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The future of access to abortion services is at a crossroads. 1 The Biden-Harris administration
and 117th Congress could commit to dismantling the injustices of the Trump-Pence years and
long-standing systems of oppression, or they could retreat and maintain the status quo that so
harms low-income and underserved communities.
The Trump-Pence administration spent four years relentlessly reshaping federal public policy
and the federal judiciary, leaving a legacy of further-entrenched systems of oppression that
obstruct health, well-being, and reproductive justice. The National Heath Law Program
(NHeLP) recognizes that legacy in the COVID-19 pandemic, a historic economic recession, a
deepening Black and Indigenous maternal health crisis, and state-sanctioned structural,
institutional, and interpersonal white supremacist, xenophobic, sexist, transphobic, and
homophobic violence. We recognize it in anti-choice lawmakers’ efforts to exploit the pandemic
to justify increasing barriers to abortion services. 2
The United States also grapples with longstanding reproductive injustices. For forty-five years,
the Hyde Amendment has withheld federal funds from covering abortion services in nearly all
circumstances. It has erected unconscionable barriers to access for low-income and
underserved people who receive health coverage or care through Medicaid, the Children’s
Health Insurance Program (CHIP), Medicare, the Indian Health Service (IHS), and other
federal health care programs. It has pushed abortion access out of reach for millions.
This constellation of reproductive injustices, new and old, has particularly harmed Black,
Indigenous, and other people of color (BIPOC), lesbian, gay, bisexual, transgender, queer,
intersex, and gender-nonconforming (LGBTQI-GNC) people, people with disabilities, young
people, and those who live and experience compounded discrimination at the intersection of
multiple identities. In turn, these injustices have elevated the need for equitable, holistic, and
community-driven solutions that ensure access to sexual and reproductive health care
services, including coverage of abortion services, for all.
NHeLP believes that abortion services should be covered for all, no matter a person’s health
insurance program or plan; location; race or ethnicity; sexual orientation; gender identity; age;
language; or disability, immigration, or economic status. Congress should restore
comprehensive abortion coverage in Medicaid and other federal health care programs by
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ending the Hyde Amendment. Moreover, it should restore or otherwise require, and create a
statutory right to, coverage of abortion services for people in federal health care programs by
enacting the Equal Access to Abortion Coverage in Health Insurance (EACH) Act of 2021. 3
This issue brief provides a brief history of the Hyde Amendment and examines its function as a
de facto ban on abortion services for people who receive health coverage or care through
federal health care programs and plans. Because the Hyde amendment initially focused on
Medicaid, this issue brief explores the history of that de facto ban and examines the Hyde
Amendment’s long-lasting and significant public health and economic harms to low-income
and underserved people. Finally, it provides an overview of the EACH Act of 2021.

The Hyde Amendment is a De Facto Abortion Ban
Since 1976, the Hyde Amendment has withheld federal funds from covering abortion services
in nearly all circumstances. Congress renews this ban annually through the federal
appropriations process. The current version of the Hyde Amendment prohibits the use of
federal funds to cover abortions except when a pregnancy is the result of rape or incest, or a
person’s life is at risk because of a pregnancy. 4 Today, Hyde withholds coverage of abortion
services from people:
•
•
•
•

Enrolled in Medicaid, CHIP, and Medicare; 5
Who receive health care from IHS;
Detained in federal facilities, such as federal prisons and immigration detention; and
Who are enrolled in government-sponsored health insurance plans due to an
employment relationship, such as federal employees and their dependents, Peace Corps
volunteers; military members, veterans, and their dependents.

The Hyde Amendment elevates the financial hurdles to abortion access already experienced by
pregnant people experiencing poverty. Without health coverage for abortion services, the
majority must pay out-of-pocket to access care, and costs are prohibitively high for people
living near the Federal Poverty Level (FPL). Without abortion coverage, pregnant people with
low incomes are forced to choose between saving for an abortion by forgoing rent, utilities,
groceries, prescriptions, and other necessities, or carrying a pregnancy to term. 6 Moreover,
accessing abortion services often involves additional costs such as lost wages, childcare, travel
expenses, and overnight stays. More than half of participants in the Turnaway Study, which
examines the effects of unwanted pregnancy and abortion on women’s lives across the United
States, had to spend more than one-third of their monthly income to cover total out-of-pocket
costs (e.g., abortion services and travel). 7 This number was closer to two-thirds for those
receiving later abortions. 8
By denying health insurance coverage for abortion services and treating them differently than
other essential health care, the Hyde Amendment coerces many low-income and underserved
people who receive health insurance coverage or care through the federal government to
continue pregnancies they wish to end. More than half of women in the Turnaway Study
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reported that raising money for abortions delayed obtaining care. 9 In 2018, thirty-nine percent
of Americans did not have enough savings to pay for a $400 emergency expense such as an
abortion, the cost of which increases as care is delayed. 10 That number likely increased amid
the COVID-19 pandemic and related economic recession. Often, pregnant people with low
incomes cannot scrape together the necessary funds in time before reaching gestational limits
on abortion access. 11
Comprehensive health coverage cannot be achieved absent comprehensive coverage of
abortion services. 12 By singling out and imposing a ban on federal funding for abortion
services, the Hyde Amendment withholds comprehensive health coverage from millions.
Because white supremacy, xenophobia, ableism, sexism, transphobia, ableism, and other
intersecting systems of oppression are designed to fuel poverty, BIPOC, LGBTQI-GNC people,
people with disabilities, and young people are disproportionately likely to receive health
coverage or care through Medicaid, CHIP, IHS, and other federally-funded programs subject to
the Hyde Amendment. 13 For example, according to 2019 Census estimates, 21.2 percent of
Black, 23 percent of American Indian and Alaska Natives, 17.2 percent of Latinx or Hispanic
individuals, and 16.5 of Native Hawaiian or Pacific Islander individuals are living below the FPL,
compared with only 9 percent of white people. 14
Medicaid, CHIP, and the Hyde Amendment
As reproductive justice advocates and scholars have stressed for decades, the
Hyde Amendment was designed to stop Medicaid enrollees from having abortions
and create a de facto ban that would strip people of their constitutionally
protected reproductive rights. 15 Representative Henry Hyde, the sponsor who
first introduced and long championed the Amendment, explicitly expressed this
intent when he stated:
I would certainly like to prevent, if I could legally, anybody having an
abortion, a rich woman, a middle-class woman, or a poor woman.
Unfortunately, the only vehicle available is the . . . Medicaid bill. 16
Representative Hyde would have preferred a universal abortion ban, but the
vehicle available to him was, and continues to be, far-reaching. Medicaid is the
nation’s largest public health insurance program. 17 In 2018, half of all women
below the FPL were insured by Medicaid. 18
Although state Medicaid and CHIP programs may use state dollars to cover
abortions beyond the Hyde Amendment’s restrictive exceptions, in practice, only
sixteen do so. 19 Congressional appropriators specifically block Washington, DC
from expending its own funds to cover abortion services except within Hyde’s
extremely limited exceptions. 20 For Medicaid and CHIP enrollees in the thirty-four
states and DC who only cover abortions within Hyde’s exceptions, this budget
rider creates a de facto ban on abortion coverage.
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Since its enactment, the Hyde Amendment has banned federal funding for
abortion coverage for millions of people enrolled in Medicaid and CHIP. If
Congress ended the ban in 2018, federal funding for abortion coverage could
have been available to 14.2 million reproductive-age women enrolled in
Medicaid. 21 Of those Medicaid enrollees, 7.7 million were in states that do not
use their own funds to cover abortions beyond Hyde’s rare exceptions. 22 In
practical terms, the Hyde Amendment forces many Medicaid and CHIP enrollees
to carry pregnancies to term against their will. One study found that lack of
funding forces about a quarter of Medicaid-eligible women to continue an
unintended pregnancy to term against their will. 23

The Hyde Amendment’s Harms are Significant and Long-Lasting
The Hyde Amendment threatens people’s lives
Abortion is an essential component of comprehensive health coverage. It is a common, safe,
effective, and necessary reproductive health care service. One in four cisgender women in the
United States will have an abortion by the age of forty-five. 24 Abortions are among the safest
health care procedures in the United States.
Denying coverage for, and in effect, access to, abortion services exacerbates health inequities.
If a person seeks abortion services and is denied access, they are at greater risk of
experiencing severe and long-lasting negative health outcomes. People who give birth after
being denied abortion access report more chronic pain and rate their overall health status as
worse. 25 People who are denied abortion services experience more potentially life-threatening
complications, such as preeclampsia and postpartum hemorrhage, than if they had received
abortions. 26 The risk of death associated with carrying a pregnancy to term is, on average,
about fourteen times higher than that with abortion. 27 People who are denied abortions are
also at risk of death from conditions that are more fatal for pregnant people. For example, a
woman who was denied an abortion and enrolled in the Turnaway Study died from a condition
that presents a higher risk of death among pregnant people. 28
By denying abortion coverage, and in practice, access, the Hyde Amendment contributes to
the United States’ Black and Indigenous maternal mortality epidemic. BIPOC who are pregnant
or postpartum face a disproportionate risk of pregnancy-related mortality compared to their
white counterparts. 29 From 2007–2016, pregnancy-related deaths were highest for Black and
Indigenous women (40.8 and 29.7 per 100,000 births), at rates 3.2 and 2.3 times higher than
those experienced by white women (12.7 per 100,000 births). 30

The Hyde Amendment harms economic security
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Economic instability and the inability to financially care for a child are leading reasons that
many low-income pregnant people seek abortion services. About sixty percent of women
seeking abortion services already parent at least one child. 31 Seventy-four percent of women
seeking abortions state that having a child would interfere with their education, work, or ability
to care for dependents. 32 Seventy-three percent indicate that they cannot afford to have a
child. 33
The Turnaway Study reaffirms that the reasons that people seek abortion services are valid
and important. Those who seek but are unable to secure abortions are significantly more likely
to experience long-term poverty than those able to obtain abortion services.34 The Turnaway
Study demonstrates that abortion access denials have significant and long-lasting economic
harms for pregnant people and their families, including increased odds of falling below FPL,
more debt, lower credit scores, and worse financial security for years after the pregnancy. 35
Those who are denied abortions are less likely to obtain college degrees. Achieving life plans
and educational goals can result in improved economic security and, in turn, health. 36 In
contrast, the economic impact of not being able to obtain abortions is compounded by the
health risk of carrying a pregnancy to term in the United States.
Ensuring abortion access enables people to achieve goals related to education, employment,
and a wanted change in residence.37 The Turnaway Study showed that women who receive
abortions are six times more likely to have positive plans for the next year and are more likely
to achieve them. 38 Moreover, when people have control over the timing of having children,
existing and future children benefit. The Turnaway Study showed that children born later to
women who receive abortions experience greater economic security and parental bonding than
those born after abortions are denied. 39

The EACH Act Would Restore and Create a Federal Right to Abortion
Coverage
The EACH Act of 2021 would reverse the Hyde Amendment and related abortion coverage
restrictions. It would restore or otherwise require coverage of abortion services for people who
receive health coverage or care through enumerated federal programs and plans, including:
•
•
•
•
•
•

People who are enrolled in Medicaid, Medicare, and CHIP;
Indigenous people who receive their health care from IHS;
Refugees who receive medical assistance through federal programs for domestic
resettlement and assistance to refugees;
People detained in federal prisons or detention centers, such as immigration detention;
Young people in the care or custody of the United States’ Department of Health and
Human Services’ Office of Refugee Resettlement;
People who are enrolled in government-sponsored health insurance programs or plans
due to a current or former employer relationship, including federal employees and their
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dependents, Peace Corps volunteers; military members, veterans, and their
dependents;
People who receive other coverage, such as through a State health benefits risk pool;
and
People participating in other government-sponsored programs established after the
EACH Act’s date of enactment.

In addition to requiring that these federal health care programs and plans provide coverage,
EACH would create a statutory right to that coverage. Beyond coverage, EACH would require
that the federal government ensure access to abortion services for individuals eligible to
receive health care in its own facilities or in facilities with which it contacts to provide medical
care. This protection is crucial to ensure access for people in federal facilities such as prisons
or detention centers.
The EACH Act also contains important provisions to promote equitable coverage of abortion
services in the private health insurance market. It would prohibit the federal government from
prohibiting, restricting, or otherwise inhibiting insurance coverage of abortion services by state
or local governments or by private health plans, including those in the health insurance
marketplaces established by the Patient Protection and Affordable Care Act (ACA).
Furthermore, it would also repeal Section 1303 of the ACA, which unfairly segregates abortion
services from other health coverage and imposes additional burdens on issuers of Qualified
Health Plans covering abortion services. 40

Conclusion
The United States should recognize and comply with international standards that affirm that
access to abortion and maternal mortality prevention are human rights. 41 A myriad of reforms
are needed to secure equitable access to abortion services for all. Decisively ending the Hyde
Amendment and enacting the EACH Act of 2021 are crucial among them.
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