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Abstract


Michael J. New, in a recent article in this journal, argues that a major reason for the decline in the incidence of abortion since the U. S. Supreme Court’s 1992 Casey decision was the increased number of antiabortion laws ( parental involvement laws and informed consent laws ( enacted at the state level. However, New’s analysis contained critical data, measurement and estimation errors. This paper details all the errors and then reexamines the effect of restrictive state abortion laws on the incidence of abortion over the period 1985-2005. The empirical results find little evidence that the decline in the number of abortions performed since the U.S. Supreme Court’s 1992 Casey decision was due to the increase in the number of informed consent and parental involvement laws enacted.
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A Reexamination of the Effect of Antiabortion Legislation in the Post-Casey Era

Introduction


In 1992, the Supreme Court in Planned Parenthood of Southeastern Pennsylvania v. Casey 505 U.S. 833, reaffirmed that prior to fetal viability, a woman has a constitutional right to obtain an abortion. But the Court ruled that states could impose restrictions on women’s access to an abortion provided that the restrictions did not impose an undue burden on a woman’s right to obtain an abortion. The Court declared that a state law or regulation places an undue burden on a woman’s access to an abortion if it “… has the purpose or effect of placing a substantial obstacle in the path of a woman seeking an abortion of a nonviable fetus.” The undue burden test, which is the current legal standard of abortion regulation, gave states considerable latitude to restrict a woman’s access to an abortion. After Casey, many states enacted additional abortion restrictions. 

Since the 1992 Casey decision, the United States has experienced a steady decline in the number and incidence of abortions. The number of abortions declined from 1.52 million in 1992 to 1.21 in 2005. The abortion rate fell from 25.7 abortions per 1000 women of childbearing ages 15 – 44 years in 1992 to 19.4 in 2005. The abortion ratio declined from 27.5 abortions per 100 pregnancies in 1992 to 22.4 in 2005 (Jones et al. 2008). 

In a recent article in this journal, Michael J. New (2011), using state abortion data from the Centers for Disease Control and the Guttmacher Institute over the period 1985-2005, analyzed the impact of three state antiabortion laws (Medicaid funding restrictions, parental involvement laws and informed consent laws) on the incidence of abortion. New’s (p. 42) findings indicate that a major reason why the number of abortions declined since the 1992 Casey decision and 2005 “…was the increased amount of anti-abortion legislation that was passed at the state level”, particularly the enactment of informed consent laws.


However, New’s analysis has serious data, measurement and estimation errors that call into question his empirical results and conclusions. In this paper we explain in detail all the errors and then test the replicability of his findings, after correcting for these errors. That is, using the same data, sample period, dependent and independent variables, we reexamine the impact of the three restrictive state abortion laws on the incidence of abortion over the period 1985-2005.


Much of the literature on abortion focuses on its ethical nature, legal status and the rationale for restrictive abortion laws. After the 1992 Casey decision, the crucial question for state and federal courts is whether a state abortion regulation constitutes an undue burden on women seeking an abortion. The highly controversial nature of abortion in the United States makes this a particularly important and relevant question, especially given the movement towards more restrictions on women’s access to an abortion being proposed at the state level.


Whether the enactment of antiabortion laws after the 1992 Casey decision were the principal reason for the secular decline in the incidence of abortion can be objectively answered. Since debate about these restrictive abortion laws is quite contentious, it seems useful to determine whether, from a public and social policy perspective, whether they have any impact on women’s pregnancy resolution decisions. Once there is an answer to this question, a discussion of the appropriate form of abortion policy can focus on the types of pregnancy resolution responses brought about by these policies. The empirical findings in this paper can make an important contribution to the abortion literature, advance the thinking on the topic of abortion and inform the debate to those who care about abortion and abortion regulation (e. g., policymakers, researchers, advocates).

In addition, this paper calls attention to general methodological lessons that can be drawn from New’s errors that should be of interest to other state politics scholars. In particular, (1) the statistical problems of data measurement errors: the important distinctions between when a law is enacted versus when it is enforced (e.g., Hussey 2010; Kelly and Grant 2007; Meier and McFarlane 1993); (2) the proper correction for heteroscedasticity when using pooled cross-section time-series data: the consequences of using a fixed weight versus a variable weight; and (3) the problem with using state of occurrence abortion data rather than state of residence abortion data (e.g., Gius 2007; Oakley 2003; Altman-Palm and Tremblay 1998).

Misclassification Errors

 Informed Consent


Informed consent is the principle that patients, prior to receiving nonemergency medical care, have the right to receive accurate and unbiased medical information from their healthcare provider so that they can make an informed decision about their treatment.  Statute or case law in all 50 states requires that healthcare providers must furnish such medical information to their patients.  However, in addition to the general informed consent requirements, a number of states enacted additional mandatory counseling laws that apply only to abortion.  These abortion-specific counseling laws require that an abortion provider furnish to every woman seeking an abortion, state-approved abortion-specific medical information designed to discourage women from obtaining an abortion.  Such information may include color photographs of various stages of fetal development, an ultrasound of the fetus, list of adoption agencies, potential health risks, available public financial assistance and the father’s required financial child support.  In New’s model, the variable Informed Consent is an indicator variable equal to the fraction of days during a year a state enforced an informed consent law (e.g., 1 if a state enforced a ban the entire year, and .5 for six months) and zero (0) if the state did not enforce an informed consent law.1 
New classified: 

1. Alabama as enforcing an informed consent law starting in 1992 through 2005 (= 1). On July 25, 2003 the U.S. District Court in Summit Medical Center of Alabama v. Riley (274 F. 2d 1262) ruled that Alabama’s informed consent law was constitutional and removed the lower court’s injunction.  The Informed Consent value for Alabama should have been 0 in 1992-2002, and .435616 in 2003.

2. Delaware as enforcing an informed consent law starting in 1992 - 2005 (= 1). Delaware has had an informed consent law since 1985 (= 1) [Delaware Code Ann. tit. 24].  Delaware’s Informed Consent value in 1985-1991 should have been 1.

3. Indiana as not having an informed consent law in 1985-2005 (= 0).  Indiana enacted an informed consent law in 1995 [Indiana Code Ann. 16-34-2-1].  Indiana’s Informed Consent value in 1995-2005 should have been 1.

4. Kentucky as enforcing an informed consent law starting in 1992-1997 (= 1). Kentucky enacted its informed consent law in 1998 [Kentucky Rev. Stat. 311. 725].  Kentucky’s Informed Consent value should have been 0 in 1992-1997.

5. Louisiana as enforcing an informed consent law starting in 1992-1994 (=1). Louisiana enacted its informed consent law in 1995 (=1) [Louisiana Rev. Stat. Ann. 40: 1299.35.6].  Louisiana’s Informed Consent value should have been 0 in 1992-1994.

6.  Maine as having an enforced informed consent law starting in 1995 (= 1).  Maine enacted its informed consent law in 1993 [Maine Rev. Stat. Ann. tit. 22].  Maine’s Informed Consent value should have been 1 in 1993-1994.

           7.  Massachusetts as having an enforced informed consent law starting in 1992-2005 (=1). Massachusetts has had an unconstitutional and unenforceable informed consent law since 1980 (Planned Parenthood League of Massachusetts v. Bellotti 641 F. 2d. 1006).  Massachusetts’ Informed Consent value should have been 0 in 1992-2005.

8.  Mississippi as having an enforced informed consent law starting in 1993 (= 1).  In March 1991, Mississippi enacted an informed consent law that was enjoined until August 17, 1992 when the U.S. Court of Appeals in Barnes v. Moore (970 F. 2d 12) ruled that Mississippi’s informed consent law was constitutional and vacated the injunction.  Mississippi’s Informed Consent value in 1992 should have been .37602 instead of 0.

9.  Montana as having an enforced informed consent law starting in 1992-2005 (=1).  On December 29, 1999 the Montana District Court in Missoula v. State (No. BDV-95-722) held that Montana’s informed consent law was unconstitutional and issued a permanent injunction prohibiting its enforcement.  Montana’s Informed Consent value in 1992-2005 should have been 0.

10. Nebraska as having an enforced informed consent law starting in 1992 (=1). Nebraska enforced its informed consent law in 1993 (= 1) [Nebraska Rev. Stat. 28-326].  Nebraska’s Informed Consent value should have been 0 in 1992.

11. Nevada as having an enforced informed consent law starting in 1992 (=1).  On June 21, 1991 the U.S. Court of Appeals in Glick v. McKay (937 F. 2d 434) held that Nevada’s informed consent law requiring that physicians explain to women the physical and emotional implications of having an abortion was constitutional.  Nevada’s Informed Consent value should have been .52876 in 1991 instead of 0.

12. North Dakota as not having an informed consent law in 1994 (= 0).  On February 10, 1994 the U.S. Court of Appeals in Fargo Women’s Health Organization v. Schafer (18 F. 3d 526) ruled that North Dakota’s informed consent law was constitutional.  North Dakota’s Informed Consent value in 1994 should have been .88767 instead of 0.

13. Ohio as enforcing an informed consent law starting on March 28, 1994 (= .75865).  On July 27, 1993 the Ohio Court of Appeals in Preterm Cleveland v. Voinovich (627 N.E. 2d 570) held that Ohio’s informed consent law was constitutional.  Ohio’s Informed Consent value should have been .430136 in 1993 and 1 in 1994.

14. Pennsylvania as not having an enforced informed consent law in 1992-1993 (= 0).  On June 29, 1992 the U.S. Supreme Court in Planned Parenthood of Southeastern Pennsylvania v. Casey (505 U.S. 833) held that Pennsylvania’s informed consent law was constitutional.  Pennsylvania’s Informed Consent value should have been .5 in 1992 and 1 in 1993 instead of 0.

15. Rhode Island as having an enforced informed consent law starting in 1992 (=1). On January 15, 1982 the U.S. District Court in Women’s Medical Center of Providence v. Roberts (530 F. Supp 1136) held that the only parts of Rhode Island’s informed consent law that were constitutional were the requirements that a woman be told of the nature and irreversibility of the abortion procedure and the probable age of the fetus.  Rhode Island’s Informed Consent value should have been 1 in 1985-1991 instead of 0.

16. South Carolina as having an enforced informed consent law starting in 1993-2005 (= 1).  South Carolina enacted its informed consent law in 1995 [South Carolina Code Ann. 44-41-310].  South Carolina’s Informed Consent value should have been 0 in 1993-1994.

17. South Dakota as having an enforced informed consent law starting in 1992-1995 (=1). On August 31, 1995 the 8th Circuit Court of Appeals in Planned Parenthood Sioux Falls Clinic v. Miller (63 F. 3d 1452) upheld the constitutionality of South Dakota’s informed consent law which was enacted, but enjoined, in 1993.  South Dakota’s Informed Consent value in 1992-1994 should have been 0 and .33424 in 1995.

18. Tennessee as having an enforced informed consent law starting in 1992-2000 (=1). On September 5, 2000 the Tennessee Supreme Court in Planned Parenthood of Middle Tennessee v. Sundquist (38 S. W. 3d 1) ruled that Tennessee’s informed consent law enacted in 1992, but enjoined, was unconstitutional.  However, the Court allowed the state to continue the informed consent requirements of appropriate information about abortion.  Tennessee’s Informed Consent value should have been 0 in 1992-1999 and .23835 in 2000.

19. Texas as having an enforced informed consent law in 1993-1995 (= 1) and not having the law in 2003 (= 0). Texas enacted its informed consent law on June 20, 2003 [Texas Health and Safety Code Ann. 171.011].  Texas’ Informed Consent value should have been 0 in 1993-1995 and .531506 in 2003 instead of 0.

20. Utah as having an enforced informed consent law starting in 1992-1994 (=1). On February 1, 1994 the U.S. District Court in Utah Women’s Clinic, Inc. v. Leavitt (75 F. 3d 564) held that Utah’s informed consent law was constitutional and lifted the injunction on the statute.  Utah’s Informed Consent value should have been 0 in 1992-1993 and .911506 in 1994.

 21. Virginia as having an enforced informed consent law starting in 1992-1996 (=1). Virginia enforced its informed consent law in 1997 [Virginia Code Ann. 18.2 – 76].  Virginia’s Informed Consent value should have been 0 in 1992-1996.

22. Wisconsin as having an enforced informed consent law starting in 1992-1999 (=1).  The U.S. Court of Appeals on August 9, 1999 in Karlin v. Foust (188 F. 3d 446) ruled that Wisconsin Assembly Bill 441, which repealed and recreated Wisconsin’s prior informed consent law, was constitutional and removed the preliminary injunction granted on May 6, 1996.  Wisconsin’s Informed Consent value should have been .345205 in 1996, 0 in 1997-1998, and .39452 in 1999. 
Medicaid Funding Restrictions


In 1977 Congress enacted the Hyde Amendment, which prohibited the use of federal funds to pay for abortions under the joint federal-state Medicaid health program for low-income women.  In 1980, the U.S. Supreme Court in Harris v. McRae (448 U.S. 297) held that the federal government was not constitutionally obligated to pay for Medicaid abortions.  As a result of this decision, the funding of Medicaid abortions was left solely to the discretion of each individual state.  Many states enacted laws that prohibited the use of their public funds to pay the out-of-pocket cost of a Medicaid abortion for poor women.
In New’s model, the variable Medicaid Funding Restrictions was an indicator variable equal to the fraction of days during a year a state enforced a ban on the funding of Medicaid abortions and equal to zero (0) if a state funded Medicaid abortions.


New classified:

1. Arizona as a state which prohibited the funding of Medicaid abortions over the entire sample period 1985-2005 (= 1).  On October 22, 2002 in Simat Corp v. Arizona Health Care Cost Containment System (56 P. 3d 38), the Arizona Supreme Court ruled that Arizona must fund medically necessary Medicaid abortions.  Arizona’s Medicaid Funding Restrictions value should have been .81095 in 2002 and 0 for 2003-2005.

2. Connecticut as a state which funded Medicaid abortions over the entire sample period 1985-2005 (= 0).  Connecticut only started to pay for Medicaid abortions on April 6, 1986 when the Connecticut Superior Court in Doe v. Maher (515 A. 2d 134) invalidated a state regulation that restricted funding of therapeutic abortions under the Connecticut Medicaid program. Connecticut’s Medicaid Funding Restrictions value for in 1985 should have been 1 and .26849 in 1986.

3. Maryland as a state which did not fund Medicaid abortions for six months during 1998 (= .5).  Maryland has voluntarily funded Medicaid abortions uninterrupted.  Maryland’s Medicaid Funding Restrictions value in 1998 should have been 0.

4. Minnesota as funding Medicaid abortions in 1994 and 1995 (= 0).  On December 15, 1995 the Minnesota Supreme Court in Women of Minnesota v. Gomez (542 N.W. 2d 17) reaffirmed the District Court’s 1994 decision that (subject to review by the Minnesota Supreme Court) state officials cannot selectively fund pregnancy-related Medicaid services (e.g., prenatal care and childbirth expenses) while refusing to fund Medicaid abortions. Minnesota’s Medicaid Funding Restrictions value in 1994 should have been 1 and .9589 in 1995.

5. Montana as a state which did not fund Medicaid abortions over the entire period 1985-2005 (= 1).  On May 22, 1995 the Montana District Court held in Jeanette R. v. Ellery (No. BDV-94-811) that the Montana Department of Health and Human Services must pay for medically necessary Medicaid abortions.  Montana’s Medicaid Funding Restrictions value should have been .38904 in 1995 and 0 for 1996-2005.

6. New Mexico as having a Medicaid funding ban in 1994-1998 (= 1).  On November 25, 1998 the New Mexico Supreme Court in New Mexico Right to Choose/NARAL v. Johnson (975 p. 2d 841) reaffirmed the District Court’s order permanently enjoining the New Mexico Human Services Department from enforcing a 1995 directive (that overturned a December 1, 1994 regulation that allowed funding) which prohibited the use of state funds to pay for medically necessary Medicaid abortions. New Mexico’s Medicaid Funding Restrictions value should have been .915068 in 1994 and 0 in 1995-1998.

7. North Carolina as a state which fully funded Medicaid abortions over the period 1985-1993 (= 0).  Over the sample period 1985-1995, North Carolina provided abortion funds through a separate State Abortion Fund rather than using state Medicaid funds.  But, appropriations to the State Abortion Fund varied with each legislative session.  Four times between fiscal years 1989 and 1993 the fund was depleted before the end of the fiscal year and state-funded abortions to poor women were suspended until the beginning of the next fiscal year (Cook et al. 1999).  The North Carolina General Assembly discontinued the funding of the State Abortion Fund on July 1, 1995.  North Carolina’s Medicaid Funding Restrictions value should have been .03287 in 1989, .5 in 1990, .276712 in 1991, .421917 in 1992, and .378082 in 1993.

8. Vermont as a state that funded Medicaid abortions in 1985-1986 (= 0).  On May 26, 1986 the Vermont Superior Court in Doe v. Celani (No. S81-84 CnC) ruled that the Vermont Department of Social Welfare must pay for medically necessary Medicaid abortions.  Vermont’s Medicaid Funding Restrictions value should have been 1 in 1985 and .4 in 1986.
Parental Involvement Laws


In the cases of Planned Parenthood of Central Missouri v. Danforth (428 U.S. 52 [1976]) and Bellotti v. Baird (443 U.S. 622 [1979]), the U.S. Supreme Court held that while unmarried teen minors have a constitutional right to obtain an abortion, their reproductive rights are limited.  It is constitutionally permissible for a state to require the consent or notification of at least one parent before an unmarried teen minor (less than 18 years of age) can obtain an abortion.  In New’s model the variable Parental Involvement is an indicator variable equal to the fraction of days during a year a parental involvement law was enforced in a state and zero (0) if the state did not have a parental involvement law in effect.

New classified:

1. Arizona as not having a parental involvement law in 2002 (= 0) and enacting a parental involvement law on March 2, 2003 (= .83318).  On October 9, 2002 the 9th Circuit Court of Appeals in Planned Parenthood of South Arizona v. Lawall (307 F. 3d 783) held that a previously enacted Arizona parental involvement law, that had been enjoined from taking effect, was constitutional.  Arizona’s Parental Involvement value in 2002 should have been .22465 and 1 in 2003.

2. Connecticut as having a parental involvement law in effect over the period 1990-1997 (= 1).  Connecticut has never had a parental involvement law.  Connecticut has an emancipated minor statute which requires that a physician or counselor give a teen minor objective information about abortion and its alternatives and discuss the “possibility” of involving her parents or other adult family members in her decision-making.  But, if the teen minor declines, no parental consent or parental notification is required.  Connecticut’s Parental Involvement value for 1990-1997 should have been 0.

3. Idaho as having a parental involvement law over the period 1995-2005 (= 1).  Over the period 1995-2005, Idaho did not have a parental involvement law because previously enacted laws were found by the courts to be unconstitutional and unenforceable since they contained an inadequate medical exception to protect a teen minor’s health (Planned Parenthood of Idaho, Inc. v. Wasden 376 F. 2d 1012 and 376 F. 3d 908).  Idaho’s Parental Involvement value in 1995-2005 should have been 0.

           Over the period 1985-2005, the Centers for Disease Control data used by New had a universe of 933 state-year observations. There were 115 state-years (12.3%) where informed consent laws were not enforced, 32 state-years (3.4%) where Medicaid funding restrictions were misclassified and 21 state-years (2.2%) where parental involvement laws were not enforced. The lesson for those social scientists that study the impact of various state policies is that the failure to distinguish between when a policy is enacted and when it is enforced may result in a substantial number of misclassification errors.

Measurement Errors

New used state abortion data from two sources: the Centers for Disease Control (CDC) and the Guttmacher Institute (GI).2 The CDC reports annual state abortion figures supplied to them by state public health agencies.  The CDC concedes that its state abortion figures are incomplete and underreported - not all states provide abortion figures to the CDC (e.g., California) and there is considerable variation in the thoroughness of the collection procedures used by each state public health agency.  The Guttmacher Institute is generally acknowledged (even by the CDC) to collect more accurate and comprehensive state abortion data because their figures are obtained directly from abortion providers.  The GI, however, does not collect state abortion figures every year, only periodically.


What New failed to indicate in his article is that both the CDC and the GI abortion figures are reported only by the state in which the abortion was performed (state of occurrence) rather than by the state of residence of the women who had the abortion.  The problem with using state of occurrence abortion figures is that they ignore interstate travel by women to nearby states to circumvent a restrictive abortion law in their state.  Women may respond to a restrictive abortion law by obtaining an abortion from an out-of-state provider without such a law. The effect of a restrictive abortion law may be to merely change the location of the abortion procedure rather than reduce the incidence of abortion.


The use of state of occurrence abortion data creates an upward bias (a larger impact than actually exists) in the estimated impact of restrictive abortion laws on the incidence of abortion because abortion rates are underestimated in those states with restrictive abortion laws and overestimated in contiguous states without such laws. The extent of this bias depends upon how many women travel to border states to obtain an abortion. The CDC reported that interstate travel by women to obtain an abortion was substantial ( in 2000, out-of-state residents accounted for 9% of all abortions. The percentage of abortions obtained by out-of-state residents ranged from 49% in Kansas to .4% in Hawaii. Out-of-state residents obtained more than 13% of abortions in sixteen states. In Delaware and North Dakota, out-of-state residents accounted for 33% of all abortions performed. In Wyoming, residents had 2090 abortions, but only 100 were performed in Wyoming. In Mississippi, one of the most restrictive antiabortion states in the United States, residents had 9060 abortions, but only 3780 were performed in Mississippi (Centers for Disease Control 2003; Henshaw and Kost 2008).

Unfortunately, New did not control for interstate travel by women, which could account for some of the decrease in the abortion rates in states with restrictive abortion laws. In our re-estimation of New’s model, we control for travel by women across state lines to obtain an abortion by including border state policy variables that measure the abortion policies in all physically contiguous states. 

Time-Invariant Weighting and an Implausible Empirical Result


Although it does not appear in his article, New’s website reports that he weighted all the variables in his model by the square root of each state’s year 2000 population, presumably to correct for heteroscedasticity.  The problem is that he used a fixed weight (year 2000 state population) instead of a variable weight (yearly state population) for each year.3 The effect of using a fixed weight is that the estimated standard error of the regression is overstated for states whose relative populations are increasing over the period 1985-2005 and underestimated for states whose relative populations are declining (William Greene personal communication).  The consequence is that the standard deviations of the restrictive state abortion law variables (which consist disproportionately of relatively slow growing small states) will be biased downwards.


New (p. 37, 39) found that informed consent laws were associated with a statistically significant reduction in the abortion rate of a state by an average of -.74 abortions per 1000 females of childbearing ages 15-44, a statistically significant decline of -.41 abortions per 1000 adult females ages 18-44 and a statistically and numerically insignificant impact of close to zero (-.06) on teen females ages 13-17.  New (p. 40) argues that this is consistent with a priori expectations because “Minors often seek abortions because they do not want to reveal their pregnancy or sexual activity to their parents. As such, laws that give them information about fetal development and alternative sources of support may have little impact on their decisions. However, adults often seek abortions for other reasons, such as financial hardship. Since these types of laws provide information about sources of support for single mothers, they would have a larger impact on adults.”


If he is correct, then empirically the numerical impact of informed consent laws on the abortion rate of all women of childbearing ages 15-44 (New’s value = -.74) should have been smaller than the numerical impact of informed consent laws on the abortion rate of all adult women ages 18-44 (New’s value = -.41). All women of childbearing age includes teen minors whose pregnancy resolution decisions are not affected by the enforcement of an informed consent law which should bias the informed consent law coefficient of all childbearing women towards zero.  The fact that New finds the exact opposite result suggests that other unmeasured influences (e.g., antiabortion sentiment, abortion price, religious opposition to abortion) may account for part or all of the apparent negative impact of informed consent laws on the abortion rate of all women and of adult women. The variation in these unmeasured influences across states is controlled for with state fixed effects only if the differences across states do not vary over time. In our reestimation of New’s model we take into account the unmeasured factor most often cited in the abortion literature.

New’s Model Specification

 New used two different dependent variables: (1) the abortion rate - the number of abortions per 1000 women of childbearing ages 15-44 years and (2) the abortion ratio - the number of abortions per 1000 births in each state over the years 1985-2005.


The independent variables in New’s model besides the three restrictive abortion laws (Medicaid Funding Restrictions, Parental Involvement, Informed Consent) are each state’s (i) real per capita personal income growth; (ii) unemployment rate; (iii) annual change in the unemployment rate; (iv) poverty rate; (v) percentage of women ages 15-44 who are Black, who are Native American, who are Hispanic, who are Asian; (vi) percentage of women ages 15-44 who are between the ages of 20-24, 25-29, 30-34, 35-39, 40-44; (vii) fertility rate; (viii) percentage of married women; (ix) percent of urbanized population; (x) number of abortion providers (and abortion providers squared)  ; and (xi) state and year fixed effects (dummy variables for each state and year). 


New assumes that the number of abortion providers is exogenous in his model.  However, the availability of abortion providers may be endogenous. The reason is that abortion providers may tend to locate in states where the demand for their services is greater. However, New did not test for the presence of simultaneity. Using a Hausman test  (Greene 2000), the null hypothesis that abortion providers are exogenous is rejected at the .01 level of significance. 

Since the number of abortion providers is determined simultaneously with the demand for abortion, the econometric solution to this problem (Greene 2000) is to find instruments that are correlated with the number of abortion providers, but do not directly affect the demand for abortion. The instruments selected are identical to those used by Levine et al. (1996) and Medoff (2009), who argue that the number of physicians and hospitals are related to the overall level of availability and accessibility of general medical services, but are unrelated to the demand for abortion in a state. Using these instruments, the two-stage coefficients were not significantly different from the coefficients using New’s generalized least squares estimation method reported in our empirical section (due to space limitations the empirical results are available upon request) This suggests, as noted by Blank et al. (1996), that any endogeneity bias using generalized least squares is small. 

Re-estimation of New’s Model

In this section New’s model is re-estimated using the exact same dependent variables, independent variables, sample period (1985-2005) and estimation method (generalized least squares with panel- corrected standard errors and a correction for autocorrelation), but with the correct enforcement dates for the three antiabortion laws, all variables weighted by the square root of each state’s yearly population and controls for interstate travel for women to obtain an abortion from an out-of-state provider.



In addition to the independent variables in New’s model, we control for interstate travel by women across state lines by including two separate variables suggested by Blank et al. (1996) and Haas-Wilson (1996): (1) the number of states bordering each state that do not have a parental involvement law and (2) the number of states bordering each state that do not have a informed consent law (border states will not pay for a nonresident Medicaid abortion).


In informed consent states providers are required to impart state-approved abortion-specific medical information to every woman before her abortion. In most states the information does not have to be done in person. However, five informed consent states have two-visit laws that require women receive their informed consent information in person at least 24 hours before the abortion procedure.  Two-visit informed consent states necessitate that women seeking an abortion must make two separate trips to the abortion provider. One of the consequences of two-visit laws is to impose substantial travel expenses and time costs on women seeking an abortion. To take this into account we include a two-visit law dummy variable equal to one if a state’s informed consent law requires a woman seeking an abortion make two separate trips to the abortion provider.

The empirical results, using CDC data are shown in Table 1.  Columns 1 and 2 of Table 1 show New’s original coefficient estimates (and t-statistics in parentheses) for each of the three antiabortion laws using CDC data. Columns 3 and 4 show the coefficient estimates for each of the three antiabortion laws (with the correct enforcement dates) and when all the variables in his model are weighted by New’s fixed weight (the square root of each state’s year 2000 population).  Columns 5 and 6 show the coefficient estimates of the three antiabortion laws when all the variables in New’s model are weighted by a variable weight (the square root of each state’s population for each year 1985-2005).


In contrast to New’s original results shown in columns 1 and 2, the empirical results in Table 1 show that, regardless of whether a fixed or variable weight is used, parental involvement laws are associated with a significant reduction in a state’s abortion ratio by 9.5 to 10 abortions per 1000 births and a significant reduction in a state’s abortion rate by .66 to .71 abortions per 1000 women ages 15-44.  Since, over the sample period 1985-2005, the average abortion ratio is 245.71 and the average abortion rate is 15.96, this suggests that parental involvement laws reduce the incidence of abortion by approximately 4 percent. The Medicaid funding restriction variable is negative, but it is only marginally significant (p < .08) and reduces the incidence of abortion by between 6 percent and 7 percent.  The enforcement of an informed consent law is statistically insignificant.  New found that, using CDC data, that informed consent laws significantly reduced the incidence of abortion by between 4 percent and 5 percent.


Table 2 presents the estimated coefficients of the three antiabortion laws using GI data.  Columns 1 and 2 of Table 2 show New’s original coefficient estimates for each of the three antiabortion laws using GI data.  Regardless of whether a fixed (columns 3 and 4) or a variable (columns 5 and 6) weight is used, Medicaid funding restrictions are again found to significantly reduce the incidence of abortion in a state by between 5 percent and 6 percent, but parental involvement laws are now not significant.  However, when GI data is used, informed consent laws are now significantly negative.


Thus, one is left with conflicting empirical results depending on the data source.  When CDC data is used (Table 1), Medicaid funding restrictions and parental involvement laws are found to reduce the incidence of abortion in a state, but informed consent laws have no significant impact on the incidence of abortion.  When GI data is used (Table 2), Medicaid funding restrictions and informed consent laws are associated with a significant reduction in the incidence of abortion in a state, but parental involvement laws have no significant impact on a state’s abortion rate or abortion ratio.


One way to resolve these inconsistent and contradictory empirical results is to examine, as New did, the impact of the three antiabortion laws on the abortion rate of adult females (ages 18-44) and teen minor females (ages 13-17).  Using the exact same set of independent variables (with the correct enforcement dates for the three antiabortion variables, border state policy variables and the two-visit law variable), estimation procedure as described above and CDC data (the GI does not consistently report abortion data for teen minor females), separate regressions were performed on the abortion rate of adult females and the abortion rate of teen minor females. The empirical results appear in Table 3.  Columns 1 and 2 of Table 3 show New’s original coefficient estimates for each of the three antiabortion laws. Columns 3 and 4 show the coefficient estimates for each of the three antiabortion laws when all the variables in his model are weighted by New’s fixed weight (the square root of each state’s year 2000 population).  Columns 5 and 6 show the coefficient estimates when all the variables in New’s model are weighted by a variable weight (the square root of each state’s population for each year 1985-2005).


The empirical results in Table 3, columns 3, 4, 5 and 6 show that none of the three antiabortion laws - parental involvement laws, informed consent laws, Medicaid funding restrictions - have a significant impact on the abortion rate of adult females of childbearing age (18-44 years).  Parental involvement laws and Medicaid funding restriction significantly reduce the abortion rate of teen minors in a state by between 18 percent and 20 percent. Informed consent laws are found to have no significant impact on the abortion rate of teen minors.  These empirical results are in stark contrast to New’s original results in column 2 of Table 3 that found informed consent laws significantly reduce the abortion rate of adult females.


In all the empirical results reported in Tables 1, 2, and 3 the two border state policy variables and the two-visit informed consent law variable are statistically insignificant (the empirical results are available upon request). Models that include state fixed effects remove all time-invariant factors. If states without parental involvement laws or informed consent laws did not appreciably change during the study period or change only within a relatively short time period (i.e., 1992-1995), then the border state policy variables will have limited ability to explain interstate travel by women to obtain an abortion because of insufficient variation. This is consistent with the Blank et al. (1996) finding that the coefficients on the border state policy variables were never significant.


As mentioned in a previous section, one problem in estimating the impact of restrictive abortion laws on the incidence of abortion is that there may be unmeasured factors that are correlated with a state’s abortion laws resulting in spurious estimates reported in Tables 1, 2 and 3. The unmeasured factor most often cited in the literature is a state’s public sentiment, beliefs or ideology about abortion (Camobreco and Barnello 2008; Norrander and Wilcox 1999; Haas-Wilson 1996). There may exist differences in antiabortion attitudes among women that are specific to each state and may affect women’s pregnancy resolution decision. As aptly explained by Haas-Wilson (1996, p. 143), “The econometric problem is that the abortion restrictions may be correlated with the residuals in an empirical model that excludes controls for unobserved abortion sentiment."


One problem in measuring a state’s antiabortion attitudes is that there is no direct measure that is consistently available on a yearly basis from 1985-2005. We follow the political science literature by using Erikson, Wright and McIver’s (1993) measure of a state’s political ideology even though the evidence of a link between this measure and antiabortion attitudes is mixed ( Camobreco and Barnello 2008; Norrander and Wilcox 1999; Meier and McFarlane 1993; Berkman and O’Connor 1993). Erikson, Wright and McIver’s measure of a state’s political ideology is the percentage of a state’s population who identify themselves as liberal minus the percentage who identify themselves as conservative in the CBS/New York Times Poll in each state annually from 1985-2005. A positive state ideology number indicates a state whose populace tends to be ideologically liberal, while a negative state ideology number indicates a state whose populace tends to be ideologically conservative.


We included the state political ideology measure in New’s model and reestimated Tables 1, 2 and 3. The empirical results (due to space limitations the empirical results are available upon request) show that the state political ideology measure was not significant and the previously reported coefficients (and t-statistics) of the three restrictive abortion laws shown in Tables 1, 2 and 3 were not substantially affected. The empirical results in Tables 1, 2 and 3 are robust even after controlling for a state’s political ideological beliefs.

In sum, New found that parental involvement laws have a significantly negative impact on teen minors’ abortion rate, but an insignificant effect on the incidence of abortion of all women of childbearing age. Our empirical results show that parental involvement laws have a significantly negative effect on the incidence of abortion of all women of childbearing age with the effect concentrated on teen minors. However, over the period 1985-2005, abortions performed on teen minors only represented between 6 percent and 8 percent of all abortions performed.  This suggests that parental involvement laws only had a very small effect on the decline in the incidence of abortion of all women of childbearing age since 1992.  

Both studies found that Medicaid funding restrictions significantly reduce the incidence of abortion of all women of childbearing age, but differ in their estimate of the magnitude of the negative effect. We found that Medicaid funding restrictions were marginally significant and reduce the incidence of abortion by no more than 6 percent versus New’s estimate of 9% (Prior empirical studies found that Medicaid funding restrictions lower the incidence of abortion by between 3% - 6%, Blank et al. 1996; Haas-Wilson 1997; Levine et al. 1996). However, since 1992 state courts in Arizona, Minnesota, Montana and New Mexico ruled that their state must fund Medicaid abortions. This would tend to increase, not decrease, the incidence of abortion since 1992.

New found that informed consent laws, which he attributes mainly to the decline in the number of abortions performed since 1992, significantly reduce the incidence of abortion of all women of childbearing age by between 4%-5%, with the impact of informed consent laws concentrated solely on adult women. We found that informed consent laws have no significant impact on the incidence of abortion of all women of childbearing age (15-44 years), no significant impact on the abortion rate of adult females (ages 18-44) and no significant impact on the abortion rate of teen minor females (ages 13-17).  Taken together, our results suggest that informed consent laws had little or no effect on women’s abortion decisions since 1992, which is consistent with the conclusion reached by Joyce et al. (2009) and Medoff (2009).4 This finding is not surprising since in most states, the state-approved abortion-specific medical information is merely offered to women, who may choose whether or not to take the materials. There is no requirement that women actually read any written materials they receive. Furthermore, in most states, the informed consent information does not have to be given in person.  The informed consent materials may be provided by mail, telephone, fax, or over the Internet.
The next section discusses the general lessons from New’s analysis as well as provides an alternative explanation for the decline in the incidence of abortion since the 1992 Casey decision.

Discussion


Since the Supreme Court’s1992 Casey decision the United States has experienced a steady decline in the incidence of abortion. New (2011, p. 42), in a recent article in this journal, argues that the primary reason for the decline in the number of abortions performed since the1992 Casey decision was that, “By 2005, more states had adopted parental involvement laws and informed consent requirements.  A comprehensive series of regressions provide evidence that these laws are correlated with declines in in-state abortion rates and ratios.” The highly controversial issue of abortion in the United States makes the question of the impact of restrictive abortion laws on the incidence of abortion a particularly relevant question, especially given the recent push in state legislatures to enact more policies that restrict women’s access or availability to an abortion.


There are several serious methodological and data errors in New’s analysis which should serve as a guide for those scholars who study the impact of various state policies, in general, and abortion policy specifically.  First, the use of state of occurrence abortion data (the state in which the abortion was performed) rather than state of residence abortion data (the state of residence of the women who had abortions) ignores interstate travel by women to nearby states in order to circumvent a restrictive abortion law in their state. The effect of not controlling for interstate travel is that the use of state of occurrence abortion data creates an upward bias in the estimated impact of restrictive abortion laws because abortion rates are underestimated in those states with restrictive abortion laws and overestimated in contiguous states without such laws (e.g., Hussey 2010; Gius 2007; Oakley 2003; Hansen 1993).


Second, it is crucially important to distinguish between when a restrictive abortion law is enacted and when the law is enforced.  After the 1992 Casey decision, many states enacted parental involvement laws and informed consent laws.  However, these laws were typically challenged in court and their ultimate enforcement was stayed until a definitive decision was reached by a state Supreme Court or a federal Appeals Court at a much later date. The main lesson for all those who study the impact of a state policy is that a state may have enacted a restrictive abortion law but, because of legal challenges, the state was unable to enforce the restrictive abortion law until the final adjudication (Kelly and Grant 2007; Gius 2007; Altman-Palm and Tremblay 1998).


Third, when using pooled time-series cross-section data and correcting for heteroscedasticity one should use a variable population weight rather than a fixed population weight. The consequence of using a fixed population weight is that it overstates the standard error of the regression for states whose relative populations are increasing and understates it for states whose relative populations are declining.


The number of abortions performed actually started to decline well before the 1992 Casey decision peaking around 1988.  The decline in the incidence of abortion is largely the result of a decrease in the number of unintended pregnancies which, in turn, reflects greater, better (e.g., injectable and implant) and more effective contraceptive use.  Among women whose first premarital intercourse occurred before 1985, 56 percent used a method of contraception; by 2005 this percentage rose to 84 percent.  In 1982, 44 percent of women ages 15-44 years were not using any contraception and by 2005 this percentage had declined to 38 percent.  Most of those who were not using contraception in 2005 were currently pregnant, trying to become pregnant, sterile for medical reasons or unable to conceive.  In 2002, the percentage of women at-risk for a pregnancy using some method of birth control exceeded 80 percent in 44 of the 50 states (median usage was 84 percent). Not only were more women at risk of a pregnancy using contraception, they were also more likely to be using more efficacious methods of contraception (National Center for Health Statistics 2010). Furthermore, the enactment of antiabortion laws did not induce women at risk of a pregnancy to use contraceptives (Medoff 2011).

A reexamination of the impact of three antiabortion laws - Medicaid funding restrictions, parental involvement laws, informed consent laws - on the incidence of abortion over the period 1985-2005 finds little empirical evidence that the decline in the number of abortions performed since the U.S. Supreme Court’s 1992 Casey decision was due to the increase in the number of antiabortion laws enacted.                                           

Table 1.

The Impact of Restrictive Abortion Laws on Women of Childbearing Age (15-44 Years)

	Restrictive

Abortion Law
	Abortion Ratio

(1)
	Abortion

Rate

(2)
	Abortion

Ratio

(3)
	Abortion

Rate

(4)
	Abortion

Ratio

(5)
	Abortion

Rate

(6)

	Parental Involvement
	-6.47

(1.33)
	-.46

(1.37)
	-9.57

(1.96)**
	-.66

(1.95)**
	-10.22

(2.10)**
	-.71

(2.08)**

	Informed Consent
	-10.04

(2.21)**
	-.74

(2.22)**
	-5.96

(1.09)
	-.52

(1.30)
	-6.11

(1.12)
	-.53

(1.32)

	Medicaid Funding Restrictions
	-20.82

(2.06)**
	-1.54

(2.21)**
	-14.93

 (1.61)
	-1.15

(1.79)*
	-14.69

     (1.60)
	-1.15

(1.79)*

	Policy Enforcement Dates
	uncorrected
	uncorrected
	corrected
	corrected
	corrected
	corrected

	Weights (square root)
	2000

state population
	2000

state population
	2000

state population
	2000

state population
	1985-2005

state population
	1985-2005

state population

	Data Source
	CDC
	CDC
	CDC
	CDC
	CDC
	CDC

	N
	933
	933
	933
	933
	933
	933


Note:
absolute value of t-statistics in parentheses: * p < .10; ** p < .05; *** p < .01

Table 2.

The Impact of Restrictive Abortion Laws on Women of Childbearing Age (15-44 Years)
	Restrictive

Abortion Law
	Abortion Ratio

(1)
	Abortion

Rate

(2)
	Abortion

Ratio

(3)
	Abortion

Rate

(4)
	Abortion

Ratio

(5)
	Abortion

Rate

(6)

	Parental Involvement
	-5.72

(.87)
	-.54

(1.23)
	-7.47

(1.08)
	-.61

(1.32)
	-7.38

(1.08)
	-.60

(1.32)

	Informed Consent
	-16.71

  (2.47)**
	-1.10

     (2.42)**
	-16.24

     (2.04)**
	-1.15

     (2.02)**
	-16.70

    (2.09)**
	-1.19

    (2.09)**

	Medicaid Funding Restrictions
	-19.37

(1.87)*
	-1.44

   (2.23)**
	-12.42

(1.32)
	-1.05

  (1.77)*
	-11.81

(1.33)
	-1.02

  (1.83)*

	Policy Enforcement Dates
	uncorrected
	uncorrected
	corrected
	corrected
	corrected
	corrected

	Weights (square root)
	2000

state population
	2000

state population
	2000

state population
	2000

state population
	1985-2005

state population
	1985-2005

state population

	Data Source
	GI
	GI
	GI
	GI
	GI
	GI

	N
	432
	432
	432
	432
	432
	432


Note:
absolute value of t-statistics in parentheses: * p < .10; ** p < .05; *** p < .01

Table 3.

The Impact of Restrictive Abortion Laws on Teen Minors (13-17 Years) and Adult Women 

(18-44 Years)

	Restrictive

Abortion Law
	Teen Minor

Abortion Rate

(1)
	Adult

Abortion

Rate

(2)
	Teen

Minor

Abortion

Rate

(3)
	Adult

Abortion

Rate

(4)
	Teen Minor

Abortion

Rate

(5)
	Adult

Abortion

Rate

(6)

	Parental Involvement
	-1.32

   (3.67)***
	-.06

(.22)
	-1.57

       (4.79)***
	-.15

(.52)
	-1.56

   (4.92)***
	-.19

(.63)

	Informed Consent
	 -.06

(.15)
	-.41

(1.62)*
	   .49

  (1.27)
	.16

(.54)
	   .48

      (1.27)
	.20

(.68)

	Medicaid Funding Restrictions
	-1.73

   (3.96)***
	-.75

(1.67)*
	-1.74

      (4.73)***
	-.25

(.51)
	-1.81

     (4.89)***
	-.33

(.68)

	Policy Enforcement Dates
	uncorrected
	uncorrected
	corrected
	corrected
	corrected
	corrected

	Weights (square root)
	2000

state population
	2000

state population
	2000

state population
	2000

state population
	1985-2005

state population
	1985-2005

state population

	Data Source
	CDC
	CDC
	CDC
	CDC
	CDC
	CDC

	N
	833
	834
	833
	834
	833
	834


Note:
absolute value of t-statistics in parentheses: * p < .10; ** p < .05; *** p < .01

Notes

1. An examination of New’s informed consent data showed that, with a couple exceptions, all states that enacted an informed consent law were given the value of 1, regardless of the date the informed consent law was enacted.

2. New excluded both Alaska and Kansas from his analysis.  He excluded Kansas because it has one of the few abortion providers willing to perform late-term abortions.  Alaska was excluded because, according to New (personal communication), sale of oil and minerals are important components of Alaska’s economy and shifts in the prices of these commodities can cause substantial fluctuations in Alaska’s economic indicators.  However, the same argument could be made for the states of Texas, Oklahoma and Louisiana.  Similarly, changes in stock prices can and did cause substantial fluctuations in the economic indicators of California, New York and Connecticut.

3. New normalized his weights by computing the average of the square root of each state’s year 2000 population and then dividing this value into each state’s square root population figure so that the average of all the weights would equal 1.  The same procedure is used on all the regressions reported in this paper.

4. Joyce et al. (2009) examined 12 prior studies of the impact of informed consent laws and found they do not have a measurable impact on the incidence of abortion.  Furthermore, Medoff (2009) found that even the most egregious informed consent laws ( which provide blatantly false or misleading information that link abortion to mental health problems, breast cancer, infertility, or fetal pain ( do not have a significant impact on abortion demand.
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