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ABSTRACT

The current Bush Administration has made dramatic changes in US domestic and
international reproductive health policies. This paper discusses the issues involved in
some of these changes, and it considers likely developments in this area during the
remainder of George W. Bush’s second term. The first section of the paper defines the
term reproductive health and presents a framework for classifying reproductive health
policies. The second section examines changes that the Administration has made in
domestic family planning policies. The third section looks at analogous changes in
American assistance for reproductive health internationally. The final section considers
the implications of these trends for future policy and women’s health.
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I N T RODUC T I ON

The controversies surrounding reproductive health policies began
long before the presidency of George W. Bush. For well over two
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decades, American reproductive health politics have been conten-
tious and partisan, affecting both domestic and international
policies. An example of a long-standing domestic struggle is whether
to mandate parental involvement in minors’ decisions to seek
services; and, internationally, how much to separate family planning
assistance from induced abortion.

During President Bush’s tenure, these reproductive health battles
have intensified as the Administration has made dramatic changes in
both domestic and international reproductive health policies. There
are new fronts to some of the old battles. Federal funding for
abstinence-only education has increased dramatically, while there
has been little growth in funding for family planning services. Once
again, the US has cutoff funding to the United Nations Population
Fund (UNFPA) for alleged activities related to abortion. On both the
domestic and international fronts, the Administration has denigrated
the efficacy of condoms.

R E P RODUC T I V E H E A LTH PO L I C I E S W I TH I N TH E UN I T E D

S TAT E S

Reproductive health policies include those that address abstinence,
contraception, and induced abortion. Figure 1 shows these policies in
relation to the three major steps in human reproduction. Except for
procedures requiring advanced technology, the first requirement is
sexual intercourse. The second step is conception, and the third is
gestation and parturition.

Figure 1 illustrates the interventions in relationship to the steps in
reproduction. Before Step 1 are the abstinence programs, intended to
discourage sexual intercourse. Between Steps 1 and 2 is contra-
ception, designed to decrease the likelihood that sexual intercourse
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Figure 1
The reproductive process. Source: Reference: 1 (Reprinted with permission of the publisher)
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will lead to conception. Between Steps 2 and 3 is induced abortion,
which terminates a pregnancy.

The steps in reproduction and the effectiveness of the interven-
tions are intrinsically related. When abstinence is not practiced
consistently, contraceptive services are needed for those who do not
wish to become pregnant. Similarly, when sexually active women not
wanting to become pregnant do not use contraception, the demand
for induced abortion increases. Thus, this article examines both
domestic and international reproductive health policies in terms of
abstinence, contraception, and abortion.

DOME S T I C R E P RODUC T I V E H E A LTH PO L I C I E S

Abstinence

Organized efforts to promote abstinence as the only acceptable
behavior for young and unmarried persons are often called either
‘‘abstinence programs’’ or ‘‘abstinence-only education’’. Family
planning programs often present abstinence as an option to their
clients, especially the very young. Abstinence programs promote this
behavior as the preferred or only acceptable alternative for young
and unmarried persons. Abstinence programs are educational
interventions, not clinical services. The extent to which abstinence-
only educational programs present abstinence as the only acceptable
behavior, or denigrate contraception, varies by program.

Federal support for abstinence-only education began prior to the
presidency of George W. Bush and flourishes during his tenure. In the
2000 presidential campaign, he promised to spend as much money on
abstinence programs as he claimed the federal government was
spending on contraceptive services for adolescents – $135 million.
While the accuracy of this figure has been questioned (2), the President
has kept his word. By fiscal year 2006, the federal government alone
committed $176 million for abstinence programs (3).

Federal funding for abstinence-only education derives from more
than one legislative source (Table 1). The Adolescent Family Life Act
has promoted abstinence since the Reagan Administration. The 1996
Personal Responsibility and Work Opportunity Reconciliation Act
(widely known as ‘‘Welfare Reform’’) authorizes $50 million per year
to be given to the states for abstinence programs.
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Upon assuming office in 2001, President Bush successfully
advocated for authorization of a third federal abstinence program,
Community Based Abstinence Education (CBAE), authorized under
Title V of the Social Security Act, the Maternal and Child Health
block grant (4). This new abstinence-only program adheres to more
rigid guidelines than do the other federal abstinence programs.
Grantees, often religious organizations, are required to teach that
abstinence from sexual activity is the only way to avoid out-of
wedlock pregnancy and sexually transmitted diseases. ‘‘Sexual
activity refers to any type of genital contact or sexual stimulation
between two persons including, but not limited to, sexual
intercourse’’ (5). Funded curricula must embrace the perspective
that sexual activity outside of marriage is likely to have harmful
psychological and physical effects. Table 2 shows dramatic increases
in funding for this strict abstinence-only educational program. CBAE
gained 40% in fiscal year 2005; the Presidential request was for a
148% increase (6).

Contraception

Worth watching in the contraceptive policy arena are funding for
family planning, emergency contraception, condoms, and parental
involvement.

Table 1: Funding by the United States Federal Government for Domestic
Abstinence-Only Education, FY 1997–2006

Program Amount (millions $)

Adolescent Family Life Act (enacted in
1981)

125

Welfare Reform funds (enacted in 1996)
Federal 500
State 375

CBAE, strictest federal abstinence-only
education (enacted in 2001)

484

1,484

References: 3,4,6
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Family planning

Annual increases in federal funding for family planning services have
not kept pace with those for abstinence-only education (Table 2).
The FY 2006 Congressional appropriation for Title X, the only
source of dedicated federal money for domestic family planning
services, did not increase, while funding for the strictest abstinence
educational program, CBAE, rose 11% (3). For FY2007, the
President requested $3 million less for dedicated family planning
funds and $27 million more for the strictest program of abstinence-
only education (7). Congressional appropriations for family planning
are unlikely to increase in 2007 (8,9). While dedicated federal
appropriations for family planning still exceeds those for abstinence,
these family planning funds support clinical services for women in all

Table 2: Comparison of Funding by United States Federal Government for Domestic
Programs for Abstinence-Only Education and Family Planning Services

Year Abstinence-Only Education Family Planning

Strictest abstinence
program- CBA
(millions $)

Total Federal
Funding for
Abstinence
(millions $)

Dedicated Family
Planning

Funding- Title X*
(millions $)

2001 20 80 239
2002 40 100 254
2003 55 117 265
2004 75 138 273
2005 103 166 278
2006 115 176 286
2007 137w 200z 283}

References: 3,4,6,9

*Authorized as Title X of the Public Health Service Act in 1970 (Family Planning Services and

Population Research Act).
w Presidential request. Both the House Appropriations and Senate Appropriations Committees
approved $113M for Title X for FY 2007.
zPresidential request. Both the House Appropriations and Senate Appropriations Committees

approved $176M for FY 2007.
} Presidential request for FY 2007 that was approved by both the House Appropriations and
Senate Appropriations Committees.
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reproductive ages. In contrast, abstinence-only education programs
include no costly clinical services and focus primarily on adolescents.

Taking into account medical inflation and small increases in
funding, the federal family planning program has been diminished
during President Bush’s tenure. Rising costs of contraceptive supplies
exacerbate this trend. From 1995 to 2001, contraceptive prices to
family planning clinics increased 58% (10).

Emergency Contraception

Emergency contraception offers the potential to prevent over a
million induced abortions in the US annually (11). During the
Clinton Administration, the Food and Drug Administration (FDA)
approved a dedicated product for post-coital contraception, and the
government encouraged federally funded family planning clinics to
provide emergency contraception.

The political climate changed dramatically with the Bush
Administration. In 2003, Barr Laboratories, the manufacturer of a
brand of emergency contraception, submitted an application to the
FDA to approve sale of their product without prescription, as ‘‘over-
the-counter’’ status was already the norm in many countries. The
FDA defied the recommendation of its own expert panel in refusing
to grant ‘‘over the counter status’’. Going far beyond the issue of
drug safety, an FDA official reported worrying that if young people
had easier access to emergency contraception, they might be more
likely to have sex without using condoms (12–14).

Several months later, Barr Laboratories tried again to accommo-
date the FDA’s stated concerns about adolescents, ages 16 and
younger. The revised application would allow emergency contra-
ception to be sold without a doctor’s prescription to women ages 17
and older, but dispensed only with a doctor’s prescription for girls
ages 16 and younger. In spite of a promised deadline, several high
profile resignations, ongoing litigation, and a report from the
Government Accounting Office concluding that the FDA’s review
process had been ‘‘unusual,’’ the FDA continued to stall approval
throughout 2005 (14).

The FDA finally approved non-prescription sales of emergency
contraception in August 2006 – but only after a major political
confrontation between Democratic and Republic members of the
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Senate – and only to women 18 years of age and older. (On 31 July
2006, the FDA sent a letter to Barr Pharmaceuticals saying that it
was ready to engage in discussions with the company regarding the
over-the-counter sale of its emergency contraception product to this
age group. Barr Pharmaceuticals again amended its application to
accommodate the FDA’s age preference. Then began Senate
confirmation hearings for the acting FDA Commissioner, during
which Democratic Senators blocked approval of the candidate until
FDA completed its decision.) Many reproductive health advocates
and certain members of Congress remain concerned about the lack of
scientific evidence to support this new age restriction, as well as its
implications for teenage pregnancy in the US (15,16).

Condoms

Given the President’s commitment to abstinence, his Administration
evinces ambivalence toward the use of the male condom. The same
FDA that expresses concern that emergency contraception may
discourage condom use, proposes to require warning labels for
condom acknowledging value, as prophylactics ‘‘greatly reduce, but
do not eliminate’’ the risk of pregnancy and HIV infection when used
during sexual intercourse. Many public health professionals worry
that such warning labels will discourage the use of condoms (17).

Another issue that has received increased emphasis in the
Bush Administration is parental involvement in minors’ contra-
ceptive decisions, in the context of the provision of services in the
federally funded family planning program. In fact, Title X has
required providers to encourage family participation since 1981 (PL
97–35) and certify it since 1997 (PL 105–78). What is new here is
that clinic-based family planning programs are now required to
include activities that promote proactive family planning relation-
ships,’’ and are encouraged ‘‘to partner with faith-based organiza-
tions’’ (18).

Abortion

Within the reproductive health arena, abortion politics are the most
vitriolic. During President Bush’s first term, the domestic abortion-
related issues receiving the most attention were partial birth
abortion, stem cell research, and fetal homicide. In the second term,
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the most salient issues concerning abortion have been appointments
to the US Supreme Court and the pending vote on the Child
Interstate Abortion Notification Act. In spite of the build-up of US
troops in Iraq, there has been little publicity on the unavailability of
abortions in military hospitals.

Partial birth abortion is not a medical procedure, but a political
term, emanating directly from the agenda of the Christian Coalition
(19). While his predecessor vetoed the Partial Birth Abortion Ban Act
twice (20), President Bush signed it into law on 5 November 2003 (21).
This legislation defines such an abortion as one ‘‘in which the person
performing the abortion partially vaginally delivers a living fetus
before killing the fetus and completing the delivery.’’ The law is
directed toward late second trimester and third trimester abortions,
that account for only 1% of the abortions performed in the US (22,23).

Stem cell research can, but does not necessarily, involve induced
abortion. It does, however, raise the issue of when life begins.
Research that uses fetal tissue has been ongoing for decades and has
been vital in vaccine development. For example, the 1954 Nobel
Prize for Medicine was given to scientists whose work on cultures of
human fetal kidney cells contributed to the development of the polio
vaccine’’ (24).

The federal government funded fetal tissue research until 1988
when the Reagan Administration issued a temporary moratorium.
President Clinton lifted the moratorium by executive order in early
1993. Later that year, Congress passed the NIH Revitalization Act,
allowing federal funding for research using embryos created through
in vitro fertilization (IVF). Within a year and a half, the new 104th
Congress blocked funds for IVF research. In 1998, two separate
teams of scientists announced their respective capabilities to isolate
and cultivate stem cells, a breakthrough that many biomedical
researchers consider extremely promising. This development in-
creased pressure for the federal government to resume research
funding (24–26).

After 3 years, President Bush responded by announcing that he
would allow the use of federal funds for embryonic stem cell
research. This declaration, however, had an important limitation.
Federal funding was to be limited to what the President said were 60
existing stem cell lines, since the life and death decision (for those
embryos) has already been made (27).
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President Bush’s decision has not quelled the stem cell controversy
(26,28). Within the scientific community, the major debate has been
the number of cell lines truly available to researchers, most say only a
fraction of 60 (26). Since 2001, scientists have developed new and
more productive lines of embryonic stem cells, but under the Bush
policy, these cannot be used in federally funded research (29). The
stem cell debate gained prominence during the 2004 presidential
election (30), with John Kerry saying that if he were elected, he would
lift the President’s restrictions (25). Within the Republican party, too,
many, including Senate Majority Leader Frist and former First Lady
Nancy Reagan, have called for a less restrictive policy (31).

By July 2006, both the House and the Senate had passed
legislation to expand federal support for embryonic stem cell
research. The bill that was sent to President Bush for his signature
would have allowed federal funding for research on embryonic stem
cells, regardless of the date these lines were developed. Like the
President’s 2001 decision, this bill required that the stem cells had,
with the donors’ consent, to be extracted from frozen embryos that
were going to be destroyed (27,31).

Instead of signing this legislation, George W. Bush exercised the
first veto of his Presidency, saying that ‘‘this bill would support the
taking of innocent human life in the hope of finding medical benefits
for others’’ (31). Within hours of the President’s veto, a House effort
to override it fell 51 votes short of the two-thirds majority needed to
override a Presidential veto (27). Despite bipartisan Congressional
support for changing the policy, Bush’s 2001 decision continues to
govern federally funded embryonic stem cell research.

The Child Interstate Abortion Notification Act, which passed the
House in April 2005, would criminalize the act of assisting a minor
to cross state lines for the purpose of obtaining an abortion without
parental notification. The bill would impose fines of up to $100,000
or up to 1 year in prison for people who violate the measure and also
could penalize doctors who perform abortions on minors from other
states. In the House, amendments to allow exceptions for adult
relatives, such as grandmothers and aunts, were struck down. A
corresponding bill, the Child Custody Protection Act, overwhel-
mingly passed the Senate in July 2006 (32). When the House and
Senate bills are reconciled, there is little doubt that President Bush
will sign this legislation (33).
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The Bush Administration has shown no signs that it would
reconsider the current prohibition on performing abortions in
military hospitals, even when private funds are used. After assuming
office in 1993, President Clinton removed the abortion ban for
military hospitals that had been in effect during the Reagan-Bush
years. However, the Republican majority in the 104th Congress
reinstated this ban in 1995 (34,35).

I N T E RNAT I ONA L R E P RODUC T I V E H E A LTH PO L I C Y

The Bush Administration has made dramatic changes in interna-
tional reproductive health policy. Early in his first term, President
George W. Bush reinstated the ‘‘Mexico City policy’’ from the
Reagan-Bush era. Under this policy the US Government refuses to
fund any foreign organization that provides abortion services or
counseling ‘‘even with funds from non-US sources.’’ It gets its name
because the US first announced it at the 1984 World Population
Conference held in Mexico City (36,37). Since 2002, the President
has refused to contribute to the UNFPA, contending that the agency
sanctions coercive practices in China.

Abstinence

The Administration’s international abstinence efforts, endorsing the
ABC approach, have focused on HIV/AIDS policy, not on interna-
tional family planning and reproductive health assistance per se. As
the delivery of reproductive health services and the prevention of
sexually transmitted diseases are inherently linked, the parameters of
US HIV/AIDS policy become important.

During President Bush’s tenure, the US has responded to the
international HIV/AIDS pandemic by funding the multilateral
Global Fund and operating the much larger bilateral President’s
Emergency Plan for AIDS Relief (PEPFAR). PEPFAR’s spent $2.7
billion in fiscal 2005 for HIV/AIDS, while the US appropriation for
the Global Fund was $435 million (38).

PEPFAR pays for HIV/AIDS treatment, care, and prevention. It
targets 15 countries that together have over 50 percent of the world’s
HIV cases: Botswana, Cote d’Ivoire, Ethiopia, Guyana, Haiti,
Kenya, Mozambique, Namibia, Nigeria, Rwanda, South Africa,

JOURNAL OF PUBL IC HEALTH POLICY . VOL. 27, NO. 4414



Tanzania, Uganda, Vietnam, and Zambia (38). PEPFAR embraces
the ABC approach to HIV/AIDS prevention, which is ‘‘Abstain, Be
faithful or use Condoms if you cannot follow A or B’’ (39,40).

PEPFAR has stressed abstinence. In fiscal 2006, the Administra-
tion increased PEPFAR resources to promote abstinence while
limiting funds for condoms. PEPFAR authorizing legislation requires
one third of prevention funds be spent on ‘‘abstinence-until-marriage
programs’’, ((38), p. 11) but the administration now says ‘‘66 percent
of the resources dedicated to the prevention of HIV from sexual
transmission must be used for activities that promote abstinence
before marriage and fidelity’’ (41). The Bush Administration
stipulates that PEPFAR funds may not be used for marketing or
distributing condoms within school settings or for promoting
condoms as the primary method of HIV prevention among youth
(40).

PEPFAR contractors must also make an anti-prostitution pledge,
but a federal court found that this violated the first amendment of
the Constitution (42,43). Public health advocates worry that this
stipulation could ‘‘inhibit the ability of NGOs to work with a group
that is a key vector for HIV’’ ((38), p. 11).

Contraception

Reinstatement of the Mexico City policy, withholding all money
from UNFPA, and no increases for family planning dominate Bush
Administration policy.

The Mexico City policy applies only to US funds for international
family planning assistance authorized under Title X of the Foreign
Assistance Act; it does not extend to US international HIV/AIDS
policy and other global health assistance. Under the Mexico City
policy, no US family planning funds can be granted to foreign non-
governmental organizations that provide abortion counseling or
pregnancy terminations, even if using non-US sources. The 1984
Mexico City policy had been in effect until 1993 when President
Clinton rescinded it (37,44).

The Mexico City policy has some interesting twists. It does not
apply to foreign governments, thus population assistance to
governments continues. India and Bangladesh receive US funds for
national public health systems that include menstrual regulation or
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induced abortion. In nations where abortion is illegal, the current
Mexico City policy forbids foreign non-governmental recipients of
American population assistance from engaging in political advocacy
for changing these laws (45). This limitation would be unconstitu-
tional if applied to American non-governmental organizations.

This policy has presented a real dilemma for foreign non-
governmental organizations, which provide reproductive health
services, particularly for past recipients of US family planning
assistance. If they accept American family planning funds, they may
continue to provide the same level of contraceptive services, but they
cannot participate in civil dialogue about abortion in their countries.
By forgoing US support, they must cut back services or find other
monies (45).

Because of the Mexico City policy, approximately 480 organiza-
tions in 50 countries have agreed not to perform or refer for
abortions or to speak about liberalizing abortion laws (46).
According to 2003 data from the International Planned Parenthood
Federation, foreign non-governmental organizations in more than 20
African countries declined to sign the Mexico City policy. As many
African countries do not have well-developed public health infra-
structures, their refusal to sign has meant that the poorest continent
in the world is most affected by this policy. Country case studies have
documented clinic closings and contraceptive shortages (45).

In 1969, the United Nations created its program to provide family
planning and demographic assistance to developing countries.
Ironically, another Republican US president, Richard Nixon, spear-
headed the creation of UNFPA, as he preferred a multilateral
approach to family planning assistance. Over the years, UNFPA’s has
broadened its mission to include additional reproductive health
concerns, such as obstetric fistula. For the last two decades,
American politicians opposed to abortion or contraception have
attacked any assistance for UNFPA. During the second Clinton term,
Congress and the President struggled endlessly over UNFPA funding
and whether UNFPA’s involvement in China implied that it was
endorsing coercive practices (46,47).

During fiscal year 2002, UNFPA continued to receive US funding.
In May 2002, the Bush Administration sent a team to investigate
China’s UNFPA program. After a 2-week visit, team members
concluded that they had found no evidence that UNFPA ‘‘knowingly
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supported or participated in the management of a program of
involuntary sterilization in the PRC,’’ and they recommended
continued US support for UNFPA. Their findings were corroborated
by an independent British team. Nevertheless, the State Department
stopped funding UNFPA in July 2002 stating that China’s population
programs ‘‘retain coercive elements in law and practice’’ ((47), p.
397), skirting the role of UNFPA. Since 2002, the Senate has sought
to reinstate funding, but not the House.

The US provided about 13 percent of UNFPA’s budget in 2002
when the Bush Administration suspended the Congressionally
authorized $34 million payment. In 1986, UNFPA was intended to
get $46 million, about 25 percent of its budget. No published
analysis describes how US actions since 2002 have affected
donations from other countries, but the total budget for UNFPA
has increased markedly since the US curtailed its funding. The
Netherlands, Japan, and the UK were the largest three donors in
2004 (48).

Table 3 shows that US bilateral funding for international family
planning and reproductive health has remained largely flat during
the Bush years (49). The Presidential request for the fiscal year that
begins in October 2006 cuts 18 percent from international family
planning programs (50,51). As costs for contraceptives and other

Table 3: Funding by United States Federal Government for International Family
Planning Assistance*

Year Bilateral Programs(USAID) (millions) ($) UNFPA (millions) ($)

2001 425.0 21.5
2002 446.5 0.0
2003 446.5 0.0
2004 429.5 0.0
2005 437.3 0.0
2006 435.6 0.0
2007 357.0w 0.0

References: (49–51)

*Authorized under Title X of the Foreign Assistance Act (Programs Related to Population
Growth) enacted in 1967.
w Presidential request. The House Appropriations Committee approved a funding level of

$432M while the Senate Appropriations mark is $465M.
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necessary commodities rise (52), even flat funding means less
capacity to provide reproductive health services.

Abortion

The Bush Administration opposes induced abortion, but the current
Mexico City policy permits recipients of American population
assistance to provide post-abortion care to patients, meaning that
family planning grantees may treat post-abortion complications.
These same grantees are not, however, allowed to refer women to
clinics that provide safe abortion care. In a further twist, recipients of
US population assistance may treat post-abortion complications, but
they are not allowed to purchase supplies for doing so, such as
manual vacuum aspiration equipment (53).

D I S C U S S I ON

During its first term, the Bush Administration changed both
domestic and international reproductive health policy. Abstinence
programs became far more prominent, support for contraceptive
programs decreased, and induced abortion faced new restrictions.
The Administration has emphasized programs that precede sexual
intercourse. (See Table 1) If oriented toward prevention, this would
be very much within the rubric of public health-risk reduction. For
abstinence-based interventions, ‘‘the evaluations of such programs
find little evidence of efficacy in delaying initiation of sexual
intercourse’’ ((54), p. 83). Thus, although President Bush may be
technically correct in saying that abstinence is the only fail-safe way
to avoid sexually transmitted diseases, he ignores critical facts: the
majority of people in their reproductive years are sexually active, and
they need realistic options to reduce their health risks (54).

Contraception can prevent pregnancy. Condoms also reduce the
risk of contracting sexually transmitted diseases. Maternal and child
health indicators, show that family planning programs and safe
abortion services reduce risk substantially (55). Contraceptive
services, moreover, reduce demand for abortion services (56,57).

This scientific evidence has been ignored and Presidential budgets
starting with his first suggest that the Bush Administration will
continue to promote abstinence, decrease support for contraception,
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and restrict induced abortion. What are the implications for public
health?

New money for abstinence programs is unlikely to achieve
substantial public health gains domestically or internationally. First,
many antecedents of sexual activity are simply outside the scope of
public policy, at least in the short run. We know, for example, that
adolescent girls whose mothers have more years of schooling delay
sexual initiation. But mothers’ formal education remains beyond the
scope of abstinence policies (1). Second, evidence suggests that
domestic abstinence-only programs rely on mis-information (58).
Without accurate information, adolescents are unlikely to practice
behaviors leading to real risk reduction (54).

Internationally, the Bush Administration appears to have over-
valued abstinence-only interventions (59–61). Most experts agree
that under current conditions, the world needs many approaches to
combat HIV/AIDS: abstinence, fidelity, treatment, and condoms
(62). Researchers continue to debate the relative importance of each
type of intervention(39,60,63) but agree that consistent condom use
and sustained behavioral change can reduce the transmission of the
virus (62). Nevertheless, the Bush Administration continues to fund
abstinence-only programs, often ones that refuse to dispense
information about condoms and others that provide misleading
facts about these prophylactics (64,65).

Simply by failing to provide more money for conception,
programs have been diminished. Rising drug prices, additional
clinical services, and ‘‘family involvement mandates’’ reduce the
capacity of publicly supported family planning providers. Further
cuts in the federal family budget in FY 2007, will surely result in
fewer services (Table 2).

Internationally, the family planning outlook is also troubling.
Prices for contraceptives and other drugs are also increasing and, due
to the Mexico City policy, many providers can no longer benefit
from the contraceptive commodity provision. The Administration
recently requested a smaller budget for international population
assistance (Table 3) (50,51).

The Mexico City policy asserts a continuing pernicious effect
as diminished contraceptive services translates into more unwanted
pregnancies and more demand for abortion services. Rising
numbers of sexually active young people will add to demand. In
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countries with restrictive abortion laws, non-governmental agencies
accepting US funds are precluded from advocating liberalization. In
nations where abortion is legal, recipients of US population funds
may not refer their own patients for medically safe procedures
(45,46).

Lack of US support for UNFPA has translated worldwide into an
estimated 2 million additional unwanted pregnancies annually;
800,000 illegal, induced abortions; approximately 4,700 maternal
deaths; and 77,000 infant and child deaths (66). These effects are
multiplied over time. On the domestic front, the outlook for safe and
legal abortion is ominous. The President’s most powerful lever is
judicial appointments, particularly to the US Supreme Court. Given
the split nature of most recent Supreme Court abortion decisions (1),
the new justices may well establish the boundaries of national
abortion policy.

President Bush appointed John Roberts as Chief Justice in 2005,
and in 2006, Associate Justice Samuel Alito. Both have distinctly
anti-abortion records. A case to reconsider partial birth abortion is
pending (67).

Ironies dominate the international picture. Symbolically anti-
abortion, both the Mexico City policy and eliminating support of
UNFPA decrease contraceptive capacity and probably increase
demand for abortion (see Figure 1). For many women around the
world, particularly in Africa, this means unsafe procedures (68).

In short, President Bush’s second term record in reproductive
health is proving to be an amplification of his first term: more money
for abstinence education despite doubts about efficacy; declining
family planning services despite evidence of efficacy; Funding for
abstinence education is increasing, in spite of the lack of evidence
about its effectiveness, and new abortion battles in the legislatures
and the courts. In each of these areas, poor women at home and
abroad continue to be the most easily harmed.
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