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Abstract 

Background  Gestational age limits (GLs) are common in abortion laws and policies. They restrict when lawful abor-
tion may be accessed by reference to the gestational duration of a pregnancy, in some cases specifying that abortion 
is a criminal offense after, but not before, the GL. This synthesis of legal and health evidence addresses knowledge 
gaps on the health and non-health outcomes plausibly related to the effects of GLs on abortion-related outcomes.

Methods  This paper synthesizes the results of a systemic review with the identification and application of relevant 
international human rights standards. A search strategy was drawn up to capture public health, international human 
rights law, and policy evidence related to the impacts of GLs. We limited our search to papers published in English 
since 2010, including quantitative studies (comparative and non-comparative), qualitative and mixed-methods stud-
ies, reports, PhD theses, and economic or legal analyses. Only studies that undertook original data collection or analy-
sis were included. Review of treaties, opinions, interpretations, general comments, and special procedures of UN 
human rights bodies identified relevant human rights standards, which were then synthesized with the extracted 
data to create a comprehensive evidence synthesis.

Results  GLs do not prevent people from seeking abortion but do operate as a regulatory barrier that can result 
in people seeking abortion outside of the formal health system or unwillingly continuing pregnancy. In many jurisdic-
tions, they interact with the criminalization of abortion, with significant health and non-health impacts. GLs impact 
most on people who are least able to access abortion because of later detection of pregnancy, lack of access to abor-
tion provision, and lack of access to the resources required to avail of abortion.

Conclusions  Although paradigmatic in abortion law, GLs are not based on evidence of either the safety or effective-
ness of abortion or the needs and preferences of pregnant people. They produce rights-limiting impacts for pregnant 
people and, in some cases, result in arbitrary and disproportionate violations of legally protected rights. The persis-
tence of GLs as part of the regulatory framework for abortion provision cannot be said to ensure an enabling environ-
ment for quality abortion care.
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Background
Gestational age limits (GLs) are common in abortion 
laws and policy [1, 2], appearing in most abortion laws 
[3]. Imposed through formal law, institutional policy, or 
personal practice by individual abortion providers, GLs 
restrict when lawful abortion may be accessed by refer-
ence to the gestational duration of a pregnancy, in some 
cases specifying that abortion is a criminal offense after, 
but not before, the GL.

Even though they are common across national and 
local settings, GLs in law do not reflect clinical evidence 
on the safety or efficacy of abortion, or of the appropri-
ateness of specific abortion methods at various stages of 
pregnancy as reflected in long-standing World Health 
Organization (WHO) guidelines. Indeed, the WHO has 
long acknowledged that efforts to impose GLs may have 
negative consequences for people seeking abortion, 
including causing them to avail of unlawful abortion or 
incurring significant costs [4].

Regulation of abortion has implications for a wide 
range of internationally protected rights, including but 
not limited to the right to health, the right to privacy, the 
right to life, the right to be free from torture, cruel, inhu-
man, or degrading treatment, and the right to equality 
and non-discrimination [5]. International human rights 
law does not expressly address the issue of GLs. The 
Working Group on Discrimination against Women in 
Law and Practice has called for states to permit termina-
tion of pregnancy without restriction as to reason during 
the first trimester [6], and the UN Human Rights Com-
mittee has stated clearly that states must make abortion 
available where continuing with pregnancy would cause 
substantial pain and suffering including, but not limited 
to, situations of risk to life, pregnancy resulting from 
rape, and non-viability of the pregnancy [7]. However, 
despite a shortage of express attention to GLs, the gen-
eral requirements of international human rights can be 
applied when seeking to understand their rights-related 
impacts. These include the requirements that states 
ensure the regulation of abortion is evidence-based (i.e., 
not arbitrary) and proportionate (i.e., provided for by law, 
necessary for and rationally connected to the achieve-
ment of a legitimate objective that is pursued through the 
regulation, and minimally intrusive) [8]. Furthermore, as 
a matter of international human rights law states may not 
regulate abortion in a way that is contrary to their duty to 
ensure pregnant people do not have to undertake unsafe 
abortions or in a manner that results in a violation of a 
pregnant person’s rights [7].

This is one of seven reviews that were carried out 
as part of developing the evidence base for the WHO 
Abortion Care Guideline (2022) [5]. It synthesizes legal 
and health evidence on the impacts of GLs in abortion 

law and policy to address knowledge gaps related to the 
health and non-health outcomes that are plausibly related 
to the effects of GLs on abortion-related outcomes and 
provide evidence underpinning GL-related recommenda-
tions in that Guideline.

Throughout this evidence synthesis, and consistent 
with the approach in the Abortion Care Guideline [5], we 
use the terms women, girls, pregnant women and girls, 
pregnant people, and people interchangeably to include 
all those with the capacity to become pregnant.

Methods
As described further below, we applied methodology 
for the integration of rights as evidence that we have 
described elsewhere [9] and which ensures human rights 
standards and guidance and public health evidence 
inform and are integrated within the evidence base that 
should inform law and policy making. This methodol-
ogy, developed by health and human rights scholars, 
is suitable for evidence syntheses relating to complex 
interventions that can have multiple (synergistic or dis-
synergistic) interacting components, potentially non-
linear effects, and context dependencies. Our objective 
was to fully integrate human rights implications into our 
understanding of the effects of GLs. Given this objec-
tive, the standard tools for assessing the risk of bias or 
quality were unsuitable for the varied types of evidence 
we included. However, we did apply evaluation criteria 
across all evidence types. Specifically, we assessed the 
adequacy of qualitative findings using the GRADE-CER-
Qual approach [10]. This method allowed us to system-
atically evaluate the adequacy of data, ensuring that our 
synthesis was robust and reliable. Additionally, quantita-
tive studies were evaluated for precision, directness, and 
magnitude of effect.

Identification of studies and data extraction
The systematic review element of this evidence synthe-
sis examined the impact of the intervention of GLs on 
two populations, namely (i) people seeking abortion, 
and (ii) health professionals. The search strategy was 
developed together with experts working in the field of 
law, policy, and human rights (see further Additional 
file  1: Search strategy) following the development of 
a PICO (Population, Intervention, Comparison, Out-
come). It included the key terms gestation AND abor-
tion, time limits AND abortion, abortion time limit, 
abortion AND viability, and week ban AND abortion. 
We searched the databases PubMed, HeinOnline, and 
JStor and the search engine Google Scholar on June 
10th, 2021. As the second edition of the Guideline 
included data up until 2010, we limited our search to 
papers published in English from 2010 to May 2021. 
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Our inclusion criteria mean that only manuscripts that 
undertook original data collection or analysis were 
included; we included quantitative studies (comparative 
and non-comparative), qualitative and mixed-methods 
studies, reports, PhD theses, and economic or legal 
analyses, that provided information on health and non-
health impacts that could be related to the effects of 
GLs. We excluded those manuscripts that did not meet 
our inclusion criteria or did not have a clear connection 
with the intervention and our pre-defined outcomes.

The initial screening of the literature was done by 
MF and AF. Titles and abstracts were screened for eli-
gibility using the Covidence® tool [11]. Full texts were 
then reviewed by MF and AF. FdL confirmed that these 
studies met the inclusion criteria (see further Addi-
tional file  2: PRISMA checklist). Data were extracted 
by FdL and AC. Where they arose, discrepancies were 
reviewed and discussed with AL and MR to ensure that 
all studies were suited to the study design. Such dis-
crepancies were resolved through consensus.

To identify health and non-health outcomes of inter-
est we used a preliminary assessment of the literature 
[12] on outcomes that could be linked to the effects 
of GLs. Outcomes linked to those seeking abortion 
included delayed abortion, continuation of pregnancy, 
opportunity costs, unlawful abortion, self-managed 
abortion (which may be lawful or unlawful, depending 
on the local applicable laws), disqualification from law-
ful abortion (i.e., exceeding legally imposed GLs and 
thus no longer qualifying for lawful abortion under the 
terms of the applicable law), disproportionate impact, 
and referral to another provider. Outcomes linked to 
health professionals included workload implications, 
stigmatization, system costs, and impact on the pro-
vider-patient relationship.

We further identified applicable standards (i.e., express 
treaty text, and decisions, interpretations, and elabora-
tions from treaty bodies and special procedures) from 
international human rights law through a careful review 
of the corpus of international human rights law following 
the approach we have already described [9]. These stand-
ards were ones that expressly addressed GLs, as well as 
guidance and standards that relate to sexual and repro-
ductive health and abortion more broadly and which 
were applicable to and had relevance for a rights-based 
analysis of GLs. To fully understand the implications of 
the findings from included studies for abortion law and 
policy, we applied these human rights standards to the 
extracted data, which enabled us to identify (a) which 
human rights standards are engaged by GLs, (b) whether 
the evidence suggests that GLs have positive or negative 
effects on the enjoyment of rights, and (c) where no data 
is identified from the manuscripts against outcomes of 

interest, whether human rights law provides evidence 
that can further elucidate the impacts and effects of GLs.

Results
The initial search generated 32,789 citations after dupli-
cates were removed. We screened the titles and abstracts 
and conducted a full-text screening of 328 manuscripts 
resulting in 24 manuscripts being included in the final 
analysis (Fig. 1).

Manuscripts described data from the following set-
tings: Australia [13], Belgium [14], Nepal [15], Nether-
lands [16], Mexico [17], South Africa [18], Spain [16], the 
UK [16, 19–21], and the USA [22–36]. The characteristics 
of the included manuscripts are presented in Table 1. The 
included studies contained information relevant to all 
outcomes apart from workload implications, stigmatiza-
tion, and impact on the provider-patient relationship.

Analysis
We matched data from the included studies to our out-
comes of interest. This was presented in evidence tables, 
presenting the impact of each finding on the outcome of 
interest and an overall conclusion on the impact of GLs 
on the outcome of interest. Employing an established 
approach, we used a visual representation of effect direc-
tion. This indicated whether the evidence extracted from 
a study suggested an increase (▲), decrease (⊽), or no 
change (○) in the applicable outcome of interest, but did 
not indicate the magnitude of the effect [9].

Impact of the intervention on abortion seekers
A summary of the impacts of the intervention on abor-
tion seekers and the application of human rights is pre-
sented in Table  2. Evidence identified per study and 
outcome is presented in Supplementary Table S1 (Addi-
tional file 3: Table S1).

Evidence from seven studies [15, 16, 21, 23, 28, 31, 
35] suggests that GLs may lead to abortion delays, with 
greater effects among women seeking second-trimester 
abortions [23, 28], those living in areas where clinics 
are limited and remote [31], and women closest to ges-
tational duration cut off [35]. One study suggests that 
where people are denied abortion having exceeded GLs, 
they may experience delays [15] as they visit multiple 
facilities or need to receive multiple referrals before find-
ing a willing provider [15]. The association between GLs 
and delay has potential human rights obligations. State’s 
human rights obligations include the obligation to take 
steps to reduce maternal mortality and morbidity to ful-
fill the rights to life and to the highest attainable standard 
of physical and mental health [7, 37], which can clearly 
be implicated by delays in accessing sexual and repro-
ductive care. Furthermore, states’ obligation to ensure 
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equality and non-discrimination, including in sexual and 
reproductive healthcare, is clearly engaged by measures, 
like GLs, the impacts of which are unevenly distributed 
across different categories of women, including women 
with disabilities who have rights under both general 
international human rights law and the UN Convention 
on the Rights of People with Disabilities. Indeed, as the 
UN Committee on Economic, Social, and Cultural Rights 
has said, states’ obligation to eliminate discrimination 
requires them to address restrictive abortion laws [37].

Evidence from six studies suggests that GLs not only 
delay access to abortion but contribute to disqualifica-
tion from lawful abortion [13, 14, 16, 18, 20, 35] as, in 
practice, women do exceed GLs. Three studies provide 
evidence of such disqualification where pregnant people 
have cognitive impairments [13], where they experience 
a lack of information or shortage of accessible provid-
ers [16], where gestational duration is miscalculated by 
health workers [16], or where they are subject to a man-
datory waiting period that pushes them over the GL [14]. 
One included study estimated that in the USA, 5278 
women were denied an abortion due to GLs in 2008, of 

whom 4143 (78%) carried their pregnancies to term [35]. 
Thus, as well as implicating the general right to deter-
mine the number and spacing of one’s children under the 
Convention on the Elimination of all Forms of Discrimi-
nation against Women (Article 16), these studies reiterate 
the implications of GLs for the right to equality and non-
discrimination in sexual and reproductive health.

It is very well established as a matter of international 
human rights law that states may not regulate abortion 
in a way that causes women to avail of unlawful abortion. 
Ensuring “measures to prevent unsafe abortion” [37] and 
ensuring that restrictions on access to abortion do not 
“jeopardize women’s and girls’ lives” [7] are core obliga-
tions under international human rights law. However, 
evidence from three studies suggests that GLs operate as 
barriers to lawful abortion so some women seek unlaw-
ful [18, 31] or self-managed abortion [15, 31] (which 
may also be unlawful). While unlawful and self-managed 
abortions are not necessarily unsafe they can be, and reg-
ulatory approaches that cause pregnant people to have 
recourse to unlawful abortion raise clear questions of 
human rights compliance.

Fig. 1  Prisma flow diagram
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Evidence from six studies suggests that GLs are asso-
ciated with the continuation of pregnancy [13, 15, 18, 
19, 25, 35], with particular implications for at least some 
groups of pregnant people. One study suggests that 
a 20-week GL may increase the number of live births 
among women with pregnancies affected by fetal anoma-
lies, specifically congenital diaphragmatic hernia [25], 
while another notes that GLs may contribute to the con-
tinuation of pregnancy among women with cognitive 
impairments [13]. GLs are also significantly more likely 
to lead to continuation of pregnancy among women who 
present at or beyond 20  weeks, compared with women 
presenting at 16–19  weeks [19]. These studies suggest 
that GLs impact negatively the right to determine the 
number and spacing of children, with one study suggest-
ing that up to half of the people who are denied abortion 
due to GLs continue with their pregnancy [15]. Further-
more, the impacts of GLs on the continuation of preg-
nancy for people who present later in pregnancy or who 
have particular health conditions suggest further that 
GLs can result in violations of the right to equality and 
non-discrimination, considered above, and are there-
fore arbitrary and disproportionate. A further study, 
not identified in the initial review, affirms that denial of 
‘menstrual regulation’ on the basis of exceeding the GL 
in Bangladesh is also associated with the continuation of 
pregnancy [38].

This is underpinned by findings from seven studies that 
suggest that GLs have disproportionate impacts on cer-
tain groups of pregnant people [13, 14, 16, 27–30, 35]. 
Apart from disqualification from lawful abortion due to 
exceeding a GL, these studies establish that GLs have 
restrictive impacts on people who are likely to detect 
pregnancy later (namely people with cognitive disabilities 
[13], adolescents [14, 17, 27], younger women [28, 35], 
women with less formal education [14, 17], and women 
with fewer resources [14, 35]), or to present for abor-
tion later because they live remote from abortion clin-
ics and undertake travel to access abortion [28, 29]. The 
right to the highest attainable standard of physical and 
mental health has equality and non-discrimination at its 
core, and states may not regulate abortion in a way that 
is discriminatory or has unequal effects. The evidence 
from this synthesis suggests that GLs are discrimina-
tory in effect and erect barriers to access to abortion 
that are particularly burdensome for some populations. 
Among these are adolescents and people with disabilities 
in respect of whom states are obliged to ensure access to 
sexual and reproductive health, including abortion, on an 
equal basis with others under both general international 
human rights law and the UN Convention on the Rights 
of the Child and UN Convention on the Rights of Persons 
with Disabilities.

Whether people avail of abortion or not, evidence 
from 18 studies suggests that GLs are associated with 
significant opportunity costs [13, 16, 18, 20–26, 31–36]. 
Some women who seek abortion near GLs consider the 
existence of a GL to be judgmental [21]. People who are 
denied an abortion due to GLs and go on to parent do 
not have a higher rate of subsequent unintended preg-
nancy than those who receive an abortion close to the GL 
[22], but they do experience a higher degree of perceived 
community stigma [24], less relief, more regret, and 
more anger [34] in the aftermath of being denied abor-
tion. These individuals also have reduced educational 
attainment [33], and can experience significant financial 
distress (including bankruptcy or eviction) for at least 
4 years following abortion denial [32]. Denial of abortion 
due to GLs causes frustration and can expose women to 
multiple facility visits, referrals, judgment, and misinfor-
mation while they seek abortion elsewhere [15]. Where 
people do access abortion, evidence from the extracted 
studies suggests that they must undergo abortion travel 
[16, 20, 21, 25, 31, 35] and experience costs [20, 23, 25, 
31, 35], delays [29, 36], stress, frustration [15], and dis-
tress [21, 26, 31]. In some cases, people travel only to find 
they have exceeded a GL in the destination jurisdiction 
or facility, imposing particularly large opportunity costs 
[18].

This substantial evidence of opportunity costs shows 
that GLs operate as barriers to abortion, even though 
international human rights law makes it clear that, where 
it is lawful, abortion must be accessible and that states 
should remove and should not impose barriers to access-
ing abortion. Evidence of opportunity costs establishes 
that GLs limit abortion seekers’ enjoyment of rights 
including the right to the highest attainable standard of 
health. Given the evidence that GLs result in delays to 
abortion, are associated with availing of unlawful and 
potentially unsafe abortion, and have discriminatory 
effects on sub-populations of pregnant people, and the 
fact that, as the WHO puts it, “[w]hile methods of abor-
tion may vary by gestational age pregnancy can safely be 
ended regardless of gestational age” [5] (i.e., that GLs are 
not required for safety or efficacy purposes), GLs are, on 
the face of it, arbitrary and disproportionate and thus 
incompatible with human rights.

Impact of the intervention on health professionals
A summary of the impacts of the intervention on health 
professionals and the application of human rights is pre-
sented in Table 3. Evidence identified per study and out-
come is presented in Supplementary Table S2 (Additional 
file 4: Table S2).

Overall, evidence from six studies suggests that GLs 
increase system costs. These include an increase in 
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multiple-day and second-trimester procedures (increas-
ing the burden on providers and facilities) [23, 36], 
decreased access to abortion for women with pregnan-
cies affected by severe fetal anomalies [25], and increased 
maternal mortality [30]. These system costs impose addi-
tional burdens on health systems, thus impacting their 
availability and accessibility (and, hence, on prospec-
tive patient’s right to the highest attainable standard of 
physical and mental health) [37]. Furthermore, decreased 
access to abortion for people whose pregnancies have 
been affected by severe fetal anomalies has significant 
human rights implications. States are obliged to ensure 
that abortion is available—and not merely lawful—where 
continuation of the pregnancy would cause severe pain 
and suffering including, but not limited, to situations 
where the fetus is not viable [7]. Where GLs operate to 
undermine such access, they implicate this obligation. 
The severity of the potential rights violations is indicated 
by decisions of the UN Human Rights Committee which 
has found that failure to ensure access to abortion in sit-
uations of fatal fetal anomaly can violate the right to be 
free from torture, cruel, inhuman, and degrading treat-
ment [39, 40].

Discussion
The evidence considered as part of this synthesis shows 
that the imposition of GLs in abortion law and policy 
has significant negative implications for rights enjoy-
ment. Despite this, even as states move to liberalize 
abortion law, GLs remain a paradigmatic element of 
abortion regulation in most jurisdictions. For example, 
recent abortion law reforms in Aotearoa New Zealand 
[41], Argentina [42], Gibraltar [43], and Ireland [44] have 
all introduced or maintained GLs. GLs are blunt instru-
ments introduced to draw a line between lawful and 
unlawful abortion based purely on gestational duration 
and without any underpinning evidence of a safety or 
efficacy imperative to justify them. GLs do not prevent 
people from seeking abortion. Rather, as the evidence 
synthesized here attests, they constitute a regulatory bar-
rier resulting in people seeking abortion outside of the 
formal legal system and in contexts that are unlawful and 
thus sometimes less safe or unsafe [45]. In many jurisdic-
tions, GLs interact with the criminalization of abortion, 
with the GL determining the point at which abortion 
becomes a criminal offense. Where availing of abortion 
is criminalized, the evidence suggests that people are 
often less willing to seek assistance, information, or abor-
tion aftercare where they need it [46–49], with significant 
health and non-health impacts [50].

Existing studies suggest that the unlawfulness of abor-
tion, once a GL has been exceeded, may result in health 
workers exercising caution in pregnancy dating, either by 

requiring ultrasound scans purely to ensure satisfaction 
of legal grounds (resulting in resource drain and delay) or 
by erring on the side of caution where gestational dura-
tion is thought to be close to the cut off [51]. Given that 
pregnancy dating is itself often somewhat inexact [52], 
the imposition of GLs can further result in people being 
wrongly disqualified from lawful abortion because of 
inaccurate pregnancy aging. Thus, as they operate within 
the broader context of abortion restrictions, GLs may 
constitute barriers to abortion for all women, includ-
ing but not limited to those who seek abortion having 
exceeded the GL.

Existing evidence suggests that the lack of GLs in 
law does not result in changes to the trends in the ges-
tational duration of abortion; in other words, removing 
GLs is unlikely to result in later abortion, which may be 
one claimed rationale for the inclusion of GLs in law and 
policy. In high-income countries, most abortions take 
place using medication abortion (and that proportion is 
growing) and the vast majority (over 90%) of abortions 
take place in the first 12 weeks of pregnancy, including in 
Canada where there is no legal GL on access to abortion 
[53]. In England and Wales, where abortion is available 
on a broadly interpreted health ground up to 24 weeks of 
pregnancy [54], 89% of abortions were performed under 
10  weeks gestation and only 1% of abortions were per-
formed over 20  weeks gestation in 2021 [54]. In other 
words, in high-income settings, GLs appear not to be 
determinative of the gestational duration at which peo-
ple seek abortion. Low- and middle-income countries 
(LMICs) account for more than 80% of worldwide abor-
tions [56, 57], and a reported 97% of the world’s unsafe 
abortions [58]. In LMICs, 90% of abortions take place in 
the first trimester, and access to first-trimester abortion 
in LMICs is increasing significantly with the availability 
of medication abortion [59]. In LMICs, then, as in high-
income settings, GLs appear not to determine how early 
people access abortion; rather that is determined by the 
availability and accessibility of quality abortion early in 
pregnancy.

The implication of this, which is further demonstrated 
by the evidence reviewed here, is that GLs impact most 
on people who are least able to access abortion because 
of later detection of pregnancy, lack of access to abortion 
provisions, and lack of access to the resources required 
to avail of abortion. This is in addition to their effect in 
maintaining abortion’s perception as an exception to gen-
eral healthcare [60], and emerging evidence that GLs may 
result in excess infant deaths [61].

International human rights law neither expressly pro-
hibits nor requires the use of GLs in abortion regula-
tion. As already mentioned, the UN Working Group on 
the issue of Discrimination against Women in Law and 
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Practice recommends that abortion should be available 
without restriction as to reason in the first trimester [62], 
and later in cases of risk to the life or health, including 
the mental health, of the pregnant woman, rape, incest, 
and fatal impairment of the fetus. This reinforces the 
fact, as the evidence considered for this synthesis shows, 
that GLs can have significant human rights implications. 
Where GLs operate to delay or entirely deny access to 
abortion or result in people accessing unsafe abortion, 
this may increase risks of maternal mortality or morbid-
ity and undermine physical and mental integrity. These 
effects in turn mean that the enjoyment of rights includ-
ing the right to life, the right to the highest attainable 
standard of physical and mental health, and the right 
to decide on the number and spacing of children are 
reduced. States are required to arrange legal and regula-
tory frameworks in a way that protects individual rights, 
including in the context of abortion regulation. Thus, the 
rights-related impacts of GLs suggest a need for reform, 
including through legal change. This is reinforced by the 
ways in which GLs appear to operate in uneven ways, 
impacting disproportionately on some populations of 
pregnant people, so that GLs may violate the right to 
equality and non-discrimination and be arbitrary. Where 
GLs operate to deny safe abortion to women and girls 
pregnant following rape or incest or in cases where a 
pregnancy is not viable, they may also violate the abso-
lute right to be free from torture, or cruel inhuman, or 
degrading treatment [7, 38, 39].

This evidence synthesis has limitations. Although the 
studies relate to nine settings, this is nevertheless lim-
ited when compared to the number of jurisdictions that 
impose GLs on access to abortion. Furthermore, studies 
from the USA are over-represented in this review, with 
fourteen of the included manuscripts relating to GLs 
there [22–36]. Of those, one [23] considers the impact 
of one intervention in Texas—HB2 (subsequently over-
turned by the US Supreme Court) [63]—which intro-
duced a new GL, restrictions on medication abortion, 
an admitting privileges requirement, and an ambulatory 
surgery facilities requirement. Other studies also related 
to multi-part interventions, i.e. new laws or policies that 
included GLs and other restrictions on access to abor-
tion. Seven of the reviewed studies emanated from the 
large-scale Turnaway study [22, 24, 28, 32–35]. Impor-
tantly, although international human rights law (the 
source for the human rights standards considered in this 
evidence synthesis) applies to the USA as a matter of 
international law, and where it has ratified the relevant 
treaties, the practice within the USA is for national and 
state-level constitutions to be considered the primary 
sources of human rights law. Thus, fundamental rights 

protections outlined in domestic law are more influen-
tial in that setting than international human rights law. 
This review also only contains manuscripts published in 
English.

Randomized controlled trials or comparative observa-
tional studies are neither necessary nor (generally) appro-
priate methods for seeking to understand how human 
rights protections are impacted by interventions. Human 
rights studies are often conducted without comparators 
and using qualitative methods. Although the lack of ran-
domized controlled trials or comparative observational 
studies may be considered a limitation from a standard 
methodological perspective for systematic reviews, it is 
appropriate to attempt to identify the human rights law 
implications of law and policy interventions through the 
integrated approach applied here. Thus, even though the 
range of studies included was not suited to standard tools 
for assessing risk of bias or quality, such as GRADE [64], 
they are appropriate to the study objective of fully inte-
grating human rights implications into our understand-
ing of the effects of GLs as a regulatory intervention.

Finally, in line with the methodological approach pur-
sued [9], the evidence synthesis engages exclusively with 
international, rather than regional or domestic, human 
rights law to develop a general understanding of the 
rights-related implications of GLs. The extent and man-
ner in which an individual human rights standard applies 
in a specific setting will depend on factors such as the 
state’s ratification of relevant human rights instruments 
and the relationship between international and domestic 
law in that setting [5].

Conclusions
Even as many states move to liberalize abortion law, GLs 
remain paradigmatic of abortion regulation. However, 
these legal limitations on a point in a pregnancy at which 
abortion may lawfully be provided are not based on evi-
dence of either the safety or effectiveness of abortion or 
the needs and preferences of pregnant people. Further-
more, they produce rights-limiting impacts for preg-
nant people and, in some cases, result in arbitrary and 
disproportionate violations of legally protected rights. 
Given this, the persistence of GLs as part of the regula-
tory framework for abortion provision cannot be said 
to ensure an enabling environment for quality abortion 
care. Accordingly, the WHO has recommended against 
laws and other regulations that prohibit abortion based 
on GLs [5]. GLs for access to abortion should not be 
imposed by law and policy, which should instead operate 
to support rights-based, health-maximizing provision of 
sexual and reproductive health, including quality abor-
tion care.
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