The TRAP:
Targeted Regulation of Abortion Providers
What is a TRAP law?
Targeted Regulation of Abortion Providers (TRAP)
laws single out abortion providers for medicallyunnecessary, politically-motivated requirements.
Types of TRAP laws include:
• measures that single out abortion providers for
medically unnecessary regulations, standards, or
personnel qualifications, such as admitting
privileges or transfer agreements;
• provisions that needlessly address the licensing
of abortion clinics and/or charge an exorbitant
fee to register a clinic in the state; or
• measures that unnecessarily regulate the
facilities where abortion care may be provided or
designate abortion clinics as ambulatory surgical
centers, outpatient care centers, or hospitals —
which impose numerous burdensome building
and/or structural requirements without medical
justification.

What is the purpose of a TRAP law?
TRAP laws stigmatize and burden abortion providers
and are calculated to chip away at abortion access
under the guise of legitimate regulation.
These measures are often introduced by abortion
opponents who claim that abortion is an unsafe and
unregulated procedure.
By implying that abortion facilities are uniquely
dangerous and in need of special regulation, such
bills recklessly promote an unfounded fear that
abortion is unsafe. Abortion is in fact one of the
safest medical procedures provided in the United
States.1
Many TRAP laws grant broad authority to state
departments of health to develop structural and
staffing requirements for abortion care facilities.
Often, the resulting regulations are based on existing
hospital or ambulatory surgical center guidelines
including specific dimensions for procedure rooms
and hallways, doorway widths, and complex
ventilation systems. Some regulations mandate what

types of medical professionals must be on staff,
assign certain duties to various staff members or
require patient evaluations that are not medically
necessary. These types of regulations are not
medically justified, and no evidence-based, medically
sound reasons exist for such standards. Instead, these
regulations create an often insurmountable burden
for small outpatient clinics. TRAP requirements often
result in the closure of quality abortion providers
that cannot afford an unnecessary extensive remodel,
or find or afford to pay new staff, resulting in women
having to travel great distances to obtain abortion
care.
The NAF Hotline talked to Cara*, who lives in Killeen, Texas, with
her three children, shortly after the partial implementation of
H.B. 2, a Texas TRAP law that subsequently caused the closure of
numerous facilities providing abortion care. She had lost her job
and was struggling to make ends meet when she found out she
was pregnant. Cara decided an abortion was the right decision for
her family but, unfortunately, even after asking friends and family
for help, she was not able to raise enough money for her
procedure. On top of that, at the time, due to H.B. 2, the closest
clinic to her was nearly 130 miles away, which meant she also
had to find enough money to pay for gas, and ultimately had to
rely on a last-minute loan from a friend. Cara could not find
anyone to drive her to and from her procedure—a six-hour
roundtrip drive—so she had to go alone. While she was finally
able to obtain abortion care, the added obstacles imposed by the
H.B. 2 TRAP restrictions constituted a severe hardship for Cara
and her family.
*Name changed for patient privacy

What are the real facts?
Abortion is very safe.
Abortion is one of the safest and most commonly
provided medical procedures in the United States.
Less than 0.05% of first-trimester abortion
patients—which comprise 89% of all abortion
patients—experience a complication requiring
hospitalization.2 Research conducted in 2012 found
that pregnancy-related complications were far more
common with childbirth than with abortion care; the
risk of death is 14 times greater with childbirth than
with abortion care.3
In the U.S., more than 90% of all abortions are
provided in outpatient facilities such as doctors'
offices and clinics.4 Credit for the outstanding safety
record of abortion care is attributed to the
specialized quality care given and received in these
facilities. Since the legalization of abortion in 1973,
the provision of abortion in the U.S. has become a
public health model for the rest of the world. There
is no evidence that abortion care would be safer in

another setting, or that abortion care is inadequate in
outpatient facilities.
Abortion care is already regulated.
All health care facilities, including abortion providers,
are required to comply with a variety of federal and
state regulations. These include the federal Clinical
Laboratory Improvement Amendments (CLIA),5
Health Insurance Portability and Accountability Act
(HIPAA),6 and Occupational Safety and Health
Administration (OSHA)7 requirements, as well as
state and local regulations including building and fire
codes. All medical professionals, including physicians
and clinicians who work in abortion care, are
required to maintain professional standards and
licenses and complete continuing medical education
courses.
NAF, the professional association of abortion
providers, has established evidence-based Clinical
Policy Guidelines (CPGs)8 which set the standards for
quality abortion care. NAF’s CPGs are developed by
consensus of medical professionals and based on
rigorous review of the relevant medical literature
and known patient outcomes. Other medical
organizations, such as Planned Parenthood
Federation of America and the American College of
Obstetricians and Gynecologists, have also
established professional guidelines for abortion
facilities.9

What is the impact of TRAP laws?
Enactment of this type of legislation discourages
health care providers from offering abortion care and
can make provision very burdensome and/or
expensive, which exacerbates the provider shortage
that already exists in the United States. As of 2014,
90% of counties in the U.S. did not have a single
abortion provider.10 In addition, mandated staffing
requirements and qualifications that often appear in
TRAP bills restrict clinicians’ autonomy by tying them
to a particular hospital within a certain distance of
the facility, which unnecessarily limits providers’
ability to travel to provide care to underserved
populations.
Take for example Texas House Bill 2 (H.B. 2), passed
in 2013. This law specifically required abortion
providers to obtain admitting privileges and required
abortion facilities to meet ambulatory surgical center
requirements. Following the partial implementation
of H.B. 2, nearly half of the more than 40 abortion
providers in the state were forced to close their doors

due to the law’s onerous facility restrictions. If
permitted to take full effect, H.B. 2 would have had a
devastating result, further reducing the number of
providers in the state to ten or fewer.11

Whole Woman’s Health v. Hellerstedt
Abortion providers challenged the legality of H.B. 2.
The law was upheld by the Fifth Circuit Court of
Appeals,12 only to be partially restrained by the
Supreme Court pending review. The Supreme Court
later heard oral arguments during March of 2016, in
Whole Woman’s Health v. Hellerstedt. In a historic
ruling on June 27, 2016, the court struck down the
onerous requirements of H.B. 2, finding that the
TRAP requirements constituted an undue burden on
abortion access.13 The Court found that the TRAP
provisions of H.B. 2 placed a substantial obstacle in
the path of women seeking pre-viability abortions
without providing a clear benefit to women’s health,
and as such were unconstitutional.14
This decision set up a framework for lower courts to
evaluate TRAP laws by weighing the alleged medical
benefits of any abortion regulations against the
burdens imposed on women’s access to care. Since
the Court found that, contrary to Texas’ claims, the
H.B. 2 TRAP laws did not protect or provide any
benefit to women’s health and were merely a guise
for making abortion access more difficult, it is likely
that other state TRAP laws passed with the stated
justification of protecting women’s health, without
providing any clear health benefit to patients seeking
abortion care, will also be found unconstitutional
when challenged. Since the Whole Woman’s Health v.
Hellerstedt decision, courts have blocked or
overturned TRAP laws in states including Alabama,
Mississippi, Wisconsin, Louisiana, and Missouri.15

How prevalent are TRAP laws?
Currently, at least 28 states have some type of TRAP
law on their books.16 Although fewer states have
passed new H.B. 2-style TRAP restrictions since the
Whole Woman’s Health v. Hellerstedt decision, state
legislatures across the country continue to introduce
new TRAP provisions or modify their existing
regulations each year. More recent legislation has
targeted abortion providers for onerous regulation
relating to waste management practices, extensive
reporting requirements, and unnecessary inspections
of abortion facilities. In 2016, seven states adopted
new TRAP laws.17

As additional restrictions accumulate, targeting
abortion providers with burdensome regulations, it
becomes more and more difficult for abortion
providers to remain open and for women to safely
access their full range of reproductive health care
services. We must be vigilant to ensure that these
targeted regulations do not force facilities to close
and deny women access to safe and legal abortion
care.
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