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Abstract
Background: To estimate the proportion of pregnant women in Louisiana who do not obtain abortions because
Medicaid does not cover abortion.
Methods: Two hundred sixty nine women presenting at first prenatal visits in Southern Louisiana, 2015–2017,
completed self-administered iPad surveys and structured interviews. Women reporting having considered abortion
were asked whether Medicaid not paying for abortion was a reason they had not had an abortion. Using study
data and published estimates of births, abortions, and Medicaid-covered births in Louisiana, we projected the
proportion of Medicaid births that would instead be abortions if Medicaid covered abortion in Louisiana.
Results: 28% considered abortion. Among women with Medicaid, 7.2% [95% CI 4.1–12.3] reported Medicaid not
paying as a reason they did not have an abortion. Existing estimates suggest 10% of Louisiana pregnancies end in
abortion. If Medicaid covered abortion, this would increase to 14% [95% CI 12, 16]. 29% [95% CI 19, 41] of Medicaid
eligible pregnant women who would have an abortion with Medicaid coverage, instead give birth.
Conclusions: For a substantial proportion of pregnant women in Louisiana, the lack of Medicaid funding remains
an insurmountable barrier to obtaining an abortion. Forty years after the Hyde Amendment was passed, lack of
Medicaid funding for abortion continues to have substantial impacts on women’s ability to obtain abortions.
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Background
The Hyde Amendment, which restricts use of federal
Medicaid dollars to pay for abortion, is one of the longest running abortion restrictions [1]. Seventeen states
use state funding to pay for abortion for Medicaid eligible women [2], meaning that in most U.S. states, there
is no public funding to pay for abortion for low-income
women. Even in the midst of hundreds of new restrictive
abortion policies enacted between 2011 and 2017 [3],
policy discussions continue to focus on Medicaid coverage for abortion [1, 2, 4, 5].
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Lack of Medicaid funding impacts the three-fourths of
women obtaining abortions in the U.S. who are of lowincome [6]. Out-of-pocket costs for abortion are over
one-third of monthly personal income for about half of
abortion patients [7]. Having to pay out of pocket has financial implications for women, including lost wages
and delay in paying bills [8].
Research about impacts of the Hyde Amendment has
been conducted for almost as long as the policy has been
in effect. Prior to 2009, most research focused on the extent to which restricting Medicaid funding for abortion
affected women’s ability to obtain abortions [9]. A systematic review of that body of literature noted methodological flaws, but concluded that about one-fourth (18–
37%) of women who would have had Medicaid-covered
abortions instead gave birth when funding was
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unavailable [9]. A small number of studies examined
whether restricting Medicaid funding for abortion led to
delays in obtaining abortions and impacted other outcomes – such as complications from illegal abortions
and birth outcomes [9].
Since 2009, researchers have continued to study impacts of restricted Medicaid funding for abortion. Methodologically sophisticated studies have documented
Medicaid funding restrictions’ impact on maternal morbidity and infant mortality [10, 11]. Other research examined women’s and provider’s experiences with
Medicaid coverage and found that, even when Medicaid
can pay for abortion, it sometimes does not, leading to
delays and financial and emotional impacts on women
obtaining abortions [8, 12–15].
Recent literature has not estimated the impact of lack
of Medicaid coverage for abortion. While the systematic
review that produced the one-fourth estimate of those
who would have had a Medicaid covered abortion if
coverage was available was published in 2009, much of
the research behind that estimate was published in the
1980s and 1990s [9]. A key question is whether this estimate is still relevant. Another key unanswered question
is what are characteristics of women who do not obtain
abortions when Medicaid restrictions are in effect?

Methods
Study design

The Louisiana Abortion Prenatal Study was designed to
study impacts of Louisiana’s abortion restrictions [16].
We recruited participants at three university-affiliated
prenatal care facilities in Southern Louisiana that serve
pregnant women who have or are eligible for Medicaid.
We describe the study methods in detail elsewhere [17].
Briefly, between June 2015 and May 2017, we recruited
women at their first prenatal care visit. Participants first
completed self-administered iPad surveys; they then
completed in-clinic structured interviews with a research
coordinator. The Institutional Review Boards at the University of California, San Francisco and The Louisiana
State University Health Sciences Campus granted ethical
approval for this study.
In this manuscript, we aim to estimate the proportion
of women who give birth instead of have an abortion because neither federal Medicaid nor state funds covers
abortion for low-income women in Louisiana. We chose
Louisiana because Louisiana state Medicaid does not
cover abortion [2]. Abortion funds are a set of private
organizations that seek to address limitations in insurance coverage and geographic access to abortion [18].
To help pay for the costs of a low-income woman’s
abortion, these abortion funds provide subsidies to
health care facilities to cover some or all of the costs of
the abortion. Some funds are large (covering thousands
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of abortions per year) and others are small (covering
only a few abortions per year) [19]. The local abortion
fund in Southern Louisiana only covers a small portion
of costs at the abortion clinics in Southern Louisiana. At
the national level, the price for an abortion is more than
$500 and the adjusted prices are higher in states that
have more restrictive abortion policies, such as Louisiana
[20]. Average out-of-pocket costs for abortion (including
abortion funds or clinic discounts) is more than $300 for
first trimester and close to $600 across all gestations [7].
Women in states where abortion for low-income women
is covered by state funds pay, on average, $0 out of
pocket [7].
At the time we began the study in 2015, Louisiana had
five abortion clinics [21], three in the southern part of
the state. By the time we finished recruitment in 2017,
Louisiana had three abortion clinics, with two in the
southern part of the state. Neither the prenatal care
clinics where we recruited nor the local Planned Parenthood facilities provide abortions.
Study procedures

In each recruitment facility, a research coordinator
approached all women over 18 who presented for their
first prenatal care appointment during the study time
period and who spoke English. During the first year of
recruitment, we began recruiting Spanish-speaking
women. Women who were ineligible included those who
were under 18, not pregnant, receiving a noninitial prenatal visit, not English or Spanish speaking, or incarcerated. As reported previously, of eligible individuals, 86%
consented to participate [17].
Research coordinators first obtained informed consent.
They then instructed participants on how to complete
self-administered iPad surveys and left them to complete
surveys independently. After participants completed iPad
surveys, the research coordinator conducted brief inclinic structured interviews with participants.
Measures

The primary outcome was whether Medicaid not paying
for abortion was a reason a pregnant woman had not
had an abortion. To assess this outcome, we asked multiple questions. As a first step towards assessing whether
Medicaid was a reason for not having an abortion, the
iPad survey asked, “Have you considered abortion for
this pregnancy even for just one second?” In the inclinic interview, the research coordinator repeated this
question verbatim. As described previously, reporting
having considered abortion for this pregnancy was consistent across modes; 94% of participants reported consistently across modes [17]. To assess the main
outcome, in in-clinic interviews, participants who reported considering abortion in the in-clinic interviews
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were asked: “Medicaid in Louisiana does not pay for
abortion. Was Medicaid not paying for abortion part of
why you have not had an abortion?” Those who
responded yes were considered to have not had an abortion because Medicaid did not cover it.
As a secondary measure of the outcome, we used data
from open-ended responses to questions about reason(s)
for not having an abortion and the main reason for not
having an abortion. In the in-clinic interview, the research coordinator asked participants who reported they
had considered abortion “even for just one second” a
series of questions on concrete actions they may have
taken to seek an abortion. Specifically, the research coordinator asked about the following concrete actions,
whether they had: called an abortion clinic, made an appointment for an abortion, and went to the statemandated abortion counseling visit and the abortion appointment. Once a participant responded that she had
not taken the next concrete action in the series of possible actions, the research coordinator asked an openended question about her reason(s) for not having taken
that step and then asked her to specify her main reason
for not having an abortion. We trained research coordinators to: document responses verbatim, use neutral
probes for clarity, and obtain more detail from participants. We classified responses that included “fund”,
“money”, “price”, “insurance”, “dollars”, “$”, “cost” as financial reasons for not having an abortion. We did face
validity checks to ensure responses were related to financial reasons.
We used additional variables as validity checks for
reporting Medicaid as a reason for not having an abortion. We asked which pregnancy outcome women preferred upon pregnancy discovery and which pregnancy
outcome they preferred now (upon prenatal care entry).
In the iPad survey, we asked: “Please think back to the
week right after you found out you were pregnant.
Please tell me which option you preferred the week
right after you found out you were pregnant. Having
the baby; Adoption or having someone else raise it; Having an abortion.” Then, with the same answer options,
we asked, “Next, please tell us which option you prefer
now.” We assessed pregnancy planning using the
London Measure of Unplanned Pregnancy; for ease of
interpretation, we categorized the scale as unplanned,
ambivalent, or planned [22]. We measured decisional
certainty using the Decisional Conflict Scale, a 16-item
scale used in multiple areas of health care to measure
people’s certainty around different health care decisions;
for ease of interpretation, we categorized the scale as
high certainty, medium certainty, and low certainty [23].
To assess whether participants who reported Medicaid
not paying as a reason for not having an abortion may
have proceeded to have an abortion after the interview,
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we asked “Are you still considering having an abortion?”,
after the open-ended questions about reasons for not
having an abortion.
As people sometimes report more than one reason for
not having an abortion after considering one [17], we
used responses to the open-ended questions about reasons for not having an abortion that we previously coded
into personal reason, interpersonal reason, healthcare/
other organization interaction, and policy-related reason.
Specifically, responses coded as policy-related reasons
were used as a check on Medicaid-related reason. Responses could fall into more than one category.
We assessed characteristics, including age (continuous), race/ethnicity (categorical), parity (categorical),
education (categorical), employment (dichotomous),
public assistance receipt (dichotomous), food insecurity
(dichotomous), housing insecurity (dichotomous), insurance status (categorical), relationship with man involved
in the pregnancy (categorical), past-year alcohol use disorder risk (dichotomous from AUDIT-C scale, number
of drinks modified from 6 to 4 [24]), past-year drug use
(dichotomous), and past-year tobacco use (dichotomous)
.
Births and abortions

We used published estimates of the number of births
and abortions in Louisiana in 2015 as well as guidance
on estimating the number of miscarriages based on birth
and abortion data [25–27] to estimate the number of
abortions, births, and miscarriages in Louisiana in
2015.We obtained published estimates of the proportion
of Louisiana births paid for by Medicaid in 2015 [28].
Analysis

We estimated the proportion of participants who reported that they did not have an abortion because Medicaid did not pay, including 95% Confidence Intervals
(CIs). We assessed whether this estimate varied if we instead used coded responses from open-ended questions.
We then estimated this proportion among women with
Medicaid insurance, including 95% CIs.
For validity checks, we examined associations between
Medicaid not paying as a reason and pregnancy outcome
preference at pregnancy discovery, pregnancy outcome
preference at prenatal care entry, pregnancy planning,
and decisional certainty using chi-square tests and Fisher’s exact tests.
We then estimated the proportion of women who gave
birth instead of having an abortion due to Medicaid not
covering abortion. We used data on the number of abortions and births to Louisiana residents in 2015 as well as
guidance on estimating the number of miscarriages
based on abortions and births to estimate total number
of Louisiana births, miscarriages, and abortions in 2015.
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We used published estimates of births paid for by Louisiana Medicaid and study estimates of the proportion
with Medicaid insurance who reported not having an
abortion because Medicaid would not pay to estimate
the number of births paid for by Medicaid that would
instead be abortions if Medicaid covered abortion. We
added this number to published estimates of abortions
to estimate projected number of abortions in Louisiana
if Medicaid covered abortion. We then calculated proportion of women who give birth instead of having an
abortion because Medicaid does not cover it through the
equation (Projected abortions – Actual abortions)/Projected abortions. We repeated these steps, replacing estimates of proportions of women who reported that they
did not have an abortion because Medicaid did not pay
with lower and upper bounds of our estimate of the proportion who reported not having an abortion due to Medicaid not paying, to get a 95% CI.
We then described characteristics of women who report not having an abortion because Medicaid did not
pay. We conducted bivariate analyses using t-tests for
continuous and chi-square tests or Fisher’s exact tests
for dichotomous and categorical variables to identify
characteristics associated with not having an abortion
because Medicaid did not pay among those who had
Medicaid insurance.

Results
Sample

Two hundred eighty five participants consented to participate. 269 completed structured interviews and 265
responded to the question about whether lack of Medicaid coverage for abortion was a reason for not having an
abortion. Having considered abortion was not associated
with interview completion [17]. Study population characteristics are in Table 1. Most participants were Black
(72%), low socio-economic status (65%), received public
assistance in the past year; 50% were food insecure, 33%
housing insecure, and 65% had given birth previously.
About one-fourth reported past-year alcohol use disorder risk, 16% past-year drug use, and 28% past-year tobacco use. Few pregnancies were planned (25%), more
than ten percent preferred abortion upon pregnancy discovery (14%) and most were certain of their decision to
continue pregnancy by the time they entered prenatal
care (98%). [See Table 1].
Proportion who do not obtain abortions due to Medicaid
not paying

5.3% of participants [95% CI 2.9, 8.7] reported Medicaid
not paying for abortion as a reason for not having an
abortion. As a validity check, using the secondary indicator of women whose open-ended responses mentioned
funding, this would be 4.1% [95% CI 2.1, 7.2]. Among
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women with Medicaid insurance (n = 167), 7.2%, [95%
CI 4.1, 12.3] reported Medicaid not paying as a reason.
As validity checks, among women with Medicaid insurance, 92% reporting Medicaid not paying as a reason
for not having an abortion preferred abortion at pregnancy discovery, compared to 10% who did not report
this reason. 17% of those reporting Medicaid not paying
as a reason preferred abortion at prenatal care entry,
compared to 1% who did not report this reason. 58% of
those reporting Medicaid as a reason for not having an
abortion had unplanned pregnancies, compared to 11%
unplanned pregnancies among those who did not report
this as a reason. 17% of those reporting Medicaid not
paying as a reason reported low certainty about their
pregnancy outcome decision, compared to 5% not
reporting this reason. [See Table 2].
Three participants who reported Medicaid as a reason
reported that they were still considering abortion for this
pregnancy. All three of these participants were in the
first trimester. In addition, most participants who reported Medicaid as a reason also reported a policyrelated reason in response to the open-ended questions.
Among those with Medicaid insurance, 4.2% reported
both Medicaid as a reason in response to the direct
question and a policy-related reason in the open-ended
questions.
Based on published numbers, approximately 10% of
pregnancies in Louisiana end in abortion. If Medicaid
paid for abortion, this would increase to 14% [95% CI
12, 16]. [See Fig. 1] This means about 29% [95% CI 19,
41] of Medicaid-eligible pregnant women who would
have an abortion if Medicaid covered abortion instead
give birth. Applying 7.2% to the number of Medicaid
births in Louisiana in 2015 (41,931), approximately 3000
[95% CI 1700, 5200] Louisiana women with Medicaid
give birth per year instead of having an abortion because
Medicaid does not cover abortion.
Characteristics of those who do not obtain abortions due to
Medicaid not paying

Among women with Medicaid insurance, age, race/ethnicity, parity, and most measures of socioeconomic status were not associated with reporting Medicaid as a
reason for not having an abortion. More women who reported Medicaid as a reason were not in a romantic relationship with the man involved in the pregnancy (58% v.
18%), had less than high school education (42% v. 22%),
had alcohol use disorder risk (75% v. 21%), used drugs
(42% v. 16%), and used tobacco (67% v. 28%). [See Table
1].

Discussion
A previous systematic review estimated that about onefourth of Medicaid-eligible pregnant women give birth
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Table 1 Sample characteristics and characteristics associated with reporting Medicaid as a reason for not having an abortion
Total
% (N)

N

265

Medicaid population
% (N)

167

Medicaid as a reason (Medicaid population denominator)
% (N)
Yes

No

12

155

Age
Age (mean)

P-value
among
Medicaid
population
0.50

27

27

26

27

Race/ethnicity

0.87

White

8% (22)

11% (19)

8% (1)

12% (18)

Black

72% (190)

74% (124)

75% (9)

74% (115)

Hispanic/Latina

15% (39)

10% (16)

8% (1)

10% (15)

Other/Multi

5% (14)

5% (8)

8% (1)

4% (7)

0

35% (94)

33% (55)

17% (2)

34% (53)

1

26% (68)

25% (41)

33% (4)

24% (37)

2 or more

39% (103)

42% (71)

50% (6)

42% (65)

Less than HS

25% (65)

23% (39)

42% (5)

22% (34)

HS or GED

48% (127)

48% (80)

58% (7)

47% (73)

Some or completed College

28% (73)

29% (48)

0% (0)

31% (48)

No

52% (137)

55% (91)

75% (9)

53% (82)

Yes

48% (126)

45% (75)

25% (3)

47% (72)

Parity

0.51

Education

0.03

Currently employed

0.23

Public assistance

0.52

No

35% (92)

26% (44)

33% (4)

26% (40)

Yes

65% (169)

74% (123)

67% (8)

74% (115)

No

50% (133)

52% (87)

25% (3)

54% (84)

Yes

50% (131)

48% (80)

75% (9)

46% (71)

Food insecure

0.07

Housing insecure

0.20

No

67% (176)

68% (114)

50% (6)

70% (108)

Yes

33% (88)

32% (53)

50% (6)

30% (47)

Husband/fiancé

29% (76)

26% (44)

0% (0)

28% (44)

Boyfriend/partner

51% (135)

53% (88)

42% (5)

54% (83)

Ex/friend/none/don’t know

20% (53)

21% (35)

58% (7)

18% (28)

No

76% (200)

75% (125)

25% (3)

79% (122)

Yes

24% (64)

25% (42)

75% (9)

21% (33)

Relationship

0.003

Alcohol use disorder risk

< 0.001

Drug use

0.03

No

84% (219)

82% (137)

58% (7)

84% (130)

Yes

16% (43)

18% (30)

42% (5)

16% (25)

No

72% (188)

69% (115)

33% (4)

71% (111)

Yes

28% (74)

31% (51)

67% (8)

28% (43)

Tobacco use

0.01
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Table 2 Validity checks
N

Total

Medicaid population Medicaid as a reason (Medicaid population denominator)

265

167

12

155

Yes

No

Pregnancy intentions (lmup)

P-value
among
Medicaid
population
< 0.001

Unplanned

12% (31)

58% (7)

11% (17)

Ambivalent

64% (168) 63% (105)

15% (24)

33% (4)

66% (101)

Planned

25% (65)

8% (1)

23% (36)

22% (37)

Decisional certainty

0.001

High certainty

77% (196) 78% (129)

33% (4)

82% (125)

Medium certainty

19% (48)

16% (26)

50% (6)

13% (20)

Low certainty

5% (12)

6% (10)

17% (2)

5% (8)

Preferred abortion at pregnancy discovery

< 0.001

No

86% (191) 84% (141)

8% (1)

90% (140)

Yes

14% (74)

92% (11)

10% (15)

16% (26)

Prefer abortion now

0.03

No

98% (228) 98% (162)

83% (10)

99% (152)

Yes

2% (37)

17% (2)

1% (2)

2% (4)

instead of having an abortion due to Medicaid not covering abortion [9]. Using a different methodological approach, we arrived at an estimate for Louisiana
substantially similar to the overall estimate from a
decade-old systematic literature review [9]. The earlier
estimate was based on literature published primarily the
1980s through early 2000s and which used primarily
econometric methods and included multiple studies
across multiple geographies [9]. This suggests pregnant
women may accurately report both about considering
abortion and Medicaid as a barrier to abortion care; this

Fig. 1 Estimated Pregnancy Outcomes in Louisiana

is consistent with research findings that women’s impressions of abortion costs and Medicaid coverage for
abortion are generally accurate [15].
Recent research has paid considerable attention to
how laws that seek to dissuade women from having
abortions (such as waiting period and ultrasound laws)
affect women’s ability to obtain and experiences obtaining abortions [29, 30]. This research has found that these
laws do little to change women’s minds, but do increase
financial costs, have emotional and social costs, and lead
to care delays [29]. While recent Medicaid funding
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restrictions research has documented financial and emotional hardships associated with having to raise money
to pay for abortion [7, 12, 14, 15], it has not focused on
Medicaid restrictions as a barrier to obtaining an abortion. This study confirms that Medicaid funding restrictions for abortion continue to function as an
insurmountable barrier to obtaining an abortion, specifically for women in Louisiana.
We also note that women with Medicaid insurance
with alcohol use disorder risk, who used drugs, and who
used tobacco were more likely to report lack of Medicaid
coverage as a reason for not having an abortion. It is unclear whether this is due to being more likely to consider
abortion or more likely to have difficulty overcoming
funding barriers to obtaining abortions. Other research
indicates that being unable to obtain an abortion is unlikely to contribute to sustained reduction in problematic alcohol use or in drug or tobacco use during
pregnancy or the postpartum period [31].
There are several assumptions in this analysis that
could affect the accuracy of these findings. However,
examining these assumptions does not indicate that the
estimate of the proportion of pregnancies among lowincome women that end in birth rather than abortion
when Medicaid does not pay is likely to be outside of
our 95% CI. Specifically, the main question asked
whether lack of Medicaid funding was a reason for having an abortion, not the only reason. Some participants
who reported Medicaid as a reason also reported personal or interpersonal reasons for not having an abortion. However, even if we restrict the Medicaid as a
reason proportion to those who reported a policyrelated reason in response to open-ended questions, the
estimate is 4.2%, within the 95% CI of our estimate.
Similarly, three participants who reported Medicaid as a
reason were still considering abortion upon prenatal care
entry. Even if all three proceeded to have an abortion,
this would still be within the 95% CI of our estimate.
The sample excludes women who did not receive prenatal care. Nationally, about 1.4% of women do not receive any prenatal care [32]. Even if all the women who
did not receive prenatal care would have had an abortion
had Medicaid paid, this would increase our estimate of
those who reported Medicaid as a reason to 8.6%, which
is still within the upper limit of our 95% CI for this
estimate.
This study has limitations. First, this study was conducted at three prenatal clinics in one region of one
state. Findings may not be generalizable to other states
with different demographics, different numbers of abortion providers, different local abortion fund practices,
and different overall policy climate. Second, estimates
are based, in part, on self-report data about considering
abortion during pregnancy and reasons for not having
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an abortion. To check for possible underreporting from
self-report data, we performed validity checks using data
from open-ended responses and checking whether our
outcome was associated with expected predictor variables, pregnancy intentions, and decisional conflict.
Third, the association between substance use and reporting Medicaid as a reason could be due to self-report bias
[33], with women more willing to report one also more
willing to report the other. However, pregnant women
who use alcohol and drugs face considerable barriers to
prenatal care [34]. They may face similar barriers to
abortion. Fourth, our estimates are likely imprecise. We
have a somewhat wide confidence interval for reporting
Medicaid as a reason for not having an abortion. However, our confidence interval overlaps with confidence
intervals from the decade old systematic review [9] estimate, suggesting plausible accuracy.
This study also has strengths. First, we had high participation (86%). Second, we used an innovative approach to derive an up-to-date estimate of the impact of
lack of Medicaid funding for abortion. This approach
yields a finding consistent with previous estimates, suggesting the previous estimate is still valid.

Conclusions
Forty years after the Hyde Amendment was passed, lack
of Medicaid funding for abortion continues to have substantial impacts on women’s ability to obtain abortions
in Louisiana.
Abbreviations
GED: General Education Diploma; HS: High School; LMUP: London Measure
of Unplanned Pregnancy
Acknowledgements
The authors thank Finley Baba, Elise Belusa, Anna Bernstein, Mattie BoehlerTatman, Ivette Gomez, Heather Gould, Jenny Holl, Rebecca Kriz, Heather Lipkovich, Nicole Nguyen, Brenly Rowland, Alison Swiatlo for research and project assistance and the facilities in Louisiana their collaboration.
Authors’ contributions
SCMR conceptualized the study design. VW provided clinical research
expertise and oversight of study implementation at local recruitment sites.
SCMR led the data analysis and interpretation of data. NJ and EW assisted
with analysis and participated interpretation of the data. UDU participated in
interpretation of the data. SCMR drafted the manuscript. All authors read the
manuscript, provided critical feedback on the intellectual content of the
manuscript, and approved the final manuscript.
Funding
This study was funded by the David and Lucile Packard Foundation (grant:
2016–64232) and an anonymous foundation. The sponsors had no
involvement in study design; in the collection, analysis and interpretation of
data; in the writing of the report; or in the decision to submit the article for
publication.
Availability of data and materials
The datasets generated and/or analyzed during the current study are not
publicly available due to the terms of participant consent but are available
from the corresponding author on reasonable request.

Roberts et al. BMC Women's Health

(2019) 19:78

Ethics approval and consent to participate
The study protocol was approved by the institutional review boards of the
University of California, San Francisco and Louisiana State University. Written
consent was obtained from all individual participants included in the study.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.
Author details
1
Advancing New Standards in Reproductive Health (ANSIRH), Department of
Obstetrics, Gynecology, and Reproductive Sciences, University of California,
San Francisco, 1330 Broadway, Suite 1100, Oakland, CA 94612, USA.
2
Department of Obstetrics and Gynecology, Louisiana State University School
of Medicine, 3700 St. Charles Avenue, 5th floor, New Orleans, LA 70115, USA.
3
Present address: Center on Gender Equity and Health, University of
California, San Diego, 9500 Gilman Dr, La Jolla, CA 92093, USA.
Received: 2 May 2019 Accepted: 31 May 2019

References
1. Adashi EY, Occhiogrosso RH. The Hyde amendment at 40 years and
reproductive rights in the United States: perennial and panoptic. JAMA.
2017;317(15):1523–4.
2. Guttmacher Institute: State funding of abortion under Medicaid. 2018.
https://www.guttmacher.org/state-policy/explore/state-funding-abortionunder-medicaid. Accessed 6 June 2019.
3. Nash E, Gold RB, Mohammed L, Ansari-Thomas Z, Cappello O. Policy trends
in the states, vol. 2017. New York: Guttmacher Institute; 2018.
4. Illinois governor agrees to allow Medicaid for abortions. https://www.
apnews.com/e502aa90c6d24403bd5eafb7c467061a/Illinois-governor-agreesto-allow-Medicaid-for-abortions. Accessed 6 June 2019.
5. Medicaid will now cover abortion for low-income women in Illinois. Take
That, Hyde! https://www.aclu.org/blog/reproductive-freedom/abortion/
medicaid-will-now-cover-abortion-low-income-women-illinois-take.
Accessed 6 June 2019.
6. Jerman J, Jones RK, Onda T. Characteristics of U.S. abortion patients in 2014
and changes since 2008. New York: Guttmacher Institute; 2016.
7. Roberts SC, Gould H, Kimport K, Weitz TA, Foster DG. Out-of-pocket costs
and insurance coverage for abortion in the United States. Womens Health
Issues. 2014;24(2):e211–8.
8. Jones RK, Upadhyay UD, Weitz TA. At what cost? Payment for abortion care
by U.S. women. Womens Health Issues. 2013;23(3):e173–8.
9. Henshaw SK, Joyce TJ, Dennis A, Finer LB, Blanchard K. Restrictions on
Medicaid funding for abortions: a literature review. New York: Guttmacher
Institute; 2009.
10. Jarlenski M, Hutcheon JA, Bodnar LM, Simhan HN. State Medicaid coverage
of medically necessary abortions and severe maternal morbidity and
maternal mortality. Obstet Gynecol. 2017;129(5):786–94.
11. Krieger N, Gruskin S, Singh N, Kiang MV, Chen JT, Waterman PD, Beckfield J,
Coull BA. Reproductive justice & preventable deaths: state funding, family
planning, abortion, and infant mortality, US 1980-2010. SSM Popul Health.
2016;2:277–93.
12. Dennis A, Manski R, Blanchard K. A qualitative exploration of low-income
Women's experiences accessing abortion in Massachusetts. Womens Health
Issues. 2015;25(5):463–9.
13. Dennis A, Blanchard K. Abortion providers' experiences with Medicaid
abortion coverage policies: a qualitative multistate study. Health Serv Res.
2013;48(1):236–52.
14. Dennis A, Blanchard K, Cordova D. Strategies for securing funding for
abortion under the Hyde amendment: a multistate study of abortion
providers' experiences managing Medicaid. Am J Public Health. 2011;
101(11):2124–9.
15. Dennis A, Manski R, Blanchard K. Does medicaid coverage matter?: a
qualitative multi-state study of abortion affordability for low-income
women. J Health Care Poor Underserved. 2014;25(4):1571–85.

Page 8 of 8

16. Guttmacher Institute. State policies in brief: targeted regulation of abortion
providers. 2019. https://www.guttmacher.org/statecenter/spibs/spib_TRAP.
pdf . Accessed 6 June 2019.
17. Roberts SCM, Kimport K, Kriz R, Holl J, Mark K, Williams V. Consideration of
and reasons for not obtaining abortion among women entering prenatal
care in southern Louisiana and Baltimore, Maryland. Sex Res Social Policy
2018. Epub ahead of print.
18. Jones RK, Kooistra K. Abortion incidence and access to services in the
United States, 2008. Perspect Sex Reprod Health. 2011;43(1):41–50.
19. Towey S, Poggi S, Roth R. Abortion funding: a matter of justice. Report.
Boston, MA: The National Network of Abortion Funds; 2005.
20. Jones RK, Ingerick M, Jerman J. Differences in abortion service delivery in
hostile, middle-ground, and supportive states in 2014. Womens Health
Issues. 2018;28(3):212–8.
21. Guttmacher institute: state facts about abortion: Louisiana. 2018. https://
www.guttmacher.org/fact-sheet/state-facts-about-abortion-louisiana .
Accessed 6 June 2019.
22. Barrett G, Smith SC, Wellings K. Conceptualisation, development, and
evaluation of a measure of unplanned pregnancy. J Epidemiol Community
Health. 2004;58(5):426–33.
23. O'Connor A. User manual -- decisional conflict scale (16 item statement
format). Ottawa: hospital research institute; 1993.
24. Bush K, Kivlahan DR, McDonell MB, Fihn SD, Bradley KA. The AUDIT alcohol
consumption questions (AUDIT-C): an effective brief screening test for
problem drinking. Ambulatory care quality improvement project (ACQUIP).
Alcohol Use Disorders Identification Test. Arch Intern Med. 1998;158(16):
1789–95.
25. Finer LB, Kost K. Unintended pregnancy rates at the state level. Perspect Sex
Reprod Health. 2011;43(2):78–87.
26. Correction and Republication. Abortion surveillance - United States, 2014.
MMWR Morb Mortal Wkly Rep. 2018;67(46):1302.
27. Louisiana State Registrar and Vital Records. Birth Data. http://ldh.la.gov/
index.cfm/page/704 . Accessed 17 Apr 2019.
28. Births Financed by Medicaid. https://www.kff.org/medicaid/state-indicator/
births-financed-by-medicaid/?currentTimeframe=0&selectedRows=
%7B%22states%22:%7B%22louisiana%22:%7B%7D%7D%7D&sortModel=
%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D. Accessed
17 Apr 2019.
29. Roberts SCM, Turok DK, Belusa E, Combellick S, Upadhyay UD. Utah’s 72hour waiting period for abortion: experiences among a clinic-based sample
of women. Perspect Sex Reprod Health. 2016;48(4):179–87.
30. Upadhyay UD, Kimport K, Belusa EKO, Johns NE, Laube DW, Roberts SCM.
Evaluating the impact of a mandatory pre-abortion ultrasound viewing law:
a mixed methods study. PLoS One. 2017;12(7):e0178871.
31. Roberts SCM, Foster DG, Gould H, Biggs MA. Changes in alcohol, tobacco,
and other drug use over five years after receiving versus being denied a
pregnancy termination. J Stud Alcohol Drugs. 2018;79(2):293–301.
32. Osterman MJK, Martin JA: Timing and Adequacy of Prenatal Care in the
United States, 2016. National Vital Statistics Reports. vol. 67. Hyattsville, MD:
National Center for Health Statistics; 2018.
33. Macleod J, Hickman M, Smith GD. Reporting bias and self-reported drug
use. Addiction. 2005;100(4):562–3.
34. Roberts SC, Pies C. Complex calculations: how drug use during pregnancy
becomes a barrier to prenatal care. Mat Child Health J. 2011;15(3):333–41.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

