the consequent real and perceived threat of violence—
has decreased over the years, she did still feel it. “I have a new bulletproof
vest ... just the fact that | have it.”5%*

Legal Restrictions on Abortion

Red River has survived the constant onslaught of barriers by fighting or finding
solutions to obstacles to provision, and in being willing to take on additional
burdens to ameliorate the effects on women’s access to services. Along with
Fargo Women'’s, the clinic has challenged laws restricting abortion, result-
ing in changes that have made the laws a little easier to implement and less
onerous for patients. Jane Bovard commented, “In a way North Dakota being
a testing ground [for restrictions] is bad, but it's also good because they pass
laws before they get savvy about it.” The clinic’s reputation for compliance is
protective—"“We've turned women away if we think we can’t comply.”%?® On
the other hand, an anti-abortion legislature means that “[wlomen’s voices
are squelched. We need to hear more on women’s healthcare and access to
healthcare without interruption. We have legislative work to do.”5%

When it first passed, the mandatory delay and biased counseling law was
challenged by Fargo Women’s as unconstitutional; though this challenge
failed, the federal appeals court agreed with the state Attorney General that
the mandated information could be given over the phone.5?” The restriction
nevertheless requires the hiring of an additional full-time staff person®® and
causes a week’s delay for patients who call within 24 hours of the once-weekly
abortion session. %° Everyone agrees that there is no medical reason for the
restriction. The purpose of the law is to interfere with women’s decision to
have an abortion, harass them,° and force them to defer obtaining the pro-
cedure: “You have to have all your ducks in a row to get here ... There's only a
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It should be that you come in to the doctor’s office and you're here for
a cold and someone else for an abortion and someone else for high blood
pressure...l don’t think doctors are different from the general population.
They don’t know what is normal, what’s not normal. Like for a follow-up,
they don’t know what they are supposed to be seeing, or could see, after

v

an abortion.>3* - North Dakota doctor .

certain amount of time in pregnancy to do this.”3! One physician noted some
women end up passing the gestational limit for the procedure.®®? She said, “It
boils down to the same thing—the determination of women and the dedication
of doctors. Those who propose [restrictive] laws are against abortion in any
way, shape, or form.”s33

Stigma Surrounding Abortion in the Medical

and General Communities

Pervasive and persistent stigma around abortion exist in both the medical

and general communities in North Dakota, producing a scarcity of providers,
creating reluctance in some staff to disclose where they work, and largely
silencing those who support abortion rights. One physician attributes stigma in
the two communities to the same source:

“I think it's the unknown. ... Abortion is not part of healthcare, it's not done by
your own doctor, women have to travel and go to special clinics. It's something
different, it's not mainstream, it's isolated. It should be that you come in to the
doctor’s office and you're here for a cold and someone else for an abortion
and someone else for high blood pressure. The idea of it not being healthcare,
not being common--which it is. The idea that it's unsafe--which it isn't. When
it's in the news, it's something bad has happened, which is actually rare. |
don’t think doctors are different from the general population. They don’t know
what is normal, what’s not normal. Like for a follow-up, they don’t know what
they are supposed to be seeing, or could see, after an abortion.”%3*

In addition to fear of community reprisal, practice partners’ refusal to allow the
provision of abortion is another obstacle that deters physicians from providing
services.>® One of the women interviewed pointed out that her physician is
pro-choice but is unable to prescribe a medication abortion for her because
“his hospital directors look down on this.”53¢

Interviewees see a mix of views on abortion in Fargo, and to a lesser extent,
in the rest of more conservative North Dakota. Everyone interviewed thought
there is some community support in and around Fargo for the clinic itself—
expressed by cards, letters, the range of people volunteering as escorts,
donations, state and local women'’s networks, a student pro-choice group
on one university campus, and “the fact that we're still here.”®3” Several felt
that there is significant support, but that it was silent because of widespread
social stigma:53® “A woman, in her 50s, drove up during the ‘40 Days’ and
gave a $50 check; she said, ‘I’'m part of the silent majority.””>3° Because
abortion opponents are so loud, those who support abortion feel isolated
and alone in their support;>* “[flrom this region, you feel you have to be in
the closet.”®*! The lack of visible support fails, therefore, to counter the very
visible anti-abortion protestors.>*

'Fargo, North Dakota
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127\miles

s a result of legal restrictions imposed on Missouri

by an active legislature, and the deterrent effects of
intimidation and persistent stigma, women in Missouri
depend on only two clinics and one private practice
for abortion services. The Center for Reproductive Rights
interviewed twelve staff and physicians and three women at
the three providers. Two providers are on precarious footing,
in large part due to the state’s ASC law, which is temporarily
enjoined with respect to all three. Should it take effect,
Missouri could have one remaining abortion clinic.

31tmiles

Because of the stigmatization of physicians who provide abortions in the

. . . medical community and the ongoing threat of intimidation, administrators at
M ISSOUri Informatl on two of the clinics (including the largest and the only second-trimester provider)
rely on medical residents and volunteer doctors to provide services. Economic
pressures, linked to stigma, also deter physicians from performing abortions.
Harassment and intimidation are particularly acute at Planned Parenthood
in St. Louis, requiring a consistent outlay of scarce resources to decrease the

6.9 per 1,000 women aged 15 — 44 obtained harms to patient access and staff morale.
abortions in Missouri in 2005, representing 8 percent of all pregnancies in

the state that year. Of the 47 states with reported data, Missouri ranked 41t Availability of Abortion in Missouri
in the rate of abortions.5%

The state population is 5,911,605.5* Missouri is the 191"
poorest state in the country, with 13 percent of its population living below
the poverty level.>*

Three abortion providers serve Missouri and the surrounding states: Planned
Parenthood in St. Louis, Planned Parenthood in Columbia, and a private pratice
24-hour mandatory delay and biased counseling law that requires outside of St. Louis. All three provide healthcare services in addition to abortion.
physician-provided counseling.5#

ASC requirement that any facility providing five or more first-trimester St. Louis Planned Parenthood serves women from hundreds of miles away in
abortions and any later abortions become a licensed ASC5 is at least half a dozen states, in part because it provides second-trimester proce-
temporarily enjoined.5* dures.*® Columbia Planned Parenthood serves women “from every direction,”
Licenses for “abortion facilities” are required.5* including many from three to four hours away in Springfield, Missouri, and
Arkansas.®®! This is primarily because it is the closest provider, and despite the
fact that women have to wait a minimum of nearly a week for an appointment
because the clinic provides only one evening per week and the schedule is
almost always full.®>? The third Missouri provider is a solo gynecologic practice
with one physician; women come from all over the state and lllinois for abortion
services.5®3
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PEOPLE THINK THERE

ARE CERTAIN CASES
WHERE [ABORTION]

SHOULD BE LEGAL

BUT WOULD RATHER NOT KNOW ABOUT IT
OR HAVE ANYTHING TO DO WITH IT - wissouri doctor

There is a shortage of physicians willing to provide abortions in Missouri.

The sole physician at the only private practice actively providing abortions in
the state is 69 years old.%®* Columbia Planned Parenthood relies on a resident
at the medical center at the University of Missouri.5%® The clinic has only been
able to provide abortion services because medical residents organize them-
selves to find a provider for the clinic, usually for a one-year stint.5% St. Louis
Planned Parenthood is reliant in part on the residency training program
established in the past two years at nearby Barnes-Jewish Hospital at
Washington University Medical Center.5%” Their primary providers are part-time
at the clinic and at least one travels from out of state. In order to meet the
biased counseling requirement for over 6,000 patients a year, the clinic
recruits and must accommodate the schedules of volunteer doctors.558

If any of the three clinics were to stop providing abortions, the harm would be
devastating for women. Hope Clinic in Granite City, lllinois, across the river
from St. Louis, would not be able to accommodate the large caseload of St.
Louis Planned Parenthood. Poor women, in particular, would be harmed:

“Whenever there are more restrictions, women who have means go and get
abortions and the women who are penalized are the women who have very
little in terms of financial resources and family support. | take care of a lot of
women who come from four hours away and have no car. A friend has to drive
them. Or they have a two-day procedure and have to stay overnight and pay
for lodging. Later ... abortions would be particularly affected—usually women
are presenting in the second trimester because they didn’t know where to go
or they didn’t have transportation.”%°

Stigma in the Medical and General Communities

Stigma from local medical and general communities place immense
economic, professional, and personal pressures on physicians that deter them
from performing abortions.

Physicians fear that being identified as an abortion provider will solicit verbal
or physical attacks and picketers, in turn affecting their incomes, careers,
and families.®®° One physician at St. Louis Planned Parenthood knows

local doctors who are trained in abortion, but choose not to perform them
because any association with abortion potentially brings picketing and criti-
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cism, which may cause them to lose patients.%! The solo praticioner, who
provides a range of gynecologic services, said that performing abortions
has been costly for him because of the damage to his reputation.®? Only
a half-dozen or so colleagues refer patients to him for any procedure.
Some doctors in his community will not speak to him: “I’'m sure they
would interfere with me any way they could, if they could.”%63

One nurse thinks that the lack of providers in Missouri potentially has had a
lot do with the stigma of being labeled an “‘abortion doctor’” or an “‘abortion-
ist.””%64 Moreover, legal restrictions on abortion create exceptionalism and
result in abortion being perceived as sub-standard care and illegitimate. A
physician who also works at a local hospital remarked that, “If it was norma-
tive, they wouldn'’t think about it.”%%° Over half of the labor and delivery nurses
at the hospital opt out of abortion care; “[ilt's not seen as a valid healthcare
service the way other things that we do are.”®® A nurse practitioner says flatly,

“They perceive it as shoddy care.”%’

Abortion is also stigmatized in the broader population. More than half

of those interviewed thought that there was local community support for
abortion services where providers were located, in the St. Louis area and
Columbia. Several interviewees asserted that the state as a whole, however,
is politically and religiously conservative.%® Most characterized the existing
support for abortion services as quiet and less public than the opposition,
noting in particular that local Catholic churches in St. Louis are outspoken

in opposing abortions. %° Others were even less positive, remarking that

“it's one of those things where people think there are certain cases where it
should be legal, but would rather not know about it or have anything to do
with it. | think people have a lot of misperceptions about who gets an abortion
and why they do. My guess is that in the Midwest, the South, it's worse [than
in other parts of the country].”57°

Harassment and Intimidation

St. Louis Planned Parenthood, the facility that provides the most abortions
in Missouri, is the clinic most affected by anti-abortion activity. The clinic
has protestors on four to five out of the six days per week that it performs
abortions. The clinic has a group of up to a dozen regular protestors, which
grows to 50 to70 on Saturdays.®’! One protestor wraps 20-30 large signs
around trees, hydrants, and lampposts along the building,% in violation of
local law. Protestors use bullhorns®”® and walk slowly across the driveway
entrance to block access and tell drivers to open the windows so they can
hand in literature.5”# On the Saturday closest to the anniversary of the Roe v.
Wade decision each January, there are typically 400 to 500 protestors led by
the local Archbishop.%”®

Protestors know many of the staff by name and title, and know where they

live.5’® Several staff described a man who regularly walks beside them quoting
scripture and a woman who yells slurs and epithets and takes photos of staff
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and of patients’ cars.5”” Because of the layout of the facility, which has a
separate, gated parking lot for staff across the street, clinic workers can be

dily identified b h h hey walk in, saying th I t' d t' d H t
they have “blood on e hands® and comarking "yourve g0t 10 keep oLt niamidation an arassmeinnt:
strength up for killing babies.”578 0 n e Staff M e m b e r1s

Anti-abortion activities at abortion providers have shaken some women'’s trust -
in the medical care that they come to receive. At the private practice, patients E

are scared by the lies that protestors tell regarding the safety, risks, and nature Xp e rl e n c es
of abortion. Patients have asked if the clinic’s surgical instruments are
sterilized. One woman wanted to know “’if they were going to stick a knife up
inside her.”57 QOthers are intimidated by protest activity®° and worry about
protecting their identities.%®! The surgical center coordinator at St. Louis
Planned Parenthood has observed that on some days when there are more
protestors, the no-show rate for procedures and counseling goes up.? She
noted that this can seriously harm women who are on the verge of a fee
increase due to increased gestational age, or close to the gestational limit.

Patients may be temporarily deterred or delayed, drive around the block when
they see the protestors, call for advice, or reschedule to another day.%3 Routine
intimidation and harassment—"a kind of behavior I'm not sure we would find
acceptable in other settings, as a citizenry”%*—also has significant effects on
staff (see box: Intimidation and Harassment: One Staff Member’s Experiences).

Legal Restrictions on Abortion

Missouri’s legislature regularly produces new anti-abortion restrictions every
year. In the 2009 legislative session, 19 such bills were introduced. One
physician remarked that the laws are not only intended to limit women'’s
access to abortion services, but also designed to “intimidate doctors away
from providing abortions.”®® These laws achieve this result by creating hoops
that are too onerous for providers to jump through, effectively discouraging
private practitioners from providing.¥” Additionally, they target and marginalize
physicians who provide abortions.588

Mandatory Delay and Biased Counseling

One particularly burdensome legal requirement is that mandated counsel-

ing must be provided by physicians. An administrator said, “I feel like we are
still operationally struggling with it. It takes a lot of extra scheduling of people,
extra energy, to figure out how to make it work for patients and for us, and to
be in compliance. The building was built for a certain occupancy and now it's
doubled with the two visits and we have limited hours of operation.”%° A doctor
characterized the restriction as having “enormous impact” and said that the St.
Louis clinic serves fewer patients than it would but for this mandate.>®

Most providers interviewed were vehement in their condemnation of the
mandatory delay and biased counseling restriction as a hurdle intended to
dissuade women from obtaining abortions. The information a woman should
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receive to be medically informed is available without the mandatory counsel-
ing.5°! According to the St. Louis doctor, who has been performing abortions
since 1969, the idea that a woman might change her mind in 24 hours is
absurd: “I've never believed women seek abortions on a willy-nilly basis. It's
a deeply thought-through and troubling decision.”%%?

St. Louis Planned Parenthood attributes an upward trend in the number of
mid-first trimester and second trimester abortions at the clinic to the informed
consent requirement.3® The vast majority of women seeking abortions must
make two in-person visits. One patient educator gives the example of a
homeless woman in a shelter in St. Charles, 45 minutes away from St. Louis.
She has to arrange to come twice to the clinic, which he characterizes as
“almost prohibitive.”** A physician pointed out that there are very few provid-
ers in Missouri and the Midwest, and there are women who can only travel on
the weekends; they must wait a week between the two visits. Delay is routine
at Columbia Planned Parenthood because “basically there is a two-hour
window on Sunday before the [Thursday] appointment they have to speak
with [the doctor, by phonel.” As a result of the limited time for counseling
appointments, women are delayed almost every week; most reschedule,
others travel to St. Louis or Kansas City, Kansas.5%

Ambulatory Surgical Center Requirement

Missouri is the first state in the country to require that first-trimester abortion
providers be licensed as ASCs. There is no medical reason for the restriction,
which even applies to medical abortion. Columbia Planned Parenthood’s
administrator points out that the clinic does not offer sedation or go past the

One patient educator gives the example of a homeless
woman in a shelter in St. Charles, 45 minutes away from St.

Louis. She has to arrange to come twice to the clinic. which he first trimester, when abortion is at its safest.>*® The doctor in solo practice
. - e » 594 . stated, “It doesn’'t make sense. Anything requiring an ambulatory surgical
characterizes as “almost pI'OthItIVG. center will go there. ... If you can perform five [abortions] in the office and the

sixth one is illegal—it doesn’t make sense. We do a lot of surgical procedures
in this office, hysterectomies ... and they are just restricting one. It seems
political.”%”

While the ASC requirement is unnecessary, the cost of meeting it is prohibi-
tively expensive. The private provider would be unable to provide abortions if
it undertook the necessary extensive and costly renovations.>® The law makes
the practice’s integrated model of reproductive healthcare nearly impossible
in Missouri, leaving women with little opportunity to obtain this type of service.
Columbia Planned Parenthood is currently taking contractor bids to determine
whether it will be able to renovate the facility where it has been located for
twenty years in order to meet the ASC standards.?*

Should the law take effect, given the costs and difficulties of renovating

to meet the requirements, Missouri could be left with only one provider of
abortion in the entire state, St. Louis Planned Parenthood. It is licensed as
an ASC, having had the foresight as a second-trimester provider to meet

those requirements when it bought and renovated its current facility.5® e
Rural road, Missouri
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The Center for Reproductive Rights encourages the
government at all levels to adopt and enforce measures

to improve the safety of providers and to eliminate
laws that impede their work.

CONCLUSION

Moreover, the tactics of intimidation, harassment, and legal activism that
anti-abortion activists use are dynamic, constantly reinventing themselves in
new forms that burden abortion providers. The stigma surrounding abortion

is well-rooted in society and requires consistent effort and vigilance to change
the beliefs and norms that anchor it. Urgent action is required to recognize
abortion providers as human rights defenders. Advocates and policymakers at
all levels must pursue remedies to promote and protect the rights of providers
and hold perpetrators of violations accountable.e
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RECOMMENDATIONS

To State and Local Governments

Lawmakers

« Adopt resolutions recognizing reproductive healthcare workers, including
abortion providers, as human rights defenders

= Adopt resolutions recognizing that access to a full range of reproductive
health services, including abortion, is a human right

+ Pass laws and ordinances protecting clinic access and ensuring the safety
of abortion providers and patients, such as buffer zones, noise and signage
restrictions and residential picketing prohibitions

* Repeal mandatory delay and biased counseling laws

* Repeal TRAP laws and regulate abortion providers in the same manner as
other medical care providers

Police

* Enforce court orders granting injunctive relief or other protections to
abortion providers

« Cooperate with federal agents on alleged FACE violations

= Enforce local laws and ordinances to protect abortion providers from intimi-
dation and harassment, including harassment, stalking, trespass, signage,
noise, and permit laws

¢ Ensure that officers are trained and have supervisory support to enforce
ordinances and laws protecting abortion providers

To the U.S. Government

* Recognize the special role of human rights defenders, including reproduc-
tive health workers who provide abortions, in ensuring reproductive rights
as human rights
»  Implement national laws and guidelines reflecting international

obligations to protect human rights defenders

* Repeal federal funding restrictions on abortion, including the Hyde
Amendment

Department of Justice

* Devote additional resources to provide training for and improve cooperation
between federal, state, and local law enforcement agencies in responding
to violence and threats of violence directed at abortion providers
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* Devote additional resources to enforcing the Freedom of Access to Clinic
Entrances Act and related federal statutes

To United Nations Special Rapporteurs

¢ Speak out against violations of reproductive rights as fundamental human
rights violations

* Promote respect for reproductive rights defenders by highlighting the
importance of their work globally, including in the U.S.

° Issue communications to the U.S. government concerning individual
defenders of reproductive rights, particularly U.S. abortion providers who
face persecution or heightened risk because of their work as defenders
» Follow up with the U.S. government to ensure that mechanisms are

designed and implemented to address root problems of gender
discrimination and the stigma surrounding abortion and to ensure
that defenders who are harmed receive appropriate remedies

To the Medical Community

* Support and create measures to increase the number of physicians
performing abortions, including by teaching abortion in medical school
curricula, clinic rotations, and residency programs

¢ Advocate the repeal of laws restricting abortion, such as mandatory delay
and biased counseling laws and TRAP laws

* Adopt resolutions supporting abortion providers and condemning
the stigmatization of abortion and violence and harassment of health
workers providing abortion

To Non-Governmental Organizations

¢ Educate the public and policymakers on access to reproductive
health-care as a human right and abortion services as an integral part
of women'’s healthcare

* Support abortion providers in order to reduce stigma and secure the
safety of clinic staff and women seeking abortion services, including by
assisting with the recruitment of clinic escorts and other volunteers and the
documentation of evidence of potential legal and human rights violations

Urgent action is required to recognize abortion providers
as human rights defenders, to protect their rights and
to hold those who perpetrate violations accountable.
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V at 152 (2000) (noting the
Convention requires States
parties to consider how racial
discrimination affects women
differently than men and to
take a gender approach in its
implementation).

CEDAW, art. 12.
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58

59

61

62

63

CEDAW, arts. 10(h), 16.1(e);
Beijing Declaration and Plat-
form for Action, 19 106(f),
107(e), 223; ICPD Pro-
gramme of Action, Principle
8,117.2,7.3,7.45.

KL v. Peru (1153/2003), 1
6.4, U.N. Doc. CCPR/C/85/
D/1153/2003 (2005); 13
IHRR 355 (2006).

Roe v. Wade, supra note 26.
INTERNATIONAL COALITION

oN WomeN HumMAN RIGHTS
DEeFENDERS, CLAIMING RIGHTS,
Craiming JusTice: A GUIDEBOOK
oN WoMmeN HumMAN RIGHTS
Derenpers 15 (Chiang Mai,
Thailand, 2007) (defining
women’s rights defenders

as “women’s human rights
defenders include women
active in human rights
defence who are targeted for
who they are as well as all
those active in the defence
of women’s rights who are
targeted for what they do.”)
Hina Jilani served from
2000-2008 as the Spe-

cial Representative of the
Secretary-General on the
situation of human rights
defenders. Her mandate was
renewed once by the Com-
mission on Human Rights in
2003, and again by the Hu-
man Rights Council in 2007.
In March 2008, the Human
Rights Council continued the
mandate for another three
years and appointed Marga-
ret Sekaggya the new Special
Rapporteur on the Situation
of Human Rights Defenders.
See, e.g., Human Rights
Council, Report Submit-

ted by Ms. Hina Jilani, the
Special Representative of the
Secretary-General on Human
Rights Defenders: Promotion
and Protection of Human
Rights Defenders, 58" Sess.,
para. 90-92, U.N. Doc. E/
CN.4/2002/106 (2002); Hu-
man Rights Council, Report
submitted by the Special
Rapporteur on the situation
of human rights defenders,
Margaret Sekaggya: Ad-
dendum: Summary of cases
transmitted to Governments
and replies received, 10th
Sess., para. 559, U.N. Doc.
A/HRC/10/12/Add.1 (2009).
Report of the Special Rep-
resentative to the Human
Rights Council, 4th Sess.,
Provisional Agenda Item 2,
155, U.N. Doc. A/HRC/4/37
(2007); Report submitted by
the Special Rapporteur on
the situation of human rights
defenders, Margaret Sekag-
gya, Addendum, 10th ses-
sion, Agenda ltem 3, 1 559,

64

65

66

67

68

69

70

U.N. Doc. A/HRC/10/12/
Add.1 (2009).

Report submitted by the
Special Rapporteur on the
situation of human rights de-
fenders, Margaret Sekaggya,
Addendum, Tenth session,
Agenda Item 3, 1592, U.N.
Doc. A/HRC/10/12/Add.1
(2009).

Report of the Special Rep-
resentative of the Secretary-
General on Human Rights
Defenders, Hina Jilani: Mis-
sion to Nigeria, 62nd Sess.,
Provisional Agenda Item
17(b), 186, U.N. Doc. E/
CN.4/2006/95/Add.2 (2006)
(expressing concern that

in Nigeria “[o]rganizations
working on reproductive
rights and health issues have
been subjects of slander
campaigns and attacks
against them”) [hereinafter
Report of the Special Repre-
sentative on her Mission to
Nigerial

Committee Against Torture,
Nicaragua: Observaciones
finales del Comité contra la
Tortura [Concluding Observa-
tions: Nicaragual, 42™ Sess.,
918, U.N. Doc. CAT/C/NIC/
CO/1 (2009), available at
http://www2.ohchr.org/eng-
lish/bodies/cat/docs/cobs/
CAT.C.NIC.CO.1_sp.pdf.
Press Release, Human
Rights Watch, Ethiopia:

New Law Ratchets up
Repression (Jan. 8, 2009),
http://www.hrw.org/en/
news/2009/01/08/ethiopia-
new-law-ratchets-repression
(last visited May 22, 2009);
Human Rights Watch, Let-
ter to the European Union
on their Disappointing
Reaction to the Ethiopian
NGO Law (Feb. 10, 2009),
http://www.hrw.org/en/
news/2009/02/10/letter-
european-union-their-disap-
pointing-reaction-ethiopian-
ngo-law (last visited May 22,
2009).

Letter from Santiago Canton
and Victor Abramovich to HE
Norman Calderas Carde-
nal, Nicaraguan Minister

of Foreign Affairs (Nov. 10,
2006), available at http://
www.reproderechos.org/pdf/
index_nicaragua_english.pdf.
Committee Against Torture,
supra note 66, at 11 16, 18.
CENTER FOR REPRODUCTIVE
RigHTS, LiKHAAN, & REPROCEN,
IMPOSING MISERY: THE IMPACT OF
MANILA’S BAN ON CONTRACEP-
TioN 27-30 (2007) available
at http://reproductiverights.
org/sites/crr.civicactions.
net/files/documents/Philip-
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71

72

73

74

75

pines%20report.pdf.

See Report submitted by
the Special Representative
of the Secretary-General

on human rights defend-
ers, Hina Jilani, 4" Sess.
paras. 70-72, U.N. Doc. A/
HRC/4/37 (2007) (reporting
that since the establishment
of her mandate, the Special
Representative has sent 36
communications to countries
in all regions concerning the
right to health and has raised
issues ranging from threats
to health providers treating
civilians in the Occupied
Territories to those assisting
people living with HIV/AIDS
in China); Report Submit-
ted by Ms. Hina Jilani, the
Special Representative of
the Secretary-General on the
Situation of Human Rights
Defenders, pursuant to the
Commission on Human
Rights resolution 2000/61,
59th Sess., Provisional
agenda item no. 17(b); 1 50,
U.N. Doc. E/CN.4/2003/104
(Jan. 3, 2003) (explaining
that “human rights defend-
ers in such capacities as
medical personnel ... make
essential contributions to the
achievement of [the Mille-
nium Development] goals.”)
See Report Submitted by
the Special Representative
on Human Rights Defend-
ers, Hina Jilani, 4th Sess.,
Provisional Agenda Item 2,
2007, 919 70-72, U.N. Doc.
A/HRC/4/37 (2007).

Report submitted by the
Special Rapporteur on

the situation of human
rights defenders, Margaret
Sekaggya, Addendum,

10th Sess., Agenda ltem 3,
9 1200-03, U.N. Doc. A/
HRC/10/12/Add.1 (2009);
Report Submitted by the
Special Representative of
the Secretary-General on the
Situation of Human Rights
Defenders, Hina Jilani,

7th Sess., Agenda Item 3,
991 1080-83, U.N. Doc. A/
HRC/7/28/Add.1 (2008).
Report submitted by the
Special Rapporteur on the
situation of human rights
defenders, Margaret Sekag-
gya, Addendum, 10th Sess.,
Agenda ltem 3, 1941, U.N.
Doc. A/HRC/10/12/Add.1
(2009).

Report Submitted by the
Special Representative of
the Secretary-General on the
Situation of Human Rights
Defenders, Hina Jilani,

7th Sess., Agenda ltem 3,
91 283-88, U.N. Doc. A/

76

77

78

79

80

81

82

83

84

85

86

87

HRC/7/28/Add.1 (2008).

In calling on Nicaragua to
repeal a law criminalizing
the provision of abortion
where necessary to preserve
a woman'’s health, the Com-
mission explained that the
law “hinders the work of
health care professionals,
whose mission is to protect
the lives of their patients and
provide them with adequate
treatment,” therefore
“endangerling] women’s
lives as well as their physical
and psychological integrity.”
Letter from Santiago Canton
and Victor Abramovich to HE
Norman Calderas Carde-
nal, Nicaraguan Minister

of Foreign Affairs (Nov. 10,
2006), available at http://
www.reproderechos.org/pdf/

index_nicaragua_english.pdf.

Declaration on Human
Rights Defenders, art. 7
(stating “[e]veryone has the
right, individually and in
association with others, to
develop and discuss new
human rights ideas and
principles and to advocate
their acceptance.”).

U.N. High Commission for
Human Rights, Commission
on Human Rights Resolution
2003/64 (Apr. 24, 2003),
available at http://www.un-

hchr.ch/Huridocda/Huridoca.

nst/TestFrame/a8d8d5bafc6
c0leacl256d24003273e4?
Opendocument (last visited
June 3, 2009).

Interview with Anonymous
Pennsylvania Staff Member
#5, by telephone, Nov. 24,
2008.

Interview with Elizabeth
Barnes, by telephone, Dec.
19, 2008.

Interview with Gerri Laster, El
Paso, Texas, Dec. 10, 2008.
Interview with Anonymous
Pennsylvania Doctor #3,
York, Pennsylvania, Dec. 5,
2008

Interview with Abby Johnson,
Bryan, Texas, Dec. 8, 2008.
Interview with Marisa, Phila-
delphia, Pennsylvania, Dec.
4, 2008.

Interview with Anonymous
Pennsylvania Woman #1,
Philadelphia, Pennsylvania,
Dec. 4, 2008.

Interview with Anonymous
Pennsylvania Woman #6,
Pittsburgh, Pennsylvania,
Dec. 3, 2008

KAISER FAMILY FOUNDATION,
Kaiser CommIsSION N MEDICAID
FacTs: MEDICAID AND THE
UNINSURED (2008), http://
www.kff.org/medicaid/
upload/7235_03-2.pdf (last

88

90

91

92

93

94

95

96

97

98

99
100

101

visited May 28, 2009).
Jones, supra note 24, at 14.
KAISER FAMILY FOUNDATION, IN-
DIVIDUAL STATE PROFILES, http://
www.statehealthfacts.org/
profile.jsp (last visited Mar.
30, 2009).

Eighteen to 35 percent of
women end up carrying to
term, according to studies.
Heather Boonstra, The Heart
of the Matter: Public Fund-
ing for Poor Women in the
United States, 10 GUTTMACHER
Pouicy Review 12, 16 (2007).
Interview with Texas Anony-
mous Woman #4, McAllen,
Texas, Dec. 10, 2008.
Interview with Anonymous
North Dakota Woman #2,
Fargo, North Dakota, Nov.
12, 2008.

Interview with Anonymous
North Dakota Woman #4,
Fargo, North Dakota, Nov.
12, 2008.

Interview with Anonymous
Pennsylvania Doctor #6,
Reading, Pennsylvania, Dec.
16, 2008

Arietta v. City of Allentown,
No. 04-CV-05306, 2007 WL
2071671, at *3 (E.D. Pa.
July 12, 2007); Arietta v. City
of Allentown, No. Civ.A.04-
226, 2004 WL 1774623
(E.D. Pa. Aug. 9, 2004).
CRR invited AWC to partici-
pate in the investigation, but
the clinic was unable to do
so due to the ongoing litiga-
tion.

Jennifer Boulanger, Op-Ed.,
...But Allentown Protesters
are Impeding Access Now,
THE MorNING CALL (Allentown,
Pennsylvania), Jan. 22,
2008, at A9.

Allentown Women'’s Center,
Information About Protest-
ing Activity at the Allentown
Women's Center, Center for
Reproductive Rights per-
sonal communication with
Jennifer Boulanger, Oct. 7,
2008.

Id.

See Kuhns v. City of Al-
lentown, NO. 08-CV-2606
(Docket) (E.D.Pa. Jun. 4,
2008). See also Kuhns v.
City of Allentown, No. 08-
cv-2606, 2009 WL 902334
(E.D.Pa. Mar. 31, 2009)
(granting in part and denying
in part defendants Allentown
Women'’s Center and Jen-
nifer Boulanger’s Motion to
Dismiss).

Jennifer Boulanger, Admin-
istrator, Allentown Women’s
Center, Supplemental
Testimony for the Thematic
Hearing on Women’s Human
Rights Defenders Before the
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104

105
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107

108

109

110

111

112
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114

115

116

117
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119
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121
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Inter-American Commission
on Human Rights, (October
28, 2008).

Interview with Holly Peterson,
Birmingham, Alabama, Nov.
20, 2008.

Interview with Amy Hagstrom
Miller, Austin, Texas, Dec.
12, 2008

Interview with Larissa Lind-
say, Houston, Texas, Dec. 8,
2008.

See “The Evolving Nature of
Intimidation and Harass-
ment: Lawsuits by Protes-
tors,” Findings Across States,
Section 2. A blog run by this
protestor, John Dunkle, was
responsible for driving at
least one doctor in the state
out of practice by giving in-
structions on how to kill her.
Background interview with
Sue Frietsche, Women'’s Law
Project, by telephone, Aug.
29, 2008.

See “Challenges of FACE En-
forcement: The Case Against
Roy McMillan,” Mississippi,
Findings Across States.
Background interview with
Austin Planned Parenthood
staff member, Austin, Texas,
Dec. 12, 2008.

Interview with Gloria Gray, by
telephone, Nov. 21, 2008.
At Whole Woman'’s Health

in Austin, Texas, the clinic’s
business liability policy does
not cover abortion-related
emergencies, such as fire
bombing. Interview with Amy
Hagstrom Miller, supra note
103.

Interview with Rebecca
Sorgert, Fargo, North Dakota,
Nov. 11, 2008.

Interview with Anonymous
Pennsylvania Doctor #1,
Philadelphia, Pennsylvania,
Dec. 4, 2008.

Id.

Interview with Anonymous
Pennsylvania Doctor #6,
supra note 94.

Interview with Amanda
Kifferly, Philadelphia, Penn-
sylvania, Dec. 4, 2008.
Interview with Anonymous
Pennsylvania Staff Member
#6, West Chester, Pennsylva-
nia, Dec. 3, 2008.

Interview with Amanda
Kifferly, supra note 114.
Interview with Abby Johnson,
supra note 83.

Id.

Interview with Amy Hagstrom
Miller, supra note 103.
Interview with Holly Peterson,
supra note 102.

Interview with Diane Derzis,
Birmingham, Alabama, Nov.
19. 2008.

Interview with Elizabeth
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135
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137

138
139
140

141

142

143

144

145

146

147

Barnes, supra note 80.
Interview with Anonymous
North Dakota Doctor #2, St.
Paul, Minnesota, Nov. 14,
2008.

Interview with Anonymous
Texas Doctor #4, Austin,
Texas, Dec. 12, 2008.
Interview with Anonymous
Missouri Staff Member #2,
St. Louis, Missouri, Dec. 16,
2008.

Or, in the case of Missouri,
in a law that is the first of its
kind, provide a quantity of
first-term abortions above a
certain number.
Background interview

with Susan Hill, National
Women’s Health Organiza-
tion, by telephone, Aug. 28,
2008.

Interview with June Ayers, by
telephone, Nov. 18, 2008.
Interview with Gloria Gray,
supra note 108.

Interview with Dalton John-
son, Huntsville, Alabama,
Nov. 21, 2008.

Interview with June Ayers,
supra note 128.

Interview with Dyann Santos,
Houston, Texas, Dec. 9,
2008.

Id.

Id.

Interview with Abby Johnson,
supra note 83; interview with
Dyann Santos, supra note
132.

Interview with Dyann Santos,
supra note 132.

Interview with Amy Hagstrom
Miller, supra note 103.

Id.

Id.

Interview with Dyann Santos,
supra note 132; interview
with Amy Hagstrom Miller,
supra note 103.

Interview with Anonymous
Pennsylvania Staff Member
#5, supra note 79.

Interview with Dalton John-
son, supra note 130.
Interview with Betty Thomp-
son, Jackson, Mississippi,
Nov. 5, 2008; interview with
Anonymous Mississippi Staff
Member #2, Jackson, Mis-
sissippi, Nov. 6, 2008.
Interview with Anonymous
Missouri Staff Member #8,
by telephone, Jan. 2, 2009.
Interview with Karen Pieper
Hildebrand, Midland, Texas,
Dec. 8, 2008.

Interview with Andrea Fer-
rigno, McAllen, Texas, Dec.
10, 2008.

She is referring both to the
Fargo Women'’s Health
Organization (now closed)
and the Red River Women'’s
Clinic. Interview with Jane

148

Bovard, by telephone, Nov.
13, 2008.

Interview with Gerri Laster,
supra note 81.

149 U.S. CENSUS BUREAU,

ANNUAL ESTIMATES OF
THE RESIDENT POPULA-
TION FOR THE UNITED
STATES, REGIONS, STATES,
AND PUERTO RICO: APRIL
1, 2000 TO JULY 1, 2008
(2008), http://www.census.
gov/popest/states/NST-ann-
est.html (last visited May 22,
2009)

150 U.S. CENSUS BUREAU,

INCOME, EARNINGS AND
POVERTY DATA FROM THE
2007 AMERICAN COMMU-
NITY SURVEY 21 (2008),
http://www.census.gov/
prod/2008pubs/acs-09.pdf
(last visited May 22, 2009).

151 GUTTMACHER INSTITUTE,

STATE FACTS ABOUT
ABORTION: TEXAS (2008),
http://www.guttmacher.org/
pubs/sfaa/pdf/texas.pdf (last
visited Mar. 31, 2009).

152 TEX. HEALTH & SAFETY

CODE ANN. §§ 171.012(a)
(1)-(4) (2003).

153 TEX. HEALTH & SAFETY

CODE ANN. § 171.014
(2003); Texas Department

of State Health Services,
Woman’s Right to Know Act
(2003), available at http://
www.dshs.state.tx.us/wrtk/
default.shtm (last visited May
22, 2009).

154 TEX. HEALTH & SAFETY

CODE ANN. § 171.004
(2003).

155 TEX. HEALTH & SAFETY

CODE ANN. §§ 245.003(b)
(1989), 245.004(b)(1)
(2003).

156 TEX. HEALTH & SAFETY

157

158

159

160

161

162

CODE ANN. §§ 245.006-
.023.

One physician has provided
abortions in Alabama and
Texas and was interviewed
for both states.

Interview with Gerri Laster,
supra note 81.

Interview with Anonymous
Texas Doctor #3, El Paso,
Texas, Dec. 10, 2008.
Interview with Gerri Laster,
supra note 81.

Interview with Samantha
Mendoza, El Paso, Texas,
Dec. 10, 2008.

Interview with Gerri Laster,
supra note 81. The United
States government bans
almost all abortion services
at U.S. military hospitals and
other medical facilities of
the Department of Defense,
including those paid for by
the woman using her own
funds. 10 U.S.C. § 1093 (b)
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193

(1984).

Interview with Anonymous
Texas Doctor #1, Midland,
Texas, Dec. 8, 2008.
Interview with Abby Johnson,
supra note 83.

Interview with Andrea Fer-
rigno, supra note 146.
Interview with Marjorie Eisen,
Houston, Texas, Dec. 9,
2008.

Interview with Dr. Lester
Minto, by telephone, Dec.
17, 2008.

Interview with Brandi Bed-
ford, Austin, Texas, Dec. 11,
2008.

Interview with Andrea Fer-
rigno, supra note 146.
Interview with Gerri Laster,
supra note 81.

Interview with Karen Pieper
Hildebrand, supra note 145.
Id.

Interview with Anonymous
Texas Doctor #1, supra note
163.

Interview with Dyann Santos,
supra note 132.

Id.

Interview with Abby Johnson,
supra note 83; interview with
Dyann Santos, supra note
132.

Interview with Brandi Bed-
ford, supra note 168.
Interview with Anonymous
Doctor #1, by telephone,
Jan. 5, 2009.

Interview with Amy Hagstrom
Miller, supra note 103.
Interview with Dr. Alan Braid,
by telephone, Feb. 2, 2009.
Id.

Interview with Anonymous
Texas Doctor #4, supra note
124.

Interview with Gerri Laster,
supra note 81; interview with
Samantha Mendoza, supra
note 161.

Interview with Anonymous
Doctor #1, supra note 178.
Interview with Abby Johnson,
supra note 83; interview with
Karen Pieper Hildebrand,
supra note 145.

Interview with Anonymous
Texas Doctor #1, supra note
163.

Interview with Abby Johnson,
supra note 83.

Interview with Anonymous
Texas Doctor #3, supra note
159.

Interview with Karen Pieper
Hildebrand, supra note 145.
Interview with Andrea Fer-
rigno, supra note 146.
Interview with Amy Hagstrom
Miller, supra note 103.

Id.

Interview with Laura Kaminc-
zak, Bryan, Texas, Dec. 8,
2008.

194 Interview with Abby Johnson,
Supra note 83.

195 /d.

196 Interview with Dyann Santos,
supra note 132.

197 Id.

198 Interview with Abby Johnson,
Supra note 83.

199 /d.

200 /d.

201 /d.

202 /d.

203 Interview with Dyann Santos,
supra note 132.

Hildebrand, supra note 145.

207 Id.

208 Interview with Andrea Fer-
rigno, supra note 146.

209 /d.

210 Interview with Amy Hagstrom
Miller, supra note 103.

211 Interview with Andrea Fer-
rigno, supra note 146.

212 Interview with Dyann Santos,
supra note 132.

213 Interview with Larissa Lind-
say, supra note 104.

214 Interview with Bill Crowden,

by telephone, Dec. 17, 2008.

215 Interview with Dyann Santos,
supra note 132.

216 Interview with Abby Johnson,
supra note 83.

217 Interview with Dyann Santos,
supra note 132.

218 Interview with Dyann Santos,
supra note 132; interview
with Brandi Bedford, supra
note 168.

219 Interview with Anonymous
Texas Doctor #3, supra note
159; interview with Dr. Alan
Braid, supra note 180.

220 Interview with Anonymous
Texas Doctor #3, supra note
159.

221 Interview with Gerri Laster,
supra note 81.

222 Interview with Amy Hagstrom
Miller, supra note 103.

223 The Bryan Planned Parent-
hood stops at 13 weeks, 6
days; the Austin Planned
Parenthood is an ASC.

224 Interview with Gerri Laster,
supra note 81.

225 Id.

226 Interview with Dr. Alan Braid,
supra note 180.

227 Interview with Amy Hagstrom
Miller, supra note 103.

228 Interview with Dr. Alan Braid,
supra note 180.

229 Interview with Amy Hagstrom
Miller, supra note 103.

230 Interview with Bill Crowden,
supra note 214.

231 Interview with Anonymous
Texas Staff Member #1, Mid-
land, Texas, Dec. 8, 2008.

232 Interview with Dyann Santos,
supra note 132.
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Interview with Amy Hagstrom
Miller, supra note 103. The
woman must also attest to
the choice that she made: to
receive a printed copy of the
materials, review them on
the state’s website or decline
them. 25 Tex. AomiN. Cope §
139.52(a)(1) (2004).
Interview with Abby Johnson,
supra note 83; see also,
Texas Department of State
Health Services, supra note
280.

Interview with Laura
Kaminczak, supra note

193; interviews with Dyann
Santos, supra note 132,

and Marijorie Eisen, supra
note 166; interview with
Samantha Mendoza, supra
note 161; interview with Bill
Crowden, supra note 214.
Interview with Bill Crowden,
supra note 214.

Interview with Gerri Laster,
supra note 81; interview with
Samantha Mendoza, supra
note 161.

Interview with Karen Pieper
Hildebrand, supra note 145.
Interview with Abby Johnson,
supra note 83.

Id.

Interview with Samantha
Mendoza, supra note 161.
Interview with Andrea
Ferrigno,supra note 146.
Interview with Samantha
Mendoza, supra note 161.
Interview with Gerri Laster,
supra note 81.

Id.

Interview with Gerri Laster,
supra note 81.

Interview with Samantha
Mendoza, supra note 161.
Interview with Gerri Laster,
supra note 81.

Interview with Samantha
Mendoza, supra note 161.
Interview with Andrea Fer-
rigno, supra note 146.
Interview with Samantha
Mendoza, supranote 161.
Interview with Andrea Fer-
rigno, supra note 146.
Interview with Anonymous
Texas Woman #4, supra note
91.

U.S. Census Bureau, supra
note 149

U.S. Census Bureau, supra
note 150

GUTTMACHER INSTITUTE, STATE
Facts ABouT ABORTION: Mis-
sissiPpl (2008), http://www.
guttmacher.org/pubs/sfaa/
pdf/Mississippi.pdf (last
visited Mar. 31, 2009).

Miss. Cope. ANN. §§ 41-41-
33(1)(@)(i)-(iv) (1991).

Miss. Cope AnN. § 41-41-
34(1)(b) (2007).

Miss. Cope ANN. §§ 41-75-
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1(e), (f) (2006); Miss. Cope
R. §§ 12 000 034 (102.1),
(102.3) (2005).

Miss. Cobe ANN. § 41-75-13
(1996); Miss. Cope R. §15
301 044 (2008).

Miss. Cope AnN. § 41-75-1(e)
(2007).

Interview with Betty Thomp-
son, supra note 143.

Id.

Id.

Interview with Dr. Joseph
Booker, Jackson, Mississippi,
Nov. 5, 2008.

Id.; interviews with Anony-
mous Mississippi Staff Mem-
bers #1 and #2, Jackson,
Mississippi, Nov. 6, 2008.
Interview with Dr. Joseph
Booker, supra note 265.
Interview with Anonymous
Mississippi Staff Member #2,
supra note 143.

Id.

Interview with Betty Thomp-
son, supra note 143.
Interview with Dr. Joseph
Booker, supra note 265.
Interview with Anonymous
Mississippi Staff Member #2,
supra note 143.

Id.

Interview with Anonymous
Mississippi Staff Member #1,
supra note 266.

Interview with Dr. Joseph
Booker, supra note 265.

Id.

Id.

United States v. McMillan,
946 F. Supp. 1254, 1268
(S.D. Miss. 1995).

United States v. McMillan, 53
F. Supp.2d 895 (S.D. Miss.
1999).

Id. at 898, 907.

Id. at 908.

Motion for Order to

Show Cause Why De-
fendant Should Not Be

Held In Civil Contempt,
United States v. McMillan,
(S.D.Miss.2008) (No. 2:95-
cv-633 HTW JCS).

Id.

Feminist Wire, Anti-Abortion
Extremist Must Stay 50 Feet
from Mississippi Clinic, Ms.
Macazing, April 9, 2008,
available at http://www.
msmagazine.com/news/us-
wirestory.asp?id=10932 (last
visited Mar. 30, 2009).
Interview with Dr. Joseph
Booker, supra note 265.

Id.

Interview with Anonymous
Mississippi Staff Member #2,
supra note 143.

Interview with Dr. Joseph
Booker, supra note 265.
Interview with Betty Thomp-
son, supra note 143.
Interview with Anonymous
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305
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Mississippi Staff Member #2,
supra note 143.

Id.

Id.

Interview with Dr. Joseph
Booker, supra note 265.
Interview with Betty Thomp-
son, supra note 143.

See NaTioNAL CANCER INSTITUTE,
FAcT SHEET: ABORTION, MISCAR-
RIAGE AND BREAST CANCER RISk
(2003), http://www.cancer.
gov/cancertopics/factsheet/
Risk/abortion-miscarriage.
See also, HENRY J. KAISER
FAMILY FOUNDATION, ABORTION IN
THE US: UTILIZATION, FINANCING,
AND Access (2008), http://
www. kff.org/womenshealth/
upload/3269-02.pdf (citing
studies from 1997, 2004
and 2007 finding no as-
sociation between abortion
and increased breast cancer
risk.). Mississippi’s written
materials state: “Medi-

cal professionals disagree
about a possible connection
between abortion and breast
cancer risk. Some studies
show [a link]... Other stud-
ies have found no link ...

." Dr. Booker explicitly tells
patients that the state man-
dates certain information be
given to them and that there
is no scientific evidence of
association between breast
cancer and abortion. Inter-
view with Dr. Joseph Booker,
supra note 265.

Interview with Betty Thomp-
son, supra note 143.

Id.

Interview with Dr. Joseph
Booker, supra note 265.
Interview with Betty Thomp-
son, supra note 143.
Interview with Anonymous
Mississippi Staff Member #1,
supra note 266.

U.S. Census Bureau, supra
note 149.

Alabamba is tied with West
Virginia. U.S. Census BUREAU
supra note 150.

Arbitrary and inconsistent
health department enforce-
ment of TRAP regulations
also significantly burdens
providers. See “Arbitrary
Department of Health In-
spections,” Section V(C).
ALA. CODE § 26-23A-4(a)
(2002).

ALA. CODE § 26-23A-3(9)
(2002).

ALA. CODE § 26, supra note
304.

ALA. CODE § 26-23A-4(b)(4)
(2002).

ALA. ADMIN. CODE r. 420-
5-1-.01(2)(b), (4) (2004).
Interview with Holly Peter-
son, supra note 102.
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320

321
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325
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328

One physician has provided
abortions in Alabama and
Texas and was interviewed
for both states.

Arbitrary and inconsistent
health department enforce-
ment of TRAP regulations
also significantly burdens
providers. See “Arbitrary
Department of Health In-
spections,” Findings Across
States, Section 3.

Interview with June Ayers,
Ssupra note 128.

Document given to the
Center for Reproductive
Rights by Holly Peterson,
Birmingham, Alabama, Nov.
20, 2008.

Interview with Diane Derzis,
supra note 121.

Id.; interview with Gloria
Gray, supra note 108.
Interview with Anonymous
Alabama Doctor #5, Hunts-
ville, Alabama, Nov. 21,
2008.

Interview with Dalton John-
son, supra note 130.
Interview with June Ayers,
supra note 128; interview
with Diane Derzis, supra note
121.

Interview with Anonymous
Alabama Doctor #2, Birming-
ham, Alabama, Nov. 19,
2008.

Interview with Diane Derzis,
supra note 121; interview
with Gloria Gray, supra note
108..

Interview with Anonymous
Alabama Doctor #2, supra
note 319; interview with
Dalton Johnson, supra note
130.

Interview with June Ayers,
supra note 128.

Interview with Dalton
Johnson, supra note 130;
interview with Gloria Gray,
supra note 108.

Interview with June Ayers,
supra note 128; interview
with Dalton Johnson, supra
note 130. A written contract
with a back-up, or “outside
covering” physician, is
mandated if there is no phy-
sician at the facility who can
meet the hospital admitting
privileges requirement. ALA.
Abmin. Cope r.420-5-1-.03(6)
(b) (2004).

Interview with June Ayers,
supra note 128.

Id.

Interview with Dalton John-
son, supra note 130.
Interview with Gloria Gray,
supra note 108.

329 The perpetrator of the arson

was never identified. Inter-
view with Gloria Gray, supra
note 108.
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347

348
349

350
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352
353
354
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Interview with Anonymous
Alabama Doctor #3, Birming-
ham, Alabama, Nov. 19,
2008.

Every physician interviewed
mentioned the bombing,
even if they were not in Ala-
bama at the time it occurred;
six out of seven did not want
to be identified by name in
the report to protect their
identities.

Interview with Laurasenia
Coleman, Montgomery,
Alabama, Nov. 18, 2008;
interview with Diane Derzis,
supra note 121; interview
with Holly Peterson, supra
note 102.

Interview with June Ayers,
supra note 128.

Interview with Barbara
Buchanan, Birmingham,
Alabama, Nov. 20, 2008.

Id.

Interview with Gloria Gray,
supra note 108.

Id.

Interview with Holly Peterson,
supra note 102.

Interview with June Ayers,
supra note 128.

Interview with Anonymous
Alabama Doctor #1, Birming-
ham, Alabama, Nov. 17,
2008.

Interview with Anonymous
Alabama Doctor #3, supra
note 330.

Interview with Barbara
Buchanan, supra note 334;
interview with Holly Peterson,
supra note 102.

Interview with Holly Peterson,
supra note 102.

Interview with Diane Derzis,
supra note 121; interview
with Holly Peterson, supra
note 102.

Interview with Diane Derzis,
supra note 121.

Id.

Interview with Holly Peterson,
supra note 102.

Id.

Interview with Anonymous
Alabama Doctor #1, supra
note 340.

Interview with Diane Derzis,
supra note 121.

Id.

Interview with Dalton John-
son, supra note 130.
Interview with Holly Peterson,
supra note 102. Paul Hill
was executed for the murder
of Dr. John Britton and clinic
escort James Barrett.
Interview with Anonymous
Alabama Doctor #3, supra
note 330.
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362
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370

371

372

373

374

375

376

377
378

379

380

kley heard that the doctor
was “’in the AB business,”
that Markley thought he
might be Catholic from his
name, and that the doctor
should call him if he ever
“'wanted to talk.”” Interview
with Anonymous Alabama
Doctor #3, supra note 330.
Id.

Interview with Gloria Gray,
supra note 108.

Id.

Id.

Interview with June Ayers,
Supra note 128.

Id.

Id.; interview with Diane
Derzis, supra note 121;
interview with Barbara
Buchanan, supra note
334. In fact, without having
brought a successful lawsuit,
the clinics would have to
bear the costs of copyright,
printing and shipping for the
materials themselves, which
include a thick and heavy
resource directory. Sum-
mit Med. Ctr. of Ala., Inc. v.
Riley, 318 F.Supp.2d 1109
(M.D.Ala. 2003). Interview
with Gloria Gray, supra note
108.

Interview with June Ayers,
supra note 128; interview
with Dalton Johnson, supra
note 130.

Interview with Diane Derzis,
supra note 121.

Interview with Anonymous
Alabama Doctor #4, by
telephone, Nov. 21, 2008;
interview with Gloria Gray,
supra note 108; interview
with Anonymous Alabama
Doctor #5, supra note 316.
Interview with Holly Peterson,
supra note 102; interview
with Gloria Gray, supra note
108.

Interview with Holly Peterson,
supra note 102.

Interview with Gloria Gray,
supra note 108.

Interview with Laurasenia
Coleman, supra note 332.
Interview with Dalton John-
son, supra note 130.
Interview with Holly Peterson,
supra note 102.

Interview with Anonymous
Alabama Doctor #1, supra
note 340.

Id.

Interview with Diane Derzis,
supra note 121; interview
with Gloria Gray, supra note
108; interview with Dalton
Johnson, supra note 130.
Interview with Anonymous
Alabama Doctor #3, supra
note 330.

Interview with Anonymous
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404

Doctor #1, supra note 178.
Interview with Anonymous
Alabama Doctor #4, supra
note 369.

Interview with Diane Derzis,
supra note 121.

Interview with Gloria Gray,
supra note 108.

Id.

Interview with Diane Derzis,
supra note 121.

Id.

Interview with Anonymous
Alabama Doctor #1, supra
note 340.

U.S. Census Bureau, supra
note 149.

U.S. Census Bureau, supra
note 150.

GUTTMACHER INSTITUTE, STATE
Facts ABoUT ABORTION: PENN-
SYLVANIA (2008), http://www.
guttmacher.org/pubs/sfaa/
pdf/pennsylvania.pdf (last
visited Mar. 31, 2009).

18 Pa. Cons. STAT. ANN. §
3205 (1989).

28 Pa. CooE § 29.43(a)
(2009).

28 Pa. Cook §§ 29.33, .38
(2009).

Interview with Claire Keyes,
Pittsburgh, Pennsylvania,
Dec. 3, 2008.

Interview with Anonymous
Pennsylvania Woman #9,
Pittsburgh, Pennsylvania,
Dec. 4, 2008.

Interview with Eli Kuti, Pitts-
burgh, Pennsylvania, Dec. 3,
2008.

Interviews with Ariel Kobylak
and Leah Chamberlain,
Philadelphia, Pennsylvania,
Dec. 4, 2008; interview with
Elizabeth Barnes, supra note
80. According to Elizabeth
Barnes, while the University
of Pennsylvania hospital
started providing abortions
for some of these vulnerable
women in late 2008, their
schedule is very limited and
the costs of the procedure
are many times that of the
clinic.

Interview with Elizabeth
Barnes, supra note 80.
Interview with Suellen Craig,
York, Pennsylvania, Dec. 5,
2008.

Interview with Anonymous
Pennsylvania Doctor #6,
supra note 94.

Id.

28 Pa. CooE § 29.33(10)
(2009).

Interview with Anonymous
Pennsylvania Staff Member
#5, supra note 79; interview
with Suellen Craig, supra
note 399.

Interview with Anonymous
Pennsylvania Staff Member
#5, supra note 79.
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Interview with Claire Keyes,
supra note 394.

Interview with Anonymous
Pennsylvania Doctor #1,
supranote 111.

Id.

Interview with Elizabeth
Barnes, supra note 79.
Interview with Anonymous
Pennsylvania Doctor #4,
Dec. 16, 2008.

Interview with Anonymous
Pennsylvania Doctor #2,
York, Pennsylvania, Dec. 5,
2008.

Interview with Anonymous
Pennsylvania Doctor #5,
Pittsburgh, Pennsylvania,
Dec. 4, 2008.

Interview with Anonymous
Pennsylvania Doctor #3,
supra note 82.

Interview with Amanda
Kifferly, supra note 114.

Id.

Interview with Ariel Kobylak,
Philadelphia, supra note
397.

Interview with Amanda
Kifferly, supra note 114.

Id.

Id.

Interview with Eli Kuti, supra
note 396.

Id.

Interview with Anonymous
Pennsylvania Doctor #2,
supra note 410.

Id.

Interview with Anonymous
Pennsylvania Staff Member
#6, supra note 115; interview
with Leah Chamberlain,
supra note 397.

Interview with Elizabeth
Barnes, supra note 80.
Email communication from
Marisa, Dec. 22, 2008.
Interview with Elizabeth
Barnes, supra note 80.
Interview with Amanda
Kifferly, supra note 114.
Interview with Claire Keyes,
supra note 394.

Interview with Eli Kuti, supra
note 396.

Interview with Anonymous
Pennsylvania Staff Member
#6, supra note 115.

Id.

Interview with Marisa, supra
note 84.

Id.

Interview with Ariel Kobylak,
supra note 397.

Interview with Elizabeth
Barnes, supra note 80.

Id.

Interview with Marisa, supra
note 84; interview with Eliza-
beth Barnes, supra note 80.
Interview with Ariel Kobylak,
supra note 397.

Interview with Marisa, supra
note 84.
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Interview with Elizabeth
Barnes, supra note 80.
Interview with Marisa, supra
note 84.

Interview with Anonymous
Pennsylvania Staff Member
#5, supra note 79; interview
with Anonymous Pennsyl-
vania Staff Member #6,
supra note 115; interview
with Suellen Craig, supra
note 399; interview with
Anonymous Pennsylvania
Staff Member #3, Read-
ing, Pennsylvania, Dec. 16,
2008.

Interview with Steve Neu-
bauer, York, Pennsylvania,
Dec. 5, 2008.

Id.

Id.

Interview with Suellen Craig,
supra note 399.

Interview with Elizabeth
Barnes, supra note 80.

Id.

Interview with Anonymous
Pennsylvania Staff Member
#2, Reading, Pennsylvania,
Dec. 16, 2008.

Interview with Suellen Craig,
supra note 399.

Interview with Elizabeth
Barnes, supra note 80.
Interview with Marisa, supra
note 84.

Interview with Anonymous
Pennsylvania Woman #3,
York, Pennsylvania, Dec. 5,
2008.

Interview with Claire Keyes,
supra note 394.

Interview with Anonymous
Pennsylvania Staff Member

#3, York, Pennsylvania, Dec.

5, 2008.

Interview with Anonymous
Pennsylvania Doctor #5,
supra note 411.

Interview with Anonymous
Pennsylvania Staff Member
#1, Reading, Pennsylvania,
Dec. 16, 2008.

Interview with Anonymous
Pennsylvania Woman #6,
supra note 86.

Interview with Marisa, supra
note 84.

Interview with Anonymous
Pennsylvania Doctor #1,
supra note 111.

Id.

Id.

Interview with Anonymous
Pennsylvania Doctor #4,
supra note 409.

Interview with Anonymous
Pennsylvania Doctor #3,
supra note 82.

Interview with Anonymous
Pennsylvania Doctor #2,
supra note 410.

Interview with Anonymous
Pennsylvania Doctor #5,
supra note 411.
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469
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472

473

474

475
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477

478

479

480

481

482

483

484

485

486

487

488

489

490

491

492

493

Interviews with Amanda
Kifferly, supra note 114, Ariel
Kobyak, supra note 397, and
Marisa, supra note 84.
Interview with Anonymous
Pennsylvania Doctor #4,
supra note 409.

Interview with Anonymous
Pennsylvania Doctor #2,
supra note 410.

Id.

Interview with Eli Kuti, supra
note 396.

Interview with Eli Kuti, supra
note 396; interview with
Anonymous Pennsylvania
Doctor #5, supra note 411.
Interview with Eli Kuti, supra
note 396.

Interview with Claire Keyes,
supra note 394.

Interview with Eli Kuti, supra
note 396.

Interview with Amanda
Kifferly, supra note 114.
Interview with Anonymous
Pennsylvania Doctor #2,
supra note 410.

Interview with Ariel Kobylak,
supra note 114.

Interview with Anonymous
Pennsylvania Staff Member
#6, supra note 115.
Interview with Anonymous
Pennsylvania Doctor #5,
supra note 411.

Interview with Anonymous
Pennsylvania Doctor #6,
supra note 94.

Interview with Anonymous
Pennsylvania Doctor #4,
supra note 409.

Interview with Elizabeth
Barnes, supra note 80.
Interview with Anonymous
Pennsylvania Doctor #4,
supra note 409.

Interview with Suellen Craig,
supra note 399.

Interview with Elizabeth
Barnes, supra note 80.

U.S. Census Bureau, supra
note 149.

North Dakota is tied with
Florida and Idaho. U.S. Cen-
sus BUREAU, supra note 150.
GUTTMACHER INSTITUTE, STATE
Facts ABouT ABORTION: NORTH
Dakota (2008), http://www.
guttmacher.org/pubs/sfaa/
pdf/north_dakota.pdf (last
visited Mar. 31, 2009).

N.D. Cent. CopE § 14-02.1-
02(5) (1995).

See NorTH DAKOTA DEPART-
MENT OF HEALTH, FETAL GROWTH
AND DEVELOPMENT BOOKLET,
http://www.ndhealth.gov/
familyhealth/publications/
fetalgrowthbooklet/ntm (last
visited May 26, 2009).

N.D. Cent. CopE § 14-02.1-
04(2) (1979).

Miks v. Olson, No. A3-82-
78 (D.N.D. Aug. 25, 1983)
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504
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507
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509
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511
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513
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515

516

(stipulation for judgment).
Interview with Tammi Krom-
enaker, Fargo, North Dakota,
Nov. 11, 2008.

Id.

Id.; interview with Jane
Bovard, supra note 147.
Interview with Jane Bovard,
supra note 147.

Interview with Anonymous
North Dakota Doctor #2,
supra note 123.

Interview with Tammi Krom-
enaker, supra note 494.

Id.

Id., interview with Sarah Hae-
der, Fargo, North Dakota,
Nov. 11, 2008.

Interview with Anonymous
North Dakota Staff Member
#1, Fargo, North Dakota,
Nov. 11, 2008; Interview with
Anonymous North Dakota
Staff Member #2, Fargo,
North Dakota, Nov. 11,
2008.

Interview with Tammi Krom-
enaker, supra note 494; in-
terview with Lysa Ringquist,
Fargo, North Dakota, Nov.
11, 2008; interview with
Jane Bovard, supra note
147.

Interview with Anonymous
North Dakota Staff Member
#2, supra note 502.
Interview with Anonymous
North Dakota Doctor #2,
supra note 123.

Interview with Anonymous
North Dakota Staff Member
#2, supra note 502; interview
with Rebecca Sorgert, supra
note 110.

Interview with Tammi Krom-
enaker, supra note 494.
Interview with Jane Bovard,
supra note 147.

Interview with Tammi Krom-
enaker, supra note 494.
Interview with Jane Bovard,
supra note 147; interview
with Tammi Kromenaker,
supra note 494.

Interview with Jane Bovard,
supra note 147.

Interview with Jane Bovard,
supra note 147; interview
with Lysa Ringquist, supra
note 503.

Interview with Lysa Ringquist,
supra note 503.

Interview with Jane Bovard,
supra note 147; interview
with Lysa Ringquist, supra
note 503.

Interview with Lysa Ringquist,
supra note 503.

Interview with Anonymous
North Dakota Staff Member
#2, supra note 502; The
Lambs of Christ is an extrem-
ist anti-abortion group linked
to James Kopp, who was
convicted of murdering New
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533
534

535

536

537

538

539

540
541
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545

York abortion provider Dr.
Barnett Slepian by sniper-fire
in 1998.

Interview with Jane Bovard,
supra note 147.

Id.

Interview with Tammi
Kromenaker, supra note 494;
interview with Jane Bovard,
supra note 147.

Interview with Lysa Ringquist,
supra note 503.

Interview with Tammi Krom-
enaker, supra note 494.

Id.

Interview with Lysa Ringquist,
supra note 503.

Interview with Anonymous
North Dakota Doctor #2,
supra note 123.

Interview with Tammi Krom-
enaker, supra note 494.
Interview with Lysa Ringquist,
supra note 503.

Interview with Jane Bovard,
supra note 147. The case
was Fargo Women’s Health
Org. v. Schafer, 18 F.3d 526
(8" Cir. 1994). The Center
for Reproductive Rights (at
that time, the Center for Re-
productive Law and Policy)
represented Fargo Women'’s
in the lawsuit.

Id.

Id.

Interview with Lysa Ringquist,
supra note 503.

Interview with Rebecca
Sorgert, supra note 110.
Interview with Anonymous
North Dakota Doctor #1, by
telephone, Nov. 13, 2008.
Id.

Interview with Dr. K. Egg-
leston, Fargo, North Dakota,
Nov. 12, 2008.

Interview with Anonymous
North Dakota Doctor #1,
supra note 532.

Interview with Anonymous
North Dakota Woman #2,
Supra note 92.

Interview with Dr. K. Egg-
leston, supra note 534.
Interviews with Rebecca
Sorgert, supra note 110,
Sarah Haeder, supra note
501, Tammi Kromenaker,
supra note 494, and Lysa
Ringquist, supra note 503.
Interview with Tammi Krom-
enaker, supra note 494.

Id.

Interview with Sarah Haeder,
supra note 501.

Interview with Dr. K. Egg-
leston, supra note 534.

U.S. Census Bureau, supra
note 149.

U.S. CeNnsus BUREAU, supra
note 150.

GUTTMACHER INSTITUTE, STATE
Facts ABouT ABORTION: Mis-
Sourl (2008), http://www.
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guttmacher.org/pubs/sfaa/
pdf/missouri.pdf (last visited
Mar. 31, 2009).

Mo. Rev. Stat. § 188.039
(2003).

Mo. ANN. Stat. § 197.200(1)
(2007).

Planned Parenthood of
Kansas and Mid-Missouri
Inc. v. Drummond, No.
07-4164-CV-C-0ODS (W.D.
Mo. filed Sept. 24, 2007).
Mo. Cope Recs. AnN. tit. 19,
§§ 30-30.050(1)(A), (B),
30.050(2)(A) (1987).
Interview with Anonymous
Missouri Staff Member #2,
supra note 125.

Interview with Anonymous
Missouri Staff Member #8,
supra note 144.

Id.

Interview with Anonymous
Missouri Staff Member #1,
Missouri, Dec. 15, 2008.
Interview with Anonymous
Missouri Doctor #2, by tele-
phone, Dec. 15, 2008.
Interview with Anonymous
Missouri Staff Member #8,
supra note 144.
Background interview with
Peter Brownlie, Planned
Parenthood of Kansas and
Mid-Missouri, by telephone,
Oct. 16, 2008.

Interview with Anonymous
Missouri Staff Member #2,
supra note 125.

Id.

Interview with Anonymous
Missouri Doctor #1, by tele-
phone, Jan. 2, 2009.
Interview with Anonymous
Missouri Staff Member #2,
supra note 125.

Interview with Anonymous
Missouri Doctor #3, by tele-
phone, Dec. 16, 2008.
Interview with Anonymous
Missouri Doctor #2, supra
note 554.

Id.

Interview with Anonymous
Missouri Staff Member #1,
supra note 553.

Interview with Anonymous
Missouri Doctor #1,

supra note 559.

Id.

Interview with Anonymous
Missouri Staff Member #7,
St. Louis, Missouri, Dec. 16,
2008.

Interview with Anonymous
Missouri Doctor #2, supra
note 554; interview with
Anonymous Missouri Staff
Member #4, St. Louis, Mis-
souri, Dec. 16, 2008.
Interview with Anonymous
Missouri Staff Member #3,
St. Louis, Missouri, Dec. 16,
2008; interview with Anony-
mous Missouri Staff Member
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572

573

574

575

576

577

578

579

580

581

582

583

584

585

586

587

588

#4, supra note 568; interview
with Anonymous Missouri
Doctor #3, supra note 561.
Interview with Anonymous
Missouri Doctor #1, supran-
ote 559.

Interview with Anonymous
Missouri Staff Member #2,
supra note 125.

Interview with Anonymous
Staff Member #1, by tele-
phone, Dec. 11, 2008.
Interview with Anonymous
Missouri Staff Member #7,
supra note 567.

Interview with Anonymous
Staff Member #1, supra note
572.

Interview with Anonymous
Missouri Staff Member #2,
supra note 125.

Interview with Anonymous
Missouri Staff Member #7,
supra note 567.

Interviews with Anonymous
Missouri Staff Member #3,
supra note 569, and Anony-
mous Missouri Staff Member
#4, supra note 568.
Interview with Anonymous
Missouri Staff Member #3,
supra note 569.

Interview with Anonymous
Missouri Staff Member #1,
supra note 553.

Interview with Anonymous
Missouri Doctor #1,

supra note 559.

Interview with Anonymous
Missouri Staff Member #1,
supra note 553; interview
with Anonymous Missouri
Staff Member #2, supra note
125.

Interview with Anonymous
Missouri Staff Member #3,
supra note 569.

Interview with Anonymous
Missouri Staff Member #1,
supra note 553; interview
with Anonymous Missouri
Staff Member #2, supra note
125.

Interview with Anonymous
Staff Member #1, supra
note 572.

Interview with Anonymous
Missouri Staff Member #5,
St. Louis, Missouri, Dec. 16,
2008.

Interview with Anonymous
Missouri Doctor #1, supra
note 559. For example,
physicians who perform
abortions are required to
have clinical privileges at a
hospital providing OB/GYN
care within 30 miles of where
the abortion is performed.
Mo. Ann. Stat. § 188.080
(2005).

Interview with Anonymous
Missouri Doctor #1,

supra note 559.

Id.
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Interview with Anonymous
Missouri Staff Member #2,
Supra note 125.

Interview with Anonymous
Missouri Doctor #3, supra
note 561.

Interview with Anonymous
Missouri Staff Member #7,
supra note 567.

Interview with Anonymous
Missouri Doctor #3, supra
note 561.

Interview with Anonymous
Missouri Staff Member #2,
supra note 125. Providers at-
tempted to warn the Missouri
Legislature that this would
occur even before

the law passed, given that
similar restrictions in other
states resulted in delays in
women’s access to abortion.
Interview with Anonymous
Missouri Staff Member #5,
supra note 585.

Interview with Anonymous
Missouri Staff Member #8,
supra note 144.

Id.

Interview with Anonymous
Missouri Doctor #2, supra
note 554.

Id.

Interview with Anonymous
Missouri Staff Member #8,
supra note 144.

Interview with Anonymous
Missouri Staff Member #2,

Supra note 125. ®
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