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With the overturning of Roe v Wade by the Supreme
Court on June 24, 2022, patients, advocates, clinicians,
and researchers have braced themselves for the long-
term negative impact on women’s health. The public
and political discussion typically turns to abortion
access and reproductive rights, with seldom consid-
eration and conversation regarding how this decision
may negatively impact the incidence of gynecological
cancers, including ovarian cancer (OC). OC is defined
as cancer of the ovaries and/or fallopian tubes and is
the most lethal gynecological malignancy with a low
five-year survival rate of ~29%-50% depending on the
stage of diagnosis and subtype.' Unlike cervical and
breast cancers, OC currently lacks screening tools for
early detection, contributing to late-stage diagnosis.?
Once diagnosed with OC, patients face substantial
hurdles, including a lack of available treatment options
and subjection to unnecessary side effects, due to a
fundamental lack of understanding of this disease,
resulting in ~70% of patients relapsing within three
years.” In general, cancer deaths in the US have slowly
declined over the past few decades due to advances

in research, medicine, and technology.* However, it

is feasible to presume that OC (and other gynecolog-
ical cancers) mortality rates will increase due to the
overturning of Roe v Wade, which will likely lead to
decreased access to women’s health and reproductive
health centers, a reduction in reproductive health
education, fewer quality OBGYN’s and gynecological
oncologists, and costly healthcare.

Access to womens health and reproductive health
centers will become severely limited, particularly in
abortion restrictive states.> States that limit abortion
access are apt to limit funding and/or shut down key
organizations, such as Planned Parenthood, that pro-

vide affordable women’s healthcare.® Beyond abortion
access, Planned Parenthood offers annual checkups
and screenings, immunizations, STI testing, birth
control, education, primary care, cancer screenings,
and more. Eliminating and/or limiting access to these
healthcare centers will make it more challenging for
women to seek fundamental healthcare and turning
to general primary care doctors who may not be as
well versed in women’s health and associated diseas-
es. These organizations play a key role in prevention
and initial access to OC diagnosis and treatment,
which will suffer due to limited funding and resources,
resulting in a higher OC mortality rate. Importantly,
women’s health centers provide access to affordable
oral contraceptive methods, which have a protective
effect against OC.” With decreased access to oral
contraceptive methods, women will be at a higher risk
for developing OC. Additionally, these centers pro-
vide access to genetic testing for patients with a family
history of cancer, such as the BRCA mutation, which
is associated with OC and breast cancer.® Detection of
a germline BRCA mutation at early ages can inform
women, allowing them to take preventative measures,
such as lifestyles changes, bilateral salpingo-oopho-
rectomy (surgical removal of the fallopian tubes and
ovaries), and double mastectomy (surgical removal of
the breasts). These preventative measures can aid in
decreasing the incidence and mortality rate of OC and
breast cancer.” '* With limited access to women’s health
and reproductive health centers, women will be less
likely to receive genetic screening for the BRCA muta-
tion, which will negate their ability to make informed
preventative choices about their body, and ultimately
result in a higher OC mortality rate. Additionally,
women will likely be less educated about available
genetic cancer testing and oral contraceptive



methods in a post Roe v Wade world.>

Access to reproductive health education for patients,
nurses, and clinicians will also likely decrease. Abor-
tion restrictive states are censoring early education

on reproductive biology due to political and religious
agendas, creating challenges for women to make
informed decisions about their bodies and to know
when to seek care. Prior to the reversal of Roe v Wade,
there was already an alarming lack of knowledge of the
female anatomical system, with many Americans being
unable to identify the number and location of the ova-
ries and/or fallopian tubes in women." Without having
a basic understanding of the female anatomy, women
face difficulties knowing when to seek help if they start
displaying OC symptoms, especially not knowing what
or where an ovary is! This is particularly problematic
for vulnerable communities of women who already
have limited opportunities and access to education.

In Utah, high religious practice and cautious sexual
attitudes have been associated with a negative intent to
vaccinate children for HPV, which will likely increase
cervical cancer incidence in the future.'? This same
ideology may be translational to OC as parents may
presumably impede on their children’s reproductive
education and autonomy over their own bodies. The
reversal of Roe v Wade will likely push female anatomy
and reproductive health out of the health conversa-
tion for young children in abortion restrictive states
and communities, negatively affecting their ability

to make informed decisions for seeking care for OC
diagnosis and treatment at later ages. This is further
compounded by the increasing stigma surrounding
women’s health in a post Roe v Wade landscape that
may impede women speaking up and advocating for
their health.

Access will be further thwarted by quality OBGYN'’s
and gynecological oncologists leaving or avoiding
abortion restrictive states and moving to abortion pro-
tective states.”” In addition, it is predicted that medical
and nursing staft will receive less formal training and
education on women’ health in abortion restrictive
states, which may negatively impact OC.¢ This will in-
crease the cost and distance that women have to travel
to receive quality care as well as limited access to clini-
cians. Due to the complexities of OC, patients’ out-
comes can be highly correlated to the expertise of their
gynecological oncology specialist. Late-stage diagnosis
of OC is attributed to asymptomatic or vague symp-

toms, such as abdominal fullness, bloating, abdominal
pain, and GI symptoms, which can be commonly mis-
diagnosed by healthcare providers with proper iden-
tification of symptoms occurring in ~59%-93% of OC
cases.>'* With fewer available women’s health clinics
and specialists in rural abortion restrictive states, it is
reasonable to believe that women will be misdiagnosed
and less likely to receive initial OC diagnosis, delaying
treatment and ultimately increase the mortality rate of
OcC.

The economic cost and burden on patients to access
OC diagnosis and treatment in abortion restrictive
states will increase following the overturn of Roe v
Wade. OC treatment costs ~$100,000 in the first year
following surgery and predominately serves Non-His-
panic White (NHW) women who on average have

the highest socioeconomic status, which is attributed
to racial disparities in the US." ¢ The overturning of
Roe v Wade will increase the associated costs of OC
treatment and widen the inequities for accessing OC
diagnosis and care, increasing the OC mortality gap
across groups of women. This will particularly nega-
tively affect marginalized communities of women, such
as Black women, who already have a ~18-29% higher
OC mortality rate compared to NHW women.> "> Prior
to the overturning of Roe v Wade, women were already
traveling hundreds of miles from around the mountain
west states to see specialists at the Huntsman Cancer
Institute at the University of Utah for OC diagnosis
and treatment. Women will now have to travel great-
er distances for access to quality OBGYN’s and OC
specialists, and many of whom do not have the means
to.”” This will place more of a financial burden on
abortion protective states and create long wait times to
see specialists, delaying subsequent OC diagnosis and
treatment."” Furthermore, the emotional and time con-
suming demands of the influx of patients on quality
OC healthcare providers in these areas may negatively
affect their ability to diagnose and treat patients."” Fi-
nally, advancements in OC research will decrease due
to a lack of funding opportunities in abortion restric-
tive states. OC is a disease with a tremendous unmet
need for new treatments and a further lack of funding
as an outcome of Roe v Wade will severely affect future
OC developments.

Reversing Roe v Wade has negative implications on
abortion access for women across the country making
every aspect of women’s health less accessible



and more vulnerable, including OC. OC mortality
rates will likely increase, especially in abortion restric-
tive states, due to decreased access to women’s health
and reproductive health centers, a reduction in re-
productive health education, fewer quality OBGYN’s
and gynecological oncologists, and costly healthcare.
These negative outcomes will have a stronger effect on
vulnerable communities of women who already have

a higher risk of OC mortality."” To overcome these
challenges, it is paramount that researchers and clini-
cians work tirelessly to raise funding, increase educa-
tion, and awareness of this disease as well as work with
policy makers to protect women’s reproductive health,
especially in vulnerable communities of women and in
abortion restrictive states such as Utah.
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