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Highlights related to abortion access and 

economic security include:

1  Most women who seek 
abortion are already struggling 
financially. 

Over two-thirds of women (69 percent) 

obtaining abortions have incomes below 

200 percent of (i.e., twice) the federal 

poverty level (FPL), according to the 

Guttmacher Institute. The Turnaway Study 

found even more striking results: Among 

the women in the study who reported 

their household income, two-thirds were 
poor, meaning they lived below 100 

percent FPL.

2  The most commonly cited 
reasons for seeking an 
abortion are financial 
concerns. 

The most common theme that arose 

in the Turnaway Study was women not 

feeling financially prepared to have a 

baby (40 percent), meaning that they 

had general financial concerns, were 

unemployed or underemployed, were 

uninsured or could not get welfare, or did 

not want government assistance. In other 

words, they could not afford to have a 
child. 

EXECUTIVE SUMMARY
Access to comprehensive reproductive health care, including abortion, is essential to women’s 
economic security. Yet many progressive politicians and advocates often ignore this important 
connection. This report delineates the many links between these topics—including that 
family planning increases women’s economic opportunity, lack of supports for pregnant and 
parenting women interferes with their economic stability, and there is an unfulfilled potential 
for reproductive health care to help create economic security—and the need to integrate both 
issues into any proactive policy agenda to achieve equality for women. 

The report also draws on critical new data from a longitudinal study conducted by Advancing 
New Standards in Reproductive Health (ANSIRH) at University of California, San Francisco. That 
study, known as the Turnaway Study, tracks what happens to women who seek but are “turned 
away” from the abortion care they need. We then analyze the study’s key findings—including 
the impact on the subjects’ economic status, health, and relationships—as well as other data 
to develop a rich picture of the interplay between women’s access to reproductive health care 
and their economic security.
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3  Women denied an abortion are 
more likely to be in poverty 
two years later. 

    At the time they presented at a clinic, the 

women turned away from the abortion 

care they sought were on similar socio-

economic footing with the women who 

obtained abortions.  However, two years 

later, according to preliminary analysis, 

women denied an abortion had three 
times greater odds of ending up below 
the federal poverty line, adjusting for 

any previous differences between the 

two groups.

4 Many women cannot afford 
the cost of an abortion. 

    The median price of an abortion in the 

Turnaway Study ranged from $450 for 

a first trimester abortion to $1750 for an 

abortion at 20 weeks or beyond. Total 

out-of-pocket costs for abortion paid 

by women and their family and friends 

ranged from $0 to $3,700. For more than 

half the women who had an abortion, 

out-of-pocket costs for the procedure 

and travel were equivalent to more than 
one-third of their monthly personal 
income.

5  Insurance bans create 
additional financial hardships. 

    Restrictions on insurance coverage of 

abortion—both public (i.e., Medicaid) and 

private— make it difficult for women to 

afford the cost of the procedure. When 

public or private insurance was not avail-

able, median costs to women obtain-

ing abortions in the Turnaway Study 

amounted to $575.

6  Women often make great 
sacrifices to obtain the money 
needed for an abortion. 

    Many women divert funds from necessi-
ties like food, electricity, or rent in order 

to pay for the unexpected costs of an 

abortion.

7 Economic barriers delay 
abortion care. 

    More than half the women (54 percent) 

who had an abortion in the Turnaway 

Study said that raising money for their 

abortion delayed them in obtaining 
care, which raises the cost and complex-

ity of the procedure. Being nonwhite and 

having a pregnancy at a later gestational 

age were associated with higher odds of 

cost being a reason for delay in obtain-

ing an abortion.  Not having Medicaid 

or private insurance coverage also was 

associated with citing cost as a reason 

for delay. 

8 Later abortion poses a higher 
financial burden. 

    As a pregnancy progresses, the cost 
of an abortion rises, which leads to a 

phenomenon sometimes called “chasing 

the money.” And the social and economic 

barriers that surround early abortion care 

are further compounded when seeking 

later abortion care. Women needing such 

care often must travel longer distances 

and face increased travel costs.

9  Financial barriers can be a 
complete obstacle to abortion 
care for some women. 

    Approximately one in four poor women 

who would have an abortion if Medicaid 

funding were available instead carry 
their pregnancy to term because they 

cannot secure the needed funds. More 

than one in five turnaways said they con-

sidered having an abortion elsewhere 

but never obtained one. Among this 

group, 85.4 percent reported proce-
dure and travel costs as the reason 

they were not able to obtain an abortion 

somewhere else. 

The implications of these findings for the eco-

nomic well-being of women and their children 

are not insignificant given that approximately 

one in three women in the U.S. will have an 

abortion in her lifetime and nearly two in three 

women are already mothers when they have an 

abortion.
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The inescapable conclusion is that those devel-

oping strategies to keep women out of poverty 

cannot overlook access to abortion care, along 

with other reproductive health services such as 

contraception, prenatal care, and screening and 

treatment for reproductive cancers, HIV, and 

sexually transmitted infections.

At the same time, these findings should come 

as no surprise. It has been well-established that 

a woman’s capacity to manage her fertility and 

determine whether and when to have children 

is intimately tied to her ability to pursue her life 

goals and take care of herself and her family. 

Because a woman’s reproductive years directly 

overlap with her time in school and the work-

force, she must be able to prevent unintended 

pregnancy in order to complete her education, 

maintain employment, and achieve economic 

security. 

For instance:

• The annual cost of raising a child can range 

from $9000 to more than $25,000.

• Families living below the poverty line spend 

30 percent of their monthly income on 

child care.

• In a survey of individuals filing for bankruptcy 

conducted by then-Professor Elizabeth 

Warren and colleagues, 7 percent of respon-

dents identified the birth of a child as a 

reason for their bankruptcy.

• Women saved approximately $483 million 
on birth control pills in 2013 due to the 

Affordable Care Act’s (ACA) guarantee of 

no-cost coverage of contraception.

• The birth control pill is estimated to be 

responsible for nearly one-third (31 per-
cent) of the narrowing of the gender wage 
gap witnessed in the 1990s. 

• Studies have shown that when women can 

plan their families, their children have better 

outcomes with regard to education and 

wages.

According to the Shriver Report: A Woman’s 

Nation Pushes Back from the Brink, 42 million 

women—and the 28 million children who depend 

on them—are “living one single incident—a doc-

tor’s bill, a late paycheck, or a broken-down 

car—away from economic ruin.” The Turnaway 
Study demonstrates that a birth resulting from 
an unintended pregnancy is another such inci-
dent that can upend the financial security of a 
woman and her family.

Moreover, voters recognize that any women’s 

economic empowerment agenda is incomplete 

without policies that further access to compre-

hensive reproductive health care. Surveys con-

ducted by the National Institute for Reproductive 

Health (NIRH) in New York, Pennsylvania, and 

Virginia found that “voters intuitively recognize 

links between control over one’s reproductive 

decision-making—including access to abortion—

and financial stability and equal opportunities.”

Put simply, the anti-poverty agenda—affordable 

housing, health insurance, education, supple-

mental nutrition, a living wage, paid sick and 

family leave, child care and reliable public trans-

portation—is incomplete without affordable, 

comprehensive reproductive health care, includ-

ing contraception to prevent unintended preg-

nancies and abortion care to end such pregnan-

cies when that is what a woman has determined 

is the best course under her circumstances. After 

all, the woman struggling to pay for contracep-

tion or abortion services is also the woman trying 

to find a job, pay her bills, and feed her children. 

The policy solutions are quite clear: ensure 

access to contraception, remove barriers to 

abortion care, and provide economic supports 

for women who choose to carry their pregnan-

cies to term.

Policies targeting poor women have led to a tat-

tered and torn safety net. But progressives can 

work to repair it by advocating for economic and 

reproductive justice together, by standing up to 

the constant attacks on abortion and contracep-

tion, and by developing proactive measures that 

promote a vision of poor women’s self-determi-

nation alongside their self-sufficiency. The eco-

nomic and reproductive rights of all women will 

never be secure until we do.

Put simply, the 
anti-poverty agenda...
is incomplete 
without affordable, 
comprehensive 
reproductive 
health care.
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There is likely no decision that has a greater eco-

nomic impact on a woman’s life than having—or 

not having—a child. Sadly, this obvious fact is 

often ignored, even by progressive politicians 

and advocates. They may know that access to 

comprehensive reproductive health care, includ-

ing birth control and abortion, is essential to 

women’s economic security, but too often they 

overlook this connection when it matters most. 

For instance, in July 2013, House Leader Nancy 

Pelosi and other House Democratic women 

introduced “When Women Succeed, America 

Succeeds: An Economic Agenda for Women and 

Families,” which addressed equal pay, work-fam-

ily balance, and child care but included no men-

tion of reproductive health care.1 

Likewise, in the spring of 2014, the White House, 

the Department of Labor, and the progressive 

think tank the Center for American Progress 

launched a series of local forums around the 

country to discuss working families, culminat-

ing in a national Summit on Working Families in 

Washington, D.C. that June.2 The conversation 

focused on a wide range of topics such as work-

place flexibility, accommodations for pregnant 

workers, affordable child care, paid sick and 

family leave, the gender pay gap, and expanding 

women’s participation in non-traditional occupa-

tions such as Science, Technology, Engineering, 

and Math (STEM). Again, however, reproduc-

tive health care was noticeably absent from the 

agenda.3

All of the above economic issues are critical 

to realizing reproductive justice4—as people 

cannot carry pregnancies to term and raise their 

children with dignity without economic security 

and workplace fairness. But it is striking that our 

country’s progressive leaders would attempt to 

have a national dialogue about family economic 

well-being without some acknowledgment of the 

role that access to comprehensive reproductive 

health care plays in ensuring economic security, 

especially for low-income women who cannot 

afford to pay for such services out of pocket.

That said, it is somewhat easy to understand the 

inclination to avoid discussion of reproductive 

rights in the context of a proactive economic 

agenda. The controversial nature of any politi-

cal debate about reproductive health care and 

the central role abortion continues to play in our 

nation’s so-called culture wars are clear driving 

forces in this trend. Moreover, past policy efforts 

to link birth control with economic security have 

been met with derision by political conservatives 

and the press—such as when a family planning 

provision was inserted in the 2009 stimulus 

package and President Obama quickly urged 

Congressional Democrats to remove it at the first 

hint of blowback,5 or in the 2012 election cycle 

when debate over contraception was dismissed 

as a distraction from “real issues” like jobs and 

the economy.6

But succumbing to such social pressures and 

leaving access to abortion and contraception 

out of economic policy conversations creates a 

huge missed opportunity to educate the public 

about the important relationship between these 

issues. It also represents a substantial political 

miscalculation, given polling that shows large 

majorities of voters already intuitively under-

stand these topics are linked and support com-

prehensive policy solutions.7

In this report, we first delineate some of the 

many interconnections between reproductive 

health and economic security. We then examine 

the impact of access to abortion specifically on 

women’s economic status, health, and relation-

ships. In particular, we draw on critical new—and 

still emerging—data from a longitudinal study 

conducted by Advancing New Standards in 

Reproductive Health (ANSIRH) at the University 

of California, San Francisco (UCSF). That study, 

known as the Turnaway Study, tracks what hap-

pens to women8 who seek but are “turned away” 

from the abortion care they need. 

Ultimately, we conclude that anyone who wishes 

to advance the economic security of women and 

their families will not be able to do so effectively 

without integrating access to reproductive health 

care into a proactive policy agenda to achieve 

economic equality for women.

INTRODUCTION

Anyone who wishes 
to advance the 
economic security 
of women and their 
families will not 
be able to do so 
effectively without 
integrating access to 
reproductive health 
care into a proactive 
policy agenda to 
achieve economic 
equality for women.

4Reproductive Health Technologies Project: Two Sides of the Same Coin



Family planning increases women’s 
economic opportunity

A woman’s capacity to manage her fertility and 

determine whether and when to have children is 

intimately tied to her ability to pursue her aspira-

tions and support herself and her family. Because 

women’s reproductive years directly overlap 

with their time in school and the workforce, they 

must be able to plan their pregnancies in order 

to have the best opportunity to achieve their 

education, employment, and economic goals. 

Biologically, a woman is most fertile between the 

ages of 20 and 35,9 and the average American 

woman is nearly 26 when she has her first child.10 

It is a striking but often overlooked fact that, on 

average, women in the U.S. spend more than 30 

years trying to prevent pregnancy and only five 

years pregnant, postpartum, or trying to become 

pregnant.11 

Notably, these fertile years are typically the time 

when women are trying to complete their educa-

tion, join the workforce, and build their careers.12

As economists Claudia Goldin and Lawrence 

Katz first established, access to oral contracep-

tives (i.e., “the pill”) has been an essential com-

ponent of women’s ability to delay marriage and 

childbearing, obtain college and professional 

degrees, and secure better employment oppor-

tunities.13 As a result of the marriage and child-

bearing delays spurred by the advent of modern 

contraception, the average age of U.S. women 

at the time of their first birth increased from 21.4 

to 25.0 years in the period between 1970 and 

2006.14 Moreover, due to an increasing decou-

pling of marriage and childrearing, we are now 

seeing the age of first marriage (26.5) exceed 

the age of first birth (25.8) for the first time.15  

By creating predictability around pregnancy and 

childbearing—and thereby minimizing the eco-

nomic and social opportunity costs of pursuing 

higher education—the pill empowered women 

to make long-term career investments.16 More-

over, Goldin and Katz found that by making mar-

riage delay more normative, the pill encouraged 

career investments even for women not using 

birth control.17 Subsequent research also sug-

gests that women’s use of contraception may 

have indirectly led to modest increases in edu-

cational attainment among their male partners.18

As women began to join the workforce in greater 

numbers, their families increasingly began to 

rely on their earnings. To wit, economist Heather 

Boushey testified before Congress: “In recent 

decades, the families that were upwardly mobile  

were those who had a working wife.”19 One study 

by the Center for American Progress found that 

had women’s employment patterns not changed 

over the past three decades, middle-class fam-

ilies would have substantially reduced incomes 

today.20 Another study by the same organization 

determined that more than half of married moth-

ers provide at least a quarter of their families’ 

wages.21 The report concludes simply: “Women’s 

earnings contributions to their families are nec-

essary in order to provide economic security.”22

It is a striking but often overlooked fact that, on average, 
women in the U.S. spend more than 30 years trying to prevent 
pregnancy and only five years pregnant, postpartum, or trying 
to become pregnant. 

THE BIG PICTURE:  
CONNECTIONS BETWEEN  
REPRODUCTIVE HEALTH  
AND ECONOMIC SECURITY
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Women’s large-scale entrance into the formal 

workforce not only benefitted themselves and 

their families, it also contributed to economic 

growth overall. According to the Roosevelt Insti-

tute, women’s participation in the labor market 

in the 1970s and 1980s propelled nearly 20 per-

cent of real GDP growth.23 However, due to a 

commercial and policy climate that has failed to 

keep pace with changing family and labor pat-

terns, these trends may be starting to reverse. 

While the workforce participation rate of women 

ages 15 and older in the U.S. increased by more 

than 20 percentage points in the second half of 

the 20th century, it has dropped by three points 

in the first 15 years of this century, even while 

that rate has been increasing in most other 

developed countries.24 Some of this backsliding 

may have been accelerated by the Great Reces-

sion—women have gained only one in seven 

jobs added to the private sector during the eco-

nomic recovery.25 Still, at 47 percent, women 

remain nearly half of U.S. workers.26 

Family planning also has numerous proven 

health benefits for women and their children, 

which in turn lead to health savings for families 

and for society overall. For instance, women who 

are able to space their pregnancies with at least 

six months in between a birth and a subsequent 

conception are more likely to avoid the adverse 

birth outcomes of preterm birth, low birth weight, 

or small size for gestational age.27 Women with 

planned pregnancies are also more likely to ini-

tiate prenatal care earlier than those with unin-

tended pregnancies, to receive more prenatal 

care throughout pregnancy, to have higher 

breastfeeding rates, and to breastfeed longer.28 

The Guttmacher Institute has estimated that fed-

erally funded family planning services in 2010 

prevented 2.2 million unintended pregnancies, 

which averted 287,500 closely spaced pregnan-

cies and 164,190 preterm and low birth weight 

births, resulting in a savings of $15.7 billion.29 

This amount does not include savings from other 

health benefits noted above, such as improved 

uptake of breastfeeding.

The multiple benefits of contraception have led 

to near-universal usage: 98 percent of women 

who have had sex with a man have used at least 

one method of modern contraception in their 

lifetime.30

Lack of supports for pregnant and 
parenting women interferes with 
their economic stability

While completing one’s education often means 

delaying full-time employment, as the Gutt-

macher Institute notes, it also commonly results 

in better job opportunities, higher income, and 

increased social influence, which in turn all lead 

to greater economic stability.31 Yet pregnant 

and parenting students often lack support on 

campus and face many barriers to completing 

their education. For instance, nearly two-thirds 

(61 percent) of women who have children after 

enrolling in community college fail to finish their 

education.32 

In 2012, 4.8 million financially independent col-

lege students had dependent children of their 

own.33 Parent students are more likely to be 

first-generation college students and low-in-

come, the latter especially if they’re single – 88 

percent of single parent students live at or below 

200 percent of the federal poverty level (FPL).34

Women represent 7 out of 10 student parents and 

nearly 80 percent of single student parents are 

female.35 Women of color are more likely than 

0 10 20 30 40 50

25.8 YEARS

For the first time, age of first birth is before age of of first marriage

26.5 YEARS
First Birth

First Marriage

Age

Sarah Jane Glynn, “Breadwinning Mothers, Then and Now,” Center for American Progress (Washington, DC: June 2015),  
https://cdn.americanprogress.org/wp-content/uploads/2014/06/Glynn-Breadwinners-report-FINAL.pdf
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other college students to be parents—among 

student parents, 47 percent are African Ameri-

can women, 39.4 percent are Native American 

women, and 31.6 percent are Latinas compared 

to 29.1 percent who are white women.36 Parents 

of color in college are more likely to be low-in-

come than their white counterparts: approxi-

mately 70 percent of black and Latino student 

parents live at or below 200 percent FPL versus 

nearly 50 percent of white student parents.37

Despite the clear assistance needed by student 

parents, few states count college attendance 

as an approved work activity under Temporary 

Assistance for Needy Families (TANF).38 And 

while it is easier for student parents to obtain 

benefits under the Supplemental Nutrition Assis-

tance Program (SNAP), Women, Infants and Chil-

dren (WIC), and Free and Reduced Price Lunch 

benefits (for their children) than under TANF, 

among eligible student parents, only 40 percent, 

7 percent, and 17 percent participate in these 

programs, respectively.39 

Working parents also lack needed supports. 

Raising a family while working is hardly impossi-

ble; in fact, the vast majority of people manage to 

do so, whether by economic necessity or choice. 

Today, only 20 percent of families have a father 

in the workplace and a mother who is a full-time, 

unpaid caregiver.40 Yet our workplace is far from 

catching up to the social and economic reality of 

our families—it is still designed for Don Draper 

when it should be structured for Roseanne. For 

instance:

• The United States is the only industrialized 

nation without required paid maternity 
leave.41 While the Family and Medical Leave 

Act (FMLA) does require up to 12 weeks of 

leave for certain medical circumstances, 

including the birth or adoption of a child, that 

leave is not required to be paid. Moreover, 

due to thresholds related to number of 

employees, length of employment, and 

number of hours worked, the FMLA covers 

only 59 percent of the workforce.42 Only 13 

percent of employees have paid family leave 

and 95 percent of part-time and low-

wage workers lack this benefit.43

• Similarly, federal law does not guaran-

tee paid sick leave. This is especially 

problematic for pregnant women and 

mothers who need to make frequent 

appointments to care for themselves or their 

children. 44 According to the National Partner-

ship for Women and Families, 3.1 days’ worth 

of lost wages can equal a family’s entire 

health care budget for the month, and 3.5 

days of wages is equivalent to its monthly 

grocery budget.45 

• Only 56 percent of workers can adjust their 

hours or work location when needed and 

such workplace flexibility is concentrated 

among those with higher income and educa-

tion levels. Seventy percent of low-income 

workers have no control over the times 

they are scheduled to begin and end work. 

Equally problematic, nearly 30 percent of 

workers have fluctuating start and stop times, 

which makes it hard to arrange for childcare, 

and 10 percent say their schedule changes 

so much it’s completely unpredictable.46

• Women often need minor pregnancy 
accommodations to protect their health.  

Such adjustments could be a change in 

duties (less heavy lifting, more opportunities 

to sit), a change in schedule, time off for 

prenatal doctors’ visits, or extra breaks. A 

2013 survey revealed that while the majority 

of pregnant women had their requests for 

accommodation honored, approximately a 

quarter million had their requests denied 

each year.47

• Employers with more than 50 employees 

must provide breaks for nursing mothers to 

pump breastmilk, but the breaks do not have 

to be paid48—and because this law does not 

apply to women who work for small busi-

nesses, many are still left out of even those 

minimal protections.

• Child care remains outrageously expensive 

while quality remains wildly inconsistent. 

Families living below the poverty line spend 

30 percent of their monthly income on child 

care.49

Mothers are breadwinners in nearly two-thirds 

of American homes and they are the primary or 

sole earner in 40 percent of U.S. families.50 These 

primary breadwinners break out into two groups 

Having a child results in both an immediate and long-term 
decrease in women’s pay, while there is no negative effect for 
men and possibly even a pay boost as a result of becoming 
a father.

7Reproductive Health Technologies Project: Two Sides of the Same Coin



of women with very different levels of economic 

security: 37 percent (15 percent of all mothers 

of minor children) are married women who earn 

more than their husbands and have a median 

family income of $80,000; 63 percent (25.3 per-

cent of all mothers) are single heads of house-

holds with a median family income of $23,000.51 

And the median income of women in same-sex 

couples (with or without children) is less than 

men, regardless of whether those men are in 

same-sex or different-sex couples ($38,000 vs. 

$47,000 and $48,000, respectively).52  

The economic instability of single mothers 

cannot be overemphasized—in the wake of 

the Great Recession, the poverty rate has been 

increasing, especially among single women with 

children.53 Nearly 522,000 unmarried mothers 

worked full-time, year-round in 2013 and yet still 

lived in poverty.54 That same year the poverty rate 

for all women-headed households with children 

was 39.6 percent, and it was nearly 50 percent 

in families headed by African American, Latina, 

and Native American women.55 Among children 

in poverty, half live with a single mother.56 

Women are disproportionately represented 

in low-wage jobs57 and comprise nearly two-

thirds of minimum wage workers.58 Nearly one-

third of low-wage workers are mothers, and 

of those, four in ten have household incomes 

under $25,000.59 Moreover, gender-based 

occupational segregation means that women 

are funneled into “pink-collar” jobs that bring in 

less income than male-dominated professions, 

despite requiring comparable skills, education 

levels, and occupational risks.60 

The gender wage gap is perhaps the clearest 

driver of women’s economic insecurity. On aver-

age, working women earn only 78 cents per 

dollar paid to their male counterparts. When this 

number is broken down, we find that women 

of color are affected even more by the gender 

pay gap, with Black women earning 64 cents for 

every dollar earned by their non-Hispanic white 

male counterparts and Latina women earning 

only 56 cents. 

Women with children also fare badly: working 

mothers earn 70 cents for every dollar work-

ing fathers make.61 In fact, research shows that 

having a child results in both an immediate and 

long-term decrease in women’s pay, while there 

is no negative effect for men and possibly even 

a pay boost as a result of becoming a father.62 

However, this pay disparity is less significant 

when a woman is able to postpone childbear-

ing. According to the Guttmacher Institute, “By 

delaying having a first child until her late 20s or 

30s, a woman can mitigate the family [pay] gap 

and contribute to her family’s strengthened eco-

nomic stability.”63

More than 7.3 million families are headed by 

single, working mothers, and these lower earn-

ings can substantially affect their economic 

well-being.64 Based on today’s gender pay gap, 

a woman working full time, year round could lose 

$435,049 on average over a 40-year period.65 

Older women continue to feel the effects of the 

wage gap and gender-influenced work patterns 

into their retirement, receiving only 56 cents 

per dollar received by their male counterparts 

in pensions and annuities and approximately 

$4,000 less per year in Social Security ben-

efits.66 Eliminating the gender pay gap would 

result in a 17 percent raise—more than $6,000 a 

year—for two-thirds of single mothers and would 

nearly halve their families’ poverty rate, from 28.7 

to 15 percent.67

Racism and other forms of discrimination only 

serve to amplify and exacerbate gender inequal-

ity. As noted in the Shriver Report: A Woman’s 

Nation Changes Everything, “It is especially poor 

and low-income women, women of color, and 

immigrant women who are driven into the most 

hazardous and low-status jobs, who are given 

the least amount of flexibility in their schedules, 

and who are least likely to receive employ-

er-provided benefits such as health care, sick 

leave, or family leave.”68 Consider, for example, 

the recent attention that has been brought to the 

plight of nail salon workers, many of whom expe-

rience wage exploitation, race discrimination, 

and exposure to a host of toxic chemicals that 

can affect their fertility and cause cancer.69

When confronted with evidence of a workplace 

environment that could have harmful effects on 

a pregnancy, instead of improving workplace 

safety employers sometimes respond with pro-

tectionist policies barring pregnant women—or 

even any woman with reproductive capacity70—

from positions that are high exposure but often 

also high paying, even though male fertility is 

$435,049  
Lost earnings of a full time female 
worker over 40 years due to the 

gender pay gap

National Women’s Law Center, 
“Employment: Fact Sheet: How 
the Wage Gap Hurts Women 
and Families,” April 2015, http://
www.nwlc.org/sites/default/
files/5.11.15_how_the_wage_gap_
hurts_women_and_families.pdf
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equally if not more vulnerable to environmental 

exposures.71 

Perhaps the strongest connection between 

economic security and reproduction is the cost 

of raising a child itself, which can range from 

$9,000 to more than $25,000 annually.72 And, 

prior to the passage of the Affordable Care Act 

(ACA),73 prenatal care and childbirth presented 

tremendous out-of-pocket costs for many fami-

lies74—and still remain a large burden for many 

immigrants who were cut out of health reform.75 

Indeed, in a 2001 survey of individuals filing 

for bankruptcy conducted by then-Professor 

Elizabeth Warren and colleagues, 7 percent of 

respondents identified the birth of a child as a 

reason for their bankruptcy.76

It is little wonder, then, that childbearing tends 

to be cyclical, following the ups and downs of 

the economy.77 For instance, with the current 

economic recovery underway, the Centers for 

Disease Control released data in June 2015 

showing that 2014 marked the first year that the 

U.S. birthrate increased since the Great Reces-

sion began in 2007.78 While the overall rate 

increased by 1.4 percent, the rate increased 3 

percent among women in their 30s and the birth 

rate for third children increased by 2 percent79—

signs that those with more economic stability 

felt in a better position to create or add to their 

families. Although the study did not examine the 

reasons for the increase, Laura Lindberg of the 

Guttmacher Institute observed: “I think as people 

feel their paycheck is more stable, it feels like a 

safe environment to have a child in.”80

The unfulfilled potential of 
reproductive health care to help 
create economic security

In the face of these educational, workplace, and 

economic challenges, access to reproductive 

health care is by no means a panacea, but it cer-

tainly makes a critical contribution to address-

ing the above problems. For instance, the birth 

control pill is estimated to be responsible for 

nearly one-third (31 percent) of the narrowing of 

the gender wage gap witnessed in the 1990s. 81 

And studies have shown that when women can 

plan their families, their children have better out-

comes with regard to education and wages.82 

Conversely, as the Guttmacher Institute has 

noted, “Parents’ economic and emotional invest-

ments in each child are increasingly constrained 

as family size increases and are limited by close 

childspacing.”83

Other studies have shown just how much of a 

pocketbook issue birth control coverage is. For 

instance, in the wake of the ACA’s guarantee 

of no-cost coverage of contraception, women 

saved approximately $483 million on birth con-

trol pills in 2013.84 However, these advance-

ments have not accrued to everyone equally. As 

the Guttmacher Institute has observed: 

Being able to plan whether and when 

to have children, for example, has not 

benefited low-income women and 

women of color in terms of their educa-

tion as greatly as it has benefitted their 

higher-income and white counterparts. 

Similarly, because lower-income and 

single mothers with lower levels of edu-

cation may have less freedom in their 

choices of when and where to work than 

do other women, their job security does 

not benefit as much from contraceptive 

access.85 

This unequal distribution of benefits is all the 

more reason to work to ensure that women 

of all incomes have meaningful—i.e., afford-

able—access to contraception. Yet opponents 

of reproductive rights have been unceasing in 

their efforts to undermine contraceptive access, 

namely by seeking special exemptions from the 

ACA’s contraceptive coverage benefit for reli-

giously-affiliated corporations and by trying to 

defund essential health providers like Planned 
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Parenthood Federation of America and the Title 

X network, our nation’s only federal program 

dedicated to the provision of family planning 

services, despite the fact that Title X only meets 

approximately 35 percent of the need at current 

funding levels.86 

In addition, given that Medicaid is the largest 

insurer for low-income women—and therefore 

the largest source of funding for contraceptive 

services, representing 75 percent of all public 

spending on family planning87—the refusal of 19 

states to accept ACA funding to expand Medic-

aid to a greater percentage of their low-income 

populations88 has left many women in the lurch 

with regard to affordable contraception, not to 

mention other essential health care services. 

And, since many immigrants were left behind in 

health reform,89 their access to inexpensive con-

traceptive services also remains more limited 

than it should be. 

While many of the above intersections between 

economic and reproductive health are well-un-

derstood and routinely discussed by policymak-

ers, there is another essential component that 

is notably absent from many of the debates: 

abortion. With this report, we seek to fill that gap. 

Below we detail the role that access to abortion 

care plays in helping women achieve economic 

security and the role economic security plays in 

ensuring women can access the abortion care 

they need.
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Abortion remains a controversial issue in our 

society, but its connection to women’s eco-

nomic well-being is incontrovertible. Moreover, 

the role of abortion in women’s lives cannot 

be overlooked given that approximately one in 

three women in the U.S. will have an abortion in 

her lifetime and nearly two in three women are 

already mothers when they have an abortion.90 

A number of studies have examined aspects of 

this issue, the most recent being the Turnaway 

Study from ANSIRH at UCSF.91 This prospec-

tive longitudinal study92 aimed to “describe the 

mental health, physical health, and socioeco-

nomic consequences of receiving an abortion 

compared to carrying an unwanted pregnancy 

to term.”93 From 2008 to 2010, ANSIRH collab-

orated with 30 abortion facilities in 21 states 

across the country. The researchers recruited 

approximately 1,000 women who either obtained 

the abortion they sought or were “turned away” 

because they were past the gestational limit of 

the clinic.94 The women were then interviewed at 

six-month intervals over a five-year period, which 

will end in December 2015.95 This study is the 

first of its kind to track what happens to women 

who are denied an abortion and to contrast 

their well-being with an appropriate comparison 

group—women who did receive an abortion.

Based on the initial findings of the Turnaway 

Study, as well as other studies that have exam-

ined the characteristics of women who seek 

abortions, several key themes about the eco-

nomic realities of abortion are apparent.

1        Most women who seek 
abortion are already struggling 
financially

Women who seek abortions are often already 

economically insecure. According to the Gutt-

macher Institute, over two-thirds of women (69 

percent) who obtain abortions have incomes 

below 200 percent FPL.96 The Turnaway Study 

found even more striking results: Among the 

women in the study who reported their house-

hold income, two-thirds were poor, meaning they 

lived below 100 percent FPL.97 And almost half 

(45 percent) of the women had received sup-

port from public safety net programs in the past 

month.98 Moreover, because the study recruited 

women who actually made it to an abortion clinic, 

it does not capture those who wanted an abor-

tion but faced such significant socioeconomic or 

other barriers that they were unable to reach a 

clinic in the first place. 

This economic disparity among women who 

seek abortions is also seen across reproduc-

tive outcomes. Poor women have significantly 

higher rates of unintended pregnancy, which 

in turn leads to higher rates of both abortion 

and unintended birth (i.e., birth that results from 

unintended pregnancy). According to the Gutt-

macher Institute, the rate of unintended preg-

nancy among poor women (less than 100 per-

cent FPL) in 2008 was more than five times the 

rate among women at the highest income level 

(at or above 200 percent FPL) (137 vs. 26 per 

1000 unintended pregnancies).99 Likewise, their 

Women who seek 
abortions are often 
already economically  
insecure. 

THE MISSING LINK:  
HOW ABORTION RELATES TO 
ECONOMIC SECURITY

11Reproductive Health Technologies Project: Two Sides of the Same Coin



abortion rate was upwards of five times higher 

(52 vs. 9 abortions per 1000 women)100 and their 

unintended birth rate was almost six times as 

high (70 vs. 12 births per 1000 women).101

 Furthermore, the divergence between the repro-

ductive outcomes of women at the opposite 

ends of the economic scale has increased over 

time. While the rate of unintended pregnancies 

declined by 24 percent among higher-income 

women from 1994 to 2008, it increased by 56 

percent among poor and low-income women.102 

One of the clearest contributors to these rates 

is the lower levels of contraceptive use among 

low-income women. The Brookings Institution 

found that, among women not trying to conceive, 

those with incomes below the poverty level were 

twice as likely not to use contraception as those 

with incomes at or above 400 percent FPL.103 

The barriers to contraception faced by low-in-

come women are driven by a broad range of 

social determinants of health, including lack of 

access to health care providers, health insur-

ance coverage, transportation, and legal iden-

tification, among others. For example, a lack of 

public and private health insurance among immi-

grant women has been shown to create a large 

barrier to preventive care such as birth control 

and screenings for sexually transmitted infec-

tions and cervical cancer.104 Among poor women 

of reproductive age, 53 percent of non-citizen 

immigrant women have no health insurance—

almost double that of U.S.-born women—and 

only 28 percent have Medicaid coverage, in 

contrast to 46 percent of their U.S.-born coun-

terparts.105
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Guttmacher Institute, “Fact Sheet: 
Unintended Pregnancy in the 
United States,” February 2015, 
http://www.guttmacher.org/pubs/
FB-Unintended-Pregnancy-US.html
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2  The most commonly cited 
reasons for seeking an 
abortion are financial 
concerns

Women typically cite multiple interrelated rea-

sons for seeking an abortion, but the most 

common theme that arose in the Turnaway Study 

was not feeling financially prepared (40 percent), 

meaning that they had general financial con-

cerns, were unemployed or underemployed, 

were uninsured or could not get welfare, or did 

not want government assistance.116 Six percent 

of women in the study named a financial theme 

as their only reason for deciding to have an 

abortion.117 Women also cited other factors that 

could be seen as economic, including: they did 

not think the timing was right for a number of 

reasons, including financial ones; having a child 

would affect their future educational or eco-

nomic opportunities; they wanted a better life 

for the baby than they could provide; and they 

worried about adverse effects on their existing 

children.118 

General financial concerns (i.e., “financial prob-

lems,” “don’t have the means,” “it all boils down 

to money,” and “can’t afford to support a child”) 

were the most common factor, cited by 38 per-

cent of study participants.119 For instance, one 

unemployed 42-year-old woman who had a 

monthly household income of a little over $1,000 

explained, “[It was] all financial, me not having a 

job, living off death benefits, dealing with my 14 

year old son. I didn’t have money to buy a baby 

spoon.”120 A 28-year-old woman in the study 

echoed similar concerns. She received $1,750 

a month in government assistance and was 

looking for work and living alone with her two 

children while her husband was away in the Air 

Force. She said, “[My husband and I] haven’t had 

jobs in a while and I don’t want to go back to 

living with other people. If we had another child 

it would be [an] undue burden on our financial 

situation.” 121

In terms of bad timing—cited by 36 percent of 

respondents—a 21-year-old recounted: “Mainly I 

didn’t feel like I was ready yet—didn’t feel finan-

cially, emotionally ready. Due date was at the 

same time as my externship at school. Entering 

the workforce with a newborn would be diffi-

cult—I just wasn’t ready yet.” And a 25-year-

old who was looking for work and didn’t have 

Given the complicated relationship between income and race in this 
country—e.g., African American, Hispanic, and Native American women 
all have poverty rates that hover around 25 percent compared to a 10.3 
percent poverty rate for white, non-Hispanic women106—many of these 
trends in health disparities are reflected across race as well as class 
and all of the aforementioned social determinants affect women of color 
disproportionately. In other words, due to structural racism107 and eco-
nomic inequality, women of color are more likely than white women to 
experience reproductive and sexual health disparities, as well as general 
health disparities such as heart disease and diabetes.108 

For instance, due in part to sexual networks, African American women 
have substantially higher rates of sexually transmitted infections (STIs) 
such as chlamydia, gonorrhea, and the Human Papillomavirus (HPV) 
than their white counterparts, despite having similar numbers of sexual 
partners. They also represent 65 percent of new AIDS diagnoses; have 
higher unintended pregnancy rates; and are at much greater risk for 
maternal and infant mortality, premature births, and low birth weight 
infants.109 Indeed, the maternal mortality rate for African American 
women is nearly four times that of white women—a trend that has held 
constant for 50 years.110

According to a 2007 shadow report to the United Nations by the Center 
for Reproductive Rights and others, “Nearly all minority groups contract 
STIs at much higher rates than the majority white population. Together, 
African American women and Latinas account for 80% of reported female 
HIV/AIDS diagnoses, even though they represent only 25% of the U.S. 
female population. And while women of color are much more likely to die 
of cervical cancer than are white women, with the exception of African 
American women, they are less likely to receive regular Pap smears, a 
crucial screening mechanism.”111 

Similar disparities appear with regard to unintended pregnancy and 
abortion. The unintended pregnancy rate for low-income Latinas is 
almost twice that of low-income white women.112 And although the abor-
tion rate has declined among all racial and ethnic subgroups, African 
American women are more likely than any other group to seek an abor-
tion.113 Moreover, because ever-mounting restrictions on abortion do 
not address these underlying disparities, they are likely to lead only to 
greater numbers of abortions later in pregnancy and unplanned births, 
thereby increasing health disparities even further.114 

As summed up in a report by the Center for American Progress, “Differ-
ential access to treatment, lower levels of respect and competency from 
health care providers, lack of trust in the medical establishment, lack of 
accurate information, and a host of other socioeconomic factors lead to 
poorer outcomes along racial and ethnic lines for overall health indica-
tors, specifically with regard to reproductive health.”115

REPRODUCTIVE 
HEALTH DISPARITIES  
IN CONTEXT
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enough money to meet basic living needs said: 

“So many things going on now—physically, emo-

tionally, financially, pretty busy and can’t handle 

anymore right now.”122

Women in the Turnaway Study also raised con-

cerns about their future opportunities. One in 

five women (20 percent) reported they chose 

abortion because they felt a baby would inter-

fere with their future goals and opportunities, 

including their plans for school and career.123 

One 18-year-old respondent in high school 

stated simply, “I didn’t think I’d be able to sup-

port a baby and go to college and have a job.”124 

Among the women who chose abortion because 

they felt having a baby would interfere with 

their future plans, over half (52 percent) were 

in college or getting an Associates or technical 

degree.125 One 21-year-old college student who 

did not have children yet explained that she 

sought an abortion because she “still want[s] to 

be able to do things like have a good job, finish 

school, and be stable.”126 

Twelve percent worried that they could not pro-

vide a good enough life for the baby.127 “I can’t 

take care of a kid because I can barely take care 

of myself…”; “I’ve been unemployed[;] it’s not a 

decision I can face morally without being able 

to raise it properly”; “My mom pays my rent for 

me and where I live I can’t have kids. I can’t get 

anyone to rent to me because I have had an 

eviction and haven’t had a steady job.”128

Finally, five percent said having a baby would 

negatively affect the children they already had.129 

As one woman put it: “I already have 5 kids; their 

quality of life would go down if I had another.”130 

This concern makes sense when one considers 

that six in ten women who have an abortion are 

already raising children.131 Indeed, 29 percent of 

Turnaway subjects cited the need to focus on 

other children as a reason for seeking an abor-

tion.132

3  Women denied an abortion are 
more likely to be in poverty 
two years later

At the time they presented at a clinic, the women 

turned away from the abortion care they sought 

were on similar socioeconomic footing with the 

women who obtained abortions.133 However, 

two years later, according to preliminary analy-

sis, women denied an abortion had three times 

greater odds of ending up below the federal 

poverty line, adjusting for any previous differ-

ences between the two groups.134 

While the study is still ongoing, the trends are 

already clear: The women in the study who 

reported household incomes started out with 

similar levels of economic well-being. However, 

only one year later, the turnaways were more 

likely to be living in poverty (67 percent vs. 56 

percent).135 Similarly, at the outset, 45 percent 

of subjects seeking abortions after the first tri-

mester had received public assistance; but one 

year later, the women denied an abortion were 

three-quarters as likely to be enrolled in public 

assistance programs (76 percent vs. 44 per-

cent).136 Consistent with these findings, the pro-

portion of women who were working full time 

one year later was higher among women who 

received an abortion than among those who did 

not (58 percent vs. 48 percent)—a somewhat 

unsurprising result given the challenges men-

tioned above that the workplace presents to 

mothers of young children.137 

Thus, the data would suggest that, for a woman 

who is already struggling to make ends meet, 

being able to end an unintended pregnancy 

is a critical component to her and her family’s 

ability to get out of poverty, become economi-

cally self-sufficient, and maintain employment. 

While a low-income woman who wants to carry 

a pregnancy to term absolutely should have the 

supports needed to do so, it is undeniable that 

being cut off from abortion care only increases 

the economic distress of those already living in 

poverty. 

As Diana Greene Foster, lead researcher for the 

Turnaway Study, stated in the New York Times, 

“Maybe women know what is in their own and 

their family’s best interest… They may be making 

a choice that they believe is better for their phys-

ical and mental health and material well-being. 

And they may be making a decision that they 

believe is better for their kids — the kids they 

already have and/or the kids they would like to 

have when the time is right.”138

Two years later...women denied an abortion had three times 
greater odds of ending up below the federal poverty line. 
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4  Many women cannot afford 
the cost of an abortion

Given the economic insecurity among many 

women who seek abortions, it should not be 

surprising that the cost of an abortion is more 

than many can afford. The price of the proce-

dure varies depending on the clinic, the state, 

and the gestational stage of the pregnancy.139 

The median price of an abortion in the Turnaway 

Study ranged from $450 for a first trimester 

abortion to $1,750 for an abortion at 20 weeks 

or beyond.140 

Due to the constantly-increasing restrictions on 

abortion—such as the overregulation of clinics 

known as Targeted Restrictions on Abortion Pro-

viders, or TRAP, laws141—and the limited number 

of providers—89 percent of counties in the 

United States lacked an abortion clinic in 2011 

and 38 percent of women live in those coun-

ties142—women sometimes have to travel long 

distances to obtain an abortion, resulting in high 

travel costs, as well as childcare, hotel stays if 

required to visit the clinic multiple days, and time 

off work. 

According to national data collected by Think-

Progress, out-of-pocket costs for an abortion 

(including the procedure itself plus ancillary costs 

such as travel and lodging) range from $375 in 

the first trimester to $6,531 at 22 weeks.143 Think-

Progress examined the potential fees paid by 

two archetypal Wisconsin women and found 

that “the process of obtaining an abortion could 

total up to $1,380 for a low-income single mother 

saddled with charges related to gas, a hotel stay, 

childcare, and taking time off work.”144 

In the Turnaway Study, total out-of-pocket costs 

for abortion paid by women and their family and 

friends ranged from $0 to $3,700.145 For more 

than half the women (56 percent) who had an 

abortion in the Turnaway Study, out-of-pocket 

costs for the procedure and travel were equiva-

lent to more than one-third of their monthly per-

sonal income—and such costs approached two-

thirds among women obtaining later abortions.146 

Travel costs and time off work can be especially 

difficult to manage for low-income women, who, 

by definition, lack substantial earnings or assets 

and are less likely to get sick leave, paid or 

unpaid.147

Again, women of color bear a disproportion-

ate burden of such economic barriers: In 2007, 

according to research predating the Turnaway 

Study, the median wealth of white women was 

$45,400, whereas it was a mere $100 for African 

American women and $120 for Latinas.148 Even 

more shocking, the net worth of single African 

American women in their prime working years 

(36-49) was only $5, compared to $42,600 for 

white single women of the same age.149

5  Insurance bans create 
additional financial hardships

Despite being a legal and constitutionally pro-

tected medical procedure, many laws restrict 

abortion coverage in public and private health 

insurance plans. As a result, many women must 

pay for an abortion out of pocket, which, given 

the costs detailed above, can be a major finan-

cial barrier to obtaining abortion care. 

Such restrictions began in 1976 with the passage 

of the Hyde Amendment, which denies abortion 

coverage in Medicaid, the public health insur-

ance program for low-income people.150 This 

ban only permits exceptions for cases of rape, 

incest, and life endangerment and is renewed 

annually as part of the federal appropriations 

process.151 Though the laws of seventeen states 

require coverage for all or most medically nec-

essary abortions with state Medicaid funds, the 

majority of states do not provide this coverage.152 

Other federal health plans and programs that 

restrict abortion coverage include Indian Health 

Service, the Federal Employees Health Benefits 

Program, the military’s TRICARE plan, and the 

Peace Corps, among others.153 

Many states also limit abortion coverage in pri-

vate insurance plans, especially after the Afford-

able Care Act opened the door for them to do 

so. Twenty-five states currently prohibit abortion 

coverage in plans offered through their health 

insurance marketplaces known as exchanges.154 

And ten states ban abortion coverage in all pri-

vate insurance plans, whether sold within or out-

side of an exchange. 155  

For a woman who is already struggling to make ends meet, 
being able to end an unintended pregnancy is a critical 
component to her and her family’s ability to get out of poverty,
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To address the gaps caused by political deci-

sions to withhold abortion coverage, a number 

of philanthropic efforts, led largely by volunteers, 

have been established across the country to 

help women pay for the abortion care they could 

not otherwise afford. The National Network of 

Abortion Funds, an umbrella organization of 

charitable abortion funds, along with the National 

Abortion Federation and many Planned Par-

enthood affiliates, work to help women secure 

the funds needed to obtain an abortion.  These 

funds are particularly important for low-income 

women, women who are not eligible for health 

insurance due to their immigration status, and 

women seeking more expensive later abortions. 

The Turnaway Study found that over two-thirds of 

the women who obtained an abortion received 

some form of what the study characterized as 

“financial assistance,” whether from private insur-

ance (7 percent), Medicaid (34 percent), or char-

itable organizations (29 percent).156 However, 

even with those forms of support, most women 

still had some out-of-pocket costs.157 And those 

costs could be substantial for some women, par-

ticularly those at later gestations.158 When public 

or private insurance was not available, median 

costs amounted to $575.159

6  Women often make great 
sacrifices to obtain the money 
needed for an abortion

Economic insecurity coupled with a lack of 

abortion coverage means that many women 

must divert personal funds from necessities like 

food, electricity, or rent in order to pay for the 

unexpected costs of an abortion.160 Though the 

Turnaway Study did not address this issue, sev-

eral other studies have examined the measures 

women take to obtain the money they need for 

an abortion. 

One study found that “many women delayed or 

did not pay bills to cover the cost of the proce-

dure. Borrowing money and delaying paying bills 

were even used by a minority of women who 

were using their health insurance.”161 In another 

study, women said “they made significant sac-

rifices to come up with money to pay for their 

procedures, including donating plasma, lying to 

family members about why they needed money, 

taking out loans, and selling personal belong-

ings.”162

In addition, women often feel the ramifications of 

their sacrifices immediately after obtaining their 

procedure: “In the clinic setting, it was common 

for women to mention not having enough gas 

money to get back home, or expressing that 

they could not afford to buy the meal that clinic 

staff told them to eat before taking their first 

dose of prophylactic antibiotics following the 

procedure.”163 

7 Economic barriers delay 
abortion care

A lack of resources to pay for abortion care 

pushes many women later into pregnancy. More 

than half the women (54 percent) who had an 

abortion in the Turnaway Study said that raising 

money for their abortion delayed them in obtain-

ing care,164 which raises the cost and complexity 

of the procedure.165  Being non-white and having 

a pregnancy at a later gestational age were 

associated with higher odds of cost being a 

reason for delay in obtaining an abortion.166 Not 

having Medicaid or private insurance coverage 

also was associated with citing cost as a reason 

for delay.167 

Indeed, a comparison of those who present for 

abortion earlier in pregnancy and those who 

present later underscores how the social deter-

minants that drive health disparities overall sim-

ilarly influence access to abortion care: “Socio-

demographic characteristics of first trimester 

patients differed substantially from near-limit 

abortion patients. Near-limit abortion patients 

were less likely to be aged 25 to 34 years [i.e., 

more likely to be younger], more likely to be mul-

tiracial or other race, less likely to have a college 

Economic insecurity coupled with a lack of abortion coverage 
means that many women must divert personal funds from 
necessities like food, electricity, or rent in order to pay for the 
unexpected costs of an abortion. 
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degree, less likely to be in the highest income 

category, and less likely to be employed.”168 

These findings correlate with data from the Gut-

tmacher Institute that show poor women (67 

percent) are more likely than women above 200 

percent of the poverty line (50 percent) to say 

they would have liked to have obtained an abor-

tion sooner.169  

Almost two-thirds of women in the Turnaway 

Study seeking abortions at 20 weeks or later 

said they were delayed because they were rais-

ing money for the procedure, travel, and other 

costs, compared to less than one-third of those 

seeking a first-trimester abortion.170 Similarly, in a 

study by the Guttmacher Institute, among women 

who said they would have liked to have received 

their abortion sooner but needed extra time to 

make arrangements, one-quarter ascribed the 

additional time to finding ways to pay for the pro-

cedure.171  

When insurance coverage is an option, any 

delays in securing that coverage also can lead to 

delays in obtaining the procedure. The Turnaway 

Study found that women seeking abortions at 20 

weeks or later were twice as likely as women 

seeking first-trimester abortions to report delays 

due to difficulties securing public or private 

insurance coverage for the procedure (41 per-

cent vs. 20 percent).172 For instance, a 16-year-

old woman in California, who had an abortion at 

23 weeks, said what slowed her down was Medi-

Cal, the California Medicaid program: “I got [the] 

runaround from the offices about getting on it.”173

8 Later abortion poses a higher 
financial burden

As a pregnancy progresses, the cost of an abor-

tion rises, which leads to a phenomenon some-

times called “chasing the money.” One 28-year-

old woman from Kentucky, who received an 

abortion at 21 weeks, described it well: “I couldn’t 

afford it. They told me it was going to be $650, 

[but] by the time I was able to raise the $650, 

they had to do a different procedure, and so the 

price went up. The price jumped to $1,850...and 

they don’t take insurance.”174 

One reason women sometimes seek abortions 

at later gestational ages is simply because they 

discovered their pregnancy later.175 But as a 

result, they have less time to gather the fund-

ing needed and arrange travel plans. However, 

instead of being able to end their pregnancy as 

soon as they have made their decision, they find 

the social and economic barriers that surround 

early abortion care to be further compounded 

when seeking later abortion care. As Foster with 

the Turnaway Study observed: “Usually the only 

difference between making it and not is just real-

izing you are pregnant. … If you’re late, abortion 

gets much harder to find. All the logistic con-

cerns snowball—money, travel, support.”176

For instance, due to the limited number of pro-

viders who offer later abortion care, women 

needing such care often must travel longer dis-

tances and face increased travel costs. In the 

Turnaway Study, women who sought abortions 

at 20 weeks or beyond were more likely than 

first-trimester patients to have traveled more 

than three hours to get to the abortion facility (21 

percent vs. 5 percent).177 

When one factors in characteristics such as immi-

gration status, the barriers increase even further. 

Some obstacles that immigrants typically face 

when trying to access abortion care include pov-

erty, no insurance, a lack of culturally and linguis-

tically competent care, fear of triggering immigra-

tion enforcement resulting in deportation, and 

bans on abortion care for those in immigration 

detention centers.178 As the National Latina Insti-

tute for Reproductive Health has noted: “Later 

abortion bans disproportionately harm immigrant 

As a pregnancy 
progresses, the 
cost of an abortion 
rises, which leads 
to a phenomenon 
sometimes called 
“chasing the money.” 

20 weeks or more14 to <20 weeksFirst trimester$0

$500

$1000

$1500

$2000

$2500

$3000

$1,750

$750
$450

Median price of abortion 
in the Turnaway Study

Sarah Roberts, Heather Gould, Katrina 
Kimport, Tracy Weitz, and Diana 
Greene Foster, “Out-of-Pocket Costs 
and Insurance Coverage for Abortion 
in the United States,” Women’s Health 
Issues, March-April 2014, Vol. 24, Issue 
2, pgs. e211–e218.

17Reproductive Health Technologies Project: Two Sides of the Same Coin



Latinas, as immigrant Latinas have fewer options 

for insurance coverage of abortion care and 

fewer financial resources to overcome the gaps 

in coverage. In addition, immigrant Latinas face 

many restrictions on travel, which can also delay 

access to care.”179

9  Financial barriers can be a 
complete obstacle to abortion 
care for some women

For some women, the financial barriers are 

insurmountable. Approximately one in four poor 

women who would have an abortion if Medicaid 

funding were available instead carry their preg-

nancy to term because they cannot secure the 

needed funds.180 In addition, researchers Chris-

tine Dehlendorf and Tracy Weitz conclude that 

coverage bans—as well as other barriers to 

access such as waiting periods, reduced number 

of abortion clinics, and limitations on providers 

who can offer abortions—exacerbate disparities 

in access to abortion care.181

The Turnaway authors note that, “Public financ-

ing and insurance coverage for abortion would 

have made procedures possible for many of the 

turnaways, and ability to pay while in the first tri-

mester could have prevented some women from 

needing later abortions.”182 Indeed, more than 

one in five women turned away in this study said 

they considered having an abortion elsewhere 

but never obtained one. Among this group, 85.4 

percent reported procedure and travel costs as 

the reason they were not able to obtain an abor-

tion somewhere else.183

Sometimes women are squeezed at both ends—

pushed beyond first-trimester care due to poli-

cies such as those restricting abortion coverage 

and then cut off from later abortion by bans on 

abortion at 20 weeks. In today’s political climate, 

this is increasingly the case: from 2011 to 2013, 

states passed more restrictions on abortion 

care than they had done during the preceding 

decade, and last year alone over 250 bills to 

limit abortion access were introduced in close to 

40 states.184 As of July 2015, 11 states have bans 

in effect that specifically target access to later 

abortion.185

One paper, using data from both the Turnaway 

Study and the Guttmacher Institute’s Abortion 

Provider census, discussed the impact that state 

bans on abortion at 20 weeks could have on 

women: “These bans present an undue burden 

because, as demonstrated in this study, many 

women do not realize they are pregnant until 

later in pregnancy and cannot travel to other 

states for abortion care.”186 The Turnaway Study 

also forecast that 20-week abortion bans would 

disproportionately affect young women and 

women with limited financial resources.187 

It is impossible to cut off access to abortion care without 
inflicting further suffering on low-income families. 
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Just as women’s economic outlook 
worsens when they are unable to carry 
out their decision to get an abortion, so 
too does their physical and emotional 
health and safety. In particular, the Tur-
naway Study showed that women who 
are denied abortion care have poorer 
outcomes with regard to intimate 
partner violence. Moreover, women 
who seek abortion care because they 
are struggling with addiction do so 
with good reason. While most women 
denied abortion reduce recreational 
drug and alcohol use when they 
carry to term, those with substance 
abuse problems often do not reduce 
their usage.

There are a number of ways an abusive 
partner may engage in reproductive 
sabotage, such as hiding, tampering 
with, or disposing of birth control in 
order to impregnate his partner.188 
Once pregnant, an abusive relationship 
may lead a woman to seek an abor-
tion. Although few participants in the 
overall Turnaway Study (2.5 percent) 
identified having an abusive partner 
as their specific reason for seeking an 
abortion, nearly one in ten reported 
experiencing intimate partner violence 
in the past year.189 Moreover, nearly one 
in three women (31 percent) in the study 
reported partner-related reasons for 
seeking an abortion.190 And among this 
group, eight percent said they sought 
an abortion because they had an abu-
sive partner.191 

Some studies have shown that domes-
tic violence can escalate when a 
woman is pregnant.192 At the same time, 
women can also experience intimate 
partner violence when they try to 
obtain an abortion.193 Beyond the risk of 
violence during pregnancy, continuing 

or ending a pregnancy can be a factor 
in a woman’s ability to escape a violent 
relationship. The Turnaway Study 
revealed that physical violence from 
the man involved in the pregnancy 
decreased over time for women who 
had abortions, but it did not decrease 
for the women who continued their 
pregnancies to term. 194 Furthermore, 
while violent relationships were likely 
to dissolve for both groups over time, 
the dissolution came later for those who 
were turned away from abortion care.

The findings suggest that the women 
denied an abortion were more likely to 
stay in contact with an abusive partner 
than those who got abortions.195 This 
makes sense given that it is harder 
to cut off ties to a partner when there 
is a child involved. The researchers 
conclude that, “Policies that restrict 
abortion provision may result in more 
women being unable to terminate 
unwanted pregnancies, potentially 
keeping some women in physically 
violent relationships, and putting both 
women and their children at increased 
risk of violence and other negative 
health consequences.”196

The Turnaway Study also examined 
drug, alcohol, and tobacco use and 
found that nearly five percent of the 
participants cited use of these sub-
stances by themselves or their partners 
as one of the reasons for seeking an 
abortion.197 Among women who cited 
alcohol as a reason, all had used it 
before realizing they were pregnant 
and 84 percent reported binge drinking 
or a symptom of an alcohol problem.198 
Those using drugs reported frequent 
use: 74 percent used more than once 
a week and 30 percent used drugs 
daily.199 Among women citing drugs as 

prompting the abortion decision, 61 
percent had used drugs in the month 
before they learned they were preg-
nant.200

Limited drug treatment options exist for 
pregnant and parenting women due to 
a lack of: programs designed to meet 
their special needs, child care, trans-
portation, or health insurance coverage, 
among other barriers.201 While a handful 
of states prioritize substance abuse 
programs for pregnant women, many 
more states focus on the prosecution of 
women who use drugs while preg-
nant,202 which causes further harm to 
both the woman and her offspring.203 

That said, women in the Turnaway 
Study who abused drugs did not men-
tion fear of punishment as a motivating 
factor in seeking an abortion.204 Rather, 
the women worried about direct effects 
on fetal health as well as their parent-
ing abilities, given where they were in 
their recovery process.205 One woman 
who sought an abortion at 14 weeks 
explained, “I am trying to put my life 
back together. If I wasn’t living in the 
treatment center, I would be homeless, I 
don’t have a job.”206 

While pregnancy can sometimes moti-
vate a woman struggling with addiction 
to seek treatment, the turnaways with 
substance abuse problems showed no 
such improvement. Indeed, the initial 
data suggested a slight uptick in drug 
use other than marijuana among women 
who were denied an abortion and ulti-
mately gave birth, though the sample 
size is too small for definitive conclu-
sions.207 Likewise, the study revealed 
ongoing alcohol problems among 
heavy drinkers in the cohort that carried 
to term.208

The Whole Woman:  
Abortion’s Connection to Overall 
Health and Safety
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The Turnaway Study found that among the 231 

women who were turned away from an abortion 

in the study, six months after recruitment into the 

study 64 (27.7 percent) had received an abortion 

elsewhere and 5 (2.2 percent) had a miscarriage 

or stillbirth.209 Most, however, continued on with 

their pregnancy. After one year, the vast major-

ity of those who gave birth were living with their 

child (86 percent), while 11 percent had placed 

the baby for adoption.210 Still others had the child 

removed from their custody.211

Of those raising their child, many of the women’s 

financial concerns were realized: “Consistent 

with women’s reasons for wanting an abortion, 

primarily that they could not afford a child, many 

families increasingly rely on public assistance 

and remain in poverty after being denied an 

abortion.” 212 For these women, social and eco-

nomic supports that help them take care of their 

children, such as Medicaid or the WIC program, 

can provide a lifeline. As Turnaway Study prin-

cipal investigator Foster noted, “Had the tur-

naways not had access to public assistance for 

women with newborns, … they would have expe-

rienced greater hardship.”213 

The Turnaway Study makes it clear that it is 

impossible to cut off access to abortion care 

without inflicting further suffering on low-income 

families and, at the very least, lawmakers should 

be prepared to provide additional socioeco-

nomic supports to families when they interfere 

with abortion care. As the study authors noted: 

“Denying [a woman] an abortion, which occurred 

among one quarter of the women interviewed in 

this study, may have a significant negative impact 

on her health, her existing children and other 

family members, and her future. Policies that 

restrict access to abortion must acknowledge 

that such women will need added support (e.g., 

financial, emotional, educational, health care, 

vocational support) to appropriately care for their 

children, other children, and themselves.”214 

Yet 16 states currently have what are known as 

“family caps”—limits on the amount of govern-

ment assistance for new children to a family 

already receiving benefits.215 These draconian 

measures seem to serve little purpose other 

than punishing poor families for being poor. As 

the Urban Institute found, family caps increase 

the deep poverty rate of single mothers by 12.5 

percent and of children by 13.1 percent.216

Moreover, recent research conducted by Ibis 

Reproductive Health and the Center for Repro-

ductive Rights shows that the more likely a state 

is to restrict access to abortion care, the fewer 

supports the state provides to pregnant and 

parenting women and the less well women and 

children in that state fare: “There is an inverse 

relationship between a state’s number of abor-

tion restrictions and a state’s number of evi-

dence-based policies that support women’s and 

children’s well-being.”217 Likewise, the report 

also “found a consistently negative relationship 

between a state’s number of abortion restric-

tions and its performance on indicators of wom-

en’s health, children’s health, and social determi-

nants of health.”218 

For instance, Oklahoma had the maximum 

number of abortion restrictions of any state (14) 

and tied for last place at 48th in its overall score 

on indicators of women’s and children’s well-be-

ing.219 In similar fashion, as of May 2015, the 

Texas legislature had introduced 32 new bills 

related to abortion, the majority of which were 

designed to restrict abortion care.220 Yet at the 

same time, Texas legislators have proposed a 

budget that would reduce access to life-saving 

breast and cervical cancer screenings for low-in-

come women—in a state where the incidence of 

cervical cancer is roughly 19 percent higher than 

the national average.221

FALLING THROUGH  
THE CRACKS: THE IMPORTANCE 
OF SAFETY NET PROGRAMS 
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While the Turnaway Study is certainly illuminat-

ing, the American public does not need aca-

demic research to understand the connections 

between abortion and economic security. Voters 

recognize that any women’s economic empow-

erment agenda is incomplete without policies 

that further access to comprehensive repro-

ductive health care. Surveys conducted by the 

National Institute for Reproductive Health (NIRH) 

in New York, Pennsylvania, and Virginia found 

that “voters intuitively recognize links between 

control over one’s reproductive decision-mak-

ing—including access to abortion—and financial 

stability and equal opportunities.” 222

Some of the most important findings from the 

NIRH polling include:

• Strong majorities of voters agree that being 

able to control one’s fertility is an important 

ingredient of women’s equality and is related 

to women’s financial stability;

• Around eight in ten voters support a 

women’s legislative agenda that combines 

protections for economic and reproductive 

rights and more than two-thirds of voters 

support policies to protect access to abor-

tion specifically;

• Elected officials who support a women’s 

agenda that protects reproductive health 

care, including abortion, are viewed more 

favorably by approximately seven out of ten 

voters.223

Additional qualitative research by NIRH in Geor-

gia and Michigan revealed that while voters may 

resist a direct, near-term link between abortion 

and a woman’s economic stability, they naturally 

connect a woman’s access to abortion care with 

her future opportunities and economic well-be-

ing. Voters also clearly understand that once 

a woman has decided to have an abortion, 

whether she has access to the services needed 

to end her pregnancy can significantly affect her 

long-term life trajectory.224

THE PUBLIC GETS IT  
EVEN WHEN POLITICIANS DON’T

Voters...naturally 
connect a woman’s 
access to abortion 
care with her future 
opportunities and 
economic well-being.
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CONCLUSION
According to the Shriver Report: A Woman’s Nation Pushes Back from the Brink, 42 million 
women—and the 28 million children who depend on them—are “living one single incident—a 
doctor’s bill, a late paycheck, or a broken-down car—away from economic ruin.”225 The 
Turnaway Study demonstrates that a birth resulting from an unintended pregnancy is another 
such incident that can upend the financial security of a woman and her family.226

Put simply, the anti-poverty agenda—affordable housing, health insurance, education, 
supplemental nutrition, a living wage, paid sick and family leave, child care and reliable 
public transportation—is incomplete without affordable, comprehensive reproductive health 
care, including contraception to prevent unintended pregnancies and abortion care to end 
such pregnancies when that is what a woman has determined is the best course under her 
circumstances. After all, the woman struggling to pay for contraception or abortion services is 
also the woman trying to find a job, pay her bills, and feed her children. 

The policy solutions are quite clear: 

Ensure access to contraception, including: 

||  Protecting and enforcing the ACA’s no-cost contraceptive coverage benefit, 
including by fighting religiously-based loopholes.

||  Expanding Medicaid in states that have not yet done so.

||  Fully investing in the Title X family planning network and continuing to fund 
essential providers like Planned Parenthood Federation of America.

||  Removing immigration-based restrictions on public and private insurance 
plans.

Remove barriers to abortion care, including: 

||  Eliminating the Hyde Amendment and other restrictions on public and private 
insurance coverage of abortion.

||  Repealing state bans on abortion at 20 weeks.

||   Lifting unnecessary and burdensome restrictions on abortion providers.
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Provide economic supports for women who choose to carry their pregnancies to 
term, including:

||  Repealing family welfare caps.

||  Increasing child care tax credits. 

||  Ensuring high quality child care.

||  Requiring paid family and sick leave.

||  Improving workplace flexibility.

And yet, retributive laws that cut off women from both reproductive health care 
and economic  supports are proliferating at both the federal and state levels. Such 
a trend is one more reminder that policies that truly value families are ones that 
support all women’s pregnancy decisions and help families thrive, rather than 
those that seek to punish women for allegedly transgressing social mores.

Policies targeting poor women have led to a tattered and torn safety net. But pro-
gressives can work to repair it by advocating for economic and reproductive jus-
tice together, by standing up to the constant attacks on abortion and contracep-
tion, and by developing proactive measures that promote a vision of low-income 
women’s self-determination alongside their self-sufficiency. The economic and 
reproductive rights of all women will never be secure until we do. 
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