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Abstract
Purpose of the Review The purpose of this review is to report on data available in the Global Abortion Policies Database (GAPD)
as of February 2020. The GAPD is a repository of publicly available sources related to abortion for all countries.
Recent Findings Research indicates that where individuals must pay for abortion procedures, costs can often be unaffordable and
catastrophic for households. Faced with financial barriers, individuals may be deterred from seeking healthcare or may resort to
clandestine practices.
Summary There are limited countries with publicly available sources related to financial protection for abortion services. Even
where legal access may be available on paper, several countries restrict actual access by limiting financial protection to specific
types of individuals seeking abortion or certain legal categories of abortion, thus raising questions of equity and possible human
rights violations. As countries advance towards universal health coverage (UHC), there is an urgent need to expand the GAPD to
include additional data, building the evidence base on national health systems financing, and to consider the implications of
financial protection with respect to access to abortion services.
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Introduction

During the seventy-fourth session of the United Nations
General Assembly, the political declaration on universal
health coverage (UHC) recognized that UHC is “fundamental
for achieving the Sustainable Development Goals [SDGs]

related not only to health and well-being, but also to eradicat-
ing poverty in all its forms and dimensions… [and] achieving
gender equality and women’s empowerment…” [1]. Under
UHC, all individuals receive “needed promotive, preventive,
curative, rehabilitative and palliative [quality] essential health
services” without suffering financial hardship, ensuring that
health remains a fundamental right [1, 2•, 3]. As part of its
thirteenth General Programme of Work, the World Health
Organization (WHO) supports countries in health system
strengthening to attain and sustain UHC [4].

Progress towards UHC requires access to a full range of
health services, which are of good quality, and where the
emphasis is on all people getting the services they need. In
addition, individuals need to be protected from the financial
risk associated with seeking healthcare. Financial risk is pri-
marily associated with out-of-pocket payments (OOPs),
which include user fees; out-of-pocket payments for medi-
cines; diagnostics; additional procedure charges; transporta-
tion; and other informal charges incurred at the time of service
use [5••]. Where healthcare costs are a barrier, individuals
may be deterred from seeking healthcare [6].

The impacts of healthcare costs and specifically OOPs may
be magnified when considering services that are stigmatized
or legally restricted, such as abortion. Costs associated with
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induced abortion are often unaffordable and can be catastroph-
ic for individuals and households [7]. Individuals may resort
to coping strategies, including the use of savings or borrowing
money at high interest rates [7]. Economic deterioration, how-
ever, is not restricted to induced abortion. Costs for manage-
ment of spontaneous abortion or post-abortion complications
can also lead to loss of assets, incurred debt, loss of produc-
tivity, costs to the health system, and consequences for fami-
lies [7, 8]. In addition to facility costs, individuals may expe-
rience significant financial losses even prior to presenting for
management [8] or face additional user fees applied at the
point of care [9]. These financial impacts are magnified in
populations that are socially or economically disadvantaged,
including those who are poor [7, 8] and women of colour [10].

Publicly funded health systems do not always include abor-
tion services in their health benefit packages, which is neces-
sary for ensuring that services are subsidized (fully or partial-
ly) to alleviate costs to users [11, 12]. These healthcare costs
create an obstacle for those without the means to pay, resulting
in some women resorting to clandestine practices at great per-
sonal risk and large costs to society [13•••]. This is one reason
that the World Health Organization (WHO) Safe abortion:
technical and policy guidance for health systems states that
women should be able to access legal abortion regardless of
their ability to pay.

In this paper, our main objective is to use data extracted
from the Global Abortion Policies Database, to report on the
number of countries that have publicly available documents
related to financial protection, including particular types of
insurance (public, private and/or a combination of the two),
or other measures to offset end user costs specific to abortion.
We further seek to describe how and if these policies attempt
to ensure whether individuals can access all legal categories of
abortion regardless of their ability to pay and highlight the
limitations of relying on publicly available information.

Methods

The Global Abortion Policies Database (GAPD) is a tool that
presents information on abortion laws and policies, including
information related to legal categories, access requirements,
and service provision. The GAPD includes information for
198 member states. We use data available in the GAPD as
of February 2020; information in the database is limited by
accessibility of source documentation and the ability to trans-
late source documents. The methods used for collecting, clas-
sifying, and coding data in the GAPD have been previously
described [14]. In brief, a data extraction questionnaire was
used to populate the GAPD, with coding based on the explicit
text of the law, policy, or guideline. We included only coun-
tries where access to abortion is lawful on the woman’s

request with no requirement for justification and/or for one
or more legal ground(s) [15].

Universal health coverage, including service, population,
and financial coverage, varies widely in countries. Thus, for
this paper, we analysed all policies (including laws and stan-
dards and guidelines) available in the GAPD that are related to
financial coverage available for abortion, including insurance
(public, private, and/or a combination of the two), or those
policies that describe other measures to offset user costs. We
do not consider additional regulatory requirements, as these
have also been reviewed elsewhere [16].

Results

We present data for 41 countries, as the policies for these
countries are available in the GAPD; where additional infor-
mation is available at the sub-national level, this has been
described (Table 1).

Coverage for All Individuals for All Legal Categories

In 17 countries, policies exist describing coverage for all in-
dividuals seeking an abortion procedure regardless of the in-
dication. In Northern Ireland, where individuals must travel to
access services, travel and accommodation are also covered.
In Switzerland, coverage is the same across all cantons. In
Canada, 4 provinces (Alberta, British Columbia, Manitoba,
and New Brunswick) provide coverage for all individuals
seeking abortion services.

Coverage for All Individuals for Selected Legal
Categories

In 12 countries, coverage for abortion is provided for all indi-
viduals, but only for selected legal categories. For example, in
Hungary, individuals seeking an abortion due to a health con-
dition or fetal anomaly will be covered by social insurance.
For all other individuals seeking an abortion in Hungary, the
fees charged for the procedure cannot exceed the amount nor-
mally financed under social insurance. In the Republic of
Moldova, where access to abortion is legally permitted for
several legal categories, only abortions performed for fetal
indications are covered.

In 9 of these countries (Austria, Bosnia and Herzegovina
Republika Srpska, Bulgaria, China, Lithuania, Montenegro,
North Macedonia, Slovakia, and Vietnam), although abortion
is legally permitted on request, coverage is restricted to med-
ical indications. Five of these countries (Bosnia and
Herzegovina Republika Srpska, Lithuania, Montenegro,
North Macedonia, and Slovakia) explicitly specify selected
legal categories of abortion and exclude coverage for individ-
uals seeking abortion on request.
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InMontenegro, abortion is also covered in cases of threat to
life/health threat, fetal impairment, conception that occurred
as the result of a criminal offence, or when the pregnancy or
childbirth would lead to personal or family difficulties. In
Germany and Bulgaria, abortion is covered for those seeking
abortion for rape.

Coverage for Certain Individuals for All Legal
Categories

In 10 countries, there is coverage for all legal categories, but
only for certain individuals. For example, in Israel, procedures
performed on adolescents less than 18 years of age accessing
abortion for medical or non-medical reasons will be covered.
In Germany, all legal categories are covered but only for those
who are economically disadvantaged and cannot be reason-
ably expected to raise the funds to cover abortion services.
Montenegro covers the cost of abortion on request for all poor
women.

Abortion-related care is covered specifically for residents
of Mexico City, while a sliding scale fee, based on income, is
applied for residents of other Mexican states. In Uruguay,
individuals are covered for all legal categories for individuals
who have lived in the country for more than a year. In the
Netherlands, unlawful persons resident in the country are not
insured for abortion-related services. In New Zealand, only
those eligible for funded healthcare are covered, excluding
seasonal migrant women, non-residents, and international stu-
dents, and similarly, in Ireland, the policy covers all who are
normally resident in the country. In Canada, 2 territories and 6
provinces (North West Territories, Newfoundland and
Labrador, Nova Scotia, Ontario, Prince Edward Island,
Sasketchavan, Quebec, and Yukon) specify in their local gov-
ernance policies that coverage is restricted to holders of a valid
health card.1 In Victoria, Australia, coverage is provided for
all categories, but may vary depending on who qualifies for
assistance; whether the service is received in a public, private,
or community setting; and the type of procedure being
performed.

Coverage for Certain Individuals for Selected Legal
Categories

Four countries provide coverage for specific individuals only
for certain grounds. For example, in Israel, abortion proce-
dures are covered for all women up to the age of 33 if the
pregnancy was the result of rape, there is a fetal anomaly, or
the pregnancy poses a risk to the woman’s life, physical or
mental health. In the Czech Republic, citizens are covered for
medical indications, but not for abortions accessed on request;
non-citizens and those temporarily staying in the country have

no financial coverage. In Estonia, coverage is available for all
women, but coverage is not provided in entirety, rather, abor-
tion is subsidized according to an individual’s ability to pay,
up to 70% for the procedure if done on request with anaesthe-
sia and up to 50% for medical abortions.

In the USA, individuals who qualify for Medicaid based on
economic eligibility are eligible for coverage for abortion pro-
cedures secondary to life or health threat or where the preg-
nancy is the result of rape.

Coverage for Complications

Seven countries explicitly provide coverage for complications
resulting from pregnancy or from abortion. In Colombia, the
constitutional court has specifically stated that it is unlawful to
deny access based on the type of insurance one has, but there
is no expressed statement of coverage for all women.

Discussion

The objectives of UHC include equitable access to quality
care, delivered in a way that does not create financial risk
for individuals. While all possible interventions cannot be
included in a single country’s coverage scheme, coverage
for services that address the most significant causes of mor-
bidity and mortality should be included [17]. With 25 million
unsafe abortions taking place each year [18], resulting in ap-
proximately 23,000 abortion-related deaths [19], the need for
safe abortion that is affordable is evident. It is difficult for
individuals, however, to obtain services where there is no
financial protection and the results of this analysis further
demonstrate that only 17 countries have publicly available
documents describing financial protection related to abortion
for all individuals for all legal categories.

Financing of health systems can occur in a variety of ways.
Free health care (FHC) policies to eliminate formal fees at the
point of service are one way to address a component of
healthcare costs. These policies can include all services for
specific individuals, or specific services for all individuals,
in an attempt to protect the medically or economically vulner-
able. Here, 12 countries provide financial protection related to
abortion for all individuals for selected legal categories, such
as medical or fetal indications. No information is provided in
the source documents as to why these particular indications
are covered, but such selective coverage may be related to the
perceived financial risks associated with the continuation of
pregnancies complicated by medical risks. Countries utilizing
FHC must allocate additional funding at the service provider
level to compensate for the loss of user fees and establish
incentives for provision and accountability [6]. However,
countries may be reluctant to allocate additional funding and1 Information for one province, Nunavut, could not be located.
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incentivize service provision; as like many other sexual and
reproductive health issues, abortion is highly stigmatized.

Selective financing raises questions of equity and fairness.
Some countries explicitly exclude financial protection for
abortions performed on request; thus, questions are raised as
to whether the lack of coverage is punitive in nature. Where
some groups of women are unable to access to an abortion on
request due to the decision by some states to not fund such
procedures, it reinforces pre-existing inequalities; only wom-
en with economic resources can access abortion on request,
while women and adolescents who are poor are ultimately
denied that legal category of abortion. Yet, some countries
have financing policies focused on selected populations, in-
cluding adolescents, with a potential recognition of their spe-
cific challenges to accessing services as well as an acknowl-
edgement that protection of adolescent health is an investment
in the community at large. Financial protection for selected
groups of individuals could also suggest a hierarchy in the
acceptability of the type of women accessing services.

However, to progress to UHC, the health system must be
funded predominantly through domestic public funding that
combines taxes and other prepayment mechanisms, yielding a
more sustainable, efficient, and equitable base to ensure social
protections related to health [5••]. Doing so also means mov-
ing away from funding heath care and basing access on con-
tributions through voluntary prepayment and employment-
based mechanisms. Resultant schemes may include national
health insurance or social health insurance models.

While, the GAPD provides some insight into particular
types of financial coverage, insurance, or other measures to
offset end user costs, there are pitfalls to relying on publicly
available information only. Available documents do not de-
scribe, for example, how such financing schemes are covered;
are these schemes covered by public or private actors? As
most policy documents speak to abortion generally, little in-
formation is provided as to what services are actually covered
(e.g. method of evacuation (medical and/or surgical), anaes-
thesia or other ancillary services). Very little information ex-
ists as to financial protections related to additional costs, in-
cluding for travel, or medicines related to medical abortion,
such as those obtained at local pharmacies. Finally, the infor-
mation in the database is also limited by the inability to trans-
late all source documents, in the absence of official
translation.

Where individuals have to pay for abortion procedures,
costs can be as high as twice the typical amount paid for
annual out-of-pocket health care expenses [20]. In the absence
of financial protection for abortion services, or where user fees
exist, there is an increased risk that individuals will forgo
services or resort to substandard care. Individuals may also
attempt to self-induce where costs are a barrier [20] or feel
compelled to continue with an unwanted and/or dangerous
pregnancy.T
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Furthermore, in most countries, abortion is regulated
through the criminal law, unlike most other healthcare ser-
vices, potentially contributing to the reluctance of some states
to finance abortion services. This seems counter to human
rights standards requiring countries to be responsive to the
needs of their populations [21]. This is despite the overwhelm-
ing cost of unsafe abortion and inefficiencies associated with
the use of hospital resources. Out-of-pocket payments, for
example, for individuals and households in sub-Saharan
Africa related to post-abortion complications, have been pre-
viously estimated to be US$ 200 million each year for the
treatment of post-abortion complication, with US$ 930 mil-
lion estimated to be the annual expenditure for morbidities and
mortality related to unsafe abortion [13•]. This may be why 7
of the 41 countries have specific coverage for post-abortion
complications.

There are serious implications for women and girls and
potential for violations of their fundamental human rights in
contexts where there is only partial or no funding of abortion
services. This is perhaps why the United Nations (UN) expert
committees, responsible for monitoring compliance with in-
ternational human rights treaties, are increasingly raising con-
cerns about the lack of coverage for abortion services for all
women in all legally available categories of abortion. For ex-
ample, the UN Committee for the Elimination of all forms of
Discrimination against Women (CEDAW) has called on
countries to “ensure universal coverage by public health in-
surance” for “all costs relating to legal abortion, including
abortion on request” [22]. Such recommendations recognize
the need for “unimpeded and effective access to legal abortion
and post-abortion services to all women” [22], a position
which has been supported by several UN Committees
[23–26].

Finally, while there is no single right way to achieve UHC,
countries must also look for additional ways to improve both
healthcare efficiencies and equitable access [5••]. WHO has
provided guidance on task sharing [27] and techniques such as
manual vacuum aspiration and medical abortion that require
limited infrastructure [13•]. The implementation of such guid-
ance can assist countries to get the most out of existing tech-
nologies and health services, resulting in greater efforts to-
wards obtaining UHC [5••].

Conclusion

The results of this study indicate that there are limited source
documents publicly available related to insurance coverage or
other funding mechanisms for abortion services within the
GAPD. Even with limited data, what is available on the
GAPD shows that some countries have taken steps to ensure
that where there is legal access to abortion, that financial pro-
tection does exist for individuals needing such services.

The World Health Organization (WHO) Safe abortion:
technical and policy guidance for health systems states that
women should be able to access legal abortion regardless of
their ability to pay. The results of this study indicate that for
many women around the world, even where abortion is
permitted on request, actual access to safe abortion services
may remain out of reach for those who cannot pay, partic-
ularly those who are poor, young or have uncertain legal
status. Inclusion of abortion services in a country’s health
benefit package is one important way to ensure that abor-
tion services will be at least partially if not fully subsidized
by the state. Health services that are preventative, promo-
tive and curative are meant to be included in UHC; yet,
even where financial protections exist for abortion for all
individuals, questions of equity remain, with very few
countries financing abortion on request. Further research
and expansion of the GAPD are needed to investigate and
build the evidence related to ways in which countries create
and implement policies related to financing, including how
and whether such policies protect those that are most
vulnerable.
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