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ABSTRACT

Objectives: To understand how obstetrician-gynecologists (OBGYNs) in California, a state with viability-
based abortion legislation, personally define and interpret the concept of fetal viability in their clinical
practice and through the lens of hospital and state policy.
Study design: We conducted qualitative audio-only interviews of practicing generalist and Complex Family
Planning (CFP) fellowship-trained OBGYNs in varied clinical and geographic environments across California
to evaluate clinicians’ approaches to obstetric and abortion care within and beyond the peri-viable period.
Participants were purposively recruited via online physician message boards and email outreach. Interviews
were digitally recorded, transcribed, coded, and iteratively analyzed for relevant themes.
Results: We interviewed nine CFP-trained and 12 generalist OBGYNs (nine of whom did not routinely
provide abortion care). Most interviewees were white women practicing in urban areas, split among
Northern and Southern California. All CFP OBGYNS were familiar with the state’s viability-based abortion
restriction, while understanding varied among the 12 generalist OBGYNs. Many generalists equated viability
with 24 weeks, commonly due to institutional policies. Accordingly, some physicians did not provide
abortion care near or beyond 24 weeks for personal, professional, and political reasons. Overall, physicians
approached peri-viable care through one or more of three frameworks: fetus-centered, institution-centered,
and, rarely, person-centered.
Conclusions: Many California OBGYNs are unaware of state abortion legislation and practice peri-viable
pregnancy care within the more conservative policies of their institutions that apply specific gestational
duration limits to abortion care. Differing institutional and provider interpretations of viability result in
inequitable access to abortion past 24 weeks in California.
Implications: Varied interpretations of “fetal viability” as a medico-legal concept among obstetrician-gy-
necologists and their institutions contribute to inequitable peri-viable abortion access across California.
© 2026 Elsevier Inc. All rights are reserved, including those for text and data mining, Al training, and similar
technologies.

1. Introduction

point” determined to be the onset of fetal viability, defined as “the
point at which the fetus has a reasonable chance of independent life”

Fetal viability lacks a single formally accepted clinical definition,
but this concept and gestational duration as its proxy are frequently
used in abortion legislation [1]. The term was coined during Su-
preme Court deliberations of Roe v. Wade but was not considered
absolute [2,3]. The state could override this right at a “compelling
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once delivered [4]. The Court favored the concept of viability as a less
controversial alternative to defining the beginning of life itself [2,3].

Thirteen states, including California, currently prohibit abortion after
fetal viability (Table 1). California law defines viability as “a reasonable
likelihood of the fetus’ sustained survival outside the uterus without the
application of extraordinary medical measures” and prohibits abortion
past that point except to protect the “life or health” of the pregnant
person [5,6]. Such a definition requires clinical interpretation; while
some may interpret the ambiguity of the concept of viability to broaden
abortion access beyond a strict gestational cut off, others might adopt a
more conservative reading that denies care.

0010-7824/© 2026 Elsevier Inc. All rights are reserved, including those for text and data mining, Al training, and similar technologies.
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Table 1
Legislative abortion restrictions by U.S. state (as of 12/31/2025)
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Law/restriction Number States/District
Prohibited at any gestation 13 states Alabama, Arkansas, Idaho, Indiana, Kentucky, Louisiana, Mississippi, North
Dakota, Oklahoma, South Dakota, Tennessee, Texas, West Virginia
Prohibited prior to pre-viable gestational duration 7 states 6 weeks 0 days: Florida, Georgia, lowa, South Carolina
12 weeks 0 days: Nebraska, North Carolina
18 weeks 0 days: Utah
Prohibited at peri-viable gestational duration 8 states 20 weeks 0 days: Ohio*, Wisconsin*
22 weeks 0 days: Kansas
24 weeks 0 days: Massachusetts, Nevada®, New Hampshire, Pennsylvania
26 weeks 6 days: Virginia
Prohibited at “viability” with viability defined in legal 9 states Arizona, California, Delaware, Illinois, Maine, Missouri, New York, Rhode Island,
statute’ Washington
Prohibited at “viability” with viability not defined in legal 4 states Connecticut, Hawaii, Montana, Wyoming
statute

9 states and
Washington D.C.

Legislation prohibits government interference in abortion
care throughout entire pregnancy

Alaska, Colorado, New Jersey, Maryland, Michigan, Minnesota, New Mexico,
Oregon, Vermont, Washington D.C.

*Gestational duration defined from fertilization
tLegal definitions of viability:

Arizona, Illinois: “...Significant likelihood of the fetus’s sustained survival outside of the uterus without the application of extraordinary medical measures”
California, Delaware, Missouri, Rhode Island, Washington: “...Reasonable likelihood of the fetus’ sustained survival outside the uterus without the application of extraordinary

medical measures”

Maine: “...State of fetal development when the life of the fetus may be continued indefinitely outside the womb by natural or artificial life-supportive systems”
New York: “...Within 24 weeks from the commencement of pregnancy or there is an absence of fetal viability”

Prior qualitative studies have investigated when and why ob-
stetrician-gynecologists (OBGYNs) classify ending a pregnancy as
abortion in the peri-viable period [7,8] and others have examined
neonatologists’ and OBGYNs’ beliefs about timing of peri-viable
neonatal resuscitation [9-12]. Across studies, clinicians demon-
strated inconsistency in how they interpreted scenarios, resulting in
widely varying decisions about abortion versus resuscitation at the
same gestational durations. No prior research has directly addressed
how OBGYNs interpret the medico-legal concept of viability in states
where abortion restrictions rely on that definition. Therefore, we
conducted a qualitative study to explore how California OBGYNs
interpret viability in their clinical practice and how this influences
their provision of peri-viable obstetric and abortion care.

2. Materials and methods

We performed a qualitative study using semi-structured inter-
views. Eligible participants included generalist and Complex Family
Planning (CFP) fellowship trained OBGYNs currently practicing in
California. We included both generalist and CFP-trained OBGYNs as
they are likely to be among the types of physicians to encounter
pregnant patients in the peri-viable period. We excluded trainees
including residents and fellows. The University of California, Davis
Institutional Review Board considered the study exempt.

The research team developed a semi-structured interview guide
using a socioecological model, which understands behavior as in-
fluenced by individual, interpersonal, organizational, community,
and political factors [13]. We reviewed existing qualitative literature
on peri-viable obstetric and abortion care to inform the interview
guide (Appendix) which was refined after pilot testing with eligible
OBGYNs who were not recruited for study participation.

We recruited participants through online physician specialty
organization message platforms (e.g. American College of Obstetrics
and Gynecologists District IX, Society of Family Planning), and pur-
posive email outreach via professional networking to capture re-
sponses from academic and community physicians in diverse
institutional and geographic settings across California. We in-
troduced the study as a qualitative investigation of California
OBGYNs’ thoughts about fetal viability. We used maximum variation
sampling to recruit a heterogenous participant group until thematic
saturation was reached [14].

Data collection took place from October 2024 to March 2025. One
interviewer (ND), a white female physician and current CFP fellow

trained in qualitative methods, conducted all audio-only interviews
by telephone or video conference, lasting 30-90 min. Her profes-
sional role as a CFP fellow was not disclosed to interviewees.
Interviews included open-ended questions about participants’ un-
derstanding of viability and clinical approach to care in the peri-
viable period and discussion of knowledge and interpretation of
institution and state abortion policy. Near the end of the interview,
ND informed participants about the specific language of California
viability-based abortion legislation. Participants provided verbal
consent and received a $50 gift card.

We digitally recorded, transcribed verbatim, de-identified, and ana-
lyzed interviews thematically using qualitative research software. ND
wrote reflexive memos during and after each interview to inform data
analysis. The first four transcripts were analyzed collaboratively among
all investigators (ND, KD, MG) and informed an initial coding scheme. As
data collection progressed, new insights informed modifications to the
interview guide and participant recruitment. All transcripts were in-
dependently reviewed by at least two investigators and inter-coder
agreement was used to ensure consistency until reaching thematic sa-
turation, which we suspected after 19 interviews and confirmed after 21
interviews. We followed the Consolidated Criteria for Reporting
Qualitative Research (COREQ) guidelines [15].

3. Results
3.1. Participant characteristics

The 21 participants included 12 generalist OBGYNs (nine of
whom did not routinely provide abortion care) and nine CFP-trained
OBGYNs (who performed abortion care as a significant part of their
clinical practice). Table 2 presents participant demographics; most
participants identified as cisgender White women between the ages
of 32-67 working in urban areas.

3.2. Participant understanding and interpretation of viability under
California law

When the interviewer asked participants to explain their
knowledge of California legislative abortion restrictions near the end
of the interview, all nine CFP-trained and two generalist OBGYNs
reported familiarity with the law’s viability language. Among the
remaining generalists, two were uncertain of the law, one believed
there was no written limit, and seven assumed abortion was
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Table 2
Demographic characteristics of California obstetrician-gynecologists participating in a
survey about the definition of viability in 2024-2025 (N = 21)

Participant Characteristics N (%)

Generalist obstetrician-gynecologist 9 (43)
Generalist obstetrician-gynecologist 3(14)
who performs abortions

Specialty

Complex Family Planning 9 (43)
Fellowship-trained
Geographic setting Northern California 12 (57)
Southern California 9 (43)
Patient population Urban 19 (90)
Rural 2 (10)
Institution type Academic 8 (38)
Academic-affiliated community 4 (19)
hospital
Community hospital 4(19)
Religious-affiliated community 3(14)
hospital
Military hospital 1(5)
Private clinic 1(5)
Age 30-39 9 (43)
40-49 5(24)
50+ 5(24)
Self-identified gender Female 18 (86)
Male 3(14)
Self-identified race/ White 14 (66)
ethnicity Asian 2 (10)
Middle Eastern 2 (10)
Black 1(5)
Mixed 1(5)
Chicana 1(5)

restricted after 24 weeks. After the interviewer disclosed the actual
legislative language and definition of “viability”, this segued to fur-
ther discussion of participants’ understanding of viability as a
medical and legal concept. Many conflated viability with 24 weeks
and a natural cut-off for abortion despite lacking a clear source for
this belief. Many attributed these assumptions to lingering percep-
tions from clinical training that this definition was an evidence-
based professional guideline or community standard.

“I guess I based that 24 weeks off of something that was taught to
me in training. [...] The reason why abortions were done only up
until 24 was because that was, like, a hard and fast rule? [...] I
assumed that there at some point along the way there was some,
uh, meta-analysis that determined that at this point in time it was
high enough survival rate that resuscitation should be considered
for every time.” (Generalist)

When asked if they would feel legally protected providing
abortions after 24 weeks in California after reviewing the language
of the law, most generalists and two CFP OBGYNs expressed un-
certainty. Many cited fear of legal repercussions due to possible
conservative interpretation of vague language.

“California’s blue [...] but I feel like because that’s up to so much
different interpretation, it would almost make me nervous to provide
an abortion to anyone around what we consider in the peri-viable
period. [...] It makes me think about how someone might say, well,
you know, other places are resuscitating at 22 and 0, so why are you
doing an abortion at 24 weeks?” (Generalist)

Several expressed that removing the viability term from the law
would clarify protections, but worried about potential political
backlash should all legislative abortion restrictions be removed.
Later abortion providers commonly felt confident in the law’s cur-
rent protections. Others acknowledged its shortcomings, including
lack of understanding by the broader medical profession.

“I think if any part of it that has any interpretation.... that’s where
we go wrong. [...] As long as it says viability, there’s going to be
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anxiety about what that means. [...] We're in an unknown time.
There’s a lot of known unknowns and unknown unknowns
now.” (CFP)

Some generalists reported feeling empowered to view abortion
after 24 weeks as legally and medically permissible upon learning
that others in California interpreted the law more liberally.

“Immediately when you tell me that others in California do
abortion over 24 weeks, that makes me feel like okay, it would be
ethical and morally okay to do that because there was a precedent
that was already set [...] Because there is a collective under-
standing and a standardized approach that would help me feel
reassured.” (Generalist)

Participants often endorsed the idea of a widely accepted com-
munity standard among California OBGYNs to guide abortion pro-
vision and reduce potential medicolegal ambiguity by practicing in
alignment with peers.

3.3. Clinical frameworks for navigating peri-viable care

Three overarching frameworks emerged in how participants
navigated abortion near or beyond viability: (1) fetus-centered, (2)
institution-centered, and (3) person-centered. These frameworks
shaped how participants communicated options, whose perspec-
tives were prioritized, and whether they offered abortion.
Participants often shifted and moved among frameworks based on
clinical scenarios and evolving policies or beliefs, with viability
acting as a clinical and ethical point of contention among the three.

3.4. Fetus-centered framework

Most participants instinctively defined fetal viability through the
lens of obstetric and neonatal care and defined it as the earliest
potential for “intact” fetal survival, which was simultaneously an-
ticipated as the threshold for abortion restriction. This constituted a
fetus-centered framework of viability.

"It depends what gestational age the neonatologist is comfortable
providing resuscitation given the resources available in that
hospital. Where I work, 22 weeks is the age of viability."
(Generalist)

In times of clinical or ethical uncertainty in the peri-viable
period, physicians often favored recommendation toward neonatal
resuscitation over abortion. Many participants felt conflicted or
uneasy about abortion occurring during the same gestational
window in which they had provided obstetric care to save peri-vi-
able fetuses. Therefore, they often avoided performing abortions
past a certain threshold to avoid this cognitive dissonance.

“I just find the struggle of, you know, on one end we have the
NICU doing all these things they can to save these pregnancies at
23, 24 weeks... so just something about that doesn’t really sit well
with me, personally.” (Generalist)

OBGYNs using a fetus-centered framework often expressed
feeling differently about decision-making in the peri-viable period
depending on the status of the fetus, rather than the centering the
preferences of the pregnant person.

“Allowing a woman to terminate a pregnancy, if there was no
congenital defects or issues, if it was just a healthy pregnancy, to
carry it that far along... I would have a hard time.” (Generalist)

Many participants understood viability as a gray area dependent
on many factors but still defaulted to gestational duration in defi-
nition and in practice without an alternative convention. They
commonly correlated viability with ability to offer obstetric
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intervention and neonatal resuscitation at their institutions, typi-
cally between 22 and 25 weeks. Generalists who did not provide
abortions were often unfamiliar with institutional and state policy
but assumed abortion was restricted after 24 weeks, citing a medical
threshold for “intact” fetal survival. Conscious of technological ad-
vances allowing progressively earlier potential fetal resuscitation,
participants acknowledged viability as a moving target.

“Periviable care is a fraught area for us... I think it’s a vulnerable
area for slippery slope negotiations. [...] Right now it’s gonna be
23 weeks - but what happens when we're able to keep babies
alive at 20 weeks, and then 18 weeks?” (Generalist)

Considering this uncertainty, participants routinely deferred to
Maternal-Fetal Medicine (MFM) and neonatology specialists for in-
depth counseling and management decisions.

“Our MFM certainly run our L&D [...] they're certainly - with NICU,
determining those resuscitation and peri-viability spaces - and often
they're the people doing the counseling about that, too.” (CFP)

Simultaneously, participants worried about patients receiving
inadequate, biased, or incomplete counseling, recounting stories of
colleagues guiding patients away from abortion rather than pro-
viding truly patient-centered counseling. Even when OBGYNs felt
conflicted about performing abortions, they became concerned
when it was not an option.

3.5. Institution-centered framework

Providers also understood viability through an institution-cen-
tered framework, prioritizing and deferring clinical judgment to in-
stitutional policies. Participant-reported hospital policies involving
peri-viable care commonly imposed stricter abortion limits than
California law, creating inconsistent abortion access—particularly
over 24 weeks—despite legal protections.

When asked about institutional policies regarding peri-viable ob-
stetric and abortion care, participants described that, even in life-limiting
circumstances, Catholic hospitals rarely allowed abortion and military
institutions required physician, committee, and commanding officer
approval under federal policy. Commonly, hospitals prohibited “elective”
abortion and only allowed induction abortion on labor and delivery (L&
D) for severe medical indications or lethal fetal anomalies, often after
additional approval processes and coordination to confirm staff will-
ingness. Institutions providing more expansive abortion care still com-
monly prohibited “elective” procedures after 24 weeks, while neonatal
resuscitation typically began at 22-26 weeks.

Many hospital-based participants expressed apprehension sur-
rounding abortion near or beyond 24 weeks. This apprehension was
often attributed to the litigious culture of medicine, scrutiny by the
medical board or law enforcement, and reputational and social re-
percussions within their workplace and community that could im-
pact safety and financial security.

“[ think as doctors, you know, we worked really hard to get our li-
censes. [...] We're like the straight A student who needs to get all the
A’s and get everything approved and stamped [...] Are you going to
get fired? Or brought in front of a committee of some sort? [...] It
could be law enforcement. It could be just somebody coming to do
an audit from whatever branch of government. Or if we have a pa-
tient reporting you to the medical board.” (CFP)

Due to liability concerns amid unclear management re-
commendations in the peri-viable period of pregnancy, participants
utilizing an institution-centered framework were often guided by
risk aversion.

“There’s potential for big, different interpretations of every single
case that could result in some.... tension between clinical
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providers [...] I do get worried, especially in this political climate,
about the ability to - for one provider to interpret it one way, and
another provider to interpret it another way - and, you know,
possible legal ramifications.” (CFP)

Several generalists who performed limited abortion care recalled
stressful experiences during medical training in restrictive states
that drove them away from providing peri-viable abortion in prac-
tice. Others referenced fears of performing abortion in conservative
settings or in the event of a future national abortion ban.

“I'm in a conservative town, and I live here, right? Like if that gets
known, is someone going to come threaten me or my family? [...]
And then what really kind of nailed my hesitation was the elec-
tion. [...] I don’t trust that I would be, like, defended by my or-
ganization.” (Generalist)

CFP-trained and generalist abortion providers universally stated
that providing abortion past 24 weeks created significant discomfort
among other clinical staff, particularly on a labor and delivery unit.
This discomfort was named as the main barrier to expanding later
abortion care and a key reason for implementing injections to induce
fetal asystole prior to peri-viable abortion. Injections served a dual
purpose of preventing others from declining to care for patients and
preventing unintended neonatal resuscitation.

Abortion providers commonly described limiting their scope of
practice to preserve institutional support for current access and
often only offered abortion for certain indications.

“I can do a D&E to 28 weeks - I just want to have a job the next
day, right? I need the institution to accept that what I'm doing is
within the limits of the law. I need to know if somebody says
something, I have back-up of my institution. It only takes one
person to make a complaint.” (CFP)

Some abortion providers expressed that institutional limits were
helpful for avoiding confrontation of their own hesitations with later
abortion care. Many preferred to refer patients over 24 weeks to
colleagues rather than putting themselves and their own institutions
at risk.

“It allows me to not have to interrogate more deeply how I per-
sonally feel about providing close-to 24-week care... Relying on
someone else to say ‘this is why we can’t take care of you’ feels
better than me making the decision. And having an institutional
cut-off is just helpful day-to-day in keeping our clinic going and
scheduling people. [...] | have people that [ can refer to in my area
who feel comfortable going further, and so that sort of takes the
pressure off of me and my colleagues, even though that’s a barrier
for patients.” (CFP)

Both generalist and CFP OBGYNs commonly saw themselves as
having less power than MFM to “justify” abortion past 24 weeks and
were less willing to offer it without documented MFM approval.
Although uncommon, formal acknowledgment of the absence of
discrete gestational duration limits for abortion by institutional
leadership and legal departments helped cultivate alignment be-
tween MFM and CFP. When asked whether having institutional
support helped participants feel more empowered to provide abor-
tion beyond 24 weeks, one participant said:

“Yes, and because that’s what our lawyers are telling us, and
because I think that’s how [the law] is being interpreted by our
MFM colleagues.” (CFP)

3.6. Person-centered framework

A minority, primarily CFP-trained OBGYNs routinely providing
abortion past 24 weeks, embraced a person-centered approach. These
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clinicians defined viability as a decision to be made solely by the
pregnant person based on their values and felt comfortable offering
abortion regardless of gestational duration.

“I would define viability as something that is actually defined by
the parents of the fetus... I don’t think it's a medical determi-
nation. [...] I think having provided care now - more over 24
weeks - it became even clearer to me that it’s a parental de-
termination. Because I've taken care of patients who opted to
terminate desired and undesired pregnancies later for a variety of
different reasons. [...] So that’s reinforced to me that it's the
parent or the pregnant person that determines the viability of the
pregnancy.” (CFP)

These clinicians did not see fetal viability as a specific medical
determination that should be used to restrict abortion care, and
instead recognized its history as a legal construct.

“Viability is a spectrum and it varies in every single situation [...]
Viability happens way later in pregnancy than people talk about
in the media, or like this number 24 that comes up a lot. [...] It
came from Roe. As soon as people started talking about trime-
sters, | mean, that’s where it came from. And people latched onto
it like it was a real thing, but it’s a construct. It's something that
helps us talk about pregnancy, I guess, but it's not based on
anything scientific or real.” (CFP)

OBGYNs using this framework provided nonjudgmental care and
often deliberately separated personal beliefs from clinical decision-
making, providing support regardless of the decision to end or
continue the pregnancy.

“I honestly don’t even ask people why - I just ask them what they
want to do. [...] The ambiguity with pregnancy is very compli-
cated and different for everyone. I don’t think we can fully un-
derstand it unless you are that person.” (CFP)

OBGYNs’ approach to peri-viable obstetric and abortion care via a
patient-centered lens was principally guided by respect for the
pregnant person’s autonomy.

“It’s going to come back to where the mother falls on that, since
it'’s her body and the focus on patient autonomy is... the top of
the pyramid for me, for making those decisions, and having the
discussions with patients.” (Generalist)

Many acknowledged the foremost importance of caring for the
patient and not the law.

“A lot of the time, we police ourselves when we’re coming up
with these rules. They become much more conservative than the
actual law.” (CFP)

4. Discussion

California OBGYNs approached the concept of fetal viability dif-
ferently in terms of personal definition, clinical application, and legal
interpretation. Many naturally approached viability through a fetus-
centered lens and assumed that obstetric and neonatal intervention,
rather than abortion, became standard of care at a gestational
duration around 24 weeks. Others adopted an institution-centered
perspective in which abortion after 24 weeks was not routinely
performed to avoid disruption of established norms. In contrast,
person-centered clinicians aspired to perform abortion care without
limits.

We identified major challenges to person-centered care in the
peri-viable period of pregnancy, particularly after 24 weeks when
abortion was seldom offered and some OBGYNs assumed it was il-
legal. We found that ambiguity surrounding viability as either a
medical or legal concept created uncertainty among respondents.
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This ambiguity, along with desire to avoid personal discomfort and
potential professional risk, contributes to the fetus-centered and
institution-centered frameworks that many clinicians use to ap-
proach peri-viable care. Consequently, patients perceived to be in
clinical scenarios past “viability” are denied autonomy to make de-
cisions that align with their own needs and values. Our findings
contribute to the growing evidence that viability-based re-
strictions—whether imposed by policymakers or individual health-
care providers or their institutions—undermine equitable abortion
access, particularly past 24 weeks [16-18].

In the post-Dobbs era [19], some abortion providers have ex-
panded later abortion services to meet increasing demand [20].
However, only a minority of California OBGYNSs in our study use the
state’s full legal breadth to routinely provide care past 24 weeks.
Though aligning California legislation with Washington D.C. and the
nine states that prohibit government interference in abortion
throughout pregnancy would help resolve legal ambiguities, we re-
cognize that legislative revisions do not address all obstacles. In
concordance with results from a recent study in New York, institu-
tional policies and staff reluctance maintain barriers to abortion
after 24 weeks despite protective state legislation [21], and nation-
ally over half of teaching hospitals impose abortion policies more
restrictive than state law [22]. De-coupling abortion care from via-
bility frameworks and de-stigmatization of later abortion care
among the broader landscape of reproductive healthcare are critical
to eliminating legislative-, institution-, and provider-driven con-
straints to facilitate person-centered care regardless of gestational
duration. Further work is needed to challenge and deconstruct the
concept of viability as a medical threshold that defines the option for
abortion on one side and obstetric and neonatal intervention on the
other side.

An important strength of our study is the focus of our in-depth
interviews on OBGYNSs’ personal interpretation of the medico-legal
concept of viability. Limitations include recruitment of only gen-
eralist and CFP-trained OBGYNs largely via professional networking.
Our resulting sample was somewhat demographically homogenous,
so their beliefs may not be representative of those from other
backgrounds. Interviews were conducted in the months following
the 2024 election and inauguration which may have influenced a
sense of heightened political uncertainty. Interviewer positionality
may have shaped the results, as participants could have been subtly
primed to offer more liberal perspectives on abortion, possibly re-
sulting in an underestimation of conservative sentiments.
Researcher bias may have also influenced analysis. Future research
should continue exploring the impact of viability-based abortion
restrictions nationwide.

In summary, the concept of fetal viability creates barriers to peri-
viable abortion care when OBGYNs view later abortion through
fetus-centered and institution-centered frameworks. Dismantling via-
bility-based restrictions within the law, medicine, and broader so-
ciopolitical conscience may reduce later abortion stigma and
encourage OBGYNs to move fully toward person-centered care within
and beyond the peri-viable period of pregnancy.
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