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Social;

2. A mulhergrávida está senta do pagarnento de taxas moderadoras. Note-se que na primeira

consulta e durante todo a periodo de reflexao a mulher está grävida, podendo desistir de
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Direção Geral de Saúde – 13-8-2013 
 
Assunto: Petição n.º 239/XII/2.ª – Petição contra o aborto gratuito. “Peticionam ao Governo e 
à Assembleia da República que a interrupção voluntária da gravidez (aborto) não seja 
financiada/comparticipada/subsidiada pelo Estado Português” 
 
Relativamente às questões colocadas sobre o assunto em epígrafe, cumpre-nos esclarecer:  

1ª – O Decreto-Lei n.º 113/2011, de 29 de Novembro veio regular o acesso às prestações do 

Serviço Nacional de Saúde (SNS) por parte dos utentes, no que respeita ao regime de taxas 

moderadoras e à aplicação de regimes especiais de benefícios. Na sua nova redação 

introduzida pelo Decreto-Lei n.º 128/2012, de 21 de junho, as Grávidas e Parturientes estão 

isentas de taxa moderadora – pela condição “Gravidez e Parto.” 

2ª - a) Não conhecemos evidência de que a taxa de nascimentos varie em função da aplicação 

ou não de taxa moderadora ao aborto. Desconhecemos estudos que demonstrem que a 

aplicação de um co-pagamento ou taxa moderadora diminua as interrupções das gravidezes 

indesejadas e que este fenómeno tenha repercussão significativa na taxa de nascimentos a 

nível nacional. 

Em Portugal, no ano de 2012 verificou-se uma diminuição do número de abortos realizados a 

pedido da mulher e também uma diminuição do número de nascimentos. Podemos inferir que 

se a taxa de nascimentos diminuiu, não foi à custa do aumento do número de abortos. 

b) A preocupação sobre o risco de utilização de uma taxa moderadora nesta situação, depende 

do valor a ser atribuído, porque, mesmo entre as mulheres que não estão isentas por 

insuficiência económica, pode ser entendido como menor custo, para a própria, o recurso ao 

uso de fármacos em automedicação ilegal. Esta possibilidade, poder-se-ia traduzir num 

recrudescimento das complicações de aborto ilegal.  
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Executive Summary 
Abortion on a woman‟s request has been legal in Portugal for five years and has 

always been exempt from any kind of out-of-pocket payment. This goes against the 

general trend seen lately in Portugal of rising fees for most services provided by the 

National Health Service in the context of a financial crisis. A public debate has recently 

sparked on whether abortion should also have a fee and a decision on the issue is 

expected to be made by the Parliament in September 2012. 

This project aimed to understand what would be the possible health and social 

outcomes of introducing such a fee. A literature review was performed and six semi-

structured interviews with members from different parties of the Portuguese parliament 

and with one expert on the subject were undertaken. These were analysed using the 

framework approach.  

The literature review showed that, in the United States of America, higher abortion 

costs seem to decrease abortion rates(1-11) and increase birth rates in the short 

term(7, 8, 12). It is also possible that pregnancy rates decrease in the long term as a 

result of a pregnancy avoidance behaviour motivated by higher abortion costs(8, 13). 

There is evidence that no association exists between higher abortion costs and illegal 

abortions(8, 14). There was no important evidence of other outcomes being influenced 

by abortion costs. 

The interviews showed diverging opinions on a number of different subjects, according 

to each person‟s stance on the issue. The interviewees who agreed with the 

introduction of user fees for abortion argued that, because other medical services have 

a fee, abortion should not be exempt, and framed the issue as one of justice in relation 

to other medical services and of fair resource allocation. They also stressed the fact 

that all family planning consultations, as well as contraceptives can be acquired for free 

in Portugal. On the other hand, the interviewees who were against this policy, saw this 

proposal as a way of restricting abortion rights by people who didn‟t agree that abortion 

should be legal, saw social circumstances as a fundamental reason as to why women 

choose to have abortions and repeat abortions and framed this as a question of 

freedom and non-judgmental attitude towards women. 

According to the resulting evidence, it is likely that if fees are introduced for abortion in 

Portugal there will be no considerable health or social consequences. The 

recommendations drawn from the data collected aim to help policy makers in their 
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decision process when considering the implementation of user fees for abortion. The 

recommendations were the following: 

Recommendation 1. „Moderating fees‟ for abortion should not be used as a way of 

decreasing abortion rate. 

 

Recommendation 2. „Moderating fees‟ for abortion should not be expected to raise birth 

rate. 

 

Recommendation 3. The introduction of „moderating fees‟ for abortion should not be 

used as a way of modifying sexual behaviour. 

 

Recommendation 4. Illegal abortion should not be a concern when considering 

„moderating fees‟ for abortion provision. 

 

Selection of the interviewees by purposive sampling might have introduced some bias 

in the data collected. This research was also limited by the fact that the available data 

from the literature review was based on only one country – the United States of 

America – which has some significant differences from Portugal. Finally, my personal 

stance on the issue could have affected any step in the research, especially concerning 

the interviews (from execution to interpretation). On the other hand, it is, to the best of 

my knowledge, the only review of how abortion costs affect several health and social 

outcomes and it concerns a very up-to-date debate that is currently being held in 

Portugal. 
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Glossary 
  

BE   Bloco de Esquerda (Left Block) 

CDS-PP  Centro Democrático e Social - Partido Popular (Democratic and Social 

Centre – People's Party) 

ECB   European Central Bank 

EU   European Union 

FFL   Federation for Life 

GI  Guttmacher Institute 

HDG   Health Directorate General 

IMF  International Monetary Fund 

MeSH   Medical Subject Headings 

MF   Moderating fees 

MP  Member of Parliament 

NHS  National Health Service 

PCP   Partido Comunista Português (Portuguese Comunist Party) 

PS   Partido Socialista (Socialist Party) 

PSD   Partido Social Democrata (Social Democratic Party) 

USA   United States of America 

WHO   World Health Organization 
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Background 
The debate around abortion appears to be a never-ending and often emotional one. 

Supporters of abortion rights argue that women‟s self-determination should prevail over 

the rights of the fetus(15) and tend to frame abortion as a public health issue(16), 

whereas „prolife‟ supporters argue that the fetus has the same status as other human 

beings and tend to frame the issue as an inalienable right to life(17). There are many 

other possible arguments and, as interesting as the debate might be, it is not the 

purpose of this work to systematically review them. 

Not surprisingly with such a controversial issue, the legislation around the world 

regarding abortion varies widely(18). Still, it is a frequent procedure, with about one in 

five pregnancies worldwide having ended in abortion in 2008 and an estimate of almost 

50% of these having been performed in unsafe conditions(19). 

Law in Portugal 

In Portugal, abortion was illegal until 1984, when the law changed to decriminalize it on 

the grounds of risk to the woman‟s life, risk of physical or psychological illness, fetal 

malformation or pregnancies resulting from rape(20). The law only changed again in 

2007, after the second referendum on abortion in Portugal, when it became legal to 

perform on a woman‟s request up to ten weeks of pregnancy. 

The current law requires that abortion providers “guarantee the referral“ of women who 

go through an abortion to a family planning consultation(21). Data from one central 

hospital in Lisbon show that around 40% of women who have abortions don‟t attend 

this consultation(22); however, according to the Portuguese Health Directorate General 

(HDG), 97% of women who had an abortion in 2011 chose a contraceptive method 

after the procedure(23). The law allows abortion to be provided both in public and 

private settings, where they are currently fully covered by the National Health Service 

(NHS), making them free for every woman at the point of care(22). It also ensures 

health workers the right to be conscientious objectors (i.e., the right to refuse to 

participate in abortion procedures which are performed on a woman‟s request). No 

official national data is available, but it is speculated that around 80% of gynaecologists 

working in Portugal have invoked conscientious objection after 2007(22). Women also 

enjoy the right to a sick leave, if necessary, of maximum 30 days after having an 

abortion(24). 
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In June 2012 a media report showed a journalist who, pretending to be a woman 

seeking an abortion after 10 weeks of pregnancy, was offered the opportunity to do so 

in a Portuguese hospital by paying around 400€(25). 

Numbers in Portugal 

Since mid-2007, when the law changed, the Portuguese HDG has published yearly 

reports with descriptive statistics on abortion in Portugal(26). Excluding 2007 (when the 

law was only put in place in July), there have been around 20,000 abortions on a 

woman‟s request per year in Portugal(23, 27-29). This places Portugal near the bottom 

of the list of abortion rates when compared to the rest of the 27 European Union (27-

EU) member states, which had an average of 10 abortions per 1,000 women aged 15 

to 49 in 2008(30). 

Table 1 Abortion Rates in Portugal and Europe, from 1995 to 2011. 
Year 1995 2003 2008 2009 2010 2011 

Portugal * † - - 6.94 7.45 7.41 7.80 

Europe (WHO region) ** ‡ 43 25 25 - - - 

Europe (27 member states) *** † - - 10 - - - 

All data refer to safe abortion only. WHO World Health Organization * Source: 
Portuguese Health Directorate-General and the Portuguese National Statistics 
Institute **Source: Guttmacher Institute(31) *** Source: The European Society of 
Contraception and Reproductive Health(30) † Rates per 1.000 women aged 15-49 ‡ 
Rates per 1.000 women aged 15-44 – unknown 

 

Around 97% of all abortions in Portugal since 2007 have occurred on women‟s request 

(23, 27-29). The number and proportion of women who have had one or more previous 

abortions has slightly risen since the law was first put in place. This effect is not 

surprising and has been seen in other countries after the decriminalization of this 

procedure (such as the United States of America (USA), where, since the Roe vs 

Wade case in 1973, repeat abortion cases rose from 3% to almost half of all abortions 

currently(32)). Compared to other European member states, Portugal seems to have 

one of the lowest rates of repeat abortion (around 30% in Italy(30), Finland(30), 

France(30), the United Kingdom(33) and Spain(30), 39% in Sweden(34), almost 50% 

in Hungary(30) and 62% in Estonia(30)). 
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Figure 1 Proportion of first time and repeat abortions in Portugal, 2007 -2011. Source: 

Portuguese Directorate-General 

Portuguese context 

Portugal is a constitutional democratic republic, operating on a unitary system. The 

state‟s main institutions are the president of the republic (also the head of state), the 

courts (the judiciary), the government (that holds the executive power) and the 

parliament (the legislature)(35). 

Health policy-making is centralized in the government, more specifically in the health 

ministry. Portugal is also part of a number of international organizations that influence 

its health policies (the United Nations, the European Union (EU), the World Trade 

Organization, among many others)(35). The NHS was created in 1979 and World 

Health Organization (WHO) signaled Portugal a “leading example” for mortality 

reduction between 1960 and 2008(36), greatly due to its efficiency. 

More recently, the Portuguese economic situation has taken a downturn. After a 

decade of low or negative economic growth between 2000 and 2009, the global 

financial crisis in 2009 placed Portugal in a delicate situation(35). Indeed, the country is 

now facing its worse recession since the 1970s(37) and according to Eurostat, 

unemployment rates have reached 15.2% in May 2012, one of the highest among 

European countries(38). 

In May 2011 the Portuguese government signed a Memorandum of Understanding 

(MoU) with the International Monetary Fund (IMF), the European Commission (EC) and 

the European Central Bank (ECB), which guaranteed financial support to the country, 

provided Portugal followed a structural adjustment program and the economic policies 

stated in it(39). One of the measures in this agreement, regarding changes in health 
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care system financing, was to “review and increase overall NHS moderating fees 

(taxas moderadoras)”(39). 

 „Moderating fees‟ are out-of-pocket payments introduced in the Portuguese NHS in 

1986, seven years after its establishment(40). They are called „moderating fees‟ (MF) 

because their primary goal has been to induce moderation in health care 

consumption(41). In line with the MoU signed with the “troika” (name used to refer to 

the trio of IMF, ECB and EC), MF were raised in 2012 to as high as 50€(42) (currently 

the highest value permitted by law), some of them having increased by more than 

100%(43). In 2010, only around 1% of the NHS revenue originated from MF while most 

of the remaining expenditure is funded by taxation(44). Some people – such as 

pregnant women, children, people with low income – and some medical services – 

such as family planning consultations – are exempt from payment(45). In 2012, it is 

estimated that around half of the Portuguese population is exempt from MF as a result 

of low income alone(46); low income is defined in 2012 as a per capita income lower 

than 628.83€ per month(46). Both contraception and emergency contraception is freely 

available at general practices and hospitals with family planning services(47) and sold 

over the counter in pharmacies(48). Abortion – be it on request or on any other 

grounds –, being considered part of family planning health services, is currently exempt 

from any type of payment.  

User fees are one of the many options for health care financing. The proponents of 

user fees claim that they reduce demand and raise revenue that can be used to 

improve health services(49). However, these arguments depend on the elasticity of 

health care demand and can annul each other: if health care demand is inelastic, 

raising user fees will not have much impact on quantity demanded; if demand is elastic 

and diminishes because of an increase in user fees, then the benefit of raising revenue 

is not fulfilled(50). It has also been shown that user fees can have a detrimental effect 

on equity, and that the higher the proportion of health care funding originating from 

user fees, the greater the relative share of the burden that falls on poorer people(51). 

User fees can, nonetheless, help raise revenue in certain circumstances, such as when 

government lacks resources to fund it(49), as is claimed to be the current case in 

Portugal. 

The WHO has recently updated its technical and policy guidelines on safe abortion, in 

which it is recommended that all payments for health services should happen as a form 

of prepayment, as opposed to the time of service provision, given that “user fees (…) 

can be an important barrier to services for poor women and adolescents”(52). 
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Recent controversies 

February 2012 marked five years of abortion decriminalization on a woman‟s request in 

Portugal. This was celebrated by the Portuguese „Federation for Life‟ (FFL) by 

presenting the statistics published by the HDG on abortion, claiming that abortion in 

Portugal was “common, illegal and unsafe”(53). This sparked a debate, and on that 

same day the president of the Portuguese National Ethics Council for the Life Sciences 

claimed that the absence of a fee for repeat abortions was “shameful”(54). Also on that 

same day, a member of parliament (MP) from the right-wing Democratic and Social 

Centre – People's Party (Centro Democrático e Social - Partido Popular (CDS-PP), 

Christian conservative), one of the two parties in the currently governing coalition, 

stated in the press that reviewing the abortion law was out of the question, but that the 

party was considering proposing the introduction of MF for abortion services (only for 

abortions on a woman‟s request), “specially for relapsing women” and reducing the 

labour benefits for these women(55). 

The Social Democratic Party (Partido Social Democrata, PSD, centre-right liberal 

conservative), the other party of the governing coalition, has stated that it was time to 

review and evaluate the consequences of the law, and that it considers the possibility 

of introducing MF, but probably only to repeat abortions(56, 57). On the other hand, an 

advisor for the Minister of Health (who belongs to the PSD) told the media that the 

government was not considering any change(58). 

In February 2011 the FFL had handed a petition to the Portuguese parliament to 

evaluate and reconsider the abortion law(59). As a result, a report on the abortion law 

was written by the parliament‟s health commission. Headed by an MP from PSD, this 

report recommends that abortion should not be free from MF, that the labour benefits 

for women who have abortions should be reconsidered and that private abortion 

provision services give between 2 to 5% of their profit to a social fund dedicated to 

children(60). Official declarations from the PSD claim that this report shows the 

personal opinion of the MP, not the official position of the party, that considers that user 

fees should only be applied when women have their second or more abortion(60). 

There has been some debate between the two coalition parties, that don‟t seem to 

agree on this point(61). More than one year after the submission of the petition, it was, 

together with the report, discussed in parliament on July 2012. This was limited to a 

small debate, with each party having 3 minutes to speak, and no formal law or 

regulatory changes arose from it. 
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Also, in May the same year a new movement was formed, the “Pro-referendum Life”, 

that is now actively collecting signatures to ask for a new referendum on abortion(62). 

Finally, the health ministry‟s Agency for Inspection of Activities in Health also stated in 

their 2011 annual activities report that repeat abortion should have a MF, in order to 

have “a moralizing effect”(63). 

Some people have spoken against these propositions. The group of Socialist Women, 

part of the Socialist Party (Partido Socialista, PS, social democratic) accused CDS of 

having a populist attitude and of using the context of a financial crisis to bring the 

subject of abortion back to the public debate(64). The two left-wing parties in 

parliament, the Portuguese Communist Party (Partido Comunista Português, PCP) and 

the Left Bloc (Bloco de Esquerda, BE) have declared their position as being against the 

introduction of MF for abortion provision, and accused the right-wing parties of 

“revenge” for having lost the referendum in 2007(65). The director of a well-known 

private health clinic, Clínica dos Arcos, the biggest private abortion provider in the 

country, considered that the current debate had little to do with health issues and that 

MF would only harm women(66). A left-wing newspaper accused the CDS of 

persecuting women(67). 

Little is known about the public opinion on this subject, but in May this year, a national 

radio station had an online survey asking their audience if they agreed with the 

introduction of MF for abortion provision, to which 75% of the respondents answered 

„yes‟(68). 

Knowledge Gap 

Given that MF in Portugal don‟t go beyond 50€ per episode it is reasonable to believe 

that the introduction of MF would not have an important public health impact in the 

country. On the other hand, every out-of-pocket payment has the potential to create 

inequalities(51). 

Also, several ethical considerations have arisen with this debate. Applying MF only for 

women who have an abortion on request can be seen as a moralizing measure (some 

grounds for abortion are „acceptable‟, whereas others are „wrong‟ and should be 

punished). Furthermore, applying MF only for repeat abortions can open an important 

precedent and be an opportunity to apply MF or other restrictions in other situations in 

which patient responsibility is debatable (such as for obesity or smoking related 

diseases). 
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Finally, it is important not to forget the context in which this debate is being held. 

Portugal is going through a financial crisis, and, drawing on Kingdon‟s model of agenda 

setting, crisis can provide windows of opportunities for new policies to be 

implemented(69). 

This work aims to bring together the existing evidence on the subject of out-of-pocket 

payments for abortion services and a broad spectrum of opinions of Portuguese policy 

makers on this subject, in order to inform policy. 

 

Aims and objectives 
The overall goal of this project is to explore the possible health and social outcomes of 

introducing MF for abortions performed at a woman‟s request in Portugal, in order to 

inform policy decision. This will be achieved by analysing the existing evidence on the 

effects of out-of-pocket payments for abortion provision; by understanding the 

arguments for and against such a policy; by exploring the perspective of a range of 

political representatives on the issue; by consulting with an expert on the subject; and 

by developing recommendations directed at the Portuguese government based on the 

findings. 

 

Methods 

Literature Review 

A review of the literature had the goal of understanding the existing evidence on the 

possible outcomes of out-of-pocket payments for abortion services. The databases 

MedLine, Embase, ScienceDirect, the Reproductive Health Library (RHL) and the 

Cochrane Library were used to search for the following terms: fee*, cost*, pay*, 

charge*, Medicaid, insurance, abortion, pregnancy interruption, interruption of 

pregnancy, abortion rate*, birth rate*, pregnancy rate*, contracepti*, gestational age, 

illegal abortion, complication*, mortality, fertility, sexually transmitted disease*. For 

MedLine, Medical Subject Headings (MeSH) terms were used. The exact search 

queries are in Annex A. The relevant papers were then used to identify further sources 

by reviewing the references and by searching for other papers which had cited them. 

The citation search was made using the search engine Google Scholar. 
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Papers were included in the review if they: reported original research on how abortion 

costs could have social and health-related consequences; were in English, Portuguese 

or Spanish; did not report repeated research and full text was available. There were no 

restrictions on study design, time frame, geographical area, age group or ethnicity. 

Finally, the following data was extracted from each of the papers that met the eligibility 

criteria: study design, time frame, population, “intervention”, controls (if applicable), 

outcome, analysis, limitations, control variables and other comments. 

Interviews 

One MP from each of the elected parties in the Portuguese parliament was 

interviewed. The MP‟s were selected purposively based on their involvement on the 

subject (MPs that usually handle health issues and/or that specifically spoke in the 

name of their party on this subject were favoured). These interviews did not attempt to 

gather a representative sample of opinions, but to understand a broad range of 

perspectives on the subject in terms of arguments and possible outcomes. A scientific 

expert on the subject was also interviewed, as a way of obtaining a well-informed and 

possibly unbiased opinion on the matter. The data from all the interviews was analysed 

together, without differentiating the politicians from the scientific expert, as they were all 

seen as “experts” on the subject. 

These were semi-structured, face-to-face interviews. A topic guide was developed for 

the interviews (Annex B). The interviews were recorded, transcribed, and translated to 

English by myself. 

The study received ethical approval from the London School of Hygiene and Tropical 

Medicine‟s Ethics Committee. No other ethical approval was requested. Interviewees 

were guaranteed anonymity and signed a consent form (Annex C). I translated the 

consent form to Portuguese. All the interviews took place in the month of July 2012 in 

the interviewees working place, on their request.  

The transcripts were analysed using the framework approach (70), given that the 

research had a specific question, was directed at informing policy and there was no 

expectation of new emerging concepts. A thematic framework was developed based on 

the interviews‟ topic guide and on the data collected. The analysis followed the 

following stages: familiarization with the data, developing a thematic framework, 

indexing, sorting the data, charting and interpretation, as described by Ritchie et al 

(70). No special software package was used for the analysis. 



16 
 

Results 

Literature Review 

The MedLine search retrieved 144 papers, of which 18 were relevant; Embase 

identified 25 papers, 3 were relevant but 2 were repeated; ScienceDirect had 19 hits 

but did not retrieve any relevant paper; the Reproductive Health Library and the 

Cochrane Library did not produce any hits. Snow-balling the references identified a 

further 19 papers and citation search added 23 more. This identified a total of 61 

papers. 

One of the papers was a literature review by the Guttmacher Institute (GI) on the effect 

of Medicaid funding restrictions for abortion published in 2009. Medicaid is a health 

program for low-income people living in the USA that is federally and state funded and 

managed by the individual states. This means that different states cover abortion 

services in different circumstances. In states where this funding is restricted, it is 

estimated that women have to pay an average of $351 for an abortion, including direct 

and indirect costs(71). Out of the 61 articles retrieved, 38 were reviewed in this 

publication.  

The GI is a well-respected experienced organization, with a vast number of 

publications, specifically on policy analysis. Being a high quality work, I decided to 

describe the GI‟s review‟s findings and complement it with the additional papers I 

found. 

Of the 22 remaining papers (61 identified, minus the 38 already reviewed by the GI and 

minus the review itself), all of them reported data from the USA and were published 

between 1979 and 2012; data ranged from 1976 to 2008. Most focused on Medicaid 

funding restrictions and others on direct and indirect costs. Two focused solely on 

teenage girls and all others on women of reproductive age of all ethnicities. The 

majority of these papers relied on cross-sectional state-aggregated data, which was 

analysed using multiple regression. A few had a longitudinal design and looked at 

differences between states and within states, before and after policy changes. 

Finally, ten papers studied the effect of abortion costs on abortion rates, three on birth 

rates, two on abortion complication rates, two on infant mortality, two on family 

structures, two on abortion ratio, one on contraceptive use, one on pregnancy rates, 

one on mortality due to illegal abortion and one on infants available for adoption. 
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The main characteristics of the papers are summarized in table 2. 

Abortion Rate and Ratio 

Probably the most studied outcome of the impact of abortion price and cost is on 

abortion rates. According to the GI review, it is “a reasonable estimate (…) that lack of 

[Medicaid] funding influences about a quarter of Medicaid-eligible women to continue 

unwanted pregnancies”(8). Indeed, all the papers which explored the effect of costs on 

abortion rates found that increases in costs were related to decreases in the rates (1-7, 

9-11). Four of these built economic models and found that the price elasticity of 

abortion demand was relatively inelastic, estimated between -0.6 and -0.99(1, 4, 5, 72). 

Abortion ratios, calculated as a ratio of the number of abortions per 1000 pregnant 

women, were calculated only in two papers(9, 65). This variable is a measure of the 

proportion of pregnancies that end up in abortion. New(65) found that Medicaid funding 

restrictions reduced the abortion ratio by 8% (and the rate by 9%) and Medoff(9) found 

that the restriction reduced the ratio by 13.1% (and the rate by 16.7).  

It is important to point out that most of these studies relied on cross-sectional state-

aggregated data to perform regression analyses. Although most control for various 

state fixed effects (such as demographic, economic and “religiosity” characteristics of 

each state) and year fixed effects (such as national variations in abortion rates), most 

also admit that the limitations are important. These limitations are mostly biases due to 

variables that are not controlled for. For example, many don‟t consider the effect of 

organizations that fund abortions for poorer women who live in a state with funding or 

insurance restrictions; these might facilitate abortion access and the effect of costs on 

abortion rate might be underestimated. On the other hand, women might travel to other 

states to perform abortions if the state they live in is very restrictive; this might 

overestimate the effect of costs in studies that measure abortions performed in a 

specific state as opposed to abortions performed by residents of that state. 
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Table 2 Selected characteristics of studies identified in the literature review.  

Author / Year Geographical 
Area 

Period Independent 
Variable 

Outcomes Key Findings 

Beauchamp, 
2012(73) 

US, all states 1995-2002 
Removing public 
funding 

Separation, marriage, and 
cohabitation following a birth 

Lower abortion costs – among minors and poor 
women – were linked to higher proportion of 
single women, lower proportion of cohabitation 
and had no effect on marriage 

Coles et al, 
2010(12) 

US, 30 states 2000-2005 
Medicaid funding 
restrictions 

Unintended teen birth 
Teens living in states with Medicaid funding 
restrictions reported a higher percentage of 
unwanted births, only for black girls 

Garbacz, 
1990(1) 

US, all states 1982 
Medicaid funding 
restrictions & average 
cost 

Abortion rate 
The price elasticity of demand for abortions is -
0.68; Medicaid funding restrictions did not affect 
abortion rates 

Gober, 1997(2) US, all states 1991-1992 
State funding 
restrictions 

Abortion rate Medicaid funding leads to higher abortion rates 

Gold and Cates, 
1979(74) 

US, all states 1977-1978 
Medicaid funding 
restrictions 

Medicaid-related illegal 
abortion mortality 

Report 3 deaths related to illegal abortion 
procedures due to lack of funding 

Gold, 1980(3) US, all states 1978 
Medicaid funding 
restrictions 

Number of publicly funded 
abortions 

Medicaid funding restrictions lead to an 
increase in the unmet need for abortion 
services  

Jacobs and 
Stanfors, 
2011(75) 

US, all states 1995 Cost Contraceptive use 
Abortion cost was not related to intensity of 
contraceptive use 

Kalist and 
Molinari, 
2004(76) 

US, all states 1978-2000 
Medicaid funding 
restrictions 

Infant homicide 
Infant homicide is between 13 and 20% lower in 
states that fund abortion 

Lichter et al, 
1998(77) 

US, all states 
1980 and 
1990 

Medicaid funding 
restrictions 

Proportion of women 
heading households 

Restrictions on Medicaid funding for abortion 
accounted for about half of the increase in 
female headship among black women 

Medoff, 1988(4) US, all states 1980 Average cost Abortion rate 
The price elasticity of demand for abortions is -
0.81 

Medoff, 1997(5) US, all states 
1982 and 
1992 

Medicaid funding 
restrictions & average 
cost 

Abortion rate 
The price elasticity of abortion demand ranged 
from-0.70 to -0.99; abortion rate is also 
positively related to Medicaid funding 

     Continued… 
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Table 3 (continued) Selected characteristics of studies identified in the literature review.  

Author / Year Geographical 
Area 

Period Independent 
Variable 

Outcomes Key Findings 

Medoff, 2008(9) US, all states 
1982, 1992 & 
2000 

Medicaid funding 
restrictions & average 
cost 

Abortion rate & ratio 
Medicaid funding restrictions reduce the 
abortion rate by 16.7% and the abortion ratio by 
13.1% 

Medoff, 
2008(78) 

US, all states 
1982,1992 & 
2000 

Medicaid funding 
restrictions & average 
cost 

Number of infants available 
for adoption 

Higher abortion costs were related to a lower 
number of children available for adoption; 
restrictive Medicaid funding had no impact on 
the supply of adoptable infants 

Medoff, 
2010(13) 

US, all states 
1982,1992 
and 2000 

M Medicaid funding 
restrictions & average 
cost 

Teen pregnancy rates 
Medicaid funding restrictions reduce teen 
pregnancy rates 

Medoff, 
2010(72) 

US, all states 2000 
Medicaid funding 
restrictions & average 
cost 

Nonmarital birth rate 
The price elasticity of demand is -0.60; 
Medicaid funding restrictions reduced a state‟s 
nonmarital birthrate by 16.5% 

New, 2009(10) US, all states 1986-2003 
Medicaid funding 
restrictions 

Abortion rate 
Medicaid funding restrictions reduced abortion 
rate 

New, 2011(11) US, all states 1985-2005 
Medicaid funding 
restrictions 

Abortion rate & ratio 
Medicaid funding restrictions reduce the 
abortion ratio by 8% percent and the abortion 
rate by 9% 

Rolnick and 
Vorhies, 
2012(79) 

US, 23 states 2001-2008 
Medicaid funding 
restrictions 

Major abortion 
complications 

Medicaid funding restrictions were associated 
with lower complication rates 

Selik et al, 
1981(14) 

US, 5 
„intervention‟ 
and 5 control 
states 

1976-1978 
Medicaid funding 
restrictions 

Legal and illegal abortion 
complication rates 

There was no effect on the rates of 
complications of illegal abortions; restrictive 
funding policies were related to lower 
complication rates due to legal procedures 

Sen et al, 
2012(77) 

US, all states 1983-2002 
Medicaid funding 
restrictions 

Homicide death among 
children under 5 

No effect of Medicaid funding restrictions on 
child homicide 

Stevans et al, 
1992(79) 

US, all states 1983-1985 
Medicaid funding 
restriction 

Abortion decision 
Medicaid funding restrictions reduce the 
likelihood of poorer women choosing abortion 

Zavodny and 
Bitler, 2010(80) 

US, all states 1982-1996 
Medicaid funding 
restrictions 

Birth and abortion rates 
Medicaid funding restrictions are related to 
lower abortion rates and higher birth rates 
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Birth and Pregnancy rates 

Abortion price, by raising the costs of having the procedure, can raise birth rates while 

keeping pregnancy rates constant. Alternatively, it can serve as an incentive for a 

pregnancy avoidance behaviour, lowering pregnancy and possibly also birth rates. 

These hypotheses are both studied in some of the papers. 

The GI‟s review hypothesises that there is a conversion from abortions to births on the 

short run among Medicaid-eligible women when restrictions are imposed, but that the 

effect on the long run is still not clear(8). Medoff found that Medicaid funding 

restrictions were associated to a lower non-marital birth rate in all US states in 

2000(72); on the other hand, Zavodny reported an opposite effect on general birth 

rate(7) and Coles also found an increase but only among black teenagers(12). Once 

again, all these use cross-sectional state aggregated data and therefore have serious 

limitations. 

Medoff described, in a longitudinal study using an economic model, that both Medicaid 

funding restrictions and abortion price reduced teen pregnancy rates(13). However, this 

is the only paper that specifically aimed to study pregnancy rates, and the author 

recognizes that there might be several unknown factors that are difficult to account for 

in the analysis(13). 

Gestational Age 

Costs can lead to a delay in abortion by forcing women to save the necessary money 

for the procedure. The GI‟s review reported some evidence that indicated that poorer 

women tend to delay their abortion and that raising money is an important factor in this 

decision(8). Whether this leads to an increase in second trimester abortions, however, 

was less clear(8). This can have severe consequences, given that abortion-related 

mortality rises steeply after 8 weeks gestation, and it has been calculated that 87% of 

deaths of women having abortions after 8 weeks could be avoided if the procedure was 

performed sooner(81). 

Illegal Abortion  

There is no evidence supporting the possibility that higher costs lead to increased 

illegal abortion rates, according to the GI‟s review(8), although there are some reported 

cases of women who had illegal abortions due to Medicaid funding restrictions(74). 

Selik et al(14) also found no evidence to support this possibility. Besides the problems 

already stated regarding the methodology of most of these papers, the issue of illegal 

abortion might have additional limitations given the possible reluctance of women to 
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share the fact that they were involved in an illegal procedure; also, not all illegal 

abortions have complications that lead women to a health facility, which can 

underestimate this association even more. 

Other Outcomes 

Some studies, based on the premise that children who are born from unwanted 

pregnancies are more likely to be abused by their caretakers, also suggest that 

Medicaid funding restrictions for abortion provision may adversely affect children, but 

the results are inconsistent (8). Sen et al(82) found an increase in child homicide to be 

related to more restrictive abortion policies (such as mandatory delay requirements), 

but not to funding restrictions; Kalist (76) found that funding restrictions lead to a 13 to 

20% increase in infant homicide. Both of these papers used a cross-sectional time 

series design, and both controlled for very similar factors, but Sen et al used proxy 

variables to control for the general climate of violence of each state. 

Abortion related complications may rise after a rise in costs if these lead to a higher 

gestational age at the moment of abortion (because of time spent gathering money) or 

they could be related to illegal procedures which might be characterized as 

„spontaneous abortions‟ when the woman conceals the truth. However, both Selik et 

al(14) and Rolnick et al(79) found higher costs to be associated with a decrease in the 

proportion of legal abortion complications. According to the authors‟ interpretation, this 

may be due to a variety of reasons that may affect more restrictive states, such as a 

lower proportion of second trimester abortions or simply a lower number of procedures. 

One study(75) tested the hypothesis that higher abortion costs lead to pregnancy 

avoidance behaviour through higher contraceptive use; however, no association was 

found between the two. Also, according to the GI‟s review, no effect has been found 

between abortion costs and sexually transmitted diseases or sexual behavior 

change(8). 

Two studies explored broader societal consequences of higher abortion costs. 

Beauchamp(73) described a higher probability of marriage and cohabitation when 

abortion costs were higher (due to what was described as “[men‟s] marriage market 

search behavior”) and Lichter et al(77) found a modest increase of single women 

headed households among black women. 

Finally, Medoff concluded that having an abortion and giving a child away to adoption 

are not considered perfect substitutes by women, after finding a negative association 

between higher abortion costs and number of children available for adoption(78).  
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As before, most of these studies deal with cross-sectional aggregate data. This 

imposes a considerable limitation to these findings, since it is possible that unknown 

factors that influence the outcomes exist and are not accounted for. Also, some of them 

have an ecological design, which makes causality impossible to ascertain. 

Interviews 

The six interviews lasted between 15 to 30 minutes. Three interviewees were women 

and three were men. Their ages ranged from 31 to 61 years. Three interviewees stated 

that they believed that MF should be applied to abortion services and three others had 

the opposite opinion.  

Since I had undertaken and transcribed all the interviews, familiarization with the data 

was done while identifying the key themes. A thematic framework was then built, which 

identified four main themes: timing, problem definition (which included context, legal 

issues, health issues, health services issues, social issues, economic issues, 

ideological perspectives, ethical issues and others), consequences and alternative 

solutions. The data was then indexed to the main and secondary themes on a table. 

Some alterations to the framework were made while indexing (annex D has the final 

index). A summary of the key points that were made is presented below. 

Timing 

Only one interviewee shared an opinion about why this issue was being debated now, 

and declared the petition by the FFL, that had just been discussed in parliament, as the 

main driver for the debate. 

Problem Definition 

Problem definition regards what interviewees saw as a reason to or not to debate this 

issue. It was separated in context, legal, health-related, health services related, social, 

economic, ideological, ethical and other reasons. 

Context 

Interpretation of current abortion epidemiologic data 

Two people mentioned the fact that abortion rates in Portugal are one of the lowest in 

Europe, both as a means to show how they considered this is not to be a priority issue. 

Most interviewees also had something to say about repeat abortion. All of them knew 

the numbers – that around 25% of abortions in Portugal in 2011 were repeat abortions 

– but some considered this to be a high and others a low proportion, and, accordingly, 
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needing or not needing political intervention. One thought that, even though it was low, 

it deserved political attention. One also stated his/her belief that these numbers proved 

that women were using abortion as a contraceptive measure. 

Current exemptions 

Three interviewees believed that abortion, as part of sexual and reproductive health 

care, should stay exempt from payment; two disagreed, stating that it should be viewed 

as all other medical services and not as a privilege: 

“I don’t accept that this act is treated with a privilege regime in relation to 
others: to a brain tumor, to a disc hernia, to a limb fracture, to 
appendicitis. (…) We only want to apply to abortion the general principle, 
not a privilege in relation to other medical services.” (Interviewee 1) 

Others 

Still regarding the current context, one interviewee stressed that, while believing MF 

should be introduced, this issue did not intend to raise the abortion debate again. On 

the other hand, three interviewees accused the opposing political parties of trying to do 

this. As one of them put it: 

“I think this is a non-issue, honestly. MF don’t make any sense and 
because there is a movement that wants to go back on abortion, and 
because they don’t want to admit they want to go back, they introduce 
anything (…) to block the application of the law to show us one day that 
the law didn’t work because meanwhile it was blocked. (…) MF are 
hooded with an ideological movement.” (Interviewee 3) 

Legal Issues 

One interviewee, who disagreed with MF in any situation, argued that they go against 

the principles of the Portuguese constitution, which states that health care should “tend 

to be free”. Another person, who had an opposite stand on the issue, emphasised that 

current exemption regulations would protect poorer women, since they would be free 

from payment anyway. 

Health issues 

One interviewee mentioned several times the importance of the negative health 

consequences that repeat abortion had on women, as an additional argument for the 

introduction of MF. No other health issues were mentioned by any other interviewee. 

Health services issues 

One interviewee saw the fact that family planning services are free as a fundamental 

argument to introduce MF for abortion: 

“This is incomprehensible (…) in a country in which the pill is given for 
free in family planning consultations; in a country where in family planning 
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consultations people have access to male condoms; so there is no reason 
for abortion to be a contraceptive method.” (Interviewee 6) 

Another interviewee, although supporting MF for abortion, mentioned (s)he believed 

that repeat abortion was a sign of a complete failure of public health services, but didn‟t 

go into more detail. 

Social Issues 

Interviewees who were against the introduction of user fees frequently mentioned the 

importance of social circumstances that lead women to choose an abortion as an 

argument for their case. Most of these were related to unemployment, lack of 

resources and social fragility. One person mentioned difficult access to health care in 

the context of the current cuts in the health services and the discrimination that 

pregnant women might face at their jobs (when in flexible contracts, women might not 

be able to renew them if their boss finds they are pregnant). 

Economic Issues 

Only one interviewee (who disagreed with the MF) mentioned the possible financial 

gains that this policy might bring to the NHS, stating that they were minimal. One other 

person, with a different stance on the issue, mentioned the issue of payments that the 

State makes to private health providers for abortion services as “senseless”. 

Ideological Perspectives 

The three interviewees who were for the introduction of MF for abortion all stated that 

they were in favor of decriminalized abortion, as they believed the criminalization of 

women is not a good solution. Two of the others stated they were completely against 

MF, whatever the procedure, stating inequities as the main argument against. 

Ethical Issues 

Ethical issues were by far the most frequently mentioned arguments to argue both for 

and against this policy. Interviewees who argued for it, mentioned mainly principles of 

justice, equity and equality: 

“How do you explain to people that for an abortion (…) on a woman’s 
request people are always exempt from payment? It makes no sense. A 
person thinks “but I have a brain tumor, why am I not exempt? Or I had a 
limb fracture, why not…” It is very difficult. And why is it difficult to 
explain? It’s very difficult to explain to people when in the origin they have 
injustice or inequities.” (Interviewee 1) 

Interviewees who had a different opinion on the subject mentioned the freedom to 

choose and accused people with the opposite stance of judgmental and disrespectful 

attitudes towards women: 
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“I want to tell you that I think there is in this proposal a sense of 
punishment to women who have an abortion. I think that is socially and 
morally unfair and unacceptable because abortion means we assume, 
consciously and freely, that we accept that others decide for their lives 
(…) and therefore we should not make them pay for a decision they make 
freely and consciously. I find that unacceptable.” (Interviewee 2) 

Another interviewee stated that: 

“They talk about women who perform abortions as – and some even say it 
– as if it was a contraceptive method, that is, as if a woman would have an 
abortion (...) lightly, as if she was doing something else. It’s not true, no! 
(…) Treating women this way as if they were irresponsible and as if they 
didn’t have the competence to make their own decisions, I think it’s very 
disrespectful and it doesn’t value women’s own dignity.” (Interviewee 4) 

Consequences 

This theme regards what interviewees speculated would be the consequences of 

introducing MF for abortion. 

One person mentioned (s)he didn‟t believe MF would lower abortion rates, even though 

(s)he was for the policy. One other, with the same stance on the issue, politely refused 

to answer this question. 

Two, who were against the policy, mentioned illegal abortion as a concern and possible 

outcome; two others, for the policy, argued that MF were too low to push women into 

illegal procedures, adding that illegal abortions cost a lot more than the current 50€ cap 

for MF. 

The topic of confidentiality arose in almost all interviews, when discussing the 

possibility of MF for repeat abortions. Most people saw this as an unsurpassable 

problem, although one suggested that a registry should be built with all the abortions 

that were performed, in order to apply the fee to women who repeated the procedure 

Alternative solutions 

Alternative solutions were outlined by policy objectors, most of whom mentioned better 

and more accessible family planning services, sexual education at schools and broader 

parental rights to help decrease the abortion rate and/or repeat abortion proportion. 

Discussion 
The literature review was quite diverse regarding timespan, studied outcomes and the 

likely personal opinion of the author – whereas, for example, one paper was published 
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in a catholic journal(64), the GI declares the right to choose abortion as one of its 

guiding principles(83).  

On the other hand, papers were very similar on the type of analysis they did: most used 

cross-sectional state-level aggregated data and performed multiple regressions. Using 

aggregated data in one moment in time can have major shortcomings, the most 

important being that a causal relationship between abortion costs and the outcomes 

cannot be assessed with confidence. However, all of these papers controlled their 

results for a variety of socioeconomic variables that allow some conclusions to be 

made. Also, there were no papers that analysed data from any country other than the 

USA. This can be an important obstacle, given that the USA and Portugal are so 

different in a variety of features; also, the evidence was on the impact of having to pay 

around 300$ for an abortion, as opposed to a maximum of 50€ in Portugal. This is yet 

another important obstacle when trying to apply the evidence to the Portuguese 

context. 

Nonetheless, considering these limitations, cost, including but not limited to out-of-

pocket payments, seems to be an important determinant of abortion demand. Evidence 

showed that, in the USA, both abortion rate, ratio and birth rate seem to be affected by 

abortion costs: at least on the short term, women choose to take their pregnancies to 

term when they would otherwise have had an abortion if costs were lower(1-11). 

Although weaker, evidence also points to the possibility of a decrease in pregnancy 

rates, albeit on a longer term – possibly the result of pregnancy avoidance behaviour 

when faced with higher abortion costs(8, 13). On the other hand, evidence points to a 

lack of association between higher abortion costs and illegal abortion(8, 14), even 

though there have been some reported cases of illegal abortions due to high costs of 

the legal procedure(74); this, however, is far from being enough to conclude that illegal 

abortion is an important problem when abortion costs are high. There is no other 

evidence of health or social outcomes being related to higher abortion costs. 

Abortion in Portugal does not seem to be an important public health issue: rates of 

legal abortion are low and the proportion of repeat abortion is also not dramatically 

high. Nonetheless, „moderating fees‟ are seen as a possible strategy to tackle this 

issue. It is still unclear whether their introduction will happen in Portugal: there has 

been some public discussion, the parliament has debated it briefly and two political 

parties have stated that they will present formal proposals for the introduction of fees 

for abortion in September 2012. As is common with abortion, the debate has focused 

on ethical arguments and is sometimes very emotional. 
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I believe the interviews allowed a broad range of opinions to be collected: half were 

against this policy and half were for, and arguments were more diverse than those 

usually shared by MPs in the media.  

The interviews showed that there is disagreement on some fundamental aspects of this 

issue. To begin with, there isn‟t even agreement on whether this is a real problem or 

not: one interviewee called this a „non-issue‟, others agreed that there is a problem but 

MF are not the solution whereas others believed this was an appropriate solution. In 

fact, looking at the same numbers, rates and proportions, people had different 

interpretations of the magnitude of the problem. People also seemed to have different 

interpretations of the reasons that lead women to have abortions: if half of the 

interviewees mentioned social issues as a fundamental factor, the other half stressed 

that contraception and family planning services being free was a major factor for 

women to be able to control their fertility. 

No interviewee believed that this policy would have an important impact on NHS 

revenue. This is not surprising, given the low value of MF and, consequently, the low 

proportion of the revenue that they add to the NHS(44). 

Ethically, the views were interestingly diverse. If the ones who agreed with the policy 

tended to frame it as an issue of justice, equity, equality and fair distribution of scarce 

resources, the ones who disagreed mentioned women‟s freedom, a non-judgmental 

attitude and respect for women as their main concerns. Interestingly, interviewees were 

very unsure as to what consequences this policy might have. Although some 

mentioned a concern for illegal abortion and one believed it wouldn‟t have any 

consequences on abortion rates, no other outcomes were brought up. As would be 

expected, the interviewees who were against the policy suggested some alternative 

measures that they believed should be the focus of the debate: effective sexual 

education at schools and family planning services accessible to everyone were the 

main focus. 

The particular issue of applying fees only for repeat abortions was an interesting one. 

Noted by some as a particularly judgmental way of making policy and by others as the 

consequence of an NHS whose solidarity does not have to be unbound, it raised 

practical issues that most people agreed would be unsurpassable. Indeed, building a 

registry to allow charging women who had had an abortion before would possibly cost 

more than the revenue that such fees would collect. 
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Applying the evidence collected to the Portuguese setting is a difficult challenge. 

Indeed, the findings of the literature review refer to a number of „natural experiments‟ 

that occur in the USA, where women have to pay around 350$ for an abortion(71). This 

is a considerable difference from Portugal, where MF have a cap of 50€, a visit to the 

emergency department of a general hospital costs 20€ and a visit to the general 

practitioner costs 5€(46). No suggestions have been made on how much the MF for 

abortion should be, but while it is a certainty that it will not be higher than 50€, it is also 

unlikely that it will be this high.  

Of course, costs are relative, but even considering that the Gross National Income per 

capita in the USA was 48,450 US dollars in 2011(84), as opposed to 21,250$ in 

Portugal in the same year(84), 350$ is still proportionately a higher cost than any value 

up to 50€. 

Adding to this, half of the Portuguese population was exempt from MF in 2011 due to 

low income(46), which essentially means that it is likely that a considerable proportion 

of the women who will have an abortion are also exempt from payment. 

It is, therefore, reasonable to assume that, given the relatively low cost of MF and the 

fact that poorer women are exempt from payment in Portugal, the introduction of MF for 

abortion on a woman‟s request would not have an impact in abortion rate or ratio, birth 

rate or pregnancy rate. Adding to this, the cost of illegal abortion in Portugal is very 

likely to be considerably higher than the MF(25), which makes it reasonable to assume 

that that the introduction of MF is very unlikely to lead to a rise in illegal abortions. 

Limitations 

One important limitation is that selecting interviewees who are involved and interested 

in the subject might lead to a bias regarding the importance given to the issue. That is, 

people who have spoken on this subject and/or are usually involved in health issues in 

parliament will probably tend to consider it an important issue that should be 

addressed. It is possible that most MPs do not agree with this, and would consider this 

to be a minor issue. 

A serious limitation that has already been mentioned is the sole availability of evidence 

from only one specific context. This seriously restricts the interpretation of the findings 

and their application to a different context. Nonetheless, I believe that with caution it is 

possible to draw some conclusions safely. 
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Qualitative research has a special susceptibility to the researcher‟s way of applying the 

methods, interpreting and reporting the data. This work is, obviously, no exception. I 

hold a strong personal view on this issue that, hopefully, has not been apparent either 

in writing or during the interviews. However, albeit not being clear to the interviewees, I 

believe I did a more intense questioning of those I didn‟t agree with, even though I felt I 

was able to empathize with all of them. Also, my interpretation of the data, from 

building the thematic framework, to what I chose to summarize and the final 

recommendations, were probably influenced by my point of view on the topic. 

Nevertheless, I believe I tried to overcome this and being aware of this limitation is an 

important step in doing so. 

Also, interviewees can have different answers depending on the interviewer. I cannot 

ignore the fact that certain characteristics about myself like my gender, age and 

background might have affected their responses.    

I also believe my inexperience in carrying out interviews for a research project affected 

the results: there were some points where had I probed an answer I might have 

obtained richer data. 

Finally, another important limitation relating to the interviews is that I believe I didn‟t 

always have, as I aimed to, a personal opinion from the interviewees. Two interviews 

were held in rooms with more people around and, even though the others were held 

more privately, appointments almost always were scheduled through secretaries. All of 

this seriously compromises the feeling of anonymity that interviewees would ideally to 

have. I believed this lead to a series of „political‟ answers as opposed to personal 

views. Nonetheless, I believe most of these would have been coincident. 

Strengths 

This is a unique study in that it is the first – to my best knowledge – to review the 

evidence on the possible outcomes of raising abortion costs for women who want to 

have the procedure. It is also especially relevant given that the debate is being held 

right now in Portugal and an official decision will probably be made by the parliament in 

September 2012.  

Also, I believe the literature search method was able to identify not only a high number 

of papers, but also from a broad range of authors (with different opinions). In fact, one 

of the reviewed papers had been published in a Catholic Journal while others were 

written by researchers who are known to be „pro-choice‟. 
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Recommendations 
The findings from the literature review and from the interviews seem to show that if 

moderating fees were applied to abortion services in Portugal there would not be 

important health or social consequences.  

No scientific work can aspire to neutrally solve an ideological dispute, and the evidence 

collected does not permit me to advise for or against the introduction of user fees for 

abortion in Portugal. The recommendations drawn from the data collected aim 

therefore to help policy makers in their decision process when considering the 

possibility of implementing this policy. 

Recommendation 1. „Moderating fees‟ for abortion should not be used as a way 

of decreasing abortion rate. 

Considering the evidence collected and its application to the Portuguese context, there 

is no reason to believe that abortion rates will decrease if a „moderating fee‟ is applied. 

Recommendation 2. „Moderating fees‟ for abortion should not be expected to 

raise birth rate. 

Although evidence shows that some pregnancies are converted into births when 

abortion costs are high, the fact that this was observed for much higher costs and that 

poorer women are exempt from payment in Portugal, makes it highly unlikely to happen 

in the Portuguese context.  

Recommendation 3. The introduction of „moderating fees‟ for abortion should 

not be used as a way of modifying sexual behaviour. 

This is supported by evidence that shows that higher abortion costs are not related and 

don‟t lead to a more intensive contraceptive use, a lower rate of sexually transmitted 

diseases or other types of sexual behaviour change. Also, there is no strong evidence 

that higher abortion costs will lead to lower pregnancy rates. 

Recommendation 4. Illegal abortion should not be a concern when considering 

„moderating fees‟ for abortion provision. 

There is no evidence to support the possibility that higher abortion costs lead to higher 

rates of illegal abortions. Also, the exemptions mechanism and the likely high costs of 

illegal abortions in Portugal make this possibility even more unlikely. 
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Annexes 

Annex A: Search Queries 

MEDLINE 

("Fees and Charges"[mh] OR "Medicaid"[mh] OR "Cost sharing"[mh] OR "Financing, 
personal"[mh] OR "Financing, government"[mh] OR "insurance"[mh] OR "health 
services/economics"[mh:noexp] OR "Health Services Accessibility/economics"[mh:noexp]) AND 
("Abortion, Legal"[mh:noexp] OR "Abortion, Induced"[mh:noexp]) AND ("Abortion, 
Legal/mortality"[mh:noexp] OR "Abortion, Legal/trends"[mh:noexp] OR "Abortion, 
Legal/statistics and numerical data"[mh:noexp] OR "Abortion, Legal/utilization"[mh:noexp] OR 
"Abortion, Legal /adverse effects"[mh:noexp] OR "Abortion, Induced/mortality"[mh:noexp] OR 
"Abortion, Induced/statistics and numerical data"[mh:noexp] OR "Abortion, 
Induced/trends"[mh:noexp] OR "Abortion, Induced/utilization"[mh:noexp] OR "Abortion, 
Induced/adverse effects"[mh:noexp] OR "Abortion, Criminal"[mh:noexp] OR "Abortion, 
Criminal/adverse effects"[mh:noexp] OR "Abortion, Criminal/trends"[mh:noexp] OR "Abortion, 
Criminal/statistics and numerical data"[mh:noexp] OR "Abortion, Criminal/mortality"[mh:noexp] 
OR "Birth Rate"[mh:noexp] OR "Birth Rate/trends"[mh:noexp] OR "Maternal 
Mortality"[mh:noexp] OR "Maternal Mortality/statistics and numerical data"[mh:noexp] OR 
"Maternal Mortality/trends"[mh:noexp] OR "Contraception/utilization"[mh] OR 
"Contraception/trends"[mh] OR "Contraception/statistics and numerical data"[mh] OR 
"Pregnancy Rate"[mh:noexp] OR "Pregnancy Rate/trends"[mh:noexp] OR "Gestational 
Age"[mh:noexp] OR "Sexually Transmitted Diseases"[mh:noexp] OR “Fertility”[mh:noexp]) AND 
("Female"[mh:noexp] OR "Humans"[mh:noexp]) 

 

EMBASE 

(exp abortion/ AND (illegal abortion/ OR mental health/ OR maternal mortality/ OR sexually 
transmitted disease/ OR contraception/ OR gestational age/ OR pregnancy rate/ OR female 
fertility/ OR birth rate/ OR health care need/) AND (*fee/ OR *medicaid/ OR *health care access/ 
OR *health insurance/ OR *health economics/ OR *funding/ OR *health economics/)) 

 

Science Direct 

("fee*"[Title] OR "charge*"[Title] OR "out-of-pocket"[Title] OR "pay*"[Title] OR "cost*"[Title] OR 
"insurance"[Title] OR "medicaid"[Title] OR "fund*"[Title] OR "access"[Title]) AND 
("abortion"[Title] OR "pregnancy interruption"[Title/abstract]) AND ("abortion rate*"[Title/abstract] 
OR "birth*"[Title/abstract] OR "pregnancy"[Title/abstract] OR "maternal mortality"[Title/abstract] 
OR "maternal mortality rate*"[Title/abstract] OR "illegal"[Title/abstract] OR 
"contracept*"[Title/abstract] OR "gestational age"[Title/abstract] OR "abortion 
complication*"[Title/abstract] OR "fertil*"[title/abstract]) AND ("female"[All Fields] OR 
"human*"[All Fields] OR "woman"[All Fields] OR "women"[All Fields]) 

Annex B: Interview Topic Guide 

i. Why do you believe the issue of MF for abortion is being debated now? 
ii. What are, in your opinion, the main ethical issues with this debate? 

a. More egalitarian/extra revenue for the NHS/moralizing/precedent for other 
health care services 
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b. Should MF differ depending on the grounds on which women have abortions 
and depending on the number of abortions they‟ve had before? 

iii. Do you believe there will be health-related consequences if the MF are applied on 
abortion services? 

a. Illegal abortions/ use of contraceptives/lower abortion rate/higher birth 
rate/others 

Annex C: Consent Form 

London School of Hygiene and Tropical Medicine 

Public Health MSc 

 

User fees for requested abortions in Portugal: what would be the consequences? 

 

Informed Consent Form 

This informed consent form is for the interviewees who are invited to participate in the study 
“User fees for requested abortions in Portugal: what would be the consequences?”, a research 
on the use of moderating taxes for requested pregnancy terminations in Portugal. This 
investigation is being done by Inês Campos Matos as part of a Public Health MSc in the London 
School of Hygiene and Tropical Medicine. 

 

This Informed Consent Form has two parts:  

Part I: Information Sheet (to share information about the study with you)  

Part II: Certificate of Consent (for signatures if you choose to participate)  

 

You will be given a copy of the full Informed Consent Form. 

 

Part I: Information Sheet 

 

Introduction  

This research project is taking place as part of a Public Health MSc in the London School of 
Hygiene and Tropical Medicine. The aim of the research is to identify the possible Public Health 
impact of moderating taxes in elective pregnancy termination in Portugal. 

You are being invited as a member of parliament in your political party / as a recognized expert 
on the subject to take part in this study as an interviewee. Other individuals, from each of the 
other political parties in parliamentary representation, will be invited as well. The interview is 
anonymous and serves the purpose of better understanding what your personal views are on 
the subject of moderating taxes for elective pregnancy termination. 

This participation as an interviewee is voluntary and you can choose to terminate the interview 
and/or not be part of the research at any moment. 

Procedures  
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The interview will last between thirty and sixty minutes and will occur in a place that you agree 
to. If you do not wish to answer any of the questions during the interview, you may say so and I 
will move on to the next question. No one else but me will be present unless you would like 
someone else to be there. The information recorded is confidential, and no one else except me 
will access to the information documented during your interview. The entire interview will be 
recorded and the recording will be kept in a pen drive under my supervision. These recordings 
will be deleted after six months after the end of the study (i.e., they will be deleted in March 
2013). 

Reimbursements 

You will not be provided any incentive to take part in the research.  

Confidentiality 

The interview will be anonymous: no information about you other than your party affiliation will 
be stated in the final study. 

Sharing the Results  

The knowledge that the research yields will be shared with you when the final paper is written. 
This final paper will then be the ownership of the London School of Hygiene and Tropical 
Medicine. 

Who to Contact 

If you have any questions, you can ask them now or later. If you wish to ask questions later, you 
may contact me in any of the following ways: by email (                     @lshtm.ac.uk) or by phone 
(+351 919617377).  

The proposal for this study has been reviewed and approved by an Ethics Committee from the 
London School of Hygiene and Tropical Medicine. 

You can ask me any more questions about any part of the research study, if you wish to. Do 
you have any questions? 

 

Part II: Certificate of Consent 

 

I have read the foregoing information and I have had the opportunity to ask questions about it 
and any questions I have been asked have been answered to my satisfaction.  

Print Name  

Signature  

Date  

I have, to the best of my ability, made sure that the participant understands what will be done. 

I confirm that the participant was given an opportunity to ask questions about the study, and all 
the questions asked by the participant have been answered correctly and to the best of my 
ability. I confirm that the individual has not been coerced into giving consent, and the consent 
has been given freely and voluntarily. 

I also confirm that the data retrieved from this interview will be used only for the purposes of the 
stated study and that the only person who will have access to the recordings and their 
transcriptions will be me. 

A copy of this informed consent form has been provided to the participant. 

mailto:ines.campos-matos@lshtm.ac.uk
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gggggggggggg 

Signature 

Date    

This informed consent form was written based on the World health Organization‟s Informed Consent Form 

templates, available at:  http://www.who.int/rpc/research_ethics/informed_consent/en/. 

Annex D: Thematic Framework 

1. Timing 
2. Problem Definition 

2.1. Context 
2.1.1.  Interpretation of current abortion epidemiologic data 
2.1.2.  Current exemptions 
2.1.3.  Others 

2.2. Legal issues 
2.3. Health issues 
2.4. Health services issues 
2.5. Social issues 

2.5.1.  Social reasons to have abortions 
2.5.2.  Access to services 
2.5.3.  Discrimination of pregnant women 

2.6. Economic issues 
2.6.1.  Income to the NHS 
2.6.2.  Resource allocation 

2.7. Ideological perspectives 
2.7.1.  Moderating fees 
2.7.2.  View on abortion 

2.8. Ethical issues 
2.8.1.  Freedom / non-judgment /  respect  
2.8.2.  Justice / equity / equality 

3. Consequences 
3.1. Illegal abortion 
3.2. Abortion rates 
3.3. Medical confidentiality 

4. Alternative solutions 
4.1. Sexual education 
4.2. Family planning services 
4.3. Parental rights 
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Annex E: CARE Form 

 

Combined Academic, Risk assessment 
and Ethics (CARE) approval form for 

MSc Project Reports 

*This form must be completed electronically. For detailed guidance, please refer to the 

Project Handbook for your course. 
 

SECTION 1 – STUDENT AND COURSE INFORMATION 

MSc DETAILS AND DEADLINES (deadlines to be communicated by Course Director) 

Academic Year 2011-12 

MSc course (and stream, where applicable) MSc Public Health, general  

Deadline for Supervisor approval Friday 16th March 2012 

Deadline for Course Director approval Monday 19th March 2012 

Deadline for submission to Ethics Committee Friday 23 March 2012 

Target for approved form to be passed to TSO  Friday 11 May 2012 

STUDENT AND SUPERVISOR DETAILS (to be completed by student) 

Full name of student  

Student email address  

Year of study (part-time students only)  First Year  Second Year 

Supervisor name  John Cairns 

Supervisor email address John.cairns@lshtm.ac.uk 

Supervisor institution/organisation LHSTM 

Supervisor status (at time of this 

version of the form being completed) 

 Confirmed  Provisional  Still to be identified 

Name of personal tutor (where 

Supervisor is still to be identified) 

      

 

SECTION 2 – APPROVAL AND SUBMISSION STATUS 

*Students please note: It is a requirement of your LSHTM degree that you obtain all 

required approvals before beginning your project work. Your Supervisor and Course Director 

must specifically give Risk Assessment approval. Ethics approval must also be obtained where 

necessary (answers in Section 5 will help determine if this is required or not). 
 

STUDENT DECLARATION (to be completed for all projects) 

I agree to conduct my project on the basis set out in this form, and to consult 

staff (initially, my Supervisor) if making any subsequent changes – especially 

any that would affect the information given with respect to ethics approval. 

 

I agree to comply with the relevant safety requirements, and will submit a 

separate request for LSHTM travel insurance where relevant.   

 

mailto:John.cairns@lshtm.ac.uk
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*Where seeking ethics approval for a study involving human subjects, please also attach copies 

of any information sheets, consent forms, and other relevant documents.   

Date of declaration 14th March 2012 
 

Please save the electronic file of this CARE form in the format 

“[MSc title]_[Year of Submission]_[Surname]_[Forename]_CARE” 
 

You will also be required to submit a copy of this CARE form with your final written-up project. 

This should be anonymised, i.e. with your name and email address removed. 

 

STAFF APPROVAL 

*Staff please note: Sections 3 and 4 of the form should be completed by the student before 

you give approval. Rather than „sign‟ this form, you should email the student and explicitly 

confirm approval, e.g. stating “In my role as supervisor, I approve the attached form”. The 

student is then responsible for updating the form and passing it on to any other staff. 

However if you would answer „no‟ to any of the „Yes/No‟ questions below, or disagree with any 

of the statements given, or have any other concerns, then you should not give approval. 

Instead, please contact the student immediately to inform them of your concerns and discuss 

changes which they may need to make before you may be willing to give approval. 

Please also be aware that in the exceptional case of a request to undertake a project in a 

country or region to which the Foreign & Commonwealth Office advise against travel, the 

student would need to fill out a separate form which will then need further School-level 

approval by the Safety Manager and Secretary & Registrar. 
 

SUPERVISOR‟S APPROVAL (required for all projects – this approval should be given first) 

Supervisor has agreed that Section 3 of this form is a reasonable 

summary of the proposed project. 

 Yes     No 

Supervisor has agreed that responses in Section 4 of this form 

address the main risks connected with a project of this nature. 

 Yes     No 

Supervisor has agreed that responses in Section 5 of this form 

correctly indicate whether or not ethics approval will be required. 

 Yes     No 

Name of Supervisor (if not yet identified, personal 

tutor or Course Director should approve) 

John Cairns 

Date of approval 15 March 2012 
 

COURSE DIRECTOR‟S APPROVAL (required for all projects – should follow Supervisor approval) 

Course Director has agreed that the proposed project‟s academic 

content, set out at Section 3 of this form, is suitable for this MSc. 

 Yes     No 

Course Director has agreed that responses in Section 4 of this form 

address the main risks connected with a project of this nature. 

 Yes     No 

Name of Course Director (or nominee) Jennifer Gosling 

Date of approval 16.3.2012 
 

FACULTY SAFETY SUPERVISOR‟S APPROVAL (only required if project involves working with 

pathogenic organisms, human blood or radiochemicals – should follow Supervisor approval) 

Faculty Safety Supervisor has agreed that the proposed project, as 

set out in this form and particularly Section 4, may proceed. 

 Yes     No 

Name of Faculty Safety Supervisor (or nominee)       
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Date of approval       
 

ETHICS APPROVAL (required for all projects involving human subjects or human data, except for 

public domain data that cannot enable the identification of living people – NB that Supervisor approval 
must have been received before the application is submitted to the Ethics Committee) 

The Ethics Committee has approved the project proposal set out on 

this form.  

 Yes     No 

Date of approval       

Ethics Committee application number assigned       
 

SECTION 3 – APPLICATION FOR ACADEMIC APPROVAL 

*All students should complete all sub-sections (3.1, 3.2 and 3.3). If particular questions are 

not applicable to you then please write „N/A‟. 
 

3.1 PROJECT OUTLINE (should not normally exceed 750 words total) 

Proposed project title: (should not normally exceed 20 words) 

User fees for requested abortions in Portugal: what would be the consequences?  

Proposed project type:  

*See course-specific section of Project Handbook for details of project types permitted for each 

MSc. Be aware that restrictions may apply for individual courses. 

Health Policy Report 

Proposed project length: 

*For almost all students, this will be „Standard‟. Extended projects are only available for MSc 

IID; they have a different schedule and allow a slightly greater word count. 

 Standard   Extended 

Background: (about 200 words) 

*Indicate why this topic is of interest or relevance.  

*If the project involves work with a specific organisation please give details. 

*Please give any other details specifically relevant for consideration by the Ethics Committee, 

e.g. related to purpose. 

Five years after Portugal decriminalized abortion on a woman‟s request following a national 

referendum in which voters called for a change in law, several organizations, political parties 

and institutions, with varied perspectives, are starting to draw a balance and suggest further 

changes to the law. Some of these interest groups have proposed the introduction of user fees 

for elective abortions, namely for repeat abortions. The ministry of health has officially stated 

that the issue is off the government‟s agenda, even though the current governing party, the 

Social Democratic Party, has stated that the issue needs to be evaluated. 

At the same time, since May 2011, the Portuguese government has been acting in accordance 

with a Memorandum of Understanding with the European Commission, the European Central 

Bank and the International Monetary Fund. This memorandum states that moderating fees 

(user fees in Portugal are called “moderating fees”, since they‟re said to induce moderation in 

health care use) for healthcare should increase, a policy that has already been brought forward 

for many other health care services. 

The current feeling of need for increased user fees and the ongoing debate about abortion in 

Portugal makes this a likely issue for public debate in the near future, hence the strong need 

for an analysis of its possible public health consequences. 

Hypothesis: (about 30 words, where applicable) 
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N/A 

Overall aim of project: (about 30 words) 

To explore the possible public health consequences of introducing user fees for requested 

abortions in Portugal. 

Specific objectives of project: (about 70 words) 

To understand the arguments for and against user fees for health care. 

To describe the known public health consequences of user fees in Portugal. 

To describe existing evidence on the introduction of user fees and other forms of restrictions 

on requested abortions. 

To understand the perspective of different interest groups on the introduction of user fees for 

requested abortions in Portugal. 

Proposed methods: (about 200 words) 

*Please summarise methods, and include any relevant details for consideration by the 

Ethics Committee such as numbers of participants and procedures to be performed. 

A review of the literature will be made on the subject. This will rely mainly on published, peer-

reviewed sources, but also, to a smaller extent, on grey literature (such as reports from the 

Portuguese government on the epidemiology of requested abortions). 

To obtain an insight on the different range of opinions that exist regarding the subject of 

moderating fees for requested abortions, several interviews will be carried out. These will be 

semi-structured, face to face interviews, recorded and transcribed. Interviewees will be given 

the choice to remain anonymous, non-identifiable or to be identified. 

The interviewees will preferably be members of parliament, ideally one from each of the six 

parties currently represented. These individuals will be selected based on convenience and 

availability. In case it is not possible to interview some members of parliament, organizations 

that are active on the issue will be approached in order to find another possible interviewee 

with similar perspectives on the subject. 

One expert on the subject – the current president of the National Ethics Council for the Life 

Sciences – will also be interviewed.  

References: (max 150 words) 

*List any key references which will shape the project, including for methods to be used. It 

should not normally be necessary to quote more than 5 references. 

(1) Buse K, Mays N and Walt G. Making Health Policy [e-book]. Open University Press; 

2005 [cited 2012 Feb 11]. Available from: MyiLibrary. 

http://lib.myilibrary.com.ez.lshtm.ac.uk?ID=95094. 

(2) Sedgh G, Singh S, Shah IH, Ahman E, Henshaw SK, Bankole A. Induced abortion: incidence 
and trends worldwide from 1995 to 2008. Lancet. 2012. Epub 2012/01/24. 
(3) The reproductive health report: The state of sexual and reproductive health within the 
European Union. The European journal of contraception & reproductive health care : the official 
journal of the European Society of Contraception. 2011;16 Suppl 1:S1-70. Epub 2011/09/09. 
(4) Ritchie J and Spencer L. Qualitative data analysis for applied policy research. In: Bryman A 
and Burgess RG. Analysing Qualitative Data. 1994. London: Routledge. 
(5) Figueras J, M.M., Mossialos E and Saltman RB. Funding Health Care: Options for Europe. 
European Observatory on Health Care Systems. Buckinhgham;Philadelphia. 2002. 

Prior work: (only where relevant; max 100 words) 

*Indicate any previous work you have done related to this project topic, including student 

work, professional work, or publications. 

N/A 
 

http://lib.myilibrary.com.ez.lshtm.ac.uk/?ID=95094
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3.2 FEASIBILITY (about 100 words total – but can write more or write less if appropriate) 

What could stop this project from succeeding, or prevent you from achieving your 

objectives? 

*Please indicate any aspects of your proposed approach which could potentially experience 

difficulties, e.g. delays with permissions, data collection or storage problems, lack of sufficient 

comparable information, etc. You may also wish to mention any wider matters which could 

affect your project, e.g. civil unrest, natural disasters, transport availability. 

Lack of opportunity for interviews. Civil unrest in Portugal due to the current financial situation. 

What alternative plans do you have in case you encounter any of the potential 

problems you have identified? 

In case I am unable to perform any interviews, be it for lack of opportunity or civil unrest, I 

will base my project on existing literature. 
 

3.3 DATA SOURCES, INTELLECTUAL PROPERTY AND PERMISSIONS   

If you expect to use existing data, how will you obtain it? 

*Indicate who holds the data, who specifically you will contact, and by when. Any contact so 

far, especially anything confirmed in writing, should be mentioned. 

Existing data will be retrieved from published and grey literature, none of which require any 

special permission. 

If you expect to use any public domain data, please give further details. 

*Make clear who owns the data and how you will gain access (giving a link if possible). Public 

domain data must be available to any member of the public, without any restrictions or 

requirement for special permission, and must not enable the identification of living people. 

Data on abortions in Portugal is accessible via the Directorate General for Health‟s website 

(http://www.dgs.pt/). All the data I will use regarding abortions performed in Portugal is 

available online, without restrictions or special requirements, and it does not enable the 

identification of people. 

Will any specific data rights permissions or usage limitations be required 

regarding data to be used or collected in the project?  

If „Yes‟, please describe further. *Remember that local ethics or research governance 

requirements (see Section 5.2) may entail specific data rights limitations. 

 Yes   

 No 

      

Will any copyright agreements or intellectual property rights (IPR) agreements be 

required regarding data to be used or collected in the project? 

*Please tick all boxes that apply, and attach copies of any forms/agreements (even if in draft). 

 No specific IPR, copyright or permissions issues should apply to this project (student retains 

copyright and a claim to related IPR) 

 IPR to be retained by LSHTM (specific LSHTM form to be completed)  

 Copyright to be transferred to LSHTM (specific LSHTM form to be completed) 

 IPR, copyright or other agreements/permissions required with external parties/organisations 

Please give any further relevant details about IPR, copyright or other permissions. 

      
 

 

SECTION 4 – APPLICATION FOR RISK ASSESSMENT APPROVAL 

*All students should answer all questions in sub-section 4.1; this will make clear which of the 

subsequent sub-sections you need to complete. 

http://www.dgs.pt/
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Ensuring safety during project work is the responsibility of each individual student, 

and not of LSHTM or LSHTM staff. *Please see the Project Handbook for further guidance. 
 

4.1 TYPE OF RISK (to be completed by all students) 

Where will the project be carried out? (please tick all that apply) 

*Note that work away from LSHTM or outside the UK means any form of work for your project, 

not just primary data collection. Some courses may have specific restrictions on this. 

 All work will take place either at LSHTM, in libraries in the UK, or at my personal 

residence in the UK. [If so, you do not need to complete either section 4.2 or section 4.3] 

 Some work will take place in the UK that is away from LSHTM sites in London, is 

non-Library-based, and is not at my personal residence. [If so, section 4.2 on „Work 

away from LSHTM‟ must be completed] 

 Some work will take place at my personal residence outside the UK [If so, section 

4.3 on „Work outside the UK‟ must be completed] 

 Some work will take place outside the UK that is not at my personal residence [If 

so, both sections 4.2 and 4.3 on „Work away from LSHTM‟ and „Work outside the UK‟ must be 

completed] 

Will the project involve working with or handling any of the following materials? 

Pathogenic organisms  Yes     No 

Human blood   Yes     No 

Radiochemicals   Yes     No 

[If „Yes‟ to any of the above, Sections 4.4 and 4.5 must be completed] 

Are any other potentially hazardous activities likely to be carried out during the 

project? 

 Yes     No 

[If „Yes‟, Section 4.5 must be completed] 

Do any special requirements (e.g. disability-related issues) or other concerns need to 

be taken into account for either you as a student, study participants or colleagues? 

 Yes     No 

[If „Yes‟, Section 4.6 must be completed] 
 

4.2 WORK AWAY FROM LSHTM (to be completed if any work will be done away from 

LSHTM, other than at your home or at libraries elsewhere in the UK) 

Will the project be based in an established hospital, college, research 

institute, NGO headquarters, field station or other institutional site? If „Yes‟, 

please give the name and location of the site(s); describe approximately what 

proportions of your project will be spent there; and state name and role of person 

who has confirmed willingness to support you at each site (indicating extent of 

correspondence, especially what they have confirmed in writing). 

 Yes   

 No 

      

Will you have an „external supervisor‟, co-supervisor or other main advisor, 

or be working with any specific organisation(s), during your work away from 

LSHTM? If „Yes‟, please indicate the name, role, contact details, and level of support 

that any such external advisors are expected to provide, and give details about any 

organisations you will be working with. 

 Yes   

 No 

      

Will the project involve personal visits, interviews or interactions with  Yes   
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people in their homes, workplaces, community settings or similar? If „Yes‟, 

please give details, including approximately what proportion of your project this will 

involve. 

 No 

A large proportion of my project will be based on interviews. I plan to interview seven different 

people separately, six of them members of parliament and one a medical doctor who is the 

president of the National Ethics Committee. The interviews will probably take place in the 

individual‟s workplaces. 

Will the project involve lone/isolated work or significant travel? If „Yes‟, 

please give details, including approximately what proportion of your project this will 

involve, and state how you can be contacted while working or travelling. 

 Yes   

 No 

      

What arrangements are proposed for contact with your main supervisor while you are 

away from LSHTM? Indicate expected ease and frequency of contact, and communication 

methods to be used. 

Most communication will happen via email. At least two in-person contacts will take place 

before handing in the final project. 

Please tick to confirm:   I have read the LSHTM Code of Practice on off-site work. 
 

4.3 WORK OUTSIDE THE UK (to be completed if any work will be done outside the UK) 

What form of project work will be undertaken outside the UK? (please tick all that apply) 

 Work at my family home or personal residence only 

 Work at an established hospital, college, research institute, NGO headquarters, field 

station or other institutional site 

 Work away from my personal residence or an established site 

*Note that for either the second or third options, you should also have completed Section 4.2. 

Name the country/countries and region(s) in which work will be undertaken: 

Country or countries: Portugal  Region(s) : Lisbon 

Do the Foreign & Commonwealth Office‟s (FCO) Travel Advice Notices 

(www.fco.gov.uk/en/travelling-and-living-overseas/travel-advice-by-country) advise 

against travel to the regions(s), country or countries involved? 

*Note that if „Yes‟, the School will not normally permit such travel for project work. In 
exceptional circumstances only, requests may be considered by the Safety Committee and 
require approval by the Safety Manager and Secretary & Registrar. 

 Yes   

 No 

Please tick to confirm:   I will seek specific travel health advice before any 

international travel as part of my project. 

*Free travel health advice is available, along with anti-malarials, 

vaccinations and medication, from the School‟s approved providers 

– please see details in the project handbook. 

Please tick to confirm:   I understand that travel insurance is required when 

travelling internationally for project purposes. 

*Free LSHTM travel insurance can be applied for using a separate 

form – provided the travel is for location-specific project purposes. 
 

4.4 WORK WITH HAZARDOUS SUBSTANCES (to be completed if the project involves any 

work with pathogenic organisms, human blood or radiochemicals – NB that this will require 

approval by the Faculty Safety Supervisor) 

Name the organism or organisms to be used: 

http://intra.lshtm.ac.uk/safety/travel/taught_course_students_working_away_from_lshtm_sites.pdf
http://www.fco.gov.uk/en/travelling-and-living-overseas/travel-advice-by-country/
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Identify all potential routes of infection: 

      

Name the radiochemical or radiochemicals to be used: 

      

List laboratories where work with pathogens or radioisotopes will be carried out: 

      

List disinfectants to be used, and describe arrangements for disposal of used 

material: 

      

Will or might Health Surveillance be required for you or any staff working 

with you? If „Yes‟, please give details. 

 Yes   

 No 

      
 

4.5 PRECAUTIONS AGAINST HAZARDS (to be completed if any potentially hazardous 

activities are likely to be carried out during the project. Refer to Project Handbook and School 

safety documentation for further information. Faculty Safety Supervisor‟s approval may be 

further requested where felt appropriate by project Supervisor.) 

Indicate any procedures, activities or aspects of the proposed project which may 

entail hazards (including work with hazardous substances as per Section 4.4, or 

anything else relevant). Please set distinct hazards out separately, in a numbered list. 

      

Indicate the precautions you will take to prevent or mitigate such potential hazards. 

Please number these to refer to the specific hazards identified in the preceding question. 

      
 

4.6 SPECIAL REQUIREMENTS (to be completed if the project involves any special 

requirements, e.g. disability-related issues, or other concerns that need to be taken into 

account for either you as a student, study participants or colleagues) 

What special requirements or concerns need to be taken into account? 

      

Do these need to be considered in planning arrangements?  

If „Yes‟, please give details. 

 Yes   

 No 

      

Do these impact on supervision arrangements?  

If „Yes‟, please give details. 

 Yes   

 No 

      

Does the project location need to be considered in relation to these? 

If „Yes‟, please give details. 

 Yes   

 No 

      

Do arrangements for access to specialist medical treatment need to be 

considered? 

If „Yes‟, please give details. 

 Yes   

 No 
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SECTION 5 – APPLICATION FOR ETHICS APPROVAL 

*All students should answer all questions in sub-sections 5.1 and 5.2. Answers to 5.1 will 

make clear whether approval by the LSHTM Ethics Committee is necessary, and which later 

sub-sections you may need to complete. Section 5.2 covers any external approvals required. 

*Further detailed guidance about completing this section, and what to do next if formal LSHTM 

ethics approval is required, is given in Chapter 6 of your Project Handbook. 

*NB that supervisor approval must be obtained before an application is submitted to the 

Ethics Committee. 
 

5.1 SCOPE OF STUDY (to be completed by all students) 

Which of the following applies to your project? (please tick one option only) 

*Note – the term „human data‟ includes any documentary data, datasets or biological samples. 

 Project does not involve any human subjects or any human data. [If so, formal 

LSHTM ethics approval is not required and you do not need to complete Sections 5.3 or 5.4] 

 Project involves human data, but all this human data is fully in the public domain. 

[If so, formal LSHTM ethics approval is not required and you do not need to complete Sections 

5.3 or 5.4] 

*Public domain human data must be: available to any member of the public without special 

permission; to which access is not restricted in any way; and which does not enable the 

identification of living people, either directly or by linking to other data. 

 Project involves some non-public-domain human data, all of which was previously 

collected in another study or studies. [If so, formal LSHTM ethics approval is required and 

Section 5.3 must be completed] 

 Project involves some additional collection of data, further to an ongoing or 

previously completed study or studies. [If so, formal LSHTM ethics approval is required 

and Section 5.4 must be completed] 

 Project is a completely new study which will involve human subjects or human 

data. [If so, formal LSHTM ethics approval is required and Section 5.4 must be completed] 

 

5.2 LOCAL ETHICS APPROVAL OR RESEARCH GOVERNANCE APPROVAL (to be 

completed by all students) 

*As well as approval from the LSHTM Ethics Committee, projects may require specific approval 

from other involved or responsible bodies. For example, in the UK you may need specific 

authorisation to work in an NHS facility, or to work with vulnerable groups such as patients or 

children. Outside the UK a wide range of requirements may apply e.g. from local or national 

Ethics Committees, government departments etc. Students must investigate all potential 

local approval required for your project work. Failure to check or gain any necessary 

external approval may invalidate LSHTM approval. 

Is local approval required for the work being done (whether this approval is 

still to be obtained, or has already been granted)? 

*This should include any forms of ethics approval, research governance approval or 

other specific permissions that may apply. 

 Yes   

 No 

If „Yes‟, give details of local approval to be obtained (this must be in place before 

commencing fieldwork) or which has already been granted.  

*Please name all bodies whose approval is required, or indicate where work is expected to take 

place using permissions already granted for a „parent‟ project. Where approval has already 

been granted, quote approval reference numbers and if possible give web links to documents. 
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If „No‟, explain why formal local approval is not required, and describe any less 

formal permissions, invitations or support you are being given for this work. 

*If you will be working away from LSHTM with human subjects or human data, but cannot 

identify a local Ethics Committee or believe that no formal approval is required, then please 

give details and explain what you have done to check this. In such cases, if you do not have 

formal approval you should always demonstrate appropriate local support, such as 

correspondence with local government officials or an involved Non-Governmental Organisation. 

Interviewees will be members of the Portuguese parliament and the president of the National 

Ethics Committee. Each will be asked to sign a consent form stating that they understand the 

circumstances in which they are participating. 

*If any specific data rights permissions or usage limitations will be required regarding data to 

be used or collected in the project (e.g. as a result of local ethics or research governance 

requirements), this should be spelt out in Section 3.3 earlier. 
 

5.3 PROJECTS USING ONLY PREVIOUSLY-COLLECTED HUMAN DATA (to be completed if 

project involves non-public-domain human data, datasets or biological samples previously 

collected in another study or studies; if collecting any new data, complete Section 5.4 instead) 

Summary of purpose and methods of the original study or studies: (max 100 words) 

      

Give details of all approvals under which the original study or studies took place:  

*Please quote names of Ethics Committees and approval reference numbers (required if 

previous approval was from LSHTM); if possible give web link to original study application. 

      

Proposed study: Ensure that the project outline given in Section 3.1 states the 

purpose, methods and procedures of the new work to be done in your project, and 

describes how this builds on the previous study or studies (for which participants 

will already have been recruited, data or samples collected, and procedures 

performed). Do not reproduce here. 

Will your analyses be for purposes not covered by the original application 

detailed above? If „Yes‟, indicate how you will obtain (i) permission to use the data 

from the principal investigator responsible for each original study; and (ii) 

retrospective consent, where appropriate, from the participants in each original study. 

 Yes   

 No 

      

Does the project involve analysis of documentary information and/or data 

already collected from or about human subjects? If „Yes‟, specify analyses 

briefly. 

 Yes   

 No 

      

Does the project involve laboratory analysis of human biological samples 

already collected, or new or additional analysis of stored samples? If „Yes‟, 

specify the laboratory analyses or tests to be performed. 

 Yes   

 No 

      

Specify how confidentiality will be maintained. Where data will be anonymised, 

specify how this will be done. When small numbers are involved, indicate how 

possible identification of individuals will be avoided.  

      

State how your data will be stored and what will be done with it at the end of the 

study.  
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5.4 PROJECTS COLLECTING ANY NEW HUMAN DATA (to be completed if project involves 

collection of human data, datasets or human biological samples – either as a completely new 

study, or collecting additional data further to an ongoing or previously completed study)  

Proposed study: Ensure that the project outline given in Section 3.1 contains 

sufficient detail (inc. purpose, methods, procedures for both new data collection and 

any work building on previous studies), so as to allow the Ethics Committee to make 

an informed decision without reference to other documents. Do not reproduce here. 

Is your project an intervention study?  

For LSHTM ethics approval purposes, „interventional studies‟ include all trials based on 

random allocation of interventions, and also non-randomised interventions where 

participants or groups of participants are given treatments (of whatever nature) that 

they would not otherwise be receiving in the ordinary course of events and which are 

allocated by the investigators. 

 Yes   

 No 

Will any human biological samples be collected? If „Yes‟, specify details.  Yes   

 No 

      

Will any human biological material be stored at LSHTM for more than 24 

hours? If „Yes‟, specify which samples and how and where they will be stored. 

*Further guidance is given at 

http://intra.lshtm.ac.uk/support/research/humantissueact.html  

 Yes   

 No 

      

Specify the number - with scientific justification for sample size – age, gender, 

source and method of recruiting subjects for the study. 

Members of parliament will be selected on the basis of convenience and availability. Six 

individuals will be interviewed, one from each party in the Portuguese parliament. One more 

person will also be interviewed, for being considered an expert on the subject. 

State the location and likely duration of new or additional human data collection, and 

the extent to which this will be carried out by you alone, or in collaboration with 

others, or by others. 

The interviews will probably take place in the interviewees‟ workplace and should take between 

thirty to sixty minutes. All the interviews will be done by me. 

State the potential distress, discomfort or hazards, and their likelihood, to which 

research subjects may be exposed (these may include physical, biological and/or 

psychological hazards). What precautions are being taken to control and modify 

these hazards? 

I don‟t believe there is any considerable possibility of causing distress, discomfort or any kind 

of hazard; having said that, my approach to the subject will be as neutral as possible in order 

not to cause any psychological distress to interviewees whose opinions differ from mine. 

Specify how confidentiality will be maintained. Where data will be anonymised, 

specify how this will be done. When small numbers are involved, indicate how 

possible identification of individuals will be avoided.  

All interviewees will have the option of remaining anonymous, non-identifiable or to have their 

identity stated in the study. Their party affiliation will be stated in the study but other than 

that, the final report will only include information the interviewees agree to. The expert will be 

identified as an expert on the subject, and no more will be stated in case he chooses to remain 

anonymous. 

http://intra.lshtm.ac.uk/support/research/humantissueact.html
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State how your data will be stored and what will be done with it at the end of the 

study.  

Interviews will be recorded and transcribed. Both the recordings and the transcriptions will be 

kept in a pen drive for six months after the end of the study, and then permanently deleted.  

State the manner in which consent will be obtained from subjects.   

 Written consent is normally required. Where not possible, explain why and confirm that a 

record of those giving verbal consent will be kept.  

 Where appropriate, please state if and how the information and consent form will be translated 

into local language(s). 

The interviewees will be asked to sign a written consent form before the beginning of the 

interviews. The attached consent form will be translated by me to Portuguese. 

Interviewees will also be given a signed statement in which I declare that all the information I 

am given during the interview will only be used for the purpose of this study, and nothing else. 

Please tick to confirm:   I have attached copies of the information sheet(s), 

consent form(s), and other relevant documents related to 

work with human subjects. 

As well as collecting new data, will your project also make use of any human 

data or biological samples collected in a previous study or studies? If „Yes‟, 

summarise the purpose and methods of the original study or studies – for which 

participants will already have been recruited, data or samples collected, and 

procedures performed. (max 100 words) 

 Yes   

 No 

      

Give details of all approvals under which the original study or studies took place:  

*Please quote names of Ethics Committees and approval reference numbers (required if 

previous approval was from LSHTM); if possible give web link to original study application. 

      

Will your analyses be for purposes not covered by the original ethics 

approval detailed above? If „Yes‟, indicate how you will obtain (i) permission to use 

the data from the principal investigator responsible for each original study; and (ii) 

retrospective consent, where appropriate, from the participants in each original study. 

 Yes   

 No 
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Annex F: Ethical Approval 

 

May 16, 2012 5:11 PM 

Dear                          , 

Thank you for your revised consent and CARE forms. These are now approved for the 
MSc Ethics Committee. 

Regards, 

Ursula Gompels. 

MSc Ethics Committee 

----------------------------------- 

Dr UA Gompels 

Reader in Molecular Virology 

Pathogen Molecular Biology Dept, 

Infectious & Tropical Diseases Faculty, 

London School of Hygiene & Tropical Medicine, 

University of London, 

Keppel St.,   London   WC1E  7HT,  UK 

Telephone: +44 (0)20 7927 2315 

Fax (Dept): +44 (0)20 7637 4314 

Email: ursula.gompels@lshtm.ac.uk 
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