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Abortions have existed since time immemorial and are one of the most 

common and safest medical procedures. But the stigma that often 

surrounds abortion and anyone associated with it—women, providers, 

pharmacists and advocates—contributes to abortion’s social, medical 

and legal marginalization.  

Abortion stigma plays out on so many levels.  Women who need 

abortions face stigma and may even perpetuate it, as do providers 

of abortion services.  Entire communities separate, stereotype and 

discriminate against women who need abortions. Legal frameworks 

create categories of “acceptable” and “unacceptable” abortions. And 

abortions have been separated from comprehensive reproductive 

health-care services and insurance programs, as well as totally 

dissociated from family planning.   

In the United States, abortion has become a lynchpin in our political 

debates and cultural wars and the sentiment has spread to  

other countries. 

In many of the countries where Ipas works in the global south, 

when women feel shame about abortion and can’t access accurate 

information, they often delay care or turn to untrained, unsafe 

providers, increasing the likelihood for complications and injuries, 

even death.  

At Ipas, we’re working to understand the manifestations of abortion 

stigma and develop strategies to combat it. In this issue of Because, 

we highlight some of what we’ve learned. We welcome your feedback, 

as always. Send e-mails to because_magazine@ipas.org. 
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By Paige Johnson

Abortion was a rite of passage for most of the girls 

I knew in the small southern town where I spent my 

teenage years in the 1980s. If you knew about it, the Pill 

was available at the local health department but you had 

to drive two towns over, which required a car and a good 

excuse for disappearing after school.

Even if you knew about the health department, where 

the mother of one of our most popular football players 

worked, there was the whole issue of admitting to 

having sex. Only whores went on dates planning to do 

it. Many of us were saving ourselves for marriage and, if 

that didn’t work out, we could always ask for forgiveness. 

But birth control was a premeditated sin. 

Some boys may have carried condoms but I suspect 

many of them thought having one might insult the  

girl’s virtue. 

So teenagers did what teenagers have been doing 

forever, they pulled out. Since teenage boys aren’t known 

for great restraint, most girls I knew ended up pregnant 

at some point. 

Back then teenage pregnancy wasn’t a glorified star-

studded alternative. Despite the suffocating milieu, many 

of the girls I knew had dreams of college. They wanted 

more than what our town offered. So they made the trip 

to Birmingham to have an abortion and get their first 

prescription for birth control pills. No dreams deferred. 

Abortion was legal but it still seemed clandestine in 

many ways. Young women did what they needed to 

do to get the money, went to Birmingham or Atlanta 

and then returned to life as normal. Having an abortion 

gave these women their lives back but, unlike other 

civil rights, the secrecy surrounding it meant that it was 

rarely a point of pride or a reason to vote.  

I’ll never forget one shopping trip in 1984. We were 

circling around the Limited’s sales rack, searching for 

deals and talking politics. It was an election year and 

we’d all just turned 18. I said, “Ronald Reagan is against 

abortion.” One of my Reagan-loving friends, who had an 

abortion at 16, and who was blissfully shopping for cute 

shorts before going off to college, turned and said to me 

with the roll of an eye, “That’s just one issue.” I longed to 

ask what issue mattered more. 

 

a rite of 
passage
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Of course, hypocrisy knows no boundaries. The year 

I moved to New York City for graduate school, I was 

assigned a Roman Catholic suitemate. She told me she’d 

marched for life in Washington, D.C., and written her 

undergraduate thesis against abortion. She was in law 

school, living her second-generation immigrant  

family’s dream. 

One night she came to my room and said her period was 

late. She told me emphatically that she was not giving 

up school. She and her boyfriend had decided to have 

an abortion. In fact, they had already been through this 

before. They got pregnant as undergraduates and chose 

abortion then. I don’t know if she had the abortion before 

the March for Life or after the anti-choice college thesis 

but she managed to work it in. 

She got her period the next day and told me that it must 

have been the confession. 

I suppose she believed it but her confession was as 

maddening as my friends who voted for Reagan. 

Abortion is a life-giving, life-saving, dream-granting, 

mistake-forgiving medical procedure. No one likes being 

told what they should be grateful for but I don’t know 

anything more life-changing or central as the right to 

decide when to have a child. 

Years later most of the young women I knew growing up 

became mothers. They have children they adore. They 

are better parents for having waited. Yet, few of them see 

abortion as I do, as a cornerstone of the life they’ve built 

for themselves. 

I might fault them if I hadn’t been there but I’ll never 

forget the day in 11th grade when our biology teacher 

went down the row asking each girl to say what she 

would do if she got pregnant. Would she have an 

abortion or have the baby? 

I knew what I would do. I would never give up my dream 

of escaping that town but I sat nervously waiting to see 

what everyone else said. When the most popular girl in 

our class, a straight-A student beloved by all teachers, 

said she’d have an abortion, I felt my fears fade. I knew 

I wasn’t alone. I knew it was okay for me to say my life 

mattered, too. 

Paige Johnson is vice president for public affairs and 

communications at Planned Parenthood Central North 

Carolina.
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By Jessica Mack

Earlier this year, 28-year-old Abigail Agborku became 

pregnant unexpectedly. Already a struggling mother 

of three, she sought to terminate her pregnancy. But 

something went wrong. She didn’t get the right advice, 

didn’t have adequate access, and didn’t know where to 

turn. She ended up in the hands of a quack, as too many 

women do, and died soon after.

Abortion has been legal in Ghana under a wide range 

of circumstances—including to protect a woman’s 

mental health—since 1985, making it one of the most 

progressive laws in sub-Saharan Africa. Yet unsafe 

abortion still contributes to nearly one-third of maternal 

deaths. Access is chronically denied, and knowledge 

of the abortion law among women and health-care 

providers alike is scant. In Ghana, the issue of abortion is 

taboo. In the silence surrounding it, misinformation and 

stigma thrive. 

Nearly 85 percent of the country identifies as Christian, 

and in a recent survey, almost 90 percent of Ghanaians 

reported that abortion was morally wrong. Yet abortion 

stigma must be placed within the context of even 

broader taboos around sex and sexuality. “In Ghana, we 

are sort of in denial about contraceptives. If someone is 

on family planning, for instance, and you ask her, ‘Are 

you on family planning?’ She’ll say no. When you ask her, 

‘Well how do you space your children?’ She’ll say, ‘It is 

God’s grace,’” said Rose Asante*, a reproductive health 

worker in Accra.

“Talking about sex or family planning, or going to get a 

contraceptive method, people think it means that you 

are promiscuous,” she continues. “Our society is not a 

society where you can talk about sex openly. Everybody 

grows up knowing this is a no-go area. And especially 

abortion has a lot of stigma and silence around it; nobody 

wants to talk about it.” 

Women in Ghana who seek abortions are seen as more 

than just promiscuous. They are considered heartless or 

careless. “People think you must be a really bad woman 

to have an abortion,” said Richard Oye*, a reproductive 

health clinic manager in Ghana’s Ashanti Region. 

“People don’t want to have it, and people who do, want 

ONE WOMAN’S STORY AND THE ROLE 
OF INSTITUTIONALIZED STIGMA IN

GHANA
©Richard Lord
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to hide it. That’s why the quacks are in good business. 

They provide services quietly in the back streets.” 

Though it is impossible to know exactly what role stigma 

played in Abigail Agborku’s fatal decision to seek an 

unsafe abortion, it was probably a major contributor. 

Enter Helms
A confluence of cultural, religious and geographical 

factors in Ghana create a sensitive environment where 

issues of sexual and reproductive health, especially 

abortion, have remained highly taboo for decades. Yet in 

1973, the United States Congress put in place a foreign 

policy that would serve only to reinforce such stigma 

over the next forty years. 

The Helms Amendment to the Foreign Assistance Act, 

named for the late Senator Jesse Helms (R-NC), prohibits 

the use of U.S. foreign aid for the “performance of 

abortion as a method of family planning” or to “motivate 

or coerce any person to practice abortions.” Essentially, 

any developing country government or NGO in the world 

that receives USAID money is prohibited from using 

those funds to provide abortions, even if it is legal in  

their country.  

The Helms Amendment is an affront to reproductive 

freedom for several reasons, but perhaps the real peril 

of the policy is its vague and elusive wording. What is 

abortion as a method of family planning? What does it 

mean to motivate or coerce? The language is difficult to 

interpret, and therefore put into practice. 

The Leahy Amendment in the 1990s was meant to 

clarify that information and counseling for safe abortion 

is indeed allowed. But according to recent Ipas research 

in both Ghana and Nepal and with several U.S.-based 

organizations, this is largely being ignored in favor of 

near-universal censorship. NGOs and governments 

receiving U.S. funding fear for their job and funding 

security, and as a result often won’t even talk about 

abortion services. 

“Pervasive silence and stigma around abortion is the 

real damage of the Helms Amendment, not so much 

from the law itself but as a result of its widespread 

misapplication,” says Patty Skuster, Ipas senior  

policy advisor. 

While the Helms Amendment doesn’t explicitly 

foster abortion stigma at the community level, the 

way it isolates abortion services from the continuum 

of reproductive health care contributes to an 

environment of shame. Further, the policy perpetuates 

an institutionalized stigma at the highest levels—

among the ranks of privileged and well-resourced NGO 

professionals, policymakers and providers.

“Because of this rule, I don’t dare go near any abortion 

clinic, because it will look like I’m involved with abortion. 

Even if I’m just there to talk to the client about family 

planning—to empower her to make a decision to prevent 

an unintended pregnancy—because of the rule and my 

‘salary,’ I will not ever go there. I don’t want to be part of 

it and I don’t want to be seen as being part of it,” says 

one USAID-funded reproductive health professional.

Although researchers and advocates are just coming to 

understand the full effects of abortion stigma in Ghana, 

there are signs that a sea change, however slow, is 

possible. Says Rose Asante: “Now it’s changing; 20 years 

ago it wasn’t like today.  At that time you couldn’t even 

mention ‘abortion,’ but now you can go in, give a talk 

and even tell people that if you are pregnant and you 

don’t want to be, don’t take any drug, don’t attempt, just 

come to the hospital and ask for the service and there are 

people that can help.”  

While abortion stigma may seem inherent or 

insurmountable, in fact it is not. This, perhaps, is 

the most empowering thing we can understand as 

advocates. “Abortion stigma is used to control women, 

and it’s a way that we punish women who deviate from 

social norms for what a woman should be. But it’s just a 

social construct. It simply doesn’t have to be the reality,” 

says Leila Hessini, director of community access and 

youth leadership for Ipas. “We as advocates need to 

reflect on our own contribution to stigma, and how we 

are all creating it. When we legitimize some abortions—

early versus late or those that don’t need public funding 

versus those that do—we collectively stigmatize 

abortion. Let’s deconstruct what we’ve learned and 

create something different. Let’s aspire toward a world 

where women’s rights are upheld, fully and without 

conditions or exceptions.” This, of course, would be a 

world where Abigail would live happily to see her three 

children grow. 

Jessica Mack is a reproductive rights advocate and 

writer based in Seattle.

*pseudonym (interviewees requested anonymity)

©Richard Lord
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Tsk Tsk! Stigma, shame 
and sexuality series
Despite the progress that human rights advocates are making worldwide, 

stigma seems to pervade as a nebulous stumbling block. Stigma survives, in 

large part, on silence, and in a collective effort to undo that, Gender Across 

Borders ran a series on stigma, shame and sexuality, cross-posted with RH 

Reality Check and in partnership with Ipas. The bulk of the series focused on 

abortion, but pieces on sex work, queerness and more were featured as well. 

The series, which included several articles from this issue of Because maga-

zine, is accessible here: http://www.genderacrossborders.com/tag/tsk-tsk-

stigma-shame-and-sexuality-series.

© Sara Gomez/Ipas

©Richard Lord
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In the face of a massive  
assault on abortion rights,

U.S. activiStS  
are fighting back

By Margie Snider

nearly 40 years after the Supreme court’s 
landmark ruling in Roe v. Wade, legal abortion 
in the United States is under siege like never 
before. in the first six months of 2011 alone, 
some 80 new restrictions were enacted by 
state legislatures.
In part, this new attack stems from the 2010 political elections, when a wave 
of conservative, anti-choice Republicans took majority-control of governor’s 
offices and state assemblies. It also is the handiwork of a well-organized anti-
abortion movement whose strategy of chipping away at legal abortion a bit 
here, a bit there, is beginning to pay off in a big way.

In the face of this assault, pro-choice activists are not simply resting on Roe v. 
Wade. They are fighting back with legal challenges and grassroots action, or-
ganizing rallies, marches, petition drives, phone banks and other activities to 
shore up support for legal abortion and family planning funding. But the fight 
is far from over and much more needs to be done.

“What we’re seeing now is the most aggressive assault on wom-
en’s health in a generation,” says Cecile Richards, president of 
Planned Parenthood Federation of America (PPFA). “Can we 
stop this dangerous trend? Absolutely—if we mobilize and 
vote. Politicians need to know that women are watching and 

taking action….The bedrock of reproductive freedom is 
crumbling, but it’s ours to restore.”

The outcome of this struggle will have a global impact. As 
Latanya Mapp Frett, PPFA vice president-International, 
notes: “The vitriolic debate in the United States…is 

heard, watched and felt around the world, and impacts 
how countries that want to receive U.S. funding 

think about their own programs and laws.”
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The massive assault on abortion rights and funding for reproduc-
tive health care triggered local actions by pro-choice activists 
nationwide. In Las Vegas, for instance, dozens rallied in support of 
the work done by Planned Parenthood of Southern Nevada. In Los 
Angeles, the Planned Parenthood affiliate set up phone banks to 
assist affiliates in other states with making calls to elected officials to 
prevent funding cuts for family planning services.

LOcaL actiOnS: 

At scores of town hall meetings during the August congressional 
recess, members of Congress were questioned about their stand 
on federal funding for reproductive health services. In Cincinnati, 
Ohio, Republican House member Steve Chabot encountered jeers 
and shouts of “no!” when he twisted the facts and claimed that 
Planned Parenthood uses federal funds to perform abortions.

tOWn haLL MeetingS: 

The Center for Reproductive Rights (CRR), the ACLU and others are filing 
lawsuits in many states. In Texas, a suit by the CRR has temporarily 
blocked enforcement of key provisions of a new law requiring doctors 
to display and describe the sonograms of women seeking abortions. In 
Kansas, the ACLU has filed a federal lawsuit against a new law banning 
health insurers from providing elective abortion coverage. In Idaho, a 
mother of three filed suit challenging the state ban on late-term abortions.

“Like any other movement, we make strategic decisions about when, and 
with what tools to fight for fairness and equality,“ wrote Nancy Northup, 
president of CRR, on the blog RH Reality Check. “If a state passes a law 
that impairs women’s access to abortion services, and that fails to meet 
constitutional standards, it will be challenged—when the circumstances 
and timing are right. To the extent that states have unconstitutional, and 
unchallenged, abortion laws on their books, it is because those strategic 
criteria have not yet been met. That has nothing to do with giving up the 
fight. It has everything to do with ensuring that we devote our resources 
to the strategies and goals that best serve women’s health and rights in 
the long run.”

LegaL chaLLengeS:

UNITED STATES
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Hundreds of pro-choice supporters staged “Summer of Choice” at a 
Germantown, Maryland, clinic that provides late-term abortions 
and has been the target of anti-abortion protests. The week-long 
event, sponsored by the Feminist Majority, the National Organiza-
tion for Women and other groups, demonstrated national support for 
safe and peaceful access to abortion care.

SUMMer Of chOice: 

the Pink bUS tOUr: 
Winding through more than two dozen cities and towns from 
Geneva, Illlinois, to Roanoke, Virginia, a hot-pink bus bearing 
staff, patients and supporters of Planned Parenthood carried out 
a national “Truth Tour” in the spring of 2011. At stops such as the 
one in Ann Arbor, Michigan, the tour countered the rampant 
misinformation about Planned Parenthood, its work and its funding 
being spread by anti-abortion extremists.

Pro-choice activists are looking beyond traditional allies such as 
women’s and feminists’ networks to bring new supporters into the 
fight for women’s rights and reproductive health. When conservative 
lawmakers in Wisconsin attempted to strip family planning funds 
from the state budget, organizations standing in support of Planned 
Parenthood included the Wisconsin AFL-CIO.

neW aLLieS: 

Four thousand pro-choice activists, elected officials and other sup-
porters gathered on Capitol Hill in Washington, D.C., on April 7, 
2011, for a “Stand Up for Women’s Health” rally sponsored by groups 
including the Religious Coalition for Reproductive Choice and Sister 
Song Women of Color Collective.

natiOnaL raLLY: 

One of the best ways to stem the tide of anti-abortion laws is 
to elect pro-choice candidates to state legislatures. In North 
Carolina, for example, the organization Lillian’s List is recruiting 
pro-choice Democratic candidates to run in the 2012 elections  
for the state General Assembly, and will offer them support  
and training.

PrO-chOice canDiDateS: 
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Few of us would sign up for a job that would pose risks 

to our personal safety and our family’s safety, threaten 

to stifle or derail our career, cause our community to 

ostracize us, and cause us to continually face judgment 

and stereotyping from people we see every day. Yet 

that is exactly what many—if not most—health-care 

providers sign up for when they decide to deliver 

abortion care in the United States. And it’s the same for 

providers in many countries around the world.

A pivotal 
position 

Stigma and its impact on 
U.S. abortion providers 
— Lori Freedman’s book 
reveals the complexities.

By Jennifer Colletti

Abortion provider stigma traces a complex history

Abortion was legal before 
“quickening,” which occurs 
around the fifth month of 
pregnancy when the sensation 
of fetal movement begins. 
Abortion was openly advertised 
and commonly performed by 
physicians and other providers.

earliest U.S. 
settlements – 1800s

States began passing laws to 
make abortion illegal. By 1910, 
all but one state had outlawed 
abortion except in cases where 
necessary to save a woman’s life. 
Only physicians could provide 
the procedure. Despite its 
illegality, the number of women 
seeking abortion didn’t decrease 
— even into the next century. 

Mid-to-late 1800s

Abortion rates rose because 
women faced a tough economy 
and needed to keep working 
(pregnant women were frequently 
fired). Depression-era abortion 
providers were fairly visible and 
tolerated by law enforcement.

1920s – 1930s
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When abortion is stigmatized in a society, the tentacles 

of social disapproval reach everyone—from the 

individual woman receiving the service and her family 

and community, all the way up to hospital administrators 

and lawmakers. Within this complex web of influences, 

abortion providers wage a daily battle to provide safe 

abortion care to women.

“Providers are not all on their own,” explains Anu Kumar, 

Ipas executive vice president. “They’ve got to relate to 

the health system, the legal system and the educational 

system, and they’ve got their bosses and their family. 

So it’s not so simple. When you walk into the provider’s 

office, you’re not getting just that person, you’re getting 

the institution behind that person.”

Of course, abortion providers experience stigma in 

drastically different ways depending on the particulars of 

their country and community. For example, in Uruguay 

abortion providers are often viewed as accomplices to 

murder due to deep-seated Catholic opposition to the 

procedure. On the other hand, communities in Zambia 

tend to respect the professional judgment of abortion 

providers but severely disapprove of women who get 

abortions. And provider experiences differ vastly even 

within the United States: Some physicians who work in 

more progressive urban settings face less discrimination 

and fewer social effects of stigma than their counterparts 

working in conservative rural communities.

 

The costs for providers

Given the complicated history of U.S. abortion politics, 

Americans often assume that physicians who provide 

abortion believe it’s morally acceptable and have the 

guts to go through with it, while those who do not are 

morally opposed and/or intimidated by society’s stigma. 

But in truth, who provides abortion in the United States 

often has little to do with moral or political resolve. 

For her book Willing and Unable: Doctors’ Constraints 

in Abortion Care, author and University of California, 

San Francisco researcher Lori Freedman interviewed 

physicians practicing obstetrics and gynecology 

nationwide and found many providers who were 

willing to perform abortions but unable to overcome the 

structural barriers that abortion stigma and U.S. politics 

create.

“While several of these physicians would have liked 

to continue to perform abortions after residency and 

even took steps toward it, they found that there would 

be significant professional and social costs in doing 

so—costs that they were not willing to bear,” Freedman 

writes. Professional obstacles cited by physicians 

included workplaces with an anti-abortion climate; 

the surprisingly widespread “no-abortion policies” 

that quietly exist in many private practices, HMOs, 

and hospitals across the country; the risk of being 

pigeonholed as just an abortion provider; and the risk 

of being ostracized by the local medical community 

and patient population. On a more personal level, some 

Abortion provider stigma traces a complex history

Outpatient abortion services expanded 
rapidly despite the fact that no 
guidelines or standards for abortion 
care had been created by major medical 
bodies. Abortion rights advocates point 
to this as proof the medical community 
did not consider the procedure 
legitimate from the outset.

1976

Women regained the right to 
abortion in all states thanks 
to the Supreme Court’s Roe 
v. Wade ruling. However, 
abortion providers continued 
to experience stigma.

1973

Law enforcement stopped 
tolerating illegal abortion 
providers and began arresting 
them, which inhibited new 
providers from stepping up to 
fill the openings.

1940s – 1950s
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physicians worried that providing abortions would cause 

their families to suffer discrimination and even danger.

In addition, many providers are stigmatized by the very 

patients who come to them for abortions. Physicians who 

staff specialized abortion clinics report disheartening 

interactions with patients who ask “How do you do this 

on a regular basis?” or “Isn’t this really hard for you?” 

Even though these patients are willing to have abortions, 

they have absorbed society’s beliefs about abortion 

providers and convey that to their doctors.

Specialized clinics:  
Separate but not equal

Separation is a hallmark of any stigmatized practice, 

and the fact that 93 percent of abortions are now 

performed at specialized clinics is no accident. Years of 

abortion prohibitions, threats and a professional medical 

culture that refuses to treat abortion inclusively has 

caused “multilevel, institutionalized buck-passing that 

marginalizes abortion practice,” Freedman writes. 

While specialized abortion clinics are often able to 

cultivate a more positive environment for women in 

need of services, their complete separation from all other 

health-care facilities only serves to further stigmatize 

abortion. Separate clinics perpetuate the idea that 

abortion is not a “normal” part of women’s reproductive 

health care. And now that abortion practice is firmly 

established as a very separate type of patient care, there 

are professional incentives for providers to stick with  

the model. 

“If you’re going to do something that’s highly 

stigmatized in our culture, it’s not surprising that many 

people would like to do it in a setting where it’s not 

stigmatized, in a setting where everyone feels it’s normal 

and good, rather than in a setting where everyone is 

questioning what you’re doing,” Freedman tells Because.

The separation of abortion services from mainstream 

health care here in the United States is mirrored in 

many countries abroad thanks to U.S. foreign aid policy 

that strictly prohibits funding to any organization that 

provides abortion services. 

“The assessments of the impact of the global gag rule 

and the Helms Amendment show that these policies 

have led to the isolation and separation of abortion, 

effectively delinking it from reproductive health and 

family planning,” explains Leila Hessini, Ipas director of 

community access. (See “One woman’s story and the role 

of institutionalized stigma in Ghana” on page 6.)

Solution: Add more settings and 
more providers

To reduce the marginalization of abortion care in the 

United States and abroad, one solution is obvious: “If 

you simply diffuse abortion provision across many more 

sites and many more providers and many more contexts, 

then the clinics aren’t so targetable and aren’t so focused 

By now the abortion decision was no 
longer between only a patient and her 
physician; powerful players such as 
the physician’s employer, malpractice 
insurers, hospital administrators, 
activists and lawmakers were all 
actively regulating to protect or 
obstruct the procedure. 

1980s – 1990s
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on by protestors and people who want to perpetuate 

violence,” Freedman tells Because. 

“If there are more providers in more places,” Kumar 

agrees, “it will become more routine and less 

specialized.”

In addition to expanding the settings where abortion is 

provided, diversifying the types of providers performing 

abortion is also key. In the United States, only physicians 

are permitted to perform first-trimester aspiration 

abortions—except in a few states which have granted 

limited rights for some nurse practitioners, physician 

assistants and certified nurse midwives to perform  

the procedure.

“The diversification of this provider pool is so critical,” 

Kumar stresses. And many countries in which Ipas 

works are already doing this. “Ethiopia, Nepal, Ghana 

and South Africa all permit primary care providers like 

midwives to perform abortion services,” she points out.

Researchers and advocates are working to make this 

a reality in the United States as well. The Primary 

Care Initiative (PCI)—a project of the University of 

California, San Francisco’s research group Advancing 

New Standards in Reproductive Health (ANSIRH)—is 

in the middle of a training and evaluation project for 

certified nurse midwives, physician assistants and 

nurse practitioners that seeks to prove the safety and 

effectiveness of allowing these types of providers to 

perform abortions, with the ultimate goal of affecting 

policy changes.

“With our study we’re looking to normalize abortion 

within women’s primary care and within reproductive 

health care, and so part of that is training more clinicians 

and health-care workers and teams of workers in 

providing safe abortion,” says PCI’s Principal Investigator 

Diana Taylor. Many states now allow providers such as 

nurses and midwives to administer medical abortion 

pills, and this “is certainly normalizing the experience” 

for this abortion method, she adds.

In the early 1990s, abortion rights advocates worried 

about an increasing shortage of abortion providers 

zeroed in on what seemed like an obvious cause: a 

Dr. David Gunn of 
Pensacola, Florida 
was fatally shot during 
a protest. He was 
the first in many fatal 
attacks by abortion-
rights opponents. 

1993

The Accreditation Council 
for Graduate Medical 
Education approved 
requisite abortion 
training for all residency 
programs, excepting only 
residents or hospitals 
that claimed moral or 
religious objections.

1995

The number of 
abortion providers 
dropped by  
14 percent.

1992 – 1996

The number of 
abortion providers 
dropped by  
11 percent.

1996 – 2000
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gaping lack of routine abortion training in OB-GYN 

residency programs. The number of residency programs 

that offer abortion training grew from 12 percent in 1991 

to 51 percent by the mid-2000s; yet the service remained 

as separate and marginalized as ever. 

“Now we know that training is only one part of it,” 

Freedman explains. Researchers realized that training 

does nothing to address the myriad obstacles to abortion 

provision that willing physicians encounter once they 

enter the workforce. 

Support for providers = support 
for women’s reproductive rights 

The complex tapestry of abortion stigma and its negative 

influences on providers, patients and society at large 

won’t unravel easily. But supporting abortion providers 

could be a critical first step.

“If we can do something about the stigma that providers 

feel and that they perpetuate, we have a hope of 

changing the very complicated picture of stigma,” 

Kumar says.

“Providers are in a really pivotal position, and how we 

as a system and a society treat them translates into how 

we treat women,” she explains. “So if we really hope to 

change how women experience abortion and to save 

women’s lives with safe abortion services, then we also 

really need to change the way we treat providers who 

perform these services.” 

Stigma limits availability of 
U.S. abortion providers

While abortion is one of the most common 
procedures performed in America today, 
service providers are highly concentrated in 
urban areas and specialized clinics:

• 93 percent of abortions are performed in 
specialized abortion clinics. 

• 69 percent of metropolitan counties and 
97 percent of nonmetropolitan counties 
have no abortion provider.

• 87 percent of all U.S. counties do not 
have an abortion provider. 

• Only 52 percent of all OB-GYNs who 
intended to provide abortions before 
their residencies actually did so after 
completion of their training. 

• In 2008, just 22 percent of OB-GYNs 
nationwide had performed an abortion in 
the previous year.

Sources: Guttmacher Institute’s August 2011 “Facts on 
Induced Abortion in the United States” and Willing and 
Unable: Doctor’s Constraints in Abortion Care by 
Lori Freedman.

Freestanding abortion 
clinics reported to the police 
41 bombings and 175 arson 
incidents, plus hundreds of 
burglaries, stalkings, bomb 
threats and anthrax threats 

since 1977.

Since 1993, eight murders 
and 17 attempted murders of 
abortion clinic workers and 
physicians have occurred.

Sources: National Abortion Federation and Willing and Unable: Doctor’s 
Constraints in Abortion Care by Lori Freedman.

Roughly half of all residency programs 
include routine abortion training. In spite 
of this, the number of abortion providers 
dropped by another 2 percent. In 2008, 
there were 1,793 abortion providers in the 
United States, and 93 percent of abortion 
procedures occurred in specialized abortion 
clinics.

2000 – 2008
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She’s a ‘bad woman’
Community reaCtions to abortion bad 

excluded

discriminated

harassed

killer

devil heart

prostitute

nuisance

whore

horrified

sick

dirty

diseased

mourning

cry

humilated

condemned

demonic

sinful

punished

By Jennifer Daw Holloway

Nearly halfof the world’s women live in countries that 
severely restrict abortion, and almost all countries—even where abortion is 
legal—restrict it in certain cases. In addition to restrictions, there are myriad 
barriers to safe abortion access. Even where abortion is legally permitted, 
some women have to travel hours to find a provider—even in the United 
States. But one barrier that has been rarely discussed in scientific literature 
and is only recently being examined is the stigma women and others 
associated with abortion face from their communities and the impact it has 
on them and their families. 

 “Some people argue that stigma is different in different cultures but it’s the 
same concept,” says Kristen Shellenberg, Ipas senior research associate. 
Women are excluded, discriminated against and anyone else associated with 
abortion—providers and advocates, for example—face the same treatment. 
“Abortion stigma makes women feel they have done something wrong even 
when it’s the best decision for their families,” she says. 

In the United States, Shellenberg points out, “We’re creating more stigma, 
not going ‘back’ like some say.” Abortion stigma—illustrated by legislative 
maneuvers, supercharged political discourse and harassment of women and 
providers—is rampant. “We are making abortion more stigmatized. What 
does this say to people?” she asks.

Shellenberg and her co-authors published a study examining abortion stigma 
and its effect on women’s experiences in Mexico, Nigeria, Pakistan, Peru and 
the United States in July 2011. To better understand the manifestations of 
abortion stigma, Ipas also conducted focus group interviews in Ghana and 
Zambia. Both Shellenberg’s and Ipas’s investigations revealed a great deal of 
misinformation, labeling and stereotyping.  

“The first step to combating abortion stigma is to recognize it, own it and 
discuss it,” says Leila Hessini, Ipas director of community access. “We know 
that stigma exists and that it’s inherently harmful to women’s health because 
when women feel shame about abortion, they’re more likely to delay care or 
turn to a clandestine and unsafe procedure. Now we need more information 
and analysis to understand abortion stigma quantitatively and qualitatively, 
then develop strategies to reduce it,” she adds.
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Comments from women and men involved in focus group 
interviews illustrate how abortion stigma is acted out 
at the community level and how it influences attitudes 
toward women:

“The one that has an abortion is treated as…as bad, as a killer and…the other one is…
is a good woman, she has a good heart, she loves children.” — woman in Zambia

“Women who have abortions are prostitutes. She is just a nuisance, a whore who has a 
devil heart.” — married woman, Zambia

“A woman who has an abortion probably had sex with lots of men. She doesn’t even 
know who the father is.” — single woman, Zambia

“In the community in general, when people find out that a woman had an abortion, 
they get horrified, they say she is a bad woman and they treat her badly.”  
— mexican woman

“In a village setting, when a girl aborts she is supposed to be confined in a house for at 
least one month. She is also not allowed to touch certain things in the house or go to 
the stream to fetch for water as well because it is believed that she may cause people 
to get sick because of the spirit of abortion she bears. The headman would then assign 
people to go talk to this girl that she needs to be cleansed first before she can begin to 
mix with people again because she may bring some diseases on people.”   
— interviewee in copperbelt, Zambia

“We can eat and do other things together but when she is going somewhere we will 
not go with her.” — ghanaian woman

Stigma fuels the humiliation and exclusion of women by 
their communities. In some communities, women who 
abort can be excluded from community life:   

bad woman

excluded

18  www.ipas.org



“When students know that another female student has induced an abortion, the 
students, especially the boys will organize a funeral ceremony for the aborted child. 
They will make a coffin for that child, organize a mourning ceremony during which 
they will cry, roll on the ground just to humiliate the girl. Girls are not always left out 
in this practice. Once the boys start, the girls too follow.” — interviewee in lusaka, 

Zambia

“If she is a Christian on campus, and they emphasize abstinence, a lady will feel 
condemned for life for committing abortion since she cannot have a ‘white wedding.’” 

— woman in nigeria

“When someone has aborted, there are some demonic and spiritual feelings that 
people have towards abortion.  Once you come across a person who has aborted and 
they have not been cleansed or made clean, you may have a perpetual cough which 
will result in TB.” — interviewee in copperbelt, Zambia

“Abortion is a sinful act. I was worried that my daughter fell sick because I had an 
abortion. When my husband came to know about the abortion, he started saying that I 
was being punished because of the abortion.” — woman in pakistan

Young women, and those who are unmarried, are particularly 
vulnerable to scrutiny.

In some communities, women are even believed to be 
contagious after having an abortion. 

contagious

humiliated
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