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ABSTRACT 

 

In 2013, the Texas legislature passed House Bill 2 (H.B. 2), which required all physicians 

providing abortions to maintain admitting privileges at a hospital within thirty miles as well as 

mandating that facilities providing abortion be certified as ambulatory surgical centers. Over half 

of the abortion providers in the state closed within months of the implementation of H.B. 2, 

leaving only six out of 254 counties with a provider. As the abortion rate has declined in Texas 

and remaining providers have been unable to keep up with patient demand, this thesis builds on 

existing hypotheses that many patients who want an abortion are unable to do so as a result of the 

limitations on service availability. Further, this paper seeks to bridge the gap between access to 

abortion and educational attainment. I utilize a difference in differences regression of county-

level data on high school graduation and drop-out rates to elucidate the effects of these closures 

by comparing Texas to Florida, which did not pass a law regulating abortion, before and after the 

implementation of H.B. 2 in late 2013. This hypothesis is supported by the difference in 

differences model, which suggests that the effect of H.B. 2 is associated with a decrease in 

graduation rates of over six percentage points and is significant at the 99.9% level. As other 

states consider laws that impose restrictions on or eliminate reproductive health care providers, 

policy makers should evaluate these laws within the context of the potential harms caused to 

affected communities. 
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Introduction 

In recent years, many states have implemented laws regulating the provision of abortion 

services. Some, like Illinois, have enacted statutes to expand access to reproductive care and 

services, including abortion (Resto-Montero, 2019). By contrast, the legislatures of Alabama, 

Texas, and Louisiana have passed regulations that can hinder access to abortion providers. Some 

refer to the latter as TRAP laws, or targeted regulations of abortion providers (Guttmacher 

Institute). This analysis focuses on the state of Texas and builds upon prior studies examining the 

impacts of abortion regulations and reproductive health care policy, social determinants of health 

care access, educational attainment, and economic mobility.  

In 2013, the Texas legislature passed House Bill 2 (H.B. 2), which amended Subchapter 

A, Chapter 171 of the Health and Safety Code to include new regulations on providers of 

abortion services. Section 171.0031 required all physicians providing abortions to maintain 

admitting privileges at a hospital within thirty miles and for any clinic administering abortions to 

adhere to the standards of an ambulatory surgical center (Yasmin, 2017). H.B. 2 went into effect 

on October 29, 2013 after Governor Rick Perry signed the bill into law on July 18, 2013 (Tex. 

Health & Safety § 171.0031, 2013). Admitting privileges can be difficult to obtain and 

retrofitting a facility to be surgical-compliant is a costly venture. H.B. 2 mandates that abortion 

facilities have capacity for general anesthesia, which entails making structural adjustments to 

accommodate an oxygen line and sufficient ventilation, back-up generators in the event of a 

power outage, wider hallways, and sterile surgical and cleaning rooms, among other 

requirements (Tex. Administrative Code § 135). The state also levies a $5,200 application and 

licensing fee for any facility requesting ambulatory surgical certification (Tex. Administrative 

Code § 135.3). Every two years centers must again pay $5,200 to renew their license (Ibid.). 
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Over half of the abortion providers in the state closed within months of the implementation of 

H.B. 2, largely due to the costs of compliance with the new law (Yasmin, 2017). In 2012, the 

year prior to H.B. 2’s enactment, Texas had 41 providers of abortion (Ibid.). By 2016, there were 

only 17 providers concentrated in six counties (Ibid.).   

When Texas passed H.B. 2 requiring admitting privileges and surgical-certified clinics, 

their argument was that it was in the interest of protecting the health and safety of those seeking 

abortions in the event that they experienced medical complications requiring transfer or surgical 

care (Whole Women’s Health v. Hellerstedt, 579 U.S. 2016). Evidence shows that pregnancy 

termination procedures have a very low complication rate, much lower than the risk of carrying 

the pregnancy to term. Of over 45,000 abortions, less than 0.5 percent documented medical 

complications requiring hospitalization (Raymond et al, 2013). When H.B. 2 was challenged in 

front of the Supreme Court, the Court ruled that there was insufficient evidence to support the 

hypothesis that the Texas regulations promoted patient safety, and the law was overturned 

(Whole Women’s Health v. Hellerstedt, 2016). While this policy is no longer the law in Texas, 

the overwhelming majority of clinics that closed in the wake of H.B. 2 have been unable to 

reopen (Yasmin, 2017).  

Existing research explores the economic impacts of increasing and decreasing access to 

reproductive health care services, social determinants of access to health care, and the 

ramifications of different types of policies that target abortion providers. Specifically of interest 

for this paper are the correlations between increases in economic opportunity and educational 

attainment with expansions in access to reproductive care, evaluations of more recent laws 

regulating abortion provision, and evidence that socioeconomic factors like race play a role in a 
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person’s ability to access health care services, including reproductive care (Bailey et al., 2012; 

Hall et al., 2012; Lindo & Pineda-Torres, 2019; Potter et al., 2009).  

The years from age 14 to young adulthood are critical in establishing lifelong economic 

opportunities. Education is a key mechanism through which individuals achieve economic 

mobility and financial stability. As access to reproductive care services increased with legal 

developments such as Griswold v. Connecticut, 381 U.S. 479 (1965), Eisenstadt v. Baird, 405 

U.S. 438 (1972), and Roe v. Wade, 410 U.S. 113 (1973), more young people achieved higher 

levels of educational attainment. If pregnancy is seen as a health event, there are two potential 

treatment options: termination or carrying to term. If termination, along with prevention, become 

widely available, then young people have more opportunities to focus on education and career 

development instead of parenthood. A natural extension of this is whether reductions in those 

same care services will contribute to a decrease in educational attainment and increase in 

economic inequality. Researchers in Texas have documented some of the impacts of H.B. 2., 

which include a longer wait times for abortions, sometimes pushing people seeking termination 

well into the second trimester, longer travel times, and a lower abortion rate (Grossman et al, 

2014; Grossman et al, 2017). Dr. Grossman et al found that the increase in distance traveled 

strongly predicts a decline in the abortion rate, by as much as a 50 percent when the distance 

traveled in greater than 100 miles (Ibid.). Residents in roughly a fifth of the state’s counties are 

at least 100 miles from an abortion provider as a direct result of H.B. 2., while the providers 

remaining have been unable to keep up with demand (Yasmin, 2017).   

As the abortion rate has declined in Texas, this thesis builds on existing hypotheses that 

many patients who want an abortion are unable to do so as a result of the limitations on service 

availability. Further, this paper seeks to bridge the gap between access to abortion and 
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educational attainment. I utilize a difference-in-differences regression of county-level data on 

high school graduation and drop-out rates to elucidate the effects of these closures by comparing 

Texas to Florida, which did not pass a law regulating abortion, before and after the 

implementation of H.B. 2 in late 2013. Demographic data is sourced from the American 

Community Survey 5-year estimates, while education data is taken from the Texas Education 

Agency and the Florida Department of Education. Economic measures at the county level 

include employment data from the Bureau of Labor Statistics  

On October 4th, 2019, it was announced that the Supreme Court will hear June Medical 

Services, LLC v. Gee, which is a challenge to a Louisiana law identical to H.B. 2 (Liptak, 2019). 

The Court’s decision in Whole Women’s Health v. Hellerstedt, 579 U.S. (2016) overturned H.B. 

2 in a 5-3 decision. The vote of now-retired Justice Kennedy was critical in nullifying H.B. 2 

(Liptak, 2016). While a decision in June Medical Services, LLC v. Gee is not expected until June 

2020, many court observers opine that there is reason to believe the Supreme Court will allow 

Louisiana’s law to stand as Justices Neil Gorsuch and Brett Kavanaugh tend towards more 

politically conservative interpretations of statute when the case involves reproductive health care 

policies (Higgins, 2019; Totenberg, 2020). As policy makers move forward, and as more states 

pass laws that reshape access to reproductive care providers, it is critical that there is a 

comprehensive body of research outlining the possible impacts when a community loses access 

to reproductive health services. 

Literature Review 

Since the widespread legalization of reproductive health care services like birth control 

and abortion in the 1950s-1970s, researchers have connected increased access to and use of these 
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services to various economic trends. Contributions include assessing how access to oral 

contraception and abortion has impacted the gender wage gap, labor force participation, 

fluctuations in pregnancy rates, and analyses of state and federal programs and their impact on 

pregnancy rates. (Bailey et al., 2012; Finer et al., 2005; Finer & Zolna, 2016; Hamilton & 

Ventura, 2012; Joy, 2012; Toossi & Morisi, 2017). Concurrently with these social, economic, 

and policy trends, researchers in public health and social sciences have highlighted the role of 

socioeconomic status (SES) and race in ability access to health care and health outcomes (Phelan 

et al., 2010). Restrictions limiting or prohibiting abortion throughout the United States in the 

1980s through 2000s presented a new opportunity to quantify the economic implications of 

eliminating a service once accessible. This paper seeks to bridge these connections in the state of 

Texas by applying research on the economic impacts of reproductive care and discrepancies in 

access to health services to educational outcomes in Texas.   

Economic Assessment of Abortion and Birth Control 

Pregnancy and abortion rates have declined since the 1970s and 1980s. Fertility rates, 

which measure live births, have declined to roughly 60 births per 1,000 women in 2017 after 

peaking during the baby boom of the mid 1950s, when fertility rates were twice the current 

measure (Child Trends, 2019). Teen births in particular have fallen since the early 1990s 

(Hamilton & Ventura, 2012). It is more difficult to measure the rates of unplanned pregnancy as 

data regarding the decision to continue or terminate a pregnancy might be suspect to unreliable 

self-reporting, particularly as stigma plays a large role in the public debate over abortion. One 

estimate found that roughly 45 percent of pregnancies were determined to be unplanned in 2011, 

a six percentage point decrease from 2008 (Finer & Zolna, 2016). The Guttmacher Institute also 

compiles data on abortions, including the self-reported reason(s) the patient seeks to terminate 
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the pregnancy (Finer et al., 2005). The most commonly cited reasons are the patient’s preference 

for pursuing educational or career opportunities over proceeding with the pregnancy and limited 

or inadequate financial resources (Ibid.). This suggests that there is a clear link to be made 

between economic opportunity and the ability to obtain reproductive health care: limited 

economic resources and the pursuit of educational and career goals are central in a person’s 

decision to terminate a pregnancy. When there is no option to terminate, it is critical to document 

the impacts on markers of economic success—including but not limited to wages, credit reports, 

educational attainment, and labor force participation—in both the short-term and long-term.  

There is some debate regarding the contributing factors to the decrease in pregnancy and 

abortion rates over the latter half of the 20th century and early 2000s. Some posit that the 

economic expansion of the late 1990s or the welfare reforms of the Clinton Administration 

played a role (Bailey et al., 2012). Increased job opportunities due to the growing economy 

might have lead more women to participate in the formal labor market when they might not have 

previously (Colen et al., 2006). The Personal Responsibility and Work Opportunity Act of 1996 

nullified the New Deal Era Aid to Families with Dependent Children (AFDC) and replaced it 

with the current welfare program, Temporary Assistance for Needy Families (TANF). New 

regulations built into TANF made it more difficult for single parents to qualify for cash welfare, 

and some argue that these adjustments might have discouraged some, particularly those with 

little or no income, from getting pregnant (Acs & Koball, 2003; Black & Sprague, 2016; 

Personal Responsibility & Work Opportunity Act of 1996). In fact, eliminating the incentive to 

be a parent was a key motivating factor behind the 1996 welfare reforms (Acs & Koball, 2003; 

Black & Sprague, 2016). Many politicians had spent years framing recipients of cash aid as 

stereotypical “welfare queens”, arguing that poor women routinely had children in order to 
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increase monthly cash welfare benefits (Ibid.). The validity of this argument has been called into 

question, as there is inconclusive evidence to support the theory that cash welfare benefits played 

a role in how carefully people attempted to avoid unintended pregnancies (Acs & Koball, 2003).  

Access to reproductive health care services might also explain part of the decline in 

pregnancies and abortions. An analysis of data from the National Survey of Family Growth 

showed an increase in the usage of birth control among women ages 15-24 as pregnancy rates 

were on a downward trajectory (Potter et al., 2009). Additional evidence shows a link between 

increasing Medicaid family planning education expenditures and a reduction in abortion rates 

(Joy, 2012). Another paper connects lower pregnancy rates to increased labor market 

opportunities, and that Black teenagers were particularly responsive to these economic 

advantages (Colen et al., 2006). A possible expansion of this research would be to assess if Black 

and other minority communities experienced a reciprocal increase in early unplanned pregnancy 

and birth rates in years of economic downturn, particularly as abortion providers have been 

limited or eliminated due to nascent state regulations. 

Labor force participation rates have also been connected to reproductive health care 

policy. Women have increasingly participated in the labor market, and the positions and fields 

where women work have broadened (Bailey et al., 2012; Toossi & Morisi, 2017). During the 

final decades of the 20th century, these trends also contributed to a narrowing of the gender wage 

gap, although it still persists at all levels of employment (Ibid.). While a portion of these 

financial and economic gains can be attributed to more women entering higher-paying 

professions, one analysis of the National Longitudinal Survey describes how it is quite likely the 

case, at least in part, that wage gains have been driven by access to birth control (Bailey et al., 

2012). As states passed laws regulating the age at which it was legal to obtain hormonal birth 
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control, authors compared states where one could access birth control at age 18 versus states with 

a minimum age of 21 (Ibid.). This period of time, when teens often decide to attend secondary 

education and pursue career opportunities, was critical in establishing an individual’s earning 

potential (Ibid.). People with access to birth control at age 18 had higher wages than those who 

did not have access to the pill until age 21, and these wage gains persisted throughout the careers 

of the 18 minimum age cohort (Ibid.). Within the context of the economic recession of 2009 and 

its aftermath, a 2019 report suggests that there is a gender gap in labor force participation: 

women work at a rate 14 percentage points lower than men and the rate of participation has been 

declining since the early 2000s (Toossi & Morisi, 2017). This evidence makes it clear that the 

connection between economic outcomes and reproductive health care policy cannot be ignored. 

Social Determinants in Reproductive Healthcare Inequities 

Since the mid 20th century, epidemiologists have been exploring the connections 

between socioeconomic factors and disparities in health outcomes and access to care (Phelan et 

al., 2010). A non-exhaustive list of these factors includes race, gender, geography, income source 

and amount, level of social exclusion, and “the distribution of money, power, and resources,” 

(World Health Organization, n.d.). While there were drastic improvements in health care 

technology, preventative care, safety standards, and quality of life that resulted in increased life 

expectancy, disparities in mortality rates along socioeconomic cleavages have proved to be 

remarkably persistent (Adler & Newman, 2002; Link et al., 1998). Even when controlling for 

behavioral risk factors, such as smoking, disparities in health events and outcomes along 

socioeconomic lines remain pervasive (Adler & Newman, 2002). Recent research emphasizes 

the importance of including socioeconomic factors in addition to race and ethnicity. 

Socioeconomic status (SES) is strongly correlated with access to health care: those of lower SES 
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often have a difficult time accessing care due to cost or logistical constraints such as traveling to 

the provider, but there is also evidence of higher rates of complications and mortality even when 

health care is utilized (Williams, 2012; Williams et al., 2016). Many in epidemiology and public 

health have highlighted that it is often not the SES itself that acts as a risk factor (i.e. it’s not that 

low SES and smoking cigarettes are highly correlated and therefore complication rates are 

higher, although that might be the case) (Williams, 2012). Rather, it is how patients of low SES 

are treated once inside the health care system that leads to worse outcomes (Ibid.). 

The theory of social determinants in epidemiological research has also been used to 

understand trends in access to reproductive health care and reproductive health events, such as 

the incidence of abortion and pregnancy complications. While there have been overall declines in 

abortion rates and the number of unplanned teenage pregnancies, there is evidence that this 

downward trend can obfuscate the differences in outcomes based on SES (Hall et al., 2012; 

Potter et al., 2009). For those with greater access to financial resources and who are non-

Hispanic whites, teenage birthrates have declined (Ibid.) At the same time, unplanned and 

teenage pregnancy rates have risen for Black and minority communities (Ibid.). Correlations 

between higher teenage birth rates and lower incomes have also been documented (Kimball & 

Wissner, 2015). Experiencing poverty as a child is associated with significantly higher 

pregnancy and birth rates at younger ages (Ibid). An analysis of National Survey of Family 

Growth data suggests that disparities in accessing reproductive health care due to SES and race 

has persisted well into the 2000s (Hall et al., 2012). 

Health insurance status (whether or not someone has health insurance) is another 

important determinant of researching the patterns and outcomes of health events, including 

reproductive ones. In the United States, where health insurance is not universally accessible and 
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there are large numbers of uninsured children and adults, reproductive care facilities like those 

forced to close by H.B. 2 often take the place of traditional hospitals and physicians providing 

care (Berchick et al., 2019). In Texas, a state with the highest uninsured rate in the country, 17.7 

percent of residents—over five million people—went without health insurance in the year 2018 

(Ibid.). Hispanic residents make up a disproportionately high percentage of those without 

insurance: 61 percent of the uninsured but only 39 percent of the state’s total population 

(Buettgens et al., 2018). Roughly a third of women of reproductive age have no health insurance 

in Texas, and in rural and southern counties the uninsured rate among this group is even higher 

(Martin & Belluz, 2019). Texas also has more documented deaths associated with or caused by 

pregnancy than most other American states and developed countries, (Ibid.). This suggests that 

pregnancy is not only a potential barrier to economic mobility through limiting educational 

attainment, but that it poses a threat to individual and community welfare due to medical 

complications and the risk of death (Ibid.).The closure of over half of Texas’s facilities providing 

reproductive health care services due to H.B. 2 imposes an additional barrier to accessing care, 

particularly for those without insurance who depend on non-traditional providers. 

Regulations of Abortion Providers and Access to Care 

Regulations of abortion providers have become increasingly common in legislatures at 

the state level. Waiting periods, where the law mandates that a certain number of days or hours 

pass between the initial appointment with a physician and the initiation of the termination 

procedure, are one type of regulation. 48-hour mandatory waiting periods in the state of 

Tennessee were connected to higher rates of second trimester terminations, which are both more 

expensive and have a higher risk of medical complications (Lindo & Pineda-Torres, 2019). It 

was estimated that this delay corresponded to $929 in additional costs to the patient (Ibid.).  
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Texas’s 2013 law mandating admitting privileges and surgical capacity at facilities 

providing abortion did produce a decline in abortion rates within the state (Grossman et al., 

2014; Grossman et al., 2017). The same studies show that patients now travel much longer 

distances to obtain abortions in Texas (Ibid.). In 2018, the most recent year for which there is 

data, Texas had a teen birth rate of 27.6 births per 1,000 females, which ranks it sixth highest in 

the United States (“Stats of the State—Teen Birth Rates,” 2019). Another type of regulation 

occurs when states impose bans on voluntary terminations after a specified number of weeks of 

gestational age, such as six weeks in states like Ohio and Georgia. Supporters of these laws 

typically argue that beyond certain fetal developmental stages, abortion should not be an option. 

A recent paper compared those seeking to terminate pregnancies who were denied to those who 

were not denied an abortion based on these gestational limits (Miller et al., 2020). They found 

that those who wanted an abortion but were unable to get one had persistent financial and 

economic consequences, which they measured using credit scores and credit reports (Ibid.). This 

analysis explores whether Texas, a state with a high rate of teen pregnancies, exhibits negative 

educational outcomes as a result of the closure of over half the abortion providers in the state.  

Conceptual Model 

 Building on existing research on access to reproductive health care and economic 

mobility, there are three general areas of factors to consider in my analysis: individual 

characteristics, environment, and familial traits. Figure 1 demonstrates these connections. Recent 

developments in epidemiological research have shown that race, ethnicity, and socioeconomic 

status are related to worse health outcomes and access to care. Those from families of higher 

socioeconomic status might be relatively unaffected by the closure of reproductive care facilities, 

as these same families likely have greater access to financial means for childcare and tutors for 



 12 
 

 

the teenage parent, resulting in less of a disruption in the student’s education. Teenagers and 

young adults from families of lower socioeconomic status might face additional financial and 

logistical burdens to educational attainment given the situation where an unplanned pregnancy is 

carried to term. Environmental considerations, such as the political leaning of the state, the size 

of the county in terms of population, and neighborhood characteristics also play a role in access 

to care. Counties with lower population densities, for example, tend to have fewer (if any) health 

care facilities or providers of abortion. States led by Republican officials often have more 

stringent regulations on abortion providers, and therefore have fewer providers. These factors 

will be controlled for in this analysis assessing the impact of reductions in abortion providers on 

educational attainment. 
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Figure 1: Conceptual Model 

Hypothesis 

 This paper explores whether or not the ability to access health care services, specifically 

reproductive care and abortion, plays a role in educational attainment. When H.B. 2 was 

implemented in the summer of 2013, over half of Texas’s clinics were forced to close due to 

inability to comply with the new regulations. I hypothesize that this sudden and drastic reduction 

in abortion providers will result in a decrease in high school graduation rates. Further, I 
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hypothesize that these deleterious effects on educational attainment will be more severe for 

Black and Hispanic students.  

Data and Methodology 

Data 

 The data used in this analysis is derived from four agencies: the Texas Education Agency 

(TEA), the Florida Department of Education (FLDOE), the Bureau of Labor Statistics (BLS), 

and the United States Census Bureau. I include eight samples from the TEA, whereby each 

sample covers one academic year beginning with the graduating class of 2011 and concluding 

with the graduating class of 2018. The datasets are titled Four Year Graduation and Drop-Out 

Data, Class of XXXX, with XXXX denoting the graduating year represented in the data. Data is 

aggregated at the county level and includes precise calculations for all but two of the 254 

counties in Texas. For the two counties not reporting education data, Kenedy County and Loving 

County, the populations of these counties are small enough that school-aged residents attend 

schools in neighboring counties.  Graduation rates are reported as the rate for all students 

attending public high schools in that county as well as by race and gender. Data on graduation 

rates from Florida includes the school years 2010-2011 through 2017-2018 and are titled Florida 

High School Graduation Rates. As in Texas, data is aggregated at the county level and includes 

public school students but not private school attendees. 

 Demographic data for this analysis comes from the U.S. Census Bureau’s American 

Community Survey (ACS) 5-Year Estimates, years 2011-2017. 5-year estimates are used instead 

of the annual survey estimates due to the sampling techniques: annual ACS surveys only include 

counties with populations greater than 65,000 (“American Community Survey (ACS) Questions 
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and Answers,” n.d.). This would eliminate roughly 80 percent of Texan counties (“Texas County 

Population Estimates…”, n.d.). The datasets consist of observations representing demographics 

as proportions of each county. Because the final year of graduation rate data covers the class of 

2017-2018, demographic data from the year 2017 is likely sufficient to use as controls for the 

remainder of this academic year. Similarly, while the graduation data includes the class of 2010-

2011, I use demographic data beginning in January 2011. Economic data, namely the 

unemployment rate for each county, is provided by the Bureau of Labor Statistics.  

 

Methodology 

Model 1 

In order to estimate the effect of H.B. 2 in Texas, this analysis utilizes a difference in 

differences regression. In Model 1, Texas is the “treatment” state, while Florida is the “control” 

state. The assumption that needs to hold for this estimation strategy is that the trends in the 

dependent variable (public high school graduation rates) would have been the same in the pre-

treatment and post-treatment period had the intervention (in this case, the closure of abortion 

providers) not occurred (Angrist & Pischke, 2009). We would expect to see similar trends 

between Texas and Florida, although we do not need these trends to be exactly the same. Figure 

B1 in Appendix B shows the pre-treatment graduation rates of Texas and Florida, which are 

comparable.  

My key dependent variables are high school graduation rates and drop-out rates. The 

former is calculated by dividing the total number of students who graduate in a given year by the 

total number of students who started in their cohort of classmates four years prior. These are 
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called four-year cohort rates and this is the standard for calculating graduation rates in both 

Texas and Florida. Preliminary models include graduation rates for all public school students, 

regardless of race or gender. Additional models use the graduation rate and drop-out rate for 

Black students and students of Hispanic origin. 

The first dependent variable under observation is the high school graduation rate by 

county (variable name: allr_grad). Additionally, the variable designating the time period acts the 

same as time fixed effects, which would account for any exogenous time-variant national shocks 

to both states, such as a change in federal law. The 2013 implementation of the Affordable Care 

Act health insurance exchange is one such example. State fixed effects, represented by the state 

dummy variable, can control for time-invariant traits of each state, such as partisan political lean 

and state-wide cultural norms. The 𝛃 on the interaction term Texas*Post can be interpreted as the 

difference in differences estimate, or the estimated effect of H.B. 2 if both the identifying 

assumption holds and external threats to validity, such as state-specific changes to education 

laws, are accounted for. The subscript i corresponds to the individual county in t time period 

(year).  

Model 1: Difference in Differences Estimate Comparing Texas and Florida 

Graduation Rate = 𝛃0+ 𝛃1Texas + 𝛃2PostH.B.2 + 𝛃3 Texas*Post +  

𝛃4 County Demographicsit +  𝛃5Economic Indicatorsit + eit 

 The key independent variable in this model is the state in which the county is located. 

This variable also designates the treatment and control groups, where Texas is receiving the 

treatment and Florida acts as a control. Control variables from the American Community Survey 

5-year estimates include racial demographics, gender and age distribution of the county, the 
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language spoken at home, the estimated number of households in the county enrolled in 

Supplemental Nutrition Assistance Program (SNAP). Economic controls include unemployment 

and labor force statistics from the Bureau of Labor Statistics (BLS). Income data was not 

included in the model, as income is self-reported in the American Community Survey which 

makes it subject to inaccuracies. Respondents might overstate their income for reasons of status. 

By contrast, they might underreport income to maintain eligibility for certain public assistance 

programs. Because it is important to control for family income level, I include SNAP recipient 

estimations for the county as a proxy for the incidence of poverty in the county. Descriptive 

statistics for counties in both states can be found in Appendix A, Table A1. 

Models 2 and 3: Counties Within Texas 

In my second and third models, dependent variables are the graduation and drop-out rates 

by race, where aar and hsr denote Black and Hispanic student rates, respectively. The subscript i 

corresponds to the individual county in t time period (year).  

Model 2: Difference in Differences Estimate of Graduation Rates Comparing Counties Within 

Texas 

Graduation Rate (All Students, AAR, or HSR) = 𝛃0+ 𝛃1No Providers Remaining + 

𝛃2PostH.B.2 + 𝛃3 NoProviders*Post + 𝛃4 County Demographicsit  

+ 𝛃5Economic Indicatorsit + eit 
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Model 3: Difference in Differences Estimate of Drop-Out Rates Comparing Counties Within 

Texas 

Drop-Out Rate (All Students, AAR, or HISR) = 𝛃0+ 𝛃1No Providers Remaining + 

𝛃2PostH.B.2 + 𝛃3 NoProviders*Post +  

𝛃4 County Demographicsit + 𝛃5Economic Indicatorsit + eit 

Because it is not clear if these rates broken down by demographics are reported the same 

in Florida as they are in Texas, this second model will only compare counties within the state of 

Texas. It also allows me to stress test the results of my first model. Additionally, graduation and 

drop-out rates are both used as dependent variables because they do not cover all students. It is 

possible that a student could not graduate and instead choose to enter a remedial continuation 

program and complete a high school-equivalent degree at a later date. These students would 

lower the graduation rate but would not be reflected by the drop-out rate. The drop-out rate, by 

contrast, reflects the number of students who actively choose to remove themselves from the 

process of attaining a high school degree or some equivalent. The key independent variable in 

this model is whether or not the number of abortion providers was reduced to zero in the county 

as a result of H.B. 2. Just as in the first model, the assumption required to perform this analysis is 

that the dependent variable trends prior to the implementation of the Texas law are parallel.  

Counties in the “treatment” group must have had at least one provider of abortion 

services prior to H.B. 2 but now (after H.B. 2) have zero providers. A list of these counties is 

provided in Appendix A, Table A2. Descriptive statistics are provided in Appendix A, Table A3, 

while supporting graphs are provided in Appendix B. The initial information on these counties, 

including the name of the clinic and whether or not the facility provided abortions before and 
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after H.B. 2, is originally sourced from the Texas Tribune (Ura et al., 2016). The list created by 

Ura et al. has been reproduced in Appendix A, Table A4. In order to ensure accuracy, I searched 

for each clinic to confirm that those listed were still providing abortion. The control group 

consists of counties that might have experienced a reduction in the number of providers after 

H.B. 2, but still maintain at least one. In these models, control variables are the same as in Model 

1 and are listed in Appendix C, Tables C2 and C3. Demographic data is sourced from the 

American Community Survey, while economic data is provided by the Bureau of Labor 

Statistics.  

Results 

Model 1: Graduation Rates in Texas and Florida 

The variable `postHB2’ refers to the pre and post periods in the difference-in-differences 

(DiD) model. As this law was passed in the summer of 2013 and most closures occurred during 

the fall of 2013 when the school year concluding in 2014 was underway, I defined postHB2 as 

being equal to one for years beginning in 2014 and concluding in 2018.  

My initial hypothesis was that in a comparison of two states, Florida and Texas, I would 

find evidence of a deleterious relationship between the reduction in reproductive health care 

providers and high school educational attainment. This hypothesis is supported by the difference 

in differences model, which suggests that the effect of H.B. 2 is associated with a decrease in 

graduation rates of over six percentage points and is significant at the 99.9% level. Table 1 below 

contains the regression results from models that include various controls. Complete regression 

results are included in Appendix C, Tables C1.  
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Table 1: Difference-in-Differences Estimates of Graduation Rates in Florida and Texas 
Before and After H.B. 2 

 
 

 
 

(1) (2) (3) (4) 

Public High School Graduation Rate, All Students 

DD Estimate: Texas X 
Post H.B. 2 

-7.235*** 

[0.846] 

-7.006*** 

[0.786] 

-6.668*** 

[0.787] 

-6.211*** 

[0.806] 
     

Texas (=1 if Texas, =0 if 
Florida) 

21.03*** 

[0.680] 

20.29*** 

[0.619] 

19.47*** 

[0.632] 

19.75*** 

[0.660] 
     

Post H.B. 2 (=1 if years 
are 2014-2018) 

8.276*** 8.400*** 7.269*** 6.422*** 

[0.802] [0.736] [0.804] [0.835] 

     

Speaks Spanish (% of 
HHs in County)  -.078*** 

[.0112] 

-.046*** 

[.012] 

-.221*** 

[.056]   

SNAP Recipient (% of 
HHs in County)   -8.759** 

[2.865] 

-5.554* 

[2.866]    

County Unemployment 
Rate   -.370*** 

[.080] 

-.513*** 

[.080]    

     

Demographic Controls? No No No Yes 

N 2552 2552 2552 2552 

R-sq 0.530 0.586 0.594 0.623 

adj. R-sq 0.530 0.584 0.592 0.620 

     
Standard errors in brackets 

  
*Denotes significance: 

* p<0.05, ** p<0.01, *** p<0.001 
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Models 2 and 3: Graduation and Drop-Out Rates in Texas Counties by Race and 

Availability of Abortion Providers 

To further explore the potential effects of H.B. 2 in Texas, I ran several additional 

regressions using the data available from the Texas Education Agency. Building off the theories 

of social determinants in access to health care, I hypothesize that there will be evidence of a 

decline in educational attainment as measured by a decrease in graduation rates and an increase 

in drop-out rates specifically for Black and Hispanic students. Using these outcomes, I compared 

counties that had at least one abortion provider prior to H.B. 2 and were left with none in the 

wake of the law’s implementation. The “control” group in this model includes counties that had 

abortion providers both before and after H.B. 2.  

The results from these models provide evidence in support of my hypothesis. Table 2 

shows regression estimates with high school graduation rate as the dependent variable, measured 

by all students, Black students, and Hispanic students. Complete results can be found in 

Appendix C. 
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Table 2: Difference-in-Differences Estimate of Graduation Rates in Texas Counties with No 
Providers Compared to Counties With Providers Before and After H.B. 2 

 

 
(1) (2) (3) (4) (5) (6) 

 

Graduation Rate: All 
Students 

Graduation Rate: 
Black Students 

Graduation Rate: 
Hispanic Students 

       
DD Estimate: No 
Providers X Post 
H.B. 2 

-2.292* -2.194 -4.687** -4.102* -3.340** -4.599* 

[0.956] [1.191] [1.757] [2.042] [1.238] [1.761] 

 
      

No Providers (=1 if 
all providers in 
county closed after 
H.B. 2) 

2.837*** 0.114 1.068 -3.558* 2.108* 0.356 

[0.655] [1.039] [1.394] [1.759] [0.858] [1.509] 

       

Post H.B. 2 (=1 for 
years 2014-2018) 

3.186*** 4.641*** 5.940*** 4.849* 4.252*** 7.757*** 

[0.566] [1.374] [1.236] [2.128] [0.633] [1.991] 

       

Demographic & 
Economic 
Controls? 

No Yes No Yes No Yes 

       
N 144 144 144 144 144 144 

R-sq 0.125 0.559 0.138 0.461 0.085 0.499 

adj. R-sq 0.106 0.487 0.119 0.373 0.065 0.417 
       
Standard errors in brackets 

*Denotes significance: 

* p<0.05, ** p<0.01, *** p<0.001 

 

Difference-in-differences estimates using drop-out rates for all students, Black students, 

and Hispanic students are provided in Table 3. Complete results can be found in Appendix C. As 

I hypothesized, these results suggest that the magnitude of the estimate is higher for minority 
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students. Counties in the control group, where abortion services remained accessible after H.B. 2, 

exhibit lower drop-out rates and higher graduation rates.  

Table 3: Difference-in-Differences Estimate of Drop-Out Rates in Texas Counties with No 
Providers Compared to Counties With Providers Before and After H.B. 2 
 

 
(1) (2) (3) (4) (5) (6) 

 

Drop-Out Rate: All 
Students 

Drop-Out Rate: 
Black Students 

Drop-Out Rate: 
Hispanic Students 

       
DD Estimate: No 
Providers X Post 
H.B. 2 

1.441* 1.188 4.275** 3.202** 2.168* 2.789* 

[0.645] [0.779] [1.442] [1.209] [0.876] [1.194] 
       
No Providers (=1 if 
all providers in 
county closed after 
H.B. 2) 

-1.121* -0.347 -1.273 1.724 -0.552 -0.834 

[0.467] [0.668] [1.242] [1.278] [0.654] [0.986] 

       

Post H.B. 2 (=1 for 
years 2014-2018) 

-0.902** -2.877** -3.635** -4.392** -1.346** -4.913*** 

[0.289] [0.911] [1.099] [1.329] [0.420] [1.394] 
       
Demographic & 
Economic 
Controls? 

No Yes No Yes No Yes 

       

N 144 144 144 144 144 144 

R-sq 0.025 0.522 0.105 0.518 0.044 0.466 

adj. R-sq 0.004 0.444 0.086 0.439 0.024 0.380 
       
Standard errors in brackets 

*Denotes significance: 

* p<0.05, ** p<0.01, *** p<0.001 
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Discussion 

These results suggest that there was a significant decrease in the high school graduation 

rate in Texas compared to Florida in the periods before and after H.B.2. Further, because Texas 

gathers robust data on educational attainment by race, the subsequent models allowed me to test 

the hypothesis that Black and Hispanic students would experience measurable declines in 

educational outcomes when assessing the impact of H.B.2. This hypothesis is also supported by 

my analysis. Taken together, this provides support for the theory that reductions in abortion 

providers in Texas do correspond with noticeable deteriorations in educational attainment. 

Building on prior research that shows a decline in the abortion rate and an increase in patient 

backlog at the remaining abortion providers in Texas (Grossman et al., 2014; Grossman et al., 

2017), this paper’s results suggest that H.B. 2 is impacting educational success but that more 

research is needed to fully understand the extent of the correlation. 

Limitations 

Data Aggregation 

There are several limitations to these results and this method of modeling. First, for 

privacy reasons, the lowest level of aggregation available publicly is at the county level. While 

district and even school-level data are available, often precise numbers are obscured to protect 

the identities of students. County-level aggregation, by definition, provides insight into county 

characteristics, and some of those characteristics might be of critical importance in determining 

how reduced access to abortion providers can stunt educational attainment. One example is 

whether or not a student’s family is enrolled in SNAP benefits. With county-level aggregation, it 

is possible to include a variable to control for the estimated percentage of households in a county 
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enrolled in SNAP as well as an estimate of the graduation rates. However, without individual-

level data, there is no definitive way to link SNAP recipient students to that student’s educational 

attainment data.  

Additionally, I did not include data on graduation rates for years prior to 2011. This is a 

concern because it limits the ability to establish evidence of parallel trends prior to the treatment 

of interest. These years were not included because the state of Texas reported educational 

attainment at the district level but not at the county level. Quite a few counties contain multiple 

districts. These districts do report graduation rates, but often the specific numerators and 

denominators are masked when the district is smaller in order to protect student privacy. 

Aggregating district-level data to impute county-level estimates is not valid, as the only option 

for many counties is to average graduation rates. In this scenario, if a county has two school 

districts and one reports a graduation rate of 60 percent while the other reports 100 percent 

graduating, the county rate would be 80 percent even if the former district had only a fraction of 

the students as the latter district. One expansion of this paper’s results would be to obtain the 

county-level estimates for the years prior to the class of 2011 and include this data in the 

difference in differences model. 

Similarly, future research might add the classes of 2019 and 2020 to see if the difference 

in differences estimates of this paper still hold. With that said, the novel coronavirus outbreak 

during the spring of 2020 and the resulting school closures will have to be accounted for in year 

to year heterogeneities in educational attainment. Further, this is likely to be the case for the 

classes graduating in 2021-2023 as they all will have experienced a significant disruption in their 

education during high school years.  
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Measurement of Drop-Out Rates 

Another factor to consider is that, according to the Texas Education Agency, the drop-out 

rates used in my models are conservative estimates of school attrition. While yearly attrition 

rates are available, I chose not to use them for the purposes of estimating the effect of H.B.2, as 

the Texas Education Agency reports that these calculations include students who transfer to a 

different school district. It is possible that the estimated effect of H.B. 2 on the drop-out rate is 

conservative, as the measurement of the outcome variable is potentially undercounting the 

number of students leaving. Because educational attainment is of primary interest due to its role 

in economic mobility, additional studies might explore models with dependent variables such as 

rates of application and acceptance into two year and four year colleges, truancy rates, and test 

scores.  

Exclusions from Education Data 

As previously mentioned, data provided publicly by the Texas Education Agency only 

includes public education data. This could pose a threat to this model as well as an opportunity 

for further research. The omission of private high school data could exert either an upward or 

downward bias on my estimates. Private educational institutions can cater to wealthier families, 

who might not experience the impacts of reductions in abortion providers in their county due to 

their ability to utilize financial resources (either to obtain tutors and childcare or travel to an 

abortion provider). If this is the case in Texas, then the omission of this data would exert an 

upward bias on my model’s estimate. By contrast, private schools also frequently serve 

underprivileged and minority communities who are more susceptible to deleterious effects of 

clinic closures. These students are also more prone to challenges in school. If the latter situation 
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is more prevalent than the former, then my model’s estimate would be too conservative due to 

the downward bias caused by the omitted private school data.  

Coincidental Developments  

Another source of concern here is that the effect identified by these models is due not to 

H.B. 2’s closure of abortion providers, but rather it is due to some state or county development 

that might impact educational attainment. One such example is if there were other laws passed 

by either Florida or Texas in the years around 2013 that might affect a student’s ability to 

graduate from high school. There are a handful of laws that potentially meet this definition. First, 

the legislature of each state is required by law to pass and implement a budget each time they 

meet. For Texas, this occurs on a bi-annual basis as the legislature meets only during odd-

numbered years (Legislative Reference Library of Texas), while in Florida it is an annual process 

(The Florida Senate). Adjustments to education funding, such as the Florida 2018 budget 

allocating an additional $101.50 per student (“Florida legislature 2018: what passed,” 2018) 

could explain some of the variation in the difference in differences estimate from model 1. 

Baseline estimates of per-pupil spending suggest that Florida and Texas spent comparable 

amounts in the years 2013-2015 (U.S. Census Bureau, 2015; U.S. Census Bureau, 2016; U.S. 

Census Bureau, 2017). Texas spending ranges from $8,229 to $8,861, while Florida’s 

expenditures start at $8,433 and increase to $8,881 by 2015 (Ibid.). This ranks both states near 

the bottom of per-pupil expenditures (Ibid.), and makes it seem unlikely that budgetary 

adjustments of $100 per student would have a noticeable and measurable impact on high school 

graduation rates. Further, a footnote in Appendix B states that Florida’s per-pupil expenditures 

might be slightly overstated due to a state-specific technicality where “‘payments to other school 

systems’ cannot be isolated,” (U.S. Census Bureau, 2013, p. B-1). This has two important 
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implications. First, if these figures are slightly inflated then the differences in per-pupil 

expenditures between the two states might be even smaller than the data reflects. Second, and 

more importantly, it makes per-pupil expenditures not a useful way of controlling for 

heterogeneities between states, as Florida apparently calculates this data differently than Texas. 

While it might be true that Florida spends more per student and that a $100 increase in 

expenditures could be correlated with higher graduation rates, it is not possible to use this data in 

my difference-in-differences model as it is currently constructed. 

Both states have implemented laws regulating charter schools. By and large these laws 

tend to expand student ability to attend charter schools and loosen state regulations of these 

institutions. Charter schools are public and therefore included in public school data, but are often 

permitted leeway in student evaluations. This could make it easier for charter school students to 

graduate from high school. If Florida has a greater population of students at these types of 

institutions due to laws from the 2014 and 2015 legislative sessions, then the difference in 

differences estimate might actually be measuring the effect of Florida’s education law(s) and 

Texas’s H.B. 2. The model in this paper as currently constructed would not be able to 

differentiate between the two types of laws—education laws in Florida versus abortion 

regulations in Texas.  

Other laws specific to education, such as adjustments to assessments both of individual 

students and entire schools, might also lead to measurable changes in educational attainment as 

estimated by the difference in differences model. In 2015, Florida implemented House Bill 7069, 

which removed some testing requirements in public schools (Education Accountability Act, 

2015). If testing is a component of verifying a student’s eligibility to graduate from high school, 

then naturally a reduction in those requirements would make it easier to graduate absent counter-
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balancing interventions. Similarly, Florida eliminated a handful of education regulations and 

increased teacher funding in Senate Bill 1096 and the annual budget during the 2013 legislative 

session (Repeal of Education Provisions Act of 2013; “2013 Session: which bills passed…”, 

2013). If it is easier to graduate due to regulatory adjustments and due to potentially higher-

quality teaching as a result of the increase in pay, then these developments might also be 

contributing to my model’s estimate. Again, it would not be possible to determine if my model 

was estimating the impact of these 2013 legislative developments in Florida or the abortion 

restriction in Texas. Teachers in Texas and Florida earn salaries close to the national average, 

which still fall far below pay rates for teachers in other developed countries (Dolton & 

Marcenaro-Gutierrez, 2011). Additionally, there is recent evidence that a strong correlation 

exists between higher pay and teaching quality (Dolton & Marcenaro-Gutierrez, 2011; 

Hendricks, 2014). With that said, annual budgetary changes in funding seem unlikely to 

compensate for much beyond cost of living adjustments, but it is worth exploration in future 

research.  

 Additional policy developments not explicitly related to education or abortion regulations 

might also play a role in heterogeneities observed in graduation rates between states. These 

include changes to public health insurance programs like Medicaid, new eligibility requirements 

for unemployment insurance (UI) benefits, and criminal justice reforms, particularly those that 

explicitly target juveniles. Laws between 2013 and 2018 in both states fall under one or more of 

these categories. For example, Senate Bill 21 from Texas’s 2013 legislative session includes 

drug testing for “suspicious” applicants of unemployment insurance (“Ken Legler Act,"). Those 

unable to pass a drug test are then denied benefits (Ibid.). This could depress graduation rates in 

Texas, as teenagers of parents unable to access UI payments are arguably facing intense financial 



 30 
 

 

and emotional stress at home. There are several potential mechanisms through which educational 

attainment is impacted by such a change: teens could be forced to replace time for schoolwork 

with wage-earning work that provides financial resources for the student’s family. Additionally, 

the financial strain combined with parental drug usage can cause severe emotional distress, 

making it difficult to excel in an academic setting.  

 

Policy Implications 

There are several key policy considerations given the results of this paper’s analyses. As 

education is a key mechanism through which individuals and communities achieve economic 

stability and mobility, it is critical to understand how both education policies as well as 

reproductive health care services can improve welfare. This includes obvious ones such as 

education policy and abortion regulations, but it also extends to government transfer programs 

and health insurance reform. Pregnancy and childbirth are costly ventures. Laws that limit or 

eliminate legal and safe abortion require analysis within the context of how the pregnancy is 

treated and paid for in each state. Lastly, it is critical to contextualize the experience and the 

health risks of pregnancy and childbirth, particularly when the pregnant person has no other 

option but to give birth or seek termination outside of the formal clinical setting.  

Education and Economic Policy 

 The need to connect reproductive health care policy to education policy is clear. Students 

and families require access to myriad health care services, including abortion. As this paper 

describes, eliminating or drastically reducing the number of providers does coincide with 

reductions in high school success. While the wealth gap between those with high school or 
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equivalent degrees and college graduates has narrowed considerably in recent decades, the wage 

premium from educational success has persisted (Brown et al., 2015). Without reasonable access 

to reproductive care, students face added barriers to educational success. If a student is unable to 

finish high school, whether it is due to inability to terminate a pregnancy or access birth control 

or some other circumstance, their lifelong risk of living in poverty increases significantly 

(DeNavas-Walt & Proctor, 2015). Because essentially no evidence exists that the regulations in 

laws like H.B. 2 actually promote patient safety, policymakers should consider the potential for 

reduced educational success and increased risk of living in poverty when debating new abortion 

regulations. 

Maternal Morbidity and Mortality 

 In 2018, the estimated maternal mortality rate for all women in the United States was 

17.4 (Hoyert & Miniño, 2020). This rate is calculated as the number of mortalities per 100,000 

births that occur due to complications during pregnancy or within six weeks of giving birth 

(Ibid.). Relative to other developed countries, the U.S. has a very high rate of maternal death 

(Ibid.). According to the World Bank, which collects data on maternal mortality from each 

country, the U.S. is somewhere around 50th-60th with rates comparable to Saudi Arabia, Iran, 

and Russia (Maternal mortality ratio, n.d.).  In the U.S., Black mothers have a maternal mortality 

rate of 37.1, while Hispanic mothers have a lower rate at 11.8 (Hoyert & Miniño, 2020). There 

are two key areas of policy to consider in addressing the serious issue of high maternal mortality 

in the U.S.: expanding access to and coverage of health care services including perinatal care and 

general health concerns, as well as protecting and increasing safe and legal options to terminate a 

pregnancy.  
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Most deaths from pregnancy complications are preventable, on this subject there is broad 

consensus (World Health Organization, Centers for Disease Control and Prevention, United 

Nations, among others). However, preventing these deaths and complications requires the ability 

to access health care services. Medicaid, the public health insurance program for low income and 

qualifying groups of individuals including pregnant women, covers just under half of all births in 

the U.S. (Martin et. al, 2018). Because Medicaid is administered by states, each state enacts 

different rules determining eligibility and limits. In Texas, pregnant women are eligible for 

Medicaid coverage of prenatal care but must first provide proof of pregnancy to the state (Belluz 

& Martin, 2019). While some women are able to detect pregnancies as early as four to six weeks 

gestational age, others are into their second and even third trimesters before pregnancy is known 

(Ibid.). Even among women who are able to detect early, the state estimates that it can still take 

two weeks to be approved (Ibid.). Each day and week lacking prenatal care contributes to 

elevated risk of complications for both the mother and child, and the CDC estimates that roughly 

a third of all pregnancies receive no prenatal care during the first trimester (Osterman & Martin, 

2018). Additionally, women in Texas are no longer eligible for Medicaid coverage once 60 days 

have passed since birth. Postnatal complications can occur well after this two month period, 

leaving new parents vulnerable to serious health problems without access to health care. One 

report by the CDC estimated almost a quarter of all maternal deaths occurred more than six 

weeks after giving birth (CDC, “Enhancing reviews and surveillance,” 2019). A report 

published last year discussed how a 28 year old mother in Texas died five months after 

childbirth. It is not uncommon for pregnant people to develop blood pressure problems that can 

lead to heart attack. This woman in particular had been taking a medication to control her 

pregnancy-induced hypertension, but was no longer able to afford it after her Medicaid benefits 
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expired (Martin & Belluz, 2019).  The cessation of treatment was likely a major, if not the sole, 

factor that led to her death. This evidence suggests that major reforms are required in order to 

reduce some of the risks associated with pregnancy and to provide adequate care for new parents 

and children, both of which are important components in educational and economic success. 

In Texas’s neighboring state of Louisiana, one study analyzed data on deaths associated 

with pregnancy during 2016 and 2017 and found that over 13 percent were due to homicide 

(Wallace et al., 2020). Homicide was single largest cause of maternal death in this data (Ibid.). 

They also documented a higher risk of being the victim of homicide when the mother was 

younger than age 30, particularly among teenagers (Ibid.). Being pregnant at any age doubled the 

threat of homicide when compared to non-pregnant women (Ibid.).  

The World Health Organization reports that enabling access to safe abortion is a critical 

component to reducing maternal mortality rates. Because there are bottlenecks at the point of 

service for abortion providers in the state of Texas (Grossman et al., 2014; Grossman et al., 

2017), one policy recommendation is to enable physicians to prescribe medication abortions via 

telehealth and eliminate in-person appointment requirements when the patient is low risk. Lastly, 

an expansion of this paper might explore data on self-administered abortions in the wake of 

clinic closures, though this would be difficult to measure with accuracy. Restricting or regulating 

access to abortion is largely rooted in arguments in favor of protecting the safety of the patient 

seeking the procedure. The evidence behind these regulations pales in comparison to the risk of 

pregnancy-associated death and severe complications. A thorough evaluation of policies that 

limit access to safe and legal pregnancy termination should be weighed against the risks of being 

forced to carry to term or seek an illegal and dangerous abortion.  
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Conclusion 

While this study focuses on a single state, the policy implications are nationally 

applicable. Education is the primary mechanism through which economic opportunity and 

mobility is achieved. Policies that limit or eliminate access to critical health care services, such 

as the ability to legally and safely terminate a pregnancy, have been connected to reductions in 

wages and increases in out-of-pocket expenses, increased travel time to access care, higher rates 

of more expensive and medically riskier procedures due to delays, and to measurable declines in 

high school graduation rates. Further, pregnancy itself carries the risk of serious complications, 

including the death of the mother. As other states consider laws that impose restrictions on or 

eliminate reproductive health care providers, policy makers should evaluate these laws within the 

context of the potential harms caused to affected communities.   
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Appendix A: Descriptive Tables 

 

Table A1: Descriptive Statistics of Texas and Florida (County-Level) 

 Texas 

(252 Counties) 

Florida 

(67 Counties) 

Variable Mean Std Dev Mean Std Dev 

Graduation Rate (HS) 92.74 5.83 76.24 9.75 

County Population 104,188.5 371,874.8 291, 350.8 462,425.8 

Percent Female 49.20 3.12 48.62 3.81 

Percent White (Inc. 
Hispanic) 

84.66 9.15 79.30 9.85 

Percent Hispanic 29.27 24.11 13.08 12.27 

Percent African American 6.47 6.70 14.51 9.43 

Speaks English “very 
well” (%) 

90.38 8.30 93.84 6.25 

Speaks Spanish (%) 24.54 19.39 10.85 11.24 

Households enrolled in 
SNAP (%) 

13.63 6.64 15.30 5.45 

Unemployment rate (%) 5.42 2.12 6.51 2.32 
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Table A2: List of Counties Included In Models 2 & 3: Texas Counties in Treatment 
and Control Groups 

Counties With Zero Providers of Abortion 
Services After H.B. 2 

Counties With Providers Remaining 
After H.B. 2 

Bell Bexar 

Brazos Dallas 

Cameran El Paso 

Fort Bend Harris 

Jefferson Hidalgo 

Lubbock Tarrant 

McLennan Travis 

Midland  

Nueces  

Taylor  

Tom Green  
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Table A3: Descriptive Statistics of Texas Counties in Treatment and Control Groups 

  

Treatment (No Providers) 

 

 

Control (Providers) 

 

Variable Mean Std Dev Mean Std Dev 

Graduation Rate (All 
Students) 

87.45 3.84 86.05 2.63 

Drop-Out Rate (All 
Students) 

7.45 2.72 7.67 1.22 

Graduation Rate: Hispanic 
Students 

84.44 5.35 84.42 3.01 

Drop-Out Rate: Hispanic 
Students 

9.40 3.70 8.60 1.58 

Graduation Rate: Black 
Students 

81.82 5.68 83.69 5.29 

Drop-Out Rate: Black 
Students 

11.34 3.99 9.94 4.08 

County Population 282,783 147,129 1,844,303 1,153,293 

Percent Female 50.5% 0.82 50.7% 0.56 

Percent White (Inc. 
Hispanic) 

76.01% 12.06 73.23% 9.69 

Percent Hispanic 31.78% 22.55 46.76% 27.92 

Percent African American 11.97% 9.53 10.87% 7.57 

Speaks English “very well” 
(%) 

89.96% 6.51 79.78% 8.07 

Speaks Spanish (%) 24.89% 16.73 43.61% 22.35 

Households enrolled in 
SNAP (%) 

13.89% 5.56 16.70% 7.56 

Unemployment rate (%) 5.42% 2.07 5.76% 2.07 
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Table A4: Texas Facilities Providing Abortion and Operational Status  

After H.B. 2 by County  

County Name Clinic Name Providing abortions after 
HB2? 

Bell Killeen Women's Health Center No 

Bexar Alamo Women's Reproductive Services No 

Bexar All Women's Medical Clinic No 

Bexar New Women's Clinic No 

Bexar Planned Parenthood Babcock Road No 

Bexar Planned Parenthood Bandera Road 
Center No 

Bexar Planned Parenthood Northeast Sexual 
Healthcare No 

Bexar Alamo Women's Reproductive Services Yes 

Bexar Planned Parenthood South Texas 
Surgical Center Yes 

Bexar Whole Women's Health of San Antonio Yes 

Bexar Whole Women's Health of San Antonio Yes 

Brazos Planned Parenthood Center for Choice 
Bryan No 

Cameran Harlingen Reproductive Services No 

Dallas Abortion Advantage No 

Dallas Northpark Medical Group No 

Dallas Routh Street Women's Clinic No 

Dallas Planned Parenthood Dallas Health 
Services Center Yes 

Dallas Southwestern Women's Surgery Center Yes 

El Paso Hill Top Women's Reproductive Health 
Services Yes 

El Paso Reproductive Services Yes 

Fort Bend Planned Parenthood Center for Choice No 

Fort Bend KNS Medial No 
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Harris Aalto Women's Center No 

Harris Affordable Women's Health Center No 

Harris AAA Concerned Women's Center No 

Harris Houston Women's Clinic Yes 

Harris Planned Parenthood Center for Choice Yes 

Harris Suburban Women's Clinic NW Yes 

Harris Suburban Women's Clinic SW Yes 

Harris Texas Ambulatory Surgery Center Yes 

Harris Women's Center of Houston Yes 

Hidalgo Whole Women's Health of McAllen Yes 

Jefferson Whole Women's Health of Beaumnont No 

Lubbock Planned Parenthood Women's Health 
Center No 

McLennan Planned Parenthood A. Rapoport 
Women's Health Center No 

Midland Midland Planned Parenthood Choice No 

Nueces Coastal Birth Control Center No 

Tarrant West Side Clinic No 

Tarrant Planned Parenthood Fort Worth Yes 

Tarrant Whole Women's Health of Fort Worth Yes 

Taylor Planned Parenthood Abilene Perini 
Center for Choice No 

Tom Green San Angelo Planned Parenthood Center 
for Choice No 

Travis International Healthcare Solutions No 

Travis Whole Women's Health of Austin No 

Travis Austin Women's Health Center Yes 

Travis Planned Parenthood South Austin 
Health Center Yes 

Source: Ura, A., Murphy, R., Daniel, A., & Carbonell, L. (2016), Texas Tribune 
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Appendix B: Graphs 

 
Figure B1: High School Graduation Rates for All Students in Texas and Florida (Model 1) 

Prior to Implementation of H.B. 2 

 

 

 
Figure B2: Texas High School Graduation Rates for All Students in Treatment and 

Control Groups (Model 2) Prior to Implementation of H.B. 2 
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Figure B3: Texas High School Graduation Rates for Black Students in Treatment and 

Control Groups (Model 2) Prior to Implementation of H.B. 2 

 

 
Figure B4: Texas High School Graduation Rates for Hispanic Students in Treatment and 

Control Groups (Model 2) Prior to Implementation of H.B. 2 
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Figure B5: Texas High School Drop-Out Rates for All Students in Treatment and Control 

Groups (Model 3) Prior to Implementation of H.B. 2 

 

 
Figure B6: Texas High School Drop-Out Rates for Black Students in Treatment and 

Control Groups (Model 3) Prior to Implementation of H.B. 2 
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Figure B7: Texas High School Drop-Out Rates for Hispanic Students in Treatment and 

Control Groups (Model 3) Prior to Implementation of H.B. 2 
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Appendix C: Complete Regression Results Including All Coefficient Estimates 

 

Table C1: Difference-in-Differences Estimates of Graduation Rates in Florida and 
Texas Before and After H.B. 2 

 

 
(1) (2) (3) (4) 

 Public High School Graduation Rate, All Students 
 

 

DD Estimate: 
Texas X Post H.B. 
2 

-7.235*** 

[0.846] 

-7.006*** 

[0.786] 

-6.668*** 

[0.787] 

-6.211*** 

[0.806] 
     
Texas (=1 if Texas, 
=0 if Florida) 

21.03*** 

[0.680] 

20.29*** 

[0.619] 

19.47*** 

[0.632] 

19.75*** 

[0.660] 
     
Post H.B. 2 (=1 if 
years are 2014-
2018) 

8.276*** 

[0.802] 

8.400*** 

[0.736] 

7.269*** 

[0.804] 

6.422*** 

[0.835] 
     
County Population 
Total 

 -9.32e-08 -0.000000541 -0.000000975*** 

 [0.000000288] [0.000000280] [0.000000278] 
     

Percent Female 
 5.221 9.639* 15.23*** 

 [4.340] [4.404] [4.388] 
     
Percent White (Inc. 
Hispanic) 

 -0.0215 0.0194 -0.234** 

 [0.0174] [0.0186] [0.0895] 
     

Percent Black 
 -0.271*** -0.172*** -0.352*** 

 [0.0282] [0.0349] [0.0927] 
     
Percent Hispanic or 
Latinx 

 -0.0278** -0.0226* -0.0101 

 [0.0103] [0.0101] [0.00980] 
     
Percent Speaking 
Spanish 

 -0.0780*** -0.0463*** -0.221*** 

 [0.0118] [0.0138] [0.0563] 
     

SNAP Recipients 
  -8.749** -5.554 

  [2.865] [2.866] 
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County 
Unemployment Rate 

  -0.370*** -0.513*** 

  [0.0798] [0.0801] 
     

pct_fem_age10_14 
   0.0505 

   [0.0673] 
     

pct_fem_age15_19 
   -0.154 

   [0.0915] 
     

pct_fem_age20_24 
   -0.624*** 

   [0.0975] 
     

pct_fem_age25_29 
   -0.286** 

   [0.0878] 
     
Percent American 
Indian 

   -0.464 

   [0.249] 
     

Percent Asian 
   -0.279* 

   [0.118] 
     

Percent Other Race 
   -0.236** 

   [0.0908] 
     
Percent Speaks 
English “Very Well” 

   -0.117** 

   [0.0400] 
     
Percent Speaks 
English Only 

   -0.145** 

   [0.0549] 
     

Constant Term 

71.06*** 75.32*** 72.67*** 125.7*** 

[0.646] [2.645] [2.724] [11.06] 
     
N 2552 2552 2552 2552 

R-sq 0.530 0.586 0.594 0.623 

adj. R-sq 0.530 0.584 0.592 0.620 
     
Standard errors in brackets 

*Denotes Significance: * p<0.05                   ** p<0.01             *** p<0.001 
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Table C2: Difference-in-Differences Estimate of Graduation Rates in Texas Counties 
with No Providers Compared to Counties With Providers Before and After H.B. 2 

 

 
(1) (2) (3) (4) (5) (6) 

 

Graduation Rate: All 
Students 

Graduation Rate: 
Black Students 

Graduation Rate: 
Hispanic Students 

       

DD Estimate: 
No Providers X 
Post H.B. 2 

-2.292* -2.194 -
4.687** -4.102* -

3.340** -4.599* 

[0.956] [1.191] [1.757] [2.042] [1.238] [1.761] 
       
No Providers (=1 
if all providers in 
county closed 
after H.B. 2) 

2.837**
* 0.114 1.068 -3.558* 2.108* 0.356 

[0.655] [1.039] [1.394] [1.759] [0.858] [1.509] 
       

Post H.B. 2 (=1 
for years 2014-
2018) 

3.186**
* 4.641*** 5.940**

* 4.849* 4.252**
* 7.757*** 

[0.566] [1.374] [1.236] [2.128] [0.633] [1.991] 
       

pop_total 

 0.00000073
0*  

-
0.00000088

3 
 0.00000050

6 

 [0.00000032
9]  [0.00000056

4]  [0.00000044
8] 

       

female_pct 

 -91.84  -125.2  70.58 

 [94.17]  [131.3]  [134.0] 
       

pct_fem_age10_1
4 

 0.143  -1.137  -0.427 

 [0.659]  [1.100]  [0.917] 

       

pct_fem_age15_1
9 

 0.990  -1.231  -0.905 

 [1.330]  [2.112]  [1.851] 
       

pct_fem_age20_2
4 

 -0.589  -0.164  0.0172 

 [0.497]  [0.777]  [0.720] 
       

pct_fem_age25_2
9 

 -1.346*  -2.723*  -1.462 

 [0.621]  [1.272]  [0.892] 
       
pct_white  0.117  -0.893  1.350 
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 [0.674]  [0.876]  [0.968] 
       

pct_Black 

 -0.207  -1.149  1.186 

 [0.705]  [0.945]  [1.006] 
       

pct_AmInd 

 3.749  2.001  5.721 

 [2.701]  [4.225]  [3.589] 
       

pct_Asian 

 3.055*  -0.731  4.675* 

 [1.380]  [1.912]  [1.832] 
       

pct_otherrace 

 -0.188  -1.428  1.045 

 [0.713]  [0.935]  [1.027] 
       

pct_hisplatinx 

 0.00000161
*  0.00000242  0.00000316

** 

 [0.0000007]  [0.0000015]  [0.0000011] 
       

lg_pct_englishwe
ll 

 -0.307*  0.123  -0.0989 

 [0.135]  [0.225]  [0.183] 
       

lg_pct_englisgho
nly 

 2.708*  -0.510  3.105* 

 [1.245]  [1.888]  [1.550] 
       

lg_pct_spanish 

 2.389  -0.500  2.972 

 [1.220]  [1.817]  [1.523] 
       

SNAP 

 5.233  21.49  -13.91 

 [18.55]  [30.39]  [27.08] 
       

Unemployment 
Rate 

 0.592  0.383  1.074 

 [0.404]  [0.532]  [0.595] 
       

Constant Term 

84.06**
* -105.8 79.97**

* 310.1 81.76**
* -363.2 

[0.418] [156.0] [0.988] [218.6] [0.532] [214.0] 
       
N 144 144 144 144 144 144 

R-sq 0.125 0.559 0.138 0.461 0.085 0.499 

adj. R-sq 0.106 0.487 0.119 0.373 0.065 0.417 
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Standard errors in brackets 

*Denotes significance:* p<0.05  ** p<0.01  *** p<0.001 
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Table C3: Difference-in-Differences Estimate of Drop-Out Rates in Texas Counties with 
No Providers Compared to Counties With Providers Before and After H.B. 2 

 
(1) (2) (3) (4) (5) (6) 

 

Drop-Out Rate: All 
Students 

Drop-Out Rate: 
Black Students 

Drop-Out Rate: 
Hispanic Students 

       
DD Estimate: 
No Providers X 
Post H.B. 2 

1.441* 1.188 4.275** 3.202** 2.168* 2.789* 

[0.645] [0.779] [1.442] [1.209] [0.876] [1.194] 
       
No Providers (=1 
if all providers in 
county closed 
after H.B. 2) 

-1.121* -0.347 -1.273 1.724 -0.552 -0.834 

[0.467] [0.668] [1.242] [1.278] [0.654] [0.986] 

       

Post H.B. 2 (=1 
for years 2014-
2018) 

-
0.902** -2.877** -

3.635** -4.392** -
1.346** -4.913*** 

[0.289] [0.911] [1.099] [1.329] [0.420] [1.394] 
       

County 
Population Total 

 -8.92e-08  0.00000056
1  2.05e-08 

 [0.00000020
6]  [0.00000034

6]  [0.00000029
6] 

       

Percent Female 

 -14.28  -57.83  -166.7 

 [59.73]  [87.52]  [88.44] 
       

pct_fem_age10_1
4 

 0.623  1.353  1.000 

 [0.456]  [0.749]  [0.648] 
       

pct_fem_age15_1
9 

 -1.108  0.867  -0.0871 

 [0.835]  [1.896]  [1.207] 
       

pct_fem_age20_2
4 

 0.570  0.105  0.176 

 [0.316]  [0.688]  [0.461] 
       

pct_fem_age25_2
9 

 0.351  1.155  0.0533 

 [0.388]  [1.303]  [0.585] 
       

Percent White 
(Inc. Hispanic) 

 0.179  0.861  -0.637 

 [0.452]  [0.613]  [0.683] 
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Percent Black 

 0.412  1.070  -0.548 

 [0.474]  [0.667]  [0.713] 
       

Percent AmInd 

 -2.618  -3.552  -4.420 

 [1.961]  [3.041]  [2.589] 
       

Percent Asian 

 -1.226  0.0171  -2.382 

 [0.905]  [1.354]  [1.242] 
       

Percent Other 
Race 

 0.306  1.556  -0.509 

 [0.471]  [0.795]  [0.708] 
       

Percent Hispanic 
or Latinx 

 
-

0.00000073
9 

 -0.00000146  
-

0.00000173
* 

 [0.00000047
4]  [0.00000117

]  [0.00000072
6] 

       

lg_pct_englishwe
ll 

 0.361***  0.143  0.227 

 [0.0928]  [0.179]  [0.126] 

       

lg_pct_englisgho
nly 

 -1.193  -0.312  -1.511 

 [0.774]  [1.282]  [1.014] 
       

lg_pct_spanish 

 -0.951  -0.288  -1.406 

 [0.754]  [1.218]  [0.993] 
       

SNAP 

 -5.705  1.194  9.935 

 [11.66]  [26.09]  [17.33] 
       
County 
Unemployment 
Rate 

 -0.726**  -1.127**  -1.091** 

 [0.265]  [0.347]  [0.408] 
       

Constant Term 

8.233**
* 77.82 12.21**

* -48.45 9.443**
* 281.6 

[0.194] [103.1] [0.954] [164.9] [0.358] [145.3] 
       
N 144 144 144 144 144 144 

R-sq 0.025 0.522 0.105 0.518 0.044 0.466 
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adj. R-sq 0.004 0.444 0.086 0.439 0.024 0.380 
       
 

Standard errors in brackets 

*Denotes significance: 

* p<0.05 

 ** p<0.01 

 *** p<0.001 
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