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Good morning, Chairwoman DeLauro, Ranking Member Cole and members of the
Subcommittee.

My name is Dr. Herminia Palacio. I am the President and CEO of the Guttmacher Institute, a
nonprofit research and policy organization committed to advancing sexual and reproductive
health and rights in the United States and globally. Today, I bring my perspective as the leader of
an organization that has collected and analyzed data about the provision of abortion in the United
States for more than 50 years, and has tracked state abortion policy since the early 1970s.

I also bring 30 years of public health and health care experience, including 15 years practicing
internal medicine at San Francisco General Hospital during the height of the HIV/AIDS
epidemic. My patients experienced firsthand how supportive—or oppressive—federal and state
policies could be with respect to their sexual health, reproductive autonomy and health care
access.
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September 2020 marked 44 years since Congress first approved the Hyde Amendment. This
policy has unjustly withheld abortion coverage from people enrolled in Medicaid for decades
and—in real-people terms—for multiple generations. Removing this ban is a critical first step
toward ensuring people can get the abortion care they need.

I will highlight three main points backed by science and evidence:

1. Abortion is a health care experience shared by many people.
One in four cisgender women in the United States will have an abortion in their lifetime.1
Likewise, trans men and gender nonconforming individuals can also become pregnant and
require access to the full range of pregnancy-related care.

Abortion patients include people of every race, religion and socioeconomic group, and the
majority are already parents.2,3 Nonetheless, 75% of abortion patients in the United States have
low incomes, and the majority are people of color.

2. The harmful burdens of the Hyde Amendment are intentionally and unjustly imposed on
Black and Brown people, and on people with low incomes.

In other words: The Hyde Amendment targets people who have been historically marginalized
and who are bearing the greatest brunt of the current pandemic.
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We are now nine months into a pandemic that brings into sharp relief racial, gender and
economic injustices—issues core to the subject of this hearing. Research conducted by my
Guttmacher colleagues in April and May offers an early look at the pandemic’s implications for
sexual and reproductive health.4 Notably, 34% of women reported wanting to delay getting
pregnant or to have fewer children because of COVID-19.

These changes were more common for women belonging to groups who already experience
systemic health and social inequities. For example, 44% of non-Hispanic Black women and 48%
of Hispanic women wanted to delay pregnancy or have fewer children because of COVID-19,
compared to 28% of non-Hispanic White women.4 Lower income women (37%) were also more
likely than higher income women (32%) to indicate these changes in fertility preferences.

At the same time, non-Hispanic Black (38%) and Hispanic (45%) women were more likely than
non-Hispanic White women (29%) to experience delays of sexual and reproductive health care
or to have trouble getting their birth control because of the pandemic. 4 These barriers were also
more commonly experienced among lower income women (36%) than higher income women
(31%).

These findings provide a snapshot of how COVID-19 is compounding existing inequities by
disproportionately affecting the sexual and reproductive health of Black, Brown and low-income
communities—communities that are also often blocked from affordable abortion care by the
Hyde Amendment. Whether it is a global health pandemic or racist policies like the Hyde
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Amendment, the consequences fall hardest on people already marginalized by systemic
discrimination.

This is where health insurance comes in. The importance of health insurance to defray costs of
medical care in the United States cannot be overstated. It helps patients gain entry into the health
care system, get the care they need, and avoid large and often unanticipated medical bills.5
Health insurance also saves lives: Research demonstrates that thousands of premature deaths
have been averted in states that expanded Medicaid under the Affordable Care Act.6

Abortion is precisely the kind of medical care for which health insurance is critically important.
On average, an abortion at 10 weeks’ gestation costs around $550—which could be someone’s
entire rent payment—and the cost increases over time.7 Associated expenses such as unpaid time
off from work, childcare and travel increase the financial burden and are exacerbated by
restrictions that make abortion more difficult to access. This is a large a financial burden for
millions of Americans: Even before the current recession, 24% of American households had less
than $400 in the bank and 37% would have struggled to cover an emergency expense of $400.8,9

Yet, the Hyde Amendment intentionally leaves millions of people who are already struggling
financially without abortion coverage. As of 2018, more than 7 million women aged 15–44
enrolled in Medicaid lived in the 34 states and the District of Columbia where abortion coverage
was not available because of the Hyde Amendment.10 Three million of these women were living
below the federal poverty line.
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Black and Brown women are disproportionately likely to be insured through Medicaid and
therefore subject to the Hyde Amendment’s restrictions. In 2018, 31% of Black women and 27%
of Hispanic women aged 15–44 were enrolled in Medicaid, compared with 16% of White
women.11 These Medicaid enrollment patterns are themselves the legacy of oppressive laws and
policies too expansive to cover in this testimony; I will only note that the evidence linking
structural racism to social and economic inequality is abundant.

As our country undergoes a racial reckoning, I want to be clear: The Hyde Amendment is a racist
policy.

3. The adverse consequences of withholding abortion coverage are serious and long-lasting.

People struggling to pay for abortion care report diverting money from other urgent needs, such
as paying rent and utilities or even feeding their family.12 Others rely on family members for
financial help, receive financial assistance from clinics or sell their personal belongings.2,12,13
These are unconscionable sacrifices to require of people and their families in order to access
health care.

Many people with low incomes experience delays accessing abortion care because of the time
and effort needed to pull together funds: Fifty-four percent of women in the Turnaway Study
(which examined the consequences of receiving an abortion compared to continuing an
unwanted pregnancy) reported that having to raise money for an abortion delayed their care.14
Moreover, people can get caught in a cruel cycle, in which delays associated with raising the
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money can lead to additional costs and subsequent delays. The median cost of an abortion in the
second trimester is 2–3 times more than in the first trimester.7

Because of these challenges, Medicaid coverage can mean the difference between getting
abortion care and being forced to continue a pregnancy. A literature review conducted by the
Guttmacher Institute concluded that among women with Medicaid coverage subject to
restrictions like the Hyde Amendment, one in four who seek an abortion are forced to continue
the pregnancy.15

Forcing someone who wants an abortion to continue a pregnancy is a violation of their
reproductive autonomy. Moreover, it is tantamount to requiring them, against their wishes, to
accept the risks of pregnancy- and labor-related complications, including preeclampsia,
infections and death.

The United States has the highest maternal mortality rate among developed countries, with
dramatic but preventable racial inequities caused by systemic racism and provider bias.16 Black
and Indigenous women’s maternal mortality rates are 2–3 times the rate for White women, and
4–5 times as high among older age groups.17

I ask you to reflect on these overlapping and perverse indignities: The Hyde Amendment
disproportionately withholds abortion coverage from communities of color, a potential
consequence of which is being forced to continue a pregnancy in a system in which Black and
Indigenous people are astonishingly more likely to die.
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Moreover, the risks of other consequences do not end with a safe delivery. The Turnaway Study
found that denying wanted abortion care can have adverse consequences for women’s health,
safety and economic well-being.18 For example, among women experiencing intimate partner
violence, being forced to carry an unwanted pregnancy to term can delay separation from the
partner, resulting in ongoing exposure to violence.19,20

In addition, compared with women who get the abortion they seek, women who do not obtain a
wanted abortion have four times greater odds of subsequently living in poverty.21 They also have
three times greater odds of being unemployed, and they are less likely to be able to have the
financial resources for basic needs such as food and housing. These consequences are not shortlived: The negative financial impacts of denying abortion care can persist for several years.22

In sum, the Hyde Amendment has been unjust and harmful from the very beginning. Today, it
exists as part of a broader landscape of abortion restrictions that work together to place enormous
burdens on people seeking abortion care—burdens that push abortion out of reach when they
prove insurmountable. Shamefully, six in 10 women of reproductive age in this country live in
states with policies that are designed to create barriers to abortion care.23

Moreover, while this subcommittee is focused specifically on the Hyde Amendment, this
policy’s broader legacy extends throughout federal policy. Congress and the executive branch
have used the Hyde Amendment as a model for analogous restrictions on abortion coverage for
people insured or receiving health care services through other federal government programs. 24
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This includes federal employees and their dependents, military personnel and their dependents,
veterans, Peace Corps volunteers, American Indians and Alaska Natives, people held in federal
prisons or detention centers, and people with low incomes in the District of Columbia.

When someone decides to have an abortion, they should be able to do so with dignity, on the
timeline that meets their needs, and with affordable, equitable access to care. Anything less is a
fundamental violation of reproductive freedom and autonomy. It is also in direct violation of
widely accepted standards of quality of care, particularly the tenets of patient-centered, timely
and equitable care.25

Congress—starting with this subcommittee—has both the opportunity and ethical imperative to
lead toward reproductive justice, beginning with this first step of eliminating the Hyde
Amendment. I thank you for this opportunity and look forward to answering your questions.
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