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Abstract

The particular combination of political-economic, legal, and sociocultural circumstances in which women seek abortion care has a significant impact on legality,
and thus safety. One of the strongest determinants of abortion legality, and in turn, safety, is the degree of stigma attached to it. As such, abortion stigma should
be considered, acknowledged, and addressed as a predictive factor in abortion safety and in reproductive morbidity and mortality risk. The purpose of this literature
review and analysis was to identify global factors that affect the likelihood of women in a given setting being able to access safe abortion, with an eye to reducing the
globally recognized public health risks of negative outcomes from illegal, clandestine, and/or unsafe abortion. Improving access to safe abortion services and reducing
morbidity and mortality related to unsafe abortion is critical to public health worldwide. Women, particularly from marginalized populations, have more access to
safe abortion where the procedure is: 1) subject to fewer legal restrictions, 2) less stigmatized, and 3) covered by a public health system that offers at least some level of
health care to all or most residents. Addressing the various factors that interfere with women'’s ability to access safe abortion and those that stem from and contribute
to abortion-related stigma in particular, is necessary to reduce reproductive morbidity and mortality and improve reproductive health internationally. To successfully
advocate for improvements in women’s health globally demands a greater understanding of the multi-faceted causes and predictors of abortion stigma, abortion

illegality, and the related increased likelihood of unsafe abortion.

Introduction

People across the globe seek abortion in a diverse range of settings.
The quality and accessibilityof care is determined by the diverse range
of circumstances in which it is sought, which are shaped by larger
sociopolitical, economic, and cultural structures affecting those who
seek it. Abortion may be legal or illegal, restricted or quite liberal, safe or
less so, provided free of charge in a national health system or available
only clandestinely, self-induced, socially sanctioned and stigmatized or
widely acceptable, publicly funded and covered by insurance, or very
expensive [1-4]. This particular combination of political-economic,
legal, and sociocultural circumstances in which one seeks care has a
significant impact on the ability to obtain a safe abortion. Ensuring
access to high quality, safe procedures has the potential to reduce the
globally recognized public health burden of negative outcomes from
unsafe abortion [5]. The purpose of the literature review and analysis
described here was to identify and explore relationships between the
broad set of cross-cultural factors that most dramatically affect the
likelihood of being able to access safe abortion.

Obtaining an abortion may entail navigating legal, socioeconomic,
and other obstacles to care [6,4,7]. Improving access to safe abortion
services is critical for reducing reproductive morbidity and mortality
in the form death or injury from pregnancy and abortion or post-
abortion complications. Cross-culturally, women, particularly those
from marginalized populations such as immigrants, rural women’,
those with less access to providers, teens, and those most affected

'Out of regard for current discussions of gender inclusivity and reproductive
justice, | wish to acknowledge that transmen and others besides ciswomen
also seek abortion care. However because the majority of available literature
on abortion stigma, safety, and legality discusses reproductive morbidity and
mortality risks for “women” throughout most of this article | refer to those seeking
abortion and experiencing such risks as women.
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by structural violence,* have more access to safe abortion where the
procedure is:

1. subject to fewer legal restrictions
2. less stigmatized, and

3. especially where it is covered by a public health system that offers
at least some level of health care to all or most residents of a region,
without charging for services.

Successfully improving reproductive health internationally, across
cultural settings, will thus require all of the following:

. Identifying and addressing factors that interfere with optimal
access to safe, high quality abortion procedures, performed by properly
trained providers in clean, sterile settings with appropriate sterilization
of instruments and/or safe medications with proper follow-up care
available;

. Recognizing and addressing bidirectional factors in
abortion access that stem from and contribute to abortion-related
stigma [8] in particular;

*Defined by Farmer, Connors, and Simmons [2008:341] as, “a series of large-
scale forces — ranging from gender inequality and racism to poverty — which
structure unequal access to goods and services,” including health care.
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. Recognizing and addressing interacting and overlapping
relationships between any of these factors that increase the overall
disease burden of resulting complications; and

. Addressing they ways that all of these factors and their
interactions deleteriously affect global health, in order to reduce overall
reproductive morbidity and mortality.

Complications from unsafe and/or illegal abortion are responsible
for 13% of ‘maternal’ [pregnancy-related] deaths annually [3]. Further
underscoring the magnitude of the staggering need for greater access
to safe abortion, an estimated 215 million women in the developing
world wish to prevent pregnancy but have an “unmet need for modern
contraceptives” [9:1]. To successfully improve reproductive health
globally thus demands a greater understanding of the multi-faceted
causes, consequences, and predictors of abortion stigma - and the
related increased likelihood of unsafe abortion or reduced access to
safe abortion.

Throughout this discussion, I use the term “abortion stigma” to
refer to Kumar et al.’s 2009 description,

Abortion stigma has been defined as “a negative attribute ascribed to
women who seek to terminate a pregnancy that marks them, internally
or externally, as inferior to ideals of womanhood

as cited in a more recent publication [8:1], where the author
powerfully reminds us to consider abortion-related stigma not as a
catch-all term for any negative emotion experienced or perceived
in relation to difficulty obtaining an abortion, but rather to identify
and closely examine precisely the structural factors that interact
bidirectionally with both stigma and discrimination to shape access
and experience. That is therefore the task at hand in this article.

As T will demonstrate in the following sections, there does exist
literature showing that those exposed to abortion-related stigma; those
discredited and treated differently for seeking and/or obtaining an
abortion, and/or denied the access to safe abortion that may be available
to those less or not affected by abortion stigma, are more likely to suffer
physical, economic, and emotional effects of forced childbearing, and
the morbidity and mortality resulting from complications associated
with unsafe and/or legally restricted abortion.

Abortion need worldwide

Half of all pregnancies worldwide are unplanned [9] and at least
20% of all pregnancies end in abortion [10]. Despite the consistent
nature of such statistics, recent studies confirm that abortion rates are
somewhat higher in countries where the procedure is illegal or heavily
restricted [11]. About half of abortions performed worldwide are
unsafe’~ procedures performed in less than optimal conditions pose
serious health risks including infection, chronic pelvic pain, infertility,
and death for women worldwide [11,3,10].

Applying a medical-anthropological perspective, rather than solely
epidemiological or clinical approaches, to an examination of factors
in abortion safety allows for a fuller illumination of people’s lived
experiences with the various economic, logistical, and social obstacles

3That said, not all illegal abortions are unsafe, and not all unsafe abortions are
illegal [5]- the important determinant factor is the training of the providers and
the quality of the care provided, and so it is important even in the context of a
literature to be specific in the terminology. lllegal and/or unsafe abortion refers to
any abortion provided in less than optimal clinical settings, which may be a legal
abortion provided in a less than sterile environment, or by a less-skilled provider,
or it could be a high-quality abortion provided somewhere that the procedure is
heavily restricted.
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to abortion access that increase risks for reproductive morbidity. Such
attention to cross-cultural contexts and multidimensional realities can
help inform approaches to expand access to safe, accessible, reproductive
health care overall. One of the strongest patterns to emerge through
my review and analysisis that of the compelling inter-relationships
between abortion-related stigma, abortion legality, and abortion safety,
as Kumar suggests [8]. In particular, there is an apparent bidirectional,
interacting, role between abortion stigma and illegality in producing or
increasing risks for reproductive morbidity. Particular consideration
of abortion-related stigma as a key factor influencing access to both
safe and legal abortion is critical for taking steps to improve abortion
access overall. To safeguard women’s health, in order to reduce the
global burden of reproductive morbidity, we must begin to untangle
this tightly gnarled web of abortion stigma, legal restrictions, lack of
safety, and abortion complications.

Methods

Through keyword searches of several widely used online databases
of medical and anthropological peer-reviewed literature performed
sequentially over an initial six-month period®, I originally reviewed
relevant literature to identify various factors that appeared to
significantly affect women’s access to safe abortion internationally,
including: legality, stigma, safety, availability, and cultural/religious
constraints. Through an iterative, inductive process, I then re-reviewed
all relevant literature found through these searches to more closely
examine relationships between the considered factors in order to
develop a conceptual framework [12] for evaluating the roles of various
factors in international abortion access. The resulting framework
proposed here reveals a range of socio-cultural and political-economic
factors that shape abortion access across regions. The relationships
between factors I propose here is not intended to be exhaustive or
to address all possible variations, but rather reflects the literature
identified and reviewed through the methods described, and my
medical-anthropological analysis of the implications of the identified,
intersecting factors as they bear out in people’s lived experiences with
abortion stigma and reproductive morbidity risk.

Conceptual framework

This review and analysis of existing relevant literature at the time
I evaluated it revealed a close connection between abortion-related
stigma, abortion [il]legality, and abortion safety -- worldwide and in
varying cultural contexts. Research and commentaries published since
the initial review [5,13,14] further illustrate that it is not as simple as
legal = safe or illegal = unsafe in the world of abortion care. Rather,
legal abortion can in some settings be of low quality (particularly where
heavily stigmatized or restricted), and illegal abortion can be safe, when
it is high quality care, offered with good support by trained, qualified
providers (e.g. Women on Waves, Women on Web). That said, at
the time the literatures discussed here were reviewed the a strong
relationship between stigma, legality, and safety did emerge and thus
this relationship is explored and presented at length and in detail.

One of the most important patterns to emerge was in fact a [re]
confirmation of prevailing wisdom among providers and researchers
in the field of abortion care that abortion legality is a strong predictor
of abortion safety, as well as of abortion accessibility [4,15,10,16].
Both legality and safety have been previously associated with the
level of abortion-related stigma [17,18], though the impacts of these

‘The literature review and analysis described here was originally undertaken as
part of a comprehensive doctoral examination. It has since been periodically
updated for the purposes of manuscript preparation.
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connections on resulting morbidity and mortality have not been
comprehensively explored. Reproductive morbidity resulting from
unsafe abortion is not only a direct sequelae of non-sterile or untrained
abortion methods, but can also be the result of abortion illegality, as
having limited or no access to legal abortion may increases women’s
likelihood of receiving unsafe or clandestine abortion services, with
accompanying risks [14]. Women exposed to abortion stigma and
denied safe abortion are more likely to suffer physical, economic, and
emotional effects of forced childbearing; or to suffer morbidity and
mortality resulting from complications associated with clandestine,
unsafe, and/or illegal abortion [13].

Researchers estimate that up to 40% of the world’s female
population lives in countries where abortion is illegal, though the
African continent, Central and South America, and some parts of Asia
are likely over-represented in this estimate [19]. This exposes the subset
of women of reproductive age in these populations to increased risks
of mortality and morbidity related to unsafe abortion and abortion
stigma. The legality of abortion in different geographic regions of the
world also varies widely, with a greater frequency of legal abortion
noted in European, North American, and Asian countries.

Atthetime of theinitial literature review upon which this conceptual
framework is based, abortion was illegal or heavily restricted in most
African countries [20,7,21-23], with the exceptions of South Africa
[24], Tunisia [25], and possibly soon, Sierra Leone [26]. In the case of
Sierra Leone, the Parliament voted overwhelmingly in December 2015
to make abortion legal in the first trimester of pregnancy for the first
time in that country, but the president refused to approve the new law,
and sent it back to Parliament, where it now remains in limbo [26].

In Latin America and the Caribbean, abortion is illegal or restricted
in most countries [18,19,26-28]. Notable exceptions are some parts of
Mexico including the Distrito Federal [29], Colombia [30], Uruguay
under limited circumstances [31], Puerto Rico and a few other
Caribbean islands [32], including Cuba [33].

In Europe, abortion is legal and widely available at least in the
first trimester in many countries, but not all [17,29,30,34-36]. Spain,
and autonomous nations considered part of Spain [e.g. Catalunya]
joined most of their European Union neighbors when 2010 reforms
made abortion for any reason in the first trimester legal, with some
limitations maintained after that point [32], though this new ruling
was immediately threatened to be overturned at any time by the
subsequently elected right-wing conservative government in Madrid,
which repeatedly vowed to reverse reforms and in fact restricted legal
access for minors in late 2015 [37]. While many women in Europe can
access early legal abortion, often through national or public health
systems, women in need of second-trimester care face more obstacles
and delays [38].

Global patterns in abortion-related stigma, legality,
and safety

Data on abortion-related stigma are unavailable for many
countries, but certain patterns are apparent. A comparatively higher
level of abortion-related stigma is documented in Africa, where
abortion is heavily restricted or illegal, and frequently unsafe, with few
exceptions. However, in Tunisia, a rare example of an African country
where abortion is legal, abortion stigma is relatively lower [25]. Perhaps
this rare example of legal abortion in this African country persists
because levels of stigma are comparatively lower, or perhaps stigma is
lower because the procedure is still legal. The bidirectional relationship

Front Womens Healt, 2016 doi: 10.15761/FWH.1000111

between lower levels of abortion stigma and greater abortion legality,
where these overlap, warrants further study.

North America

Abortion in North America tends to be very safe where it is
legal, with estimated complication rates at less than 0.01% for early
procedures in the U.S. [1]. Nonetheless, high levels of abortion-related
stigma may deter women from seeking abortion follow-up care when
needed, even where it is legal [17]. Women delayed into the second
trimester of pregnancy because of various obstacles [including a
reported fear of encountering negative reactions from partners, family,
and protesters outside clinics — tangible evidence of anti-abortion
stigma] face increased risks of complications the later into a pregnancy
they are delayed [32,35].

Abortion stigma is relatively low in Canada (compared to the
Unites States), where abortion is legal and offered through a national
health system [39,40]; Johnson et al. 2004. In the United States, where
abortion restrictions vary by state but are present in almost all, and
where women encounter many obstacles to care despite the legal and
constitutional right to seek it [1] abortion stigma serves as a persistent
barrier to care or source of delays [16].

Asia

In Asia, abortion-related stigma is lower in countries where
abortion is legal, and variations in both legality and stigma appear to
more clearly correlate with religious attitudes, based on the available
literature [22,41]. In Asian countries where abortion is heavily
restricted and/or widely unavailable, levels of abortion-related stigma
appear to be high [42,43]. While India’s regional public health systems
cover abortion, many women reportedly seek abortion primarily
from private, often clandestine, providers, in part because in rural
areas it may be harder to reach legal providers and because of a lack
of widespread information about the option of legal abortion [41]. In
South India, where public health programs are widely used, abortion is
not as stigmatized [43] perhaps due also to the relatively greater gender
equality in states like Kerala. Bangladesh is a curious case, as abortion
is illegal in almost all circumstances — yet women are able to access
relatively safe early abortion by seeking a similar procedure, referring
to it as ‘menstrual extraction’ [42]. The presence of an alternate
abortion method seemingly accepted as an approach to ‘miscarriage
management’ or used to bring on a late period offers a less-stigmatized
avenue for women seeking safe abortion, even in the context of abortion
illegality [42]. This is one example of the illegal-does-not-always-mean-
unsafe conundrum to which Ganatra, Gerdts, and others refer.

Abortion is safe or relatively safe in Vietnam, where it is covered
by the national health system [21]. In Nepal, abortion is relatively safe
for women who can afford to go to private clinics for a legal procedure,
but 20% of “maternal” (i.e. pregnancy-related) deaths there are still
attributed to complications from clandestine care sought by Nepalese
women who cannot afford private care, or who continued to assume
abortion was illegal after it was legalized [41].

Abortion stigma can be so powerful that women assume a legal
procedure is unavailable, and seek it through extra-legal, potentially
lower quality, less-safe avenues. That said, Asian countries with
legal abortion and low levels of abortion stigma, or where abortion
is available under the guise of a less-stigmatized procedure such as
menstrual extraction, also tend to have very low abortion complication
rates.
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Latin America and the Caribbean

In Latin America, widespread use of folk remedies and herbal
preparations, or off-label use of medications obtained over the counter
[all used to self-induce an abortion] may contribute to under-reporting
of abortion complications and higher rates of unsafe abortion [26,19].
Even in the few places in Latin America where abortion is legal, unsafe
abortion is a serious public health concern and safe abortion in a
clinical setting is often difficult to obtain [13,17,24,27,44,45].

Abortion is legal and less-stigmatized in Cuba and Puerto Rico,
two of the few places in Latin America and the Caribbean where the
procedure is legal and available, while even in other Latin American
and Caribbean countries where abortion is decriminalized or legal
in some areas or under certain conditions, stigma is still a significant
obstacle to safe abortion [13,17,27,24,44].

Europe

In Europe, abortion stigma is relatively low in the many countries
where abortion is legal and offered through public health systems at
least in the first trimester, as compared to countries where it is illegal
or restricted (e.g. [34]). There is regional variability, with some Eastern
European countries experiencing higher rates of abortion stigma, for
example Poland [40]. Nevertheless, abortion is quite safe in much of
Europe, due in part to the relative lack of legal restrictions at least in
the first trimester, and the availability of public health systems in most
countries that typically include at least some level of coverage for early
abortion [28,46,37].

Spain and the autonomous regions considered part of Spain (e.g.
Catalunya) joined most of their European Union neighbors in 2010
when abortion for any reason became legal in the first trimester,
with specific limitations maintained after that point. However, this
new ruling was repeatedly threatened with being overturned by the
subsequent conservative government in Madrid [33].

As a notable exception to the relatively widespread legality of [at
least first-trimester] abortion in Europe, levels of abortion-related
stigma are high in Ireland, where abortion is entirely prohibited and
culturally taboo, in the context of conservative Catholicism [41].
Thousands of Irish women and immigrant women in Ireland seeking
abortion travel to England each year for the procedure, producing an
additional economic burden related to travel costs and time away from
work [47]. Abortion is also more stigmatized and less-accessible in
Poland, where women must pay privately for the procedure, meaning
access is stratified by class [45]. Abortion is illegal under all or most
circumstances (only to save the life of the woman) in Ireland, Andorra,
Malta, Monaco, and San Marino [48] though some women from these
countries travel to other European nations to seek abortion (author’s
unpublished fieldnotes).

Africa

Africa has unfortunately been largely left out of this part of the
discussion, as few countries in the region offer legal abortion, and there
was a comparable dearth of information about abortion accessibility on
the African continent at the time the literature review was conducted -
though no less global emphasis on the impact of reduced access to safe
abortion on health and safety. The African Charter on the Rights of
Women [43] enjoins African countries to take appropriate measures to
protect the reproductive rights of women by allowing abortion in cases
of sexual assault, rape, incest, and when a pregnancy endangers the
health or life of the woman or her fetus, yet based on available literature
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at the time of the review described, Tunisia and South Africa appeared
to be the only African countries where abortion was both legal and
accessible [5,13]. Sierra Leone is now also on the brink of abortion
legalization, pending the current president’s (unlikely) approval of a
popular late 2015 parliamentary bill [25]. With such reduced access to
legal and/or safe abortion, the continent of Africa still accounts for half
of all deaths related to unsafe abortion worldwide [9].

Overall, it appears that in terms of legal restrictions, where women
must obtain government or provider approval for exceptions to
prohibitions on abortion, such as in cases of rape, incest, and other
‘extenuating’ circumstances, these requirements often result in delays
or denials of care. Such delays and outright prohibition can compromise
confidentiality and result in increased risks for complications, while
legal restrictions on abortion generally compromise abortion safety,
worldwide.

Contexts of abortion stigma: Culture, politics, &gender
roles

Various cultural and political settings or factors can increase the
risks for or impacts of abortion-related stigma, resulting in greater
negative mental and physical health effects for women who encounter
stigma, and whose access to safe abortion is thus reduced [15,16].
‘Culture’ as a factor in access to various forms of health care is poorly
represented in epidemiology. This is an area where contributions from
medical anthropology and other ethnographic disciplines are sorely
needed, and of great value.

In any setting, the impact of particular cultural dynamics, including
the role of religious traditions, may affect abortion legality and safety,
abortion-related stigma, and relationships between these. An analysis
of the limited literature on cultural factors reveals locally specific but
also globally recurring patterns in abortion access. Abortion-related
stigma is closely linked to cultural attitudes about gender roles for
women, especially with regards to pregnancy, in settings where culture
and religion shape gender role expectations [16]. Across most societies,
cultural beliefs and values surrounding women’s identities as mothers
and nurturers appear to impact the degree to which women are trusted
with decision-making about unplanned or ill-timed pregnancies,
versus ingrained cultural or societal expectations that husbands or
fathers, or even (predominantly) male doctors have the ultimate say in
determining the course of a pregnancy (e.g., Kumar et al., 2009).

In more patriarchal countries and cultural settings where the
number of children a woman has is important to her husband’s
status, as is often assumed to be the case in much of the Middle East
and Asia, and/or where cross-cultural ideas about women’s ‘natural’
or expected role as mothers predominate and are reinforced by social
policy that does not adequately compensate domestic labor, such
cultural values and attitudes may be assumed to serve as prohibitive
barriers to access for women who would seek to terminate an ill-
timed pregnancy, or may, conversely, motivate women to secretly
seek abortion even when doing so is medically and/or socially risky or
involves pursuing clandestine methods. An awareness that cultural and
religious attitudes about abortion serve as powerful sources of stigma
in places where abortion is illegal, restricted, or difficult to obtain
can also inform an understanding of the lengths that women will go
to in order to obtain clandestine abortion despite associated risks for
reproductive morbidity. These are areas ripe for further ethnographic
and anthropological research, with an ever-present awareness of the
great sensitivity to cross-cultural variations in belief systems, and emic
perspectives needed.
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Political and cultural constraints

Structural violence is a term often heard in medical anthropology
and originally used by Johann Galtung in 1969 to describe the ways that
institutionalized gender, class, and ethnic inequalities are maintained
and perpetuated by governments and institutions, such as health
systems, education, and social service bureaucracies and those in
power, to negatively impact people’s lives [20]. Structural violence is
recognized as an important driver of various political-economic factors
in abortion access [1,7] and shapes cultural and social attitudes and
expectations related to pregnancy-related behavior. Moreover, political
forces and culturally shaped structural constraints that compel the
continuation of an unwanted pregnancy and force women to raise a
child they do not feel prepared to care for when they cannot access
abortion must be seen as a further form of structural violence that
affects physical and mental health. Women are already more likely
than men to live in poverty internationally, so each setback or challenge
that disproportionately increases women’s likelihood of ending up
in, or deeper in, poverty [such as a unique biological vulnerability to
pregnancy] exacerbates this dynamic. Additionally, the experience
of single motherhood or parenting in the absence of adequate social
support, can keep or push women and their children into socially
marginalized categories where they are more affected by various forms
of institutional oppression and deprivation than are their biologically
male counterparts.

For example, preventing or delaying women in poverty in the
United States from obtaining federally-entitled Medicaid coverage
that [in some states], pays for abortion is a specific form of structural
violence that effectively deprives people already affected by gender
inequality and economic deprivation of access to legal abortion and
other forms of health care [4,1] [Ostrach & Cheyney, 2014]. By affecting
people across a broad spectrum of settings where abortion legality and
availability vary widely, abortion-related stigma plays a notably strong
role in increasing the risks of morbidity related to abortion, often
regardless of the particular legal restrictions on abortion, or lack there
of, in a given setting. When even a woman who ostensibly has full legal
access to abortion cannot in fact obtain an abortion, merely because
she is more likely to be in poverty due to her gendered social status
and lower earning potential, and then has difficulty obtaining Medicaid
coverage for an abortion due to the abortion stigma that uniquely
affects pregnant women in need of Medicaid coverage for abortion
services, this doubly gendered form of discrimination exemplifies
multiple ways that structural violence impacts the role of abortion
stigma in influencing abortion legality, accessibility, safety, and access.

Deleterious health effects of abortion stigma

Abortion-related stigma, and the ways it is enacted upon those
who seek or obtain abortion [49,50], is a particularly insidious
and destructive form of structural violence insofar as it threatens
physical and emotional health, and status, and affects people already
disproportionately vulnerable to physical and social suffering on
biological, economic, political, social, and medical levels [51].
Anything that further predisposes women to greater risks for being
forced to carry an unwanted pregnancy to term, or to suffering physical
and mental health complications from unsafe abortion and abortion
stigma, exacerbates such vulnerabilities.

The vast majority of abortion-related deaths and serious injuries
resulting from illegal and/or unsafe abortion occur in the developing
world - while illegal abortion is not always unsafe, and vice versa,
seeking abortion under circumstances of illegality disproportionately
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means women risk grave injury or death resulting from unsafe abortion
[9,19]. When people do not have straightforward, unstigmatized access
to legal, openly available, safe, high quality abortion services, they may
feel compelled to seek lower quality, clandestine, often unsafe care [52,53].

Carrying an unplanned or ill-timed pregnancy to term can also
result in poor mental or physical health, or psychosocial outcomes -- in
one recent study, teen women who carried an unplanned pregnancy
to term had higher rates of depression, low self-esteem, and low self-
worth than their counterparts who obtained abortion [54-61]. Ongoing
long-term research evaluating the physical, economic, financial, and
psychological impacts of being denied a wanted abortion on women
and the children they are forced to bear identified a greater likelihood
that such women are statistically more likely to be in poverty, raising
(a) child(ren) without partner or family support, and/or more likely
to be in an abusive relationship, several years after being denied an
abortion, among other troubling health and social consequences of
being denied a wanted abortion [62].

Together, these findings suggest that the negative effects on mental
and physical health that result from abortion-related stigma must be
seen and measured as particular forms of reproductive morbidity that
uniquely impact women affected by abortion stigma. By increasing
risks for negative mental and physical health sequelae related to
stigmatized, unsafe, and/or illegal abortion, abortion stigma makes
some abortions less safe, or makes abortion more likely to be illegal,
in some settings. When the immediate negative health impacts of
abortion-related stigma are considered alongside the negative physical
health effects and reproductive morbidity risks of unsafe abortion, the
overall health burden of abortion stigma as it affects abortion safety
[often as a function of illegality] is clear.®

Discussion

The strong bidirectional relationship between abortion stigma
and abortion legality is evident in the literature discussed above.
High levels of stigma are strongly correlated with abortion being
illegal, while illegal abortion appears to be more highly stigmatized.
Illegal abortion also tends to be less safe. A growing body of research
increasingly documents how the emotional and psychological effects
of abortion-related stigma, though not abortion itself, have significant
impacts on mental and physical health [16,55]; and on perceptions of
the availability of safe abortion [24]. When women perceive high levels
of abortion stigma, they may perceive abortion as less accessible, or
assume it is illegal even when it is not [24]. I also suggest that when
women are more affected by abortion stigma while obtaining care,
they may be less likely to comply with follow-up instructions or to seek
needed attention for rare but serious complications, increasing risks
for various preventable but harmful sequelae [see Ostrach & AbiSamra,
forthcoming].

The literature reviewed for this project, evaluated together,
overwhelmingly demonstrate that abortion-related stigma is a key
factor in the persistent illegality and un-safety of abortion in many
regions of the world, especially in Asia, Africa, Latin America, and some
parts of Europe -- despite global recognition of links between abortion
legality and safety. Even though the World Health Organization
and other global bodies widely acknowledged as leading experts on

The particular interactions between structural abortion-related stigma, difficulty
complying with follow-up care instructions or seeking aftercare, and resulting
complications such as infection or hemorrhage, producing a stigma-related
reproductive health syndemic, are the focus of ongoing research by this author
and a colleague, forthcoming elsewhere.
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reproductive safety and health policy have identified reducing illegal
and unsafe abortion, and increasing access to legal, safe abortion as
global priorities, nations strongly affected by abortion stigma continue
to maintain and promote abortion restrictions - risking the health of
their residents. Much new literature has been published since the initial
review conducted for this project, which appears to only more strongly
support the arguments advanced here.

The persistent power of abortion stigma, as it is used to justify
making abortion less safe and less legal in order to restrict women’s
health and liberty, also lies in the powerful cultural symbolism of
certain idealized social characteristics, widely accepted as inherent to
women, which abortion “transgresses,” [17:4] by potentially allowing
women a way to opt out of fulfilling asocially and culturally prescribed
maternal role [though of course, most women seeking abortion
already have children]. The cultural and gender role expectations
upset by such ‘transgressions’ are, namely, dominant cross-cultural
perceptions of women as ideally fertile, maternal, and nurturing under
all circumstances. For example, even women in the western United
States interviewed about their experiences accessing safe, legal, publicly
funded abortion described feeling pressure to overcome negative
stereotypes about the ‘type’ of woman who has an abortion, before
feeling able to go to an abortion clinic [1].

The connections between abortion-related stigma and abortion
restrictions, and/or between a lack of safe abortion services and the
deleterious mental and physical health effects of abortion-related stigma
even where the procedure is legal and nominally available illustrate the
importance of evaluating the damaging emotional and physical health
effects of abortion-related stigma as a particular form of reproductive
morbidity risk that results from gender role expectations and structural
violence disproportionately affecting women worldwide. The threat
of this sociocultural and political-economic form of reproductive
morbidity risk influences overall health risks, contributing to global
reproductive morbidity and mortality burdens.

Gendered power dynamics at the family, community, societal, and
cultural levels mean that decision-making about pregnancies is also
constrained by cross-culturally varying ideas about who in a family
or marriage makes decisions about family planning [57] or by the
availability of traditional methods that may be considered or not, in
part based on transmission of knowledge shared inter-generationally
by women. In any country or setting where abortion is stigmatized,
restricted, unsafe, or illegal, women may risk their health or their lives
to obtain clandestine abortion services in spite of, or perhaps because
of, the varying cultural and religious pressures that limit access to safe
abortion.

In settings where abortion is highly stigmatized, healthcare
providers’ attitudes about abortion [informed and shaped by their
own cultural expectations] may also influence access to care [58].
Recent research [59] further confirms the deleterious effects of
abortion-related stigma on women’s health and safety, concluding that
stigmatization of abortion may in fact limit the number of providers
trained and prepared to provide safe abortion and abortion follow-up
services, endangering those worldwide who seek care but cannot find a
skilled provider. Equally troubling, abortion-related stigma may deter
some from obtaining a wanted abortion, instead forcing them to carry
an unwanted pregnancy to term, which in turn increases women and
children’s risks of ending up in poverty, abuse, or other vulnerable
situations [54].
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When we understand abortion-related stigma as not only a
social or cultural phenomenon, but as something deliberately or
unconsciously structured and institutionalized through structural
violence and cultural conditioning as part of gender role expectations,
the power of such stigma to serve as a barrier to safe abortion access
and as a threat to health and safety becomes impossible to ignore. The
impact of stigma on access to safe abortion persists cross-culturally and
globally. In countries where abortion is illegal and/or unsafe, structural
violence serves as a useful framework for defining the subjugated
political and social statuses of those who are often denied the ability
to make decisions about their own health and childbearing plans, as
well as describing larger political-economic contexts that unjustly keep
women, particularly ‘third-world’ and women of color, in poverty;
more likely to encounter obstacles to safe abortion [1,21,60].

Of course, some of these factors are also at play even in settings
where abortion is nominally legal but complicated to access,
particularly when high levels of stigma are noted, such as in the United
States [16,50,61].

Structural violence has the potential to affect reproductive
morbidity when poverty, low social status, and institutionalized sexism
[as seen in gender pay gaps, greater vulnerability to violence, and
greater likelihood of being in poverty], prevent women from accessing
legal and safe abortion, thereby increasing risks for abortion-related
morbidity and mortality caused by delayed or unsafe abortions. Even
where abortion is legal and can be accessed safely, the most socially
and economically marginalized women are more likely to encounter
delays and obstacles that may relate to various forms of stigma
[1,16,17,50,61,62].

Conclusion

A range of socio-cultural and political-economic factors, not least
of these being stigma, structure access to safe, high-quality abortion.
All of these interlocking and mutually reinforcing elements carry
significant health implications, resulting in a tangled web of stigma,
lack of safety, restrictions, and risk. When legal restrictions and
abortion-related stigma present obstacles to abortion access, affect
abortion safety, and increase risks for suffering from complications
related to unsafe abortion, the economic, political, social, and cultural
contexts that produce such obstacles are responsible for negative health
outcomes in the form of increased reproductive morbidity.

Institutionalized gender role expectations, including cultural
norms that dictate women’s ‘ideal’ roles as mothers, and the widespread
poverty that disproportionately affects women, function as forms of
structural violence that produce and promote abortion-related stigma,
maintain or contribute to conditions of abortion illegality and/or
unsafety, and constrain women’s options for making decisions about
the course of their reproductive lives. For women in poverty, living
under conditions of abortion illegality, unavailability, where abortion
is unsafe, and/or living in settings where levels of abortion stigma are
high, these political-economic and socio-cultural realities limit their
lives and choices, negatively affect their health,and increase their risks
of dying or being seriously injured by an unsafe abortion. The mental
and physical health effects of abortion-related stigma, in addition to
the negative physical and social outcomes suffered by women denied
abortion [56] must also be taken into account when tallying up the
numbers of women at highest risk for reproductive morbidity and
mortality and associated suffering.

By this measure, if we consider the physical and emotional
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sequelae of abortion stigma as a form of reproductive morbidity,
women in countries where abortion is legal but heavily restricted and/
or stigmatized, such as the U.S., may be just as much at risk, despite a
typical stereotyped image of women in developing countries as being
more in danger of the deleterious effects of restricted access to safe
abortion. Medical literature and research already address the clinical
aspects of illegal and unsafe abortion - this article contributes to and
calls for a broader perspective on the cultural and social factors that
affect abortion-related stigma, and with it, true access to safe abortion
and reductions in reproductive morbidity and mortality.

The conceptual framework developed through this review and
analysis reveals the wide range of socio-cultural and political-economic
factors that shape abortion access, internationally. This framework
specifically demonstrates that an increased likelihood of reproductive
morbidity related to illegal and/or unsafe abortion can be predicted
in the followings situations: where legal restrictions on abortion exist,
abortion is less accessible, though no less frequent. In such settings,
the risks of complications from abortion are greater, and women are
more likely to die from unsafe abortion. Where abortion is illegal or
heavily restricted, high levels of abortion stigma are usually seen, and
where abortion is stigmatized, it appears more likely to be illegal or
restricted. Where cultural and religious attitudes prohibit abortion or
make it controversial/contested, levels of abortion stigma are higher,
the procedure is more likely to be illegal, and safe abortion procedures
are harder to obtain. Finally, abortion-related stigma, as a factor unto
itself, increases risks for reproductive morbidity, including the well-
documented negative mental health outcomes that result from abortion
stigma itself, rather than from the procedure (e.g. research conducted
by Cozzarelli and co-authors and by Jocelyn Warren).

In light of these patterns that predict increased risks for
reproductive morbidity related to stigmatized, unsafe, and/or illegal
abortion, continuing efforts to improve access to safe abortion
and reduce deleterious reproductive health outcomes worldwide
must acknowledge and address abortion-related stigma, structural
violence, and cultural and social factors that limit reproductive health
care options and negatively impact reproductive health. It will be
impossible to untangle the threads that tie abortion stigma to legality,
legality to safety, and each of these to morbidity, in order to meet global
reproductive health goals, until we do so.
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