
THE GLOBAL GAG RULE & CONTRACEPTIVE SUPPLIES

he Global Gag Rule bars U.S. family planning assistance to foreign nongovernmental organizations (NGOs) who, with their  

own, non-U.S. funds, engage in abortion-related activities in their country. NGOs refusing to abide by these restrictions

lose vital U.S. family planning funds and technical assistance. 

Organizations that do not sign the Global Gag Rule also lose access to U.S.-donated contraceptives, including condoms.* Modern contraceptives

are fundamental to enabling women and men to prevent unwanted pregnancy, protect themselves from HIV/AIDS, and

avoid unsafe abortion — a leading cause of maternal injury, illness, and death in the developing world. 

T

U.S. RESTRICTIONS ON INTERNATIONAL FAMILY PLANNING

GROWING SUPPLY CRISIS
Around the world, demand for contraceptives and condoms has never

been higher — due to population growth, rising popularity and use of

family planning services, increasing prevalence of HIV infection, and

the largest-ever cohort of young people moving into their reproductive

years — and yet funding for contraceptives has not kept up. The

Global Gag Rule exacerbates this growing shortfall in reproductive

health supplies at a time when they are desperately needed for con-

traception and HIV/AIDS prevention. 

The loss of U.S.-donated contraceptives to key family planning NGOs

overseas, because they rejected the Global Gag Rule restrictions, has

sparked a crisis within a crisis.

Developing countries are highly dependent on donors for supplies.

The U.S. Agency for International Development (USAID) and the UN

Population Fund (UNFPA) are the largest donors of contraceptives,

including condoms, to the developing world. USAID is the most

important single donor, procuring and delivering more than one-third

of all donated supplies — an amount worth about U.S. $75 million

per year.† Developing country governments are shouldering an

increasing share of contraceptive supplies, but many poor countries

cannot keep up with the growing demand.

Donors provided just over 950 million condoms in 2000 — less than

one-eighth of the number needed to achieve the kind of access

required to significantly reduce HIV infection and prevalence rates in

developing countries and Eastern Europe.1 Moreover, waning donor

commitment and poor overall coordination are serious problems. Most

developing country NGOs, private sector initiatives, and public sector

providers are simply unable to obtain the best international prices for

contraceptive supplies because their orders are relatively small (when

compared to the bulk quantities procured by USAID or UNFPA).
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www.globalgagrule.org • info@globalgagrule.org
The Global Gag Rule Impact Project is a collaborative research effort led by Population Action International 

in partnership with Ipas and Planned Parenthood Federation of America and with assistance in gathering 
the evidence of impact in the field from EngenderHealth and Pathfinder International. 

U.S. RESTRICTIONS ON INTERNATIONAL FAMILY PLANNING

FAMILY PLANNING PROVIDERS 
STARVED OF CONTRACEPTIVES, CONDOMS‡

Against this backdrop, the gag rule makes the precarious supplies situation worse. Many NGOs that objected to the policy restrictions have

had their once-steady supply of USAID-donated contraceptives vanish. Contraceptives are not fungible, since clinics have never been able to

purchase their own contraceptives and, therefore, no funds are freed up by this loss of supplies. Their clinics are running dangerously low

and, in some cases, their stock of the more popular methods, such as Depo-Provera, is nearly exhausted. Women will now have fewer options

from which to choose, or none at all. 

• By 2002, the Global Gag Rule had ended shipments of USAID-donated contraceptives to 16 developing countries: Burundi, Cape Verde, Chad,

Comoros, Gabon, Gambia, Lesotho, Mauritius, Sierra Leone, Solomon Islands, Sri Lanka, Swaziland, Tonga, Vanuatu, Western Samoa and

Yemen. The local family planning associations (FPAs) in each of these countries, affiliates of International Planned Parenthood Federation,

declined to sign the policy. They were the only recipients of USAID contraceptives in their respective countries. Several of these countries

have not received USAID supplies for the last three years because of the Global Gag Rule. 

• Leading family planning agencies in another 13 countries are unable to receive USAID contraceptives because of their refusal to abide by the
restrictions. The FPAs in Bangladesh, Benin, Cameroon, Ivory Coast, Ethiopia, Mozambique, Dominican Republic, Nicaragua, Togo,

Uganda, Nepal, Zambia and Zimbabwe were major recipients of USAID supplies. At a time when these countries are grappling 

with HIV/AIDS and other sexually transmitted infections, as well as high rates of maternal death from unsafe abortion, the Global Gag

Rule is withholding life-saving reproductive health supplies from millions of women and men who rely on these family planning

providers for contraceptives.

CRISIS WITHIN A CRISIS
The Global Gag Rule has worsened existing shortages of contraceptives, including condoms. By stopping the flow of supplies to key fam-

ily planning NGOs, couples are left vulnerable to disease and without the means to determine how many children to have and when.

Contraceptives can save lives by preventing unwanted pregnancies and, in the case of barrier methods, sexually transmitted infections

such as HIV/AIDS.

The effects of the Global Gag Rule prove that health care policy that puts ideology before sound public health practices has a tremendous

impact on service delivery. With so many lives at stake, the United States cannot afford to alienate, disparage, or leave out any provider or

group of providers that is able to deliver cost-effective and comprehensive reproductive health services, including HIV/AIDS prevention.

* The Global Gag Rule does not technically apply to HIV/AIDS funds from USAID, yet it is hampering HIV prevention efforts. When family planning organizations refuse to accept the terms of the gag rule, STI 

prevention services (including HIV) and condom supplies that they routinely provide are undermined because of the loss of USAID family planning assistance. 

† This figure includes supplies purchased through both USAID’s Population and HIV/AIDS accounts in FY2002.

‡ Specifically contraceptives, including condoms, shipped by USAID as part of the family planning assistance program. The Global Gag Rule does not apply to condoms procured with HIV/AIDS funds.

1. UNFPA. 2002. Database on Donor Support for Contraceptives and Logistics Management. New York: UNFPA.
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THE IMPACT OF THE GLOBAL GAG RULE IN ETHIOPIA



FAMILY PLANNING SERVICES have been scaled back throughout the

country and supplies of contraceptives, including condoms, previously

donated with U.S. international family planning funds, are running low.

Innovative community-based distribution of family planning information

and supplies, the backbone of HIV prevention efforts, has been curtailed.



EXECUTIVE SUMMARY
Ethiopian women face life-threatening reproductive health risks. This is not surprising, given their limited access to adequate health

services, the country’s high fertility, and widespread unsafe abortions. Women in Ethiopia struggle to care for their own health and to limit their
childbearing, yet many find themselves with unintended, unwanted pregnancies that lead them to seek out illegal, unsafe abortions. The country faces an

acute need for family planning to prevent unwanted pregnancy and better reproductive health care that reaches more people.

In this beleaguered context, the repercussions of the Global Gag Rule* are significant. Ethiopia’s two leading reproductive health

organizations both rejected the Global Gag Rule restrictions, and the subsequent loss of U.S. funds has eroded Ethiopian women’s

already-limited access to family planning and related health care. Family planning services have been scaled back throughout the

country and supplies of contraceptives, including condoms, previously donated with U.S. international family planning funds, are

running low. Innovative community-based distribution of family planning information and supplies, the backbone of HIV prevention

efforts, has been curtailed. The Global Gag Rule has even rendered mute the voices of Ethiopian nongovernmental organizations

(NGOs) that agreed to the restrictions as a condition of receiving U.S. assistance: they are unable to contribute their experience and

expertise as their own government initiates a national dialogue about unsafe abortion and how to address it. 

REPRODUCTIVE HEALTH IN ETHIOPIA
U.S. population assistance is very important to Ethiopia, one of the poorest countries in Africa. The average per capita income is 

roughly U.S. $100 per year, compared to $490 per capita for sub-Saharan Africa as a whole.1 Ethiopia’s population of 67 million is the

second largest in the region; if it continues at the current growth rate of 2.9 percent per year, population is projected to reach 118 

million by 2025 and 173 million by 2050. Eighty-five percent of Ethiopians reside in rural areas.

Ethiopia’s grim health statistics reflect the nation’s poverty: life expectancy at birth is only 52 years, and infant mortality is 97 deaths

per 1,000 live births.2 Child mortality is also very high, and over half of children under age five are stunted by malnutrition. Ethiopia

also has extremely high maternal mortality, with 1,800 maternal deaths per 100,000 deliveries.3

Many of these deaths are due in part to a lack of trained personnel attending births (only 8 percent of all births in 1999 involved trained

attendants). Complications stemming from female genital circumcision, a practice performed on approximately 80 percent of all Ethiopian women and girls, also
contribute to high maternal morbidity and mortality.4 As a result of obstructed labor, three in 1,000 pregnant women in Ethiopia develop 

vesico-vaginal fistulae (VVF) or vesico-rectal fistulae (VRF), an abnormal perforation between the vagina and urethra and/or rectum that

results in continuous leaking of urine or feces.5 Early marriage and childbearing, female genital circumcision, and a lack of medical care

all contribute to the prevalance of VVF /VRF, which ruins many women’s lives, making them incontinent and leading to their aban-

donment by their families and communities. Only one or two facilities in Ethiopia are equipped to address the condition. Based on these

and other reproductive health indicators, Ethiopia ranks higher in reproductive health risk than any other country in the world.6

Ethiopia has been heavily affected by HIV/AIDS. In its recent report forecasting the global threat of infectious diseases, the National

Intelligence Council identified Ethiopia and four other populous countries as likely to face major HIV infection over the next decade.7 It

is currently estimated that 11 percent of Ethiopia’s population aged 15 to 49 have HIV/AIDS.8 Only 2 percent of the male population has

ever been tested for the virus.9 Very few Ethiopians rely on barrier methods to prevent the spread of HIV or unwanted pregnancy. 

* Also known as the Mexico City Policy, the Global Gag Rule prohibits U.S. assistance for family planning from being provided to foreign nongovernmental organizations (NGOs) that use funding from any
other source to perform abortion in cases other than a threat to the life of the woman, rape, or incest; to provide counseling and referral for abortion; or to lobby to make abortion legal or more available
in their own country. Assistance is defined to include not just funds but the provision of technical assistance, customized training, and commodities, including contraceptive supplies. The only require-
ment imposed on U.S. NGOs by the Global Gag Rule is the responsibility to enforce the policy on their foreign NGO partners. The Global Gag Rule does not apply to foreign governments receiving U.S.
family planning assistance. For the full text of the Mexico City Policy, see USAID, Contract Information Bulletin, “Restoration of the Mexico City Policy - White House Memorandum for the Acting
Administrator of the U.S. Agency for International Development (Revised),” [CIB 01-08 (R)], 29 March 2001. Available on the USAID website at http://www.usaid.gov/procurement_bus_opp/procure-
ment/cib/cib0108r.pdf.
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With these high maternal death and HIV-infection rates, and with women bearing an average of 5.5 children, Ethiopian women face

an acute need for family planning services. While nearly 70 percent of Ethiopian men and women say they would like to limit or

space the number of children they have, only 8 percent of married women practice contraception, and only 6 percent use modern birth control methods.
It is estimated that if the unmet need for contraception were met, the contraceptive prevalence rate among married women could

quickly reach 44 percent.9

Health care infrastructure in Ethiopia is very weak, and most people must walk great distances to access services. The majority of the

population lives in rural areas in the very mountainous north or desert terrain in the east, with no roads connecting villages to health

facilities. This exacerbates the damage done by cutbacks in community-based distribution of contraceptive methods, and heightens the

need for emergency obstetric services and post-abortion care (PAC) in these regions. 

The high abortion rate in Ethiopia is another indicator of the unmet need for family planning. Induced abortion is currently illegal in Ethiopia, but it

is nonetheless widespread, particularly among adolescent girls for whom unsafe abortion is a major cause of mortality. More than half
of all pregnant teenagers have abortions, which are usually performed by nonprofessionals in dangerous, unhygienic conditions. The Ethiopian Society of

Obstetricians and Gynecologists attributes a remarkable decline in mortality and morbidity to post-abortion care (PAC) services pro-

vided by Marie Stopes International Ethiopia (MSI Ethiopia) for hundreds of thousands of girls and women who have suffered mis-

carriages or undergone unsafe abortions. PAC includes counseling and any medical procedures necessary to cope with incomplete

abortion, a condition that can lead to hemorrhage and infection. Women’s low status in Ethiopia also contributes to their poor health.

Many are not permitted to make decisions on their own behalf. Very early marriage and the frequent abduction of girls for this pur-

pose harm their health by exposing them to sexually transmitted infections (STIs) and childbearing before their bodies can cope with

the demands of sex and pregnancy. In the rural northern part of the country, the mean age at marriage for girls is 13.5 years.10

Ethiopia’s total per capita expenditure on health is approximately U.S. $1.68 annually — a staggeringly low sum in any context.11 High

staff turnover in public hospitals and clinics reflects low wages and low morale. The government’s recent move toward decentralization

(shifting administrative powers to the regional and local levels) has had mixed effects on reproductive health services, strengthening

local decision-making, but also transferring responsibility to clinics and health centers that are ill-prepared to establish the administrative

and logistics systems required. Problems with the delivery of health supplies are widespread in the government health system. 

The ineffectiveness of government services in Ethiopia has made several NGOs all the more important for the provision of reproductive health care. The largest

and oldest of these, the Family Guidance Association of Ethiopia (FGAE), has a network of 18 comprehensive reproductive health clin-

ics throughout the country. With its widely experienced, respected and well trained staff, FGAE is an especially important primary health

care resource in this poor country. In recent years, FGAE has also expanded beyond its clinic network into community-based distribu-

tion (CBD) of services to reach more people in remote localities of this largely rural nation. One of its innovative approaches has been

to provide family planning and other reproductive health services when people come into town for market; it runs four such programs.

This system makes it possible for women to obtain information, referrals and contraceptives during their weekly trips to the market —

a mainstay of life for many Ethiopian women. FGAE also runs seven workplace programs, 26 youth centers and 660 community-based

reproductive health sites. Another major player is MSI Ethiopia, which has worked in the country for nearly twelve years. MSI Ethiopia

works in five regions, with eight clinics in as many different towns offering a similar range of health care services for women and youth.

MSI Ethiopia reaches rural Ethiopians through its well-established CBD initiative, which provides health information, counseling and

contraceptive supplies through small health posts, schools and workplace programs.

Ethiopia’s total per capita expenditure on health is approximately U.S. $1.68 annually — a 

staggeringly low sum in any context.
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U.S. ASSISTANCE
The United States is Ethiopia’s largest bilateral donor. Family planning and reproductive health have been U.S. Agency for

International Development (USAID) priority areas for many years. In fiscal year 2001, USAID spent just over $12 million in support

of family planning services, health worker training, contraceptive supplies, and public education and marketing in Ethiopia — the

top African country recipient of family planning assistance that year. Most of these funds procured contraceptives and condoms.

Beginning in 2001, USAID began supporting a more integrated health care approach that links child survival, infectious diseases (malaria, tuberculosis), family plan-
ning, reproductive health and HIV/AIDS. 

In Ethiopia, U.S. based Pathfinder International is the primary conduit for USAID family planning assistance to local NGOs. Pathfinder

International has a long history in Ethiopia that pre-dates USAID.12 Before the implementation of the Global Gag Rule, Pathfinder

International-Ethiopia contracted with 12 organizations to deliver family planning and reproductive health services. The largest of the

Pathfinder contractors was FGAE. Founded in 1966 with seed money from Pathfinder, FGAE was the first Ethiopian NGO to provide

family planning services in the country. By 1998, USAID funds (via Pathfinder) accounted for 10 percent of FGAE’s annual budget,

about $250,000 per year. These funds primarily underwrote the operations of four clinics scattered throughout rural Ethiopia (Gonder,

Welo, Nazareth, and Awassa), an adolescent program, one marketplace initiative, and eight CBD program sites with 234 health workers.

MSI Ethiopia, too, was an important Pathfinder grantee. MSI Ethiopia began receiving U.S. family planning assistance from Pathfinder

in 1996, shortly after it started operations. USAID support for MSI Ethiopia, amounting to U.S. $50,000-60,000 per year, was ear-

marked exclusively for their extensive CBD efforts. With these funds, MSI Ethiopia operated three health posts, managed by nurse coor-

dinators and community health workers. Two were located in densely populated neighborhoods of the capital city Addis Ababa, and the

third was in a rural community. The health posts effectively served as small satellite clinics with nurses providing a range of health care

services, including the more involved methods of contraception such as Depo-Provera, Norplant and the IUD. The health posts were

extremely popular because they were located close to where clients lived. 

CONSEQUENCES OF THE GLOBAL GAG RULE
After much deliberation, both FGAE and MSI Ethiopia rejected the Global Gag Rule restrictions as a matter of principle, thereby for-

feiting U.S. family planning assistance. As leading health care providers, they believed their responsibility was to provide patients with

complete information about reproductive health, including options and referrals. Given the high rate of maternal death from unsafe abor-

tion in Ethiopia, they could not surrender their ability to address this public health crisis as completely as possible. Agreeing to the gag

rule would have prevented them from doing so.

For FGAE, this decision proved very costly. They suffered a two-part loss of U.S. family planning assistance: its monies from Pathfinder,

which constituted 10 percent of its budget, and a 25 percent cut in support from International Planned Parenthood Federation (IPPF),

its parent organization. IPPF, itself a foreign NGO that refused to go along with the Global Gag Rule, had provided approximately 60 to

70 percent of FGAE’s funding. In addition to losing cash assistance, FGAE also lost access to USAID-purchased contraceptive supplies and invaluable technical
assistance.13 Because FGAE decided to try to maintain its core staff — who had been trained extensively — this substantial funding loss
meant cutting back on community-based distribution and other outreach efforts. Pathfinder cannot simply fund other organizations

and obtain the same level of geographic coverage or services, particularly long term and permanent contraceptive methods. Severing ties
with FGAE, Pathfinder’s Ethiopian staff described, was “like losing a son or daughter.” 

While the value of its USAID grant agreement was far less than FGAE’s, MSI Ethiopia forfeited its primary funding source for CBD out-

reach, particularly for its health posts. At the time of the Global Gag Rule’s reinstatement, MSI Ethiopia was in the first year of its 

second multi-year grant from USAID (via Pathfinder) to maintain and expand their CBD efforts. The loss of USAID assistance placed

MSI Ethiopia in a precarious situation with local government officials. The organization had made numerous agreements to use 

government-owned buildings to provide reproductive health care services. They then found themselves without USAID funds, which

jeopardized these arrangements. MSI Ethiopia downsized its CBD operations across the board, laid off several community health 

workers and, although they had to scale back services offered there, were able to maintain all but one of their health posts. MSI Ethiopia
staff commented that women will now have to walk farther for care and will have fewer contraceptive methods available than before. 
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Access to family planning services eroded
Family planning and related reproductive health services have been sharply cut back throughout the country. The loss of USAID financial
support has forced both FGAE and MSI Ethiopia to curtail services at clinics, lay off clinical staff and close or scale back services at health posts. FGAE and MSI

Ethiopia no longer receive USAID-donated contraceptives, and their outlook for supplies is uncertain. They were Ethiopia’s leading

providers of the long-acting contraceptive methods Depo-Provera, Norplant and the IUD. In a culture where most women are not
permitted to make family planning decisions freely or autonomously, most women prefer Depo-Provera because it can be used
without detection. The Global Gag Rule has disrupted women’s access to these popular methods; Pathfinder and USAID are now

forced to turn to less experienced NGOs to fill the gap. Plans to offer safe delivery services, post-abortion care treatment, and other

life-saving reproductive health care have been shelved until the organizations can procure other funds. In a country with such mea-

ger health resources, the setback suffered by these two providers harms the health of Ethiopian women. Other health NGOs are not

able to step in and provide services at the scale and quality needed, and government services are simply not adequate to the task. 

Community-based distribution cut back
Community-based distribution is a major family planning strategy of USAID’s throughout sub-Saharan Africa. It is extraordinarily

cost-effective and reaches far more people than does a conventional family planning clinic. In recent years, both FGAE and MSI

Ethiopia had expanded their more traditional clinic-based programs to include extensive community outreach of family planning and

HIV prevention services. FGAE alone had 670 community health workers dispensing family planning information and counseling, referrals, and basic contra-
ceptive methods like the pill and condoms. Since their loss of U.S. funds, both NGOs have reduced their CBD efforts substantially, an especially profound dep-

rivation for the many remote communities where transportation is extremely difficult and many people must walk at least two days

to reach the nearest road. 

FGAE and MSI Ethiopia cut back on their CBD programs in part so that they could preserve their core, largely clinical, staff. Both have

sharply reduced trainings of youth peer educators, and the expansion of CBD — particularly in the country’s underserved southern region

— has been delayed because of the gag rule. FGAE has scaled back their three-year outreach program of providing family planning infor-

mation and services on market days, and their plans to extend CBD to other large local markets have been set aside. FGAE’s innovative

partnership with rural peasant associations to provide CBD with family planning came to an abrupt halt because of the loss of USAID

funding. Ironically, the Global Gag Rule has curtailed these most cost-effective services at a time when CBD is widely hailed as having

improved rural women’s access to health information and services and is strongly supported by USAID. 

When asked whether HIV activities have been harmed by the Global Gag Rule, one clinic manager

replied immediately that the cutback in family planning services had clearly affected their HIV

efforts because “family planning provides outreach for HIV.” Eighty-six percent of Ethiopia

women and 73 percent of Ethiopian men have no exposure to mass media, so outreach 

activities are essential.
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Capacity to address HIV reduced 
Though funding for HIV work in Ethiopia has increased, the system for spending it is now impaired. HIV/AIDS is a reproductive health

issue that family planning agencies are grappling with daily.† HIV prevention, testing, counseling and referrals can most easily be offered

through existing clinics, particularly for women and youth. The Global Gag Rule has hampered the capacity of FGAE and MSI Ethiopia

to provide comprehensive HIV services — just as the HIV infection rate in Ethiopia is projected to crest. 

One of MSI Ethiopia’s clinics in Addis Ababa reported that while it has the laboratory space to handle HIV testing, it is unable to offer

testing to clients because it lacks the HIV test kits.‡ FGAE’s regional office in Nazareth, which endured a 14 percent cut to its annual

budget because of the gag rule, is the sole provider of voluntary counseling and testing (VCT) for HIV/AIDS in a region inhabited by 

8 million people. The only other agency offering VCT services in Nazareth targets truck drivers and commercial sex workers, leaving FGAE’s

handful of clinics, youth centers and rural outposts to provide for everyone else. The stress on these services is enormous. The director of

FGAE’s main Nazareth clinic, for example, reported that their on-staff psychologist counsels 600 patients each week for HIV/AIDS. 

When asked whether HIV activities have been harmed by the Global Gag Rule, one clinic manager replied immediately that the cutback

in family planning services had clearly affected their HIV efforts because “family planning provides outreach for HIV.” CBD and other

outreach activities are vital to spreading the word about HIV and ways to protect oneself, distributing condoms (male and female), and

directing people to voluntary counseling and testing. Eighty-six percent of Ethiopian women and 73 percent of Ethiopian men have no

exposure to mass media, so outreach activities are essential.9 As family planning services are cut back, fewer people will hear the HIV

prevention message and fewer will be tested. 

Contraceptives and other health supplies lost
FGAE and MSI Ethiopia have lost access to USAID-donated contracep-

tives and condoms they had been receiving through Pathfinder. This is a

heavy blow, as logistics systems are weak and supplies for district health

offices are unreliable. Both FGAE and MSI Ethiopia reported difficulties

in obtaining contraceptive and other medical supplies at both their cen-

tral offices and in the regional clinics. They are particularly short on male

and female condoms, sterile gloves, IUDs, Norplant and Depo-Provera.

The Nazareth FGAE clinic reported that they were about to run out of

Depo-Provera, the method used by 70 percent of their clients. 

The government is supportive of FGAE and MSI Ethiopia, but gives priority

to its own clinics. The distribution of reproductive health supplies — most

from the United Nations Population Fund — through the Ministry of

Health’s eleven health districts makes the situation even more difficult for

FGAE and MSI Ethiopia. With no centralized system for commodity pro-

curement, every clinic in the country must depend on its relationship with

the local health district and that health district’s own level of supplies.

There are shortages in some places and surpluses in others. 

† The Global Gag Rule does not technically apply to HIV/AIDS funds from USAID, yet it is hampering HIV
prevention efforts. When family planning organizations refuse to accept the terms of the gag rule, STI
prevention services (including HIV) and condom supplies that they routinely provide are undermined
because of the loss of USAID family planning assistance. 

‡ MSI Ethiopia’s refusal to accept the terms of the Global Gag Rule does not automatically render the
organization ineligible to receive HIV/AIDS funds from USAID, which could be used to purchase test 
kits. Most organizations that refused the restrictions, however, are not currently receiving U.S. HIV/AIDS
funding; this may be an indirect effect of the gag rule.
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Range of services curtailed, future plans on hold
Before forfeiting 14 percent of its budget because of the Global Gag Rule in early 2002, FGAE’s main Nazareth clinic had planned to

hire an obstetrician-gynecologist and additional nurses, purchase ultrasound equipment, and provide urgently needed PAC services. The

head nurse reported that an average of two women per day arrive at the clinic suffering complications from unsafe abortion. Clinic staff

were eager to bring a full-time doctor on board to provide attention rather than continue to place the women in the poor care at the local

government hospital. The Nazareth clinic also had plans to hire 15 more CBD workers and add 20 family planning promoters at the

nearby Air Force base.

The Nazareth clinic and regional office is one of four FGAE sites that had been directly supported with USAID assistance through

Pathfinder. Nearby, a smaller Ethiopian NGO that was also heavily funded by Pathfinder and worked closely with FGAE, the Nazareth

Children’s Center and Integrated Community Development (NACID), closed unexpectedly in 2002 (unrelated to the Global Gag Rule).

NACID provided community-based reproductive health care to Nazareth’s surrounding rural communities; in the wake of this closure,

FGAE’s resources have been stretched even thinner as they attempt to absorb NACID’s former clients. FGAE staff lamented that while

the volume of clients had increased steadily, their capacity to care for everyone was diminished. Supplies of female condoms and Depo-Provera,
by far the preferred method among their clients, were very low and staff feared they would run out before they could secure more supplies.

The MSI Ethiopia clinic in Addis Ababa was planning to train traditional birth attendants to provide safe delivery services in women’s

homes, and to implement clinical maternity services that would have included both prenatal care and safe deliveries. FGAE was also

planning to offer safe motherhood services to clinics in Awassa and Addis Ababa. In Awassa, in southern Ethiopia, FGAE’s youth cen-

ters had been inundated by adults seeking reproductive health care. With USAID funding, FGAE planned to add an adult component

to their youth clinics. The organization’s plans to expand their emergency contraception program — a great tool in reducing unsafe abor-

tion — were also cancelled. They are now seeking support from other sources. 

Cooperation among providers reduced
The Global Gag Rule has damaged previously collaborative relationships among NGOs. MSI Ethiopia and FGAE staff described feeling isolated from

colleague agencies that agreed to the restrictions that now want to distance themselves from the “non-signers.” The Consortium of

Reproductive Health Associations (CORHA), co-founded by Pathfinder and funded by USAID and the Packard Foundation, was created

to “coordinate and standardize NGOs’ family planning and reproductive health activities in Ethiopia, to promote networking among

NGOs, and to facilitate dialogue between the NGOs and the Ministry of Health.”14  CORHA is the only specialized NGO coalition designed

to address a range of reproductive health issues and mount concerted advocacy campaigns — and now there is tension among its 

members. Both FGAE and MSI Ethiopia have been members since the coalition was formed, but since refusing to accept the terms of

the gag rule, their status is ambiguous. Some members question whether they should be invited to technical meetings, trainings, and

general reproductive health gatherings where USAID is present. 

U.S. investment squandered
Pathfinder now finds itself having to reinvest once again to build capacity, this time in training the Ministry of Health and new NGO

partners. For years Pathfinder didn’t need to devote resources to this activity because FGAE had strong in-house training capability. The

level of commitment among its personnel contrasted with the relatively unstable staff situation in the public hospitals. FGAE’s training

facility and technical assistance, made possible by steady USAID support, are now unavailable to Pathfinder’s other partners. The depar-

ture of FGAE and MSI Ethiopia has meant a tremendous loss of quality, sustainability and innovative community outreach for USAID’s

maternal and child health care activities throughout Ethiopia. 
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Free speech and the democratic process obstructed
Ethiopia is currently engaged in a national debate about liberalizing its abortion law in response to the country’s extremely high maternal

mortality. Given that unsafe abortion is a major cause of maternal death in Ethiopia, it is important and appropriate for reproductive health

organizations in Ethiopia to be involved in this national discussion. Yet, as Pathfinder reaches out to find new family planning grantees

to replace FGAE and MSI Ethiopia, those providers who accept their funds will be compelled to stay out of the debate. Not all providers
and advocates immediately understand the ramifications of the Global Gag Rule; when they grasp its significance, many are outraged. They realize that the 

policy will make it harder to conduct the large-scale public education efforts needed to disseminate accurate information about abor-

tion, its health effects, and the potential benefits of liberalizing abortion laws. Ethiopian health care providers are greatly concerned

because abortion law reform is currently pending in the country’s parliament, and an informed debate on the issue is imperative. 

DISRUPTING CARE IN A CHALLENGING LANDSCAPE
The Global Gag Rule is crippling an already challenged reproductive health network in Ethiopia. The strategic accomplishments of

USAID and its former partners in Ethiopia have been set back by the loss of FGAE and MSI Ethiopia. The Ethiopian Society of

Obstetricians and Gynecologists fears the reversal of the few reproductive health achievements of the past few years. 

Ethiopia’s growing population requires ever increasing investments in reproductive health. With larger numbers of people interested  

in services, including contraception, the impact of losing American support becomes even greater. The Global Gag Rule has wrought

incalculable damage to a health system and civil society movement for many years supported by the United States. It is impairing the

ability of Ethiopia’s leading reproductive health organizations to provide comprehensive HIV prevention, counseling and testing to the

most vulnerable populations — women and youth.

ETHIOPIA IS CURRENTLY engaged in a national debate about liberalizing

its abortion law in response to the country’s extremely high maternal 

mortality. Given that unsafe abortion is a major cause of maternal death

in Ethiopia, it is important and appropriate for reproductive health

organizations to be involved in this national discussion.
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Methodology 
In addition to the published materials drawn upon for this case study, a number of important interviews served as key sources of infor-

mation on the impact of the Global Gag Rule in Ethiopia. The information and personal accounts presented in this report were collect-

ed through interviews conducted during a July 2002 research trip to Ethiopia to assess the consequences of the Global Gag Rule on

family planning and related reproductive health services there. The research team interviewed a range of key reproductive health, fam-

ily planning and HIV/AIDS experts involved at various levels — policy development, project management, NGO leadership, clinic staff,

government health specialists, and medical personnel. The team also visited several family planning clinics, youth centers and pro-

grams, and a large public hospital in Addis Ababa. 

1 The World Bank. 2002. “GNI per capita 2002, atlas method and PPP.” World Development Indicators database. Available from http://www.worldbank.org/data/databytopic/GNIPC.pdf; Internet;
accessed 21 August 2003.

2 Population Reference Bureau (PRB). 2002. 2002 World Population Data Sheet. Available from http://www.prb.org/pdf/WorldPopulationDS02_Eng.pdf; Internet; accessed 9 March 2003. 
3 World Health Organization (WHO). 2001. “Maternal Mortality in 1995: Estimates developed by WHO, UNICEF, UNFPA.” Available from

http://www.who.int/disasters/stats/detail.cfm?indicatortypeID=137&countryID=64; Internet; accessed 28 July 2003.
4 Central Statistical Authority (Addis Ababa, Ethiopia). 2000. Ethiopia Demographic and Health Survey 2000. Calverton, MD: Macro International, Inc. 
5 Columbia University Mailman School of Public Health - Heilbrunn Center for Population and Family Health. “Fistula Repair Projects.” Available from

http://cpmcnet.columbia.edu/dept/sph/popfam/amdd/fistulaprojects.html; Internet; accessed 28 February 2003.
6 Population Action International (PAI). 2001. A World of Difference: Sexual and Reproductive Health and Risks. Washington, DC: PAI.
7 National Intelligence Council. 2002. The Next Wave of HIV/AIDS: Nigeria, Ethiopia, Russia, India, and China. Available from http://www.fas.org/irp/nic/hiv-aids.html; Internet; accessed 9 October 2002.
8 USAID Ethiopia. 2002. “Fact Sheet on HIV/AIDS in Ethiopia.” Available from http://www.usaidethiopia.org/HPN/HIV_AIDS.htm; Internet; accessed 12 March 2003. 
9 Central Statistical Authority. 2000. Ethiopia: 2000 Demographic and Health Survey Key Findings. Addis Ababa: privately printed.
10 Dagne, H.G. 1994. “Early marriage in Northern Ethiopia.” Reproductive Health Matters (4): 35-38.
11 The World Bank. 2001. “Ethiopia: Public Expenditure in the Health Sector.” Available from http://www.worldbank.org/afr/et/reports/2001_pehealth.pdf; Internet; accessed 9 March 2003. 
12 U.S. funds for population were first authorized in 1967.
13 Family Guidance Association of Ethiopia (FGAE). 2002. Interview by author, Washington, DC, 12 November. 
14 Pathfinder International. n.d. “Ethiopia: Overview”; Available from http://www.pathfind.org/site/PageServer?pagename=Programs_Africa_Ethiopia; Internet; accessed 31 July 2003.
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COUNTRY IN FOCUS: ETHIOPIA

IMPACT
Ethiopia’s foremost family planning 

providers have lost USAID support and have
been forced to scale back health services 

and community-based outreach efforts.

Contraceptives, including condoms, are in short
supply for these NGOs, and health care workers

are not receiving regular clinical trainings.

Many people in rural areas have lost their 
primary source of family planning and 

HIV/AIDS information and services.

he Global Gag Rule has eroded Ethiopian women’s access to family planning and

related reproductive health care, particularly in the vast, rural areas of the

country. Ethiopia’s two leading providers of family planning services rejected the

Global Gag Rule restrictions in late 2001.  Both organizations lost U.S. Agency

for International Development (USAID) funding, technical assistance, and donated

contraceptive supplies. Clients suffered as family planning and preventive health

services were curtailed, nursing staff laid off, and community outreach programs

halted. In a country where women are already severely disadvantaged in 

their ability to access even basic health care services because of their low socio-

economic status, the Global Gag Rule has made their lives more difficult.

T
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ETHIOPIA - A COUNTRY SNAPSHOT
Ethiopia is one of the poorest countries in Africa, with the second largest population in sub-

Saharan Africa. The health care system is weak or nonexistent over most of the country.

Ethiopia’s population of 67 million is projected to reach 118 million by 2025, with 85 

percent of the population residing in rural areas. The infant mortality rate is 97 per 1,000 live

births, while the maternal mortality ratio is 871 per 100,000 deliveries, one of the highest in

the world. The government spends only $1.68 per person annually on health care, and 47 

percent of the population currently has no access to formal health care.

Unmet Need for Family Planning: Women in Ethiopia have, on average, 5.5 children, accounting

for the country’s rapid population growth. Nearly 70 percent of women want to limit or space

their children; however, only 6 percent are currently using a modern method of contraception.

Skilled personnel attend only 8 percent of all births. The high incidence of illegal, unsafe 

abortion is a leading cause of maternal death in Ethiopia, particularly among adolescent girls. 

Reproductive Health: In Ethiopia, abortion is legally permitted only when the woman’s life 

or health is in grave danger. Early marriage and child bearing, female genital cutting, and 

overall limited access to adequate obstetrical care in Ethiopia can lead to a pregnancy 

complication called vesico-vaginal fistulae (VVF), which affects three of every 1,000 pregnant

women. VVF renders the woman incontinent and often leads to the abandonment of the

woman by her family. 

HIV/AIDS: It is currently estimated that 11 percent of Ethiopians aged 15 to 49 are infected

with HIV/AIDS. Only 2 percent of the male population has ever been tested, and 12 percent

of women seeking antenatal care test positive. 



U.S. ASSISTANCE
Given Ethiopia’s unstable political history over the years, U.S. family planning assistance has been channeled through several American and

Ethiopian nongovernmental organizations (NGOs). The Family Guidance Association of Ethiopia (FGAE) has been providing family planning

services for nearly 40 years and has been a long-time partner of USAID.  FGAE, the oldest and largest Ethiopian family planning organiza-

tion, operates 18 clinics, seven workplace programs, 26 youth centers and 660 community-based reproductive health posts in rural areas.

Marie Stopes International Ethiopia (MSI Ethiopia) operates 12 clinics and runs an equally extensive community-based outreach program,

taking family planning services to far-flung rural villages. Both NGOs decided not to comply with provisions of the Global Gag Rule as a 

matter of principle.

CONSEQUENCES OF THE GLOBAL GAG RULE
The loss of USAID support — funding, donated contraceptives, including condoms, and invaluable technical support — for both FGAE and

MSIE has disrupted family planning services throughout Ethiopia. Between the two organizations, millions of Ethiopian women have lost

access to life-saving health care information, services and supplies.

• FGAE lost 12 percent of its funding and was forced to scale back its outreach efforts to retain core, better trained staff, reducing services 

provided to women.

• FGAE lost an additional 25 percent of its funding from International Planned Parenthood Federation (IPPF), which also refused to comply with

the policy, severely affecting operations of 11 clinics.

• MSI Ethiopia shuttered several rural health posts, laid off community health workers and curtailed its outreach programs. 

• Training programs for traditional birth attendants have been either cut back or discontinued, and emergency contraception programs have been

put on hold.

• The capacity of both FGAE and MSI Ethiopia to address HIV prevention has been reduced. Their outreach programs provided a platform for HIV

information and referrals. FGAE’s Nazareth branch is the major provider of voluntary counseling and testing (VCT) for HIV/AIDS for a region

of four million people; the other VCT agency offers services to truck drivers and commercial sex workers only.

• USAID has had to discontinue its long-time investment in FGAE and MSI Ethiopia and identify other, less experienced NGOs to provide family

planning services.

• Contraceptives, including condoms, and other health supplies are running out. The Global Gag Rule has cut off donated supplies to the largest

family planning organizations in Ethiopia, which will likely cause more unwanted pregnancies and unsafe abortions. 

NGOs who decided to work in accordance with the Global Gag Rule cannot freely participate in the ongoing national debate surrounding the legal-

ization of abortion to reduce maternal mortality. The effects of the Global Gag Rule prove that health care policy that puts ideology before sound

public health practices has a tremendous impact on service delivery. With so many lives at stake, the United States cannot afford to alienate, 

disparage, or leave out any provider or group of providers that is able to deliver cost-effective and comprehensive reproductive health services.

www.globalgagrule.org • info@globalgagrule.org
The Global Gag Rule Impact Project is a collaborative research effort led by Population Action International 

in partnership with Ipas and Planned Parenthood Federation of America and with assistance in gathering 
the evidence of impact in the field from EngenderHealth and Pathfinder International. 
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THE GLOBAL GAG RULE & HIV/AIDS
he Global Gag Rule adversely impacts HIV/AIDS prevention efforts through its erosion of family planning programs.* 

The same family planning providers who lose funding due to the gag rule are on the front line in the fight against the spread of HIV/AIDS. These

providers have integrated their traditional family planning services with HIV/AIDS prevention efforts, recognizing both as essen-

tial components of reproductive health care.

T
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FAMILY PLANNING PROVIDERS 
ESSENTIAL IN THE FIGHT AGAINST HIV/AIDS

* The Global Gag Rule does not technically apply to HIV/AIDS funds from USAID, yet it is hampering HIV prevention efforts. When family planning organizations refuse to accept the terms of the gag rule, STI 

prevention services (including HIV) and condom supplies that they routinely provide are undermined because of the loss of USAID family planning assistance. 

The international standard of care favors the integration of

HIV/AIDS services with family planning services. The World Health

Organization’s (WHO) Global Sector Strategy for HIV/AIDS concurs

that existing family planning programs "provide a clear entry point

for the delivery of HIV/AIDS interventions." The World Bank,

European Union, and U.S. Agency for International Development

(USAID) also support this approach.1 

Family planning providers have developed the expertise, services, and

information to counsel individuals about safer sex, help people avoid

high-risk behaviors, and screen for and treat sexually transmitted

infections (STIs), which increase susceptibility to HIV infection.

• HIV/AIDS is a reproductive health issue: since 75 percent of all new

infections result from heterosexual sexual transmission, it is critical

to discuss HIV/AIDS prevention in the reproductive health context.2

• Family planning providers are already targeting those at particularly
high risk for HIV/AIDS — youth and women — many of whom have

no other entry point into the health care system.

• Family planning providers are a primary source of contraceptive 
supplies, including barrier methods of birth control such as the

male and female condom, that are key to preventing sexually

transmitted HIV. 

• Family planning clinics serve as “one-stop” centers where women can

access contraception, pre- and post-natal care, and management

of STIs, including HIV/AIDS, among other services. 

• Family planning providers offer voluntary counseling and 
testing (VCT), the best way to target people for effective HIV/AIDS

treatment. Recent studies indicate that young people living in

countries where HIV prevalence is high want to know their HIV

status, and VCT programs may be an appropriate entry point to

address their HIV-prevention needs.3

• Community-based distributors work with family planning providers to

reach members of outlying communities who might not have

access or opportunity to visit clinics. 
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1. Jacobson, Jodi. 2003. "Women, HIV, and the Global Gag Rule: The Dis-Integration of U.S. Global AIDS Funding." Takoma Park, MD: Center for Healh & Gender Equity.

2. United Nations Population Fund (UNFPA). 2003. Overview, Why Prevention? Available from http://www.unfpa.org/hiv/prevention/hivprev1b.htm; Internet; accessed 6 June 2003.  

3.“HIV: Voluntary Counseling and Testing.” YouthLens on Reproductive Health and HIV/AIDS 3 (July 2002): 1–2. 

4. All of the examples were provided by International Planned Parenthood Federation regional offices in Africa and Europe and reflect the impact of the Global Gag Rule over a two-year time period beginning with
the reinstatement of the gag rule in January 2001.

5. Joint United Nations Programme on HIV/AIDS (UNAIDS). 2002. Report on the Global HIV/AIDS Epidemic: July 2002. Geneva: UNAIDS.
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LOSS OF FAMILY PLANNING FUNDS 
HAMPERS HIV/AIDS PREVENTION SERVICES 
The gag rule isolates and stigmatizes reproductive health services around the world, as some of the most experienced providers no longer

receive U.S. family planning funds. A few examples4:

• In Cameroon, loss of U.S. assistance forced the Cameroon National Association for Family Welfare (CNAFW) to close one youth center.

CNAFW's youth centers teach young people about responsible parenthood and sexually transmitted infections, including HIV/AIDS. In 

addition, family planning service delivery was eliminated in two branches: the North Province branch, where 9 percent of the 576,000

inhabitants live with HIV/AIDS, and the Western Province branch, where 6 percent of the 256,816 inhabitants live with HIV/AIDS.

• In Ghana, 697,000 Planned Parenthood Association of Ghana clients will lose access not only to family planning services, but also to 

voluntary counseling and testing, other counseling services, and HIV/AIDS prevention education. 

• The St. Lucia Planned Parenthood Association was forced to cancel plans to train 218 "peer helpers" from eight secondary schools and

one primary school. This program would have reached 12,000 school-aged children with comprehensive reproductive health informa-

tion including HIV/AIDS prevention. 

INCREASED RISK FOR WOMEN AND FAMILIES 
Among the many changes in the HIV/AIDS epidemic over the past two decades is its increasing

impact on the lives of women. Where women once accounted for only a fraction of infections,

almost 50 percent of all persons living with HIV/AIDS today are women. The disproportionate

impact on women is most acute in sub-Saharan Africa, where women account for 58 percent

of all HIV-positive adults.5 Family planning providers allow women to get the HIV/AIDS 

counseling, testing, and care they need in a familiar setting that is free from the stigma often

associated with stand-alone HIV/AIDS programs.

The effects of the Global Gag Rule prove that health care policy that puts ideology before

sound public health practices has a tremendous impact on service delivery. With so many

lives at stake, the United States cannot afford to alienate, disparage, or leave out any provider

or group of providers that is able to deliver cost-effective and comprehensive reproductive

health services, including HIV/AIDS prevention.

“HIV infection and AIDS are spreading 

dramatically and disproportionately

among women. Today, AIDS has a

woman’s face… Education and 

prevention are still the most powerful

weapons against the spread of HIV.

Above all, this new international 

effort must put women at the center

of our strategy to fight AIDS.”
UN Secretary General Kofi Annan calling for new,
innovative approaches to addressing AIDS in Africa,
The New York Times, December 29, 2002
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THE IMPACT OF THE GLOBAL GAG RULE IN KENYA



THE GLOBAL GAG RULE has closed clinics, curtailed family planning

and maternal and child health care services, and weakened the collec-

tive Kenyan NGO response to HIV/AIDS.



EXECUTIVE SUMMARY
The first African organization to advance women’s reproductive health and provide contraceptive services began its work in Kenya 40 years

ago. Kenya was the first African country to establish a population policy and a national family planning program, both in 1967. Despite

these early accomplishments however, 24 percent of married women in Kenya who want to stop or delay their childbearing today are not

using family planning. Meanwhile, rates of maternal and infant mortality remain high and an estimated one-third of pregnancy-related

deaths are due to unsafe abortion. Abortion is illegal in Kenya (except to save the woman’s life), yet the practice is widespread, reflect-

ing both the unmet need for family planning and the lengths to which women will go to control their fertility.

The Global Gag Rule* has eroded long-established family planning services in Kenya. The country’s two leading reproductive health

organizations refused the restrictions and subsequently lost U.S. family planning funds. As a result, they are prevented from partici-

pating in a large-scale integrated health care program funded by the U.S. Agency for International Development (USAID), which cur-

tails the effectiveness and reach of the program. Five family planning clinics have been forced to close, and women’s access to contraception,
gynecologic and obstetric care, screening and treatment for sexually transmitted infections (STIs), and voluntary counseling and testing for HIV/AIDS has been severely
disrupted. Ironically, following a free election in Kenya supported by the United States, those nongovernmental organizations (NGOs) that

have agreed to the terms of the Global Gag Rule are silenced from participating in the widely expected democratic debate about reform-

ing the country’s restrictive abortion law.

REPRODUCTIVE HEALTH IN KENYA
Similar to every country in sub-Saharan Africa, Kenya is in dire need of family planning assistance. Of Kenya’s 31.1 million people,

fully one-quarter subsist on less than $1 a day. Forty-four percent of the Kenyan population is 14 years old or younger,1 signaling an

increasing demand for reproductive health services in the near future. Eighty percent of Kenya’s population resides in rural areas, mak-

ing the delivery of health services more difficult.

Public spending on health care is less than U.S. $6 per person annually and the health infrastructure is deteriorating. Seventy-eight percent of the

Kenyan annual budget comes from international donor assistance. On average, a single physician serves 7,500 people. Most doctors

reside in urban centers — where only 20 percent of the population is located. The majority of Kenyans depend for their health care on

nurses, nurse-midwives and traditional healers. 

Average life expectancy at birth is 48 years — one of the lowest such figures in the region. The infant mortality rate is 74 deaths per

1,000 births.1 Malaria, endemic in most parts of Kenya, poses a major threat to child health and survival.2 The Global Fund to Fight

HIV/AIDS, Tuberculosis and Malaria estimates that 34,000 children die each year from malaria, and 4,000 babies are born with low

birth weight due to maternal malaria infection.3

Childbirth remains a risky endeavor for many Kenyan women, with a maternal mortality ratio of 1,300 maternal deaths per 100,000

live births.4 Twenty-seven percent of all deaths for women aged 15 to 49 are pregnancy-related.2 Almost half (46 percent) of Kenyan

women give birth before the age of 20.5 Although access to prenatal care is quite high in Kenya, close to half of all births (44 percent)

are not attended by skilled personnel.2

Average family size in Kenya has declined dramatically from eight children in 1980 to four today. According to a 1998 national health

survey, 63 percent of the potential demand for family planning was being satisfied. Thirty-nine percent of married women use some

form of contraception, with most choosing a modern method. Although government facilities are a primary source of family planning

services, with 58 percent of Kenyan women using contraception obtained from government hospitals and clinics, there has been a major

shift away from public facilities since 1993 — a decline of nearly 70 percent over a five-year period. Private sources provided 42 per-

cent of contraceptive services in 1998, an indication of patient preference for care provided by NGO clinics and other private providers.2

* Also known as the Mexico City Policy, the Global Gag Rule prohibits U.S. assistance for family planning from being provided to foreign nongovernmental organizations (NGOs) that use funding from any
other source to perform abortion in cases other than a threat to the life of the woman, rape, or incest; to provide counseling and referral for abortion; or to lobby to make abortion legal or more available
in their own country. Assistance is defined to include not just funds but the provision of technical assistance, customized training, and commodities, including contraceptive supplies. The only require-
ment imposed on U.S. NGOs by the Global Gag Rule is the responsibility to enforce the policy on their foreign NGO partners. The Global Gag Rule does not apply to foreign governments receiving U.S.
family planning assistance. For the full text of the Mexico City Policy, see USAID, Contract Information Bulletin, “Restoration of the Mexico City Policy - White House Memorandum for the Acting
Administrator of the U.S. Agency for International Development (Revised),” [CIB 01-08 (R)], 29 March 2001. Available on the USAID website at http://www.usaid.gov/procurement_bus_opp/procure-
ment/cib/cib0108r.pdf.
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There remains, however, a significant unmet need for family planning, especially in rural areas. Overall, 24 percent of married women in Kenya
have an unmet need for contraception. In 1993, unmet need was 34 percent. Unmet need is much greater among rural women (26 percent) than

urban women (17 percent). Consequently, 48 percent of recent births were reported by women to be unwanted or mistimed (i.e., wanted

later). The need for expanded access to family planning and reproductive health care is especially critical among adolescents. Among ages

15 to 19, contraceptive use is very low due to this age group’s low exposure to family planning information and services. Similarly, Kenyans

younger than 20 demonstrate a lack of understanding about key aspects of the AIDS epidemic — they know little about sexually transmit-

ted infections and where to obtain condoms, and are more likely to hold misconceptions about modes of HIV transmission.2

Fifteen percent of all adults (aged 15 to 49) are infected with HIV/AIDS, putting Kenya among the African countries hardest-hit by the

epidemic. An estimated 3.1 million people are currently living with HIV/AIDS. According to a joint report by UNAIDS, USAID and

UNICEF, there were an estimated 890,000 AIDS orphans in Kenya as of 2001; that number is expected to rise to over 1.5 million by

2010.6 In addition, the epidemic has resulted in exponential growth of the number of tuberculosis (TB) infections in the country.

Normally latent in approximately half the population, the combination with the HIV/AIDS virus has tripled the number of active adult

TB infections,6 straining the already weak health care infrastructure. 

HIV/AIDS is a major reproductive health issue in Kenya and the rest of Africa. In every sub-Saharan African country, more women than

men are infected with HIV. In Kenya, currently 60 percent of those living with HIV/AIDS are women.7 Young women aged 15-24 are more than twice

as likely as men within the same age category to be infected.6 A number of socio-economic and cultural factors contribute to the dis-

proportionate impact of HIV/AIDS on women. Early sexual initiation of girls, the large age differential between men and women in sex-

ual relationships, rape and other forms of gender-based violence and exploitation occur frequently in Kenya.7

Rates of illegal and unsafe abortion are high among Kenyan women of all ages and socio-cultural and economic backgrounds in both

rural and urban areas.8 Unsafe or failed abortions are the cause of an estimated one-third of maternal deaths each year in Kenya.9 The

incidence of unsafe abortion reflects women’s determination to control their fertility and underscores their unmet need for family 

planning services. In Nairobi about 60 percent of all acute gynecological hospital admissions are due to complications from unsafe

abortion, such as perforation of the uterus or infection caused by unsterilized equipment.10  In many cases, women die following

unsafe abortion due to their lack of access to adequate medical treatment and post-abortion care.5 Public debate about abortion has

increased in recent years, yet the previous government was reticent to address the issue for a variety of reasons. A constitutional review

process undertaken by the new government is currently bringing the issue to the fore.

U.S. ASSISTANCE 
The United States is Kenya’s leading population and health donor. The primary health objective of USAID in Kenya is to “reduce fertility and the

risk of HIV/AIDS transmission through integrated family planning and health services.”5 Toward this end, USAID provides technical and

financial support to Kenya’s national programs in family planning, HIV/AIDS and child survival, which is channeled through NGOs and

the Ministry of Health.11 USAID is one of the few major donors that directly funds NGOs, thereby investing in the capacity of Kenyan

organizations and their staff to provide quality health care. Other donors direct their population and health assistance to the Kenyan 

government, which in turn may reach NGOs depending on the source and type of assistance. For example, the United Kingdom’s

Department for International Development (DFID) — USAID’s British counterpart -— supplies the Ministry of Health with condoms and

other contraceptives, a portion of which is steered to Kenyan NGOs.

In Nairobi about 60 percent of all acute gynecological hospital admissions are due to 

complications from unsafe abortion, such as perforation of the uterus or infection caused by

unsterilized equipment.
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Starting in 2001, USAID ramped up its HIV/AIDS effort appreciably, identifying several countries as high priority for greater HIV/AIDS

funding. Kenya was deemed a “rapid scale-up” HIV/AIDS country, along with Cambodia, Uganda and Zambia. This designation trans-

lated into a wave of new HIV/AIDS funding for Kenya — U.S. $17.5 million in fiscal year 2002, up from $11.5 million in 2001.

Prevention and care efforts intensified throughout the country. New voluntary counseling and testing (VCT) sites were established in

existing health clinics, sales of socially marketed condoms increased, and community-based care programs for those with HIV/AIDS

expanded. The influx of new HIV/AIDS monies enabled USAID to boost national efforts to prevent mother-to-child transmission. 

Simultaneously, USAID undertook a major shift in its approach to financing family planning activities. In March 2001, USAID launched

the AMKENI Project, a five-year, $16 million package of family planning, reproductive health and child survival services. The lead NGO

managing AMKENI — which means “new awakening” in KiSwahili — is New York-based EngenderHealth, a reproductive health NGO

that has worked in Kenya for more than 20 years. As initially conceived, Kenyan organizations and the Ministry of Health would take

the lead in implementing the project at the local level, through both private and public clinics. 

The Family Planning Association of Kenya (FPAK) and Marie Stopes International Kenya (MSI Kenya) were two NGOs expected to play

leading roles in AMKENI. Both organizations had been long-time partners with USAID and with U.S. NGOs working in Kenya. FPAK, as

the oldest family planning organization in Africa, set the standard as family planning associations formed across the continent. Prior to

the implementation of the Global Gag Rule, FPAK ran 14 conventional family planning clinics providing a broad array of reproductive

health care services throughout the country. Some of these clinics also functioned as clinical training sites for the Ministry of Health to

train doctors and nurses on how to insert Norplant and IUDs, perform sterilization procedures, and improve the quality of STI/HIV/AIDS

counseling. FPAK does not offer abortion services because abortion is illegal in Kenya, but its clinics offer comprehensive post-abortion

care (PAC) to women in need of emergency treatment.

MSI Kenya was also a steady recipient of USAID support for many years. From 1998 to 2000, MSI Kenya received $1.6 million from

USAID for training health professionals in contraceptive services and related reproductive health care. MSI Kenya started providing serv-

ices in 1985, offering women another affordable, private alternative for their reproductive health care. By 2001, MSI Kenya was run-

ning 21 clinics throughout the country, providing preventive care (such as Pap smears), screening and treatment for malaria, STIs and

tuberculosis, VCT for HIV/AIDS, and infant/child health care such as check-ups, vitamin A tablets, and immunizations. Each MSI Kenya

clinic is equipped with a clinical laboratory, enabling clients to get results quickly.

A COSTLY DECISION 
The Global Gag Rule took effect in the spring of 2001, just as AMKENI got underway. FPAK and MSI Kenya - the Kenyan NGOs 

central to AMKENI’s mission — could not accept the policy’s restrictions. Both organizations objected to the Global Gag Rule as a 

matter of principle and consequently lost U.S. family planning funds. By that summer, the AMKENI Project team was staring at a gaping hole in
service delivery created by the loss of these two NGOs. Over the next 18 months, AMKENI struggled to identify other Kenyan organizations to fill

the gap, while FPAK and MSI Kenya closed clinics and scaled back reproductive health services across the board. 

In rejecting the Global Gag Rule, FPAK and MSI Kenya staff cited the ban on counseling and referral as the most problematic and uneth-

ical aspect of the policy. The concept of withholding information from patients contravened their physicians’ and nurses’ medical ethics and moral obligations,
as well as violated their patients’ trust and their right to information. The gag rule’s prohibition of abortion-related advocacy was equally objection-

able, given the toll of unsafe abortion on Kenyan women, and the urgent need to address it as a public health matter. 

The new conditions imposed on U.S. family planning funds forced FPAK and MSI Kenya into an untenable position: if they agreed to the restrictions, their patients’ health
needs and rights would be compromised and their organizational voice silenced. If they rebuffed the conditions, they would forfeit USAID funding and

valuable technical assistance (i.e., clinical and management training, quality assurance measures, and other intangibles), which is an

enormous loss of resources for both NGOs. Either way, their clients would suffer.

The loss of USAID funds and support was devastating. FPAK was already struggling to operate several clinics that had been heavily sub-

sidized by USAID. (All family planning funds had been reprogrammed to AMKENI by early 2001.) Then the Global Gag Rule took effect,

and FPAK forfeited all family planning assistance that came directly from USAID. Their financial dilemma worsened when the

International Planned Parenthood Federation (IPPF) headquarters in London also refused to agree to the terms of the policy. Because

of this, by 2002 FPAK had lost an additional U.S. $325,000 in IPPF support. The combined loss of USAID and IPPF funds totaled 58

percent of FPAK’s budget — a huge blow, even for one of Kenya’s oldest and largest health care providers. MSI Kenya lost U.S. $600,000 in
already-committed USAID funds. Seemingly overnight, MSI Kenya faced a 40 percent cut in its operating budget and would be hard-pressed

to make up the loss quickly from other donors. 
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CONSEQUENCES OF THE GLOBAL GAG RULE 
The departure of both FPAK and MSI Kenya from AMKENI left the project with no obvious substitutes. The government clinics continued

participating, since they were not affected by the policy, but they could not realistically be expected to fill the void. Few other Kenyan

NGOs possess the geographic presence, national reputation, depth of clinical services, and staff expertise to deliver the same level of

quality reproductive health care represented by FPAK and MSI Kenya. EngenderHealth approached other donors for funds to build FPAK

and MSI Kenya back into the project but was unsuccessful. 

One year later, the AMKENI Project was still cobbling together a loose network of public and private health centers, which AMKENI

staff conceded was not on par with the quality and depth of service offered by FPAK and MSI Kenya. Staff predicted that fewer couples will
be reached with health information and services as a result. At the same time, the loss of USAID funding has compelled both FPAK and MSI Kenya

to scale back health care services considerably. The immediate effect of the policy is the erosion of family planning services, which will

lead to more unsafe abortion, maternal death and misery for the women of Kenya. 

Family planning clinics closed
FPAK and MSI Kenya have each shuttered clinics in densely populated, underserved areas in Nairobi and elsewhere. Collectively, five

well-established clinics serving tens of thousands of women have closed. In many instances, FPAK and MSI Kenya clinics were the only

source of affordable primary health care in these areas.

FPAK has closed three clinics to date and laid off 30 percent of its staff. All three clinics had been supported entirely by the USAID Mission in Kenya

prior to 2001, and each clinic had recently started offering PAC services. Collectively in 2000, these clinics served nearly 19,000 clients —

roughly 1,560 women, men and children every month. The three services that closed were:

• The Embu Town clinic, which was established in 1978 in the provincial capital of Kenya’s eastern province north of Nairobi, provided

STI testing and treatment, pre- and post-natal obstetric care, and well-baby care. This clinic also ran an outreach program that 

provided health information, HIV prevention, contraception and referrals to thousands of rural women. 

• FPAK’s Kisii clinic, which opened in 1985 in a densely populated town in Nyanza province in Kenya’s vast rural western region. The
clinic served as a regional training center for doctors and nurses learning tubal ligation and vasectomy procedures, and Norplant insertion and removal.
Clinicians from both the private and public sectors received training at the Kisii clinic. Prior to its closure, FPAK had plans to upgrade

and expand the clinic to provide more services. 

• The Eastleigh clinic is in a crowded slum neighborhood of Nairobi, where FPAK started offering desperately needed reproductive

health care in 1984. There are no government-run health clinics in Eastleigh. STI screening and treatment, family planning, 

pre- and post-natal obstetric services, and well-baby care were the services most in demand among its clients. 

MSI Kenya had closed two of its clinics by September, 2001. After laying off one-fifth of its staff, cutting salaries, increasing client

fees, and completely reorganizing its clinic structure, MSI Kenya was able to avoid closing seven additional clinics and one maternity

nursing home. Reproductive health services had been heavily subsidized at the clinics that closed, with MSI Kenya frequently providing free care to

many of the women who could not afford to pay. These closed clinics, which had served the poorest of the poor, were:

• The Mathare Valley clinic, which was established in 1987 in a vast slum neighborhood of Nairobi. It was the first and only health facility

for this compound of 300,000 people for 10 years. In 1998, the NGO Doctors Without Borders opened a primary health care clinic in

Mathare Valley, intentionally locating it next door to the MSI Kenya clinic to give residents maximum access to health services. The MSI
Kenya clinic provided basic services — Pap smears, family planning, STI screening and treatment, HIV testing and counseling, post-abortion care — which women sim-
ply couldn’t get anywhere else. The loss of this MSI Kenya clinic has severely affected the women of Mathare Valley. Women there seldom leave

the neighborhood, and would not seek health care elsewhere unless it were an emergency. Given the closure of the MSI Kenya clinic,

women cited lack of time and transportation as the main reasons they would forgo family planning and related preventive care. 

• Kisumu, the third largest town in Kenya, is the provincial capital of Nyanza Province where HIV prevalence is highest. The MSI Kenya

clinic there served approximately 400 women each month. In addition to providing traditional clinic-based health services, including

HIV/AIDS services, the Kisumu clinic supported a team of community health workers to deliver care to women living too far away to

reach the clinic on a regular basis. 
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Access to family planning eroded
Beyond the clinic closures, FPAK and MSI Kenya have had to scale back family planning services in the rest of their clinics. The loss

of USAID support caused both organizations to lay off many experienced staff, cut salaries and raise fees. Consequently, the remaining
personnel are underpaid and overworked, providing care to fewer patients on a daily basis than before the Global Gag Rule was reinstated. FPAK staff com-

mented that their remaining clinics are functioning with the absolute minimum of staff needed to keep doors open and services flow-

ing. They reported that overall morale has never been lower. The staff recognize that higher fees instituted by FPAK and MSI Kenya

beginning in 2001 have caused many women to forgo family planning and related health care. Few can afford to pay, given the state

of Kenya’s economy.

Meanwhile, the capacity of the AMKENI Project to expand access to family planning and increase couples’ contraceptive options is severely challenged without

the participation of FPAK and MSI Kenya. Both organizations were set to carry out the bulk of AMKENI’s community outreach — 

dispensing contraception, disseminating family planning and HIV/AIDS information, and making medical referrals to people beyond the

reach of the nearest clinic. Replacing FPAK and MSI Kenya clinics with other, comparable facilities cannot happen easily or quickly;

thus thousands of couples now receive services later than they would have, or not at all. 

Level of maternal and child health care reduced
FPAK and MSI Kenya clinics are important providers of prenatal and postnatal obstetric care, especially in rural areas. In most clinics,

women are routinely offered immunizations, malaria tablets, and vitamin A supplements for their infants and children. The magnitude

of the staff and funding cuts has meant that even pregnancy- and infant-related care are scaled back, and there are fewer community

health workers to provide care to women in hard-to-reach areas. 

FPAK’s now-closed Embu clinic housed a well-baby center that provided comprehensive infant care. Its loss means that the diverse 

population of urban and rural women served by the clinic is now deprived of a valued source of health care. All 19 MSI Kenya clinics

continue to offer prenatal care and basic infant health services, yet their capacity to do so is reduced and fees have gone up. MSI Kenya’s

four maternity centers — all located in rural areas and providing safe delivery and related obstetric services — had been set to close by

the end of 2001. Only an immediate and massive internal reorganization by MSI Kenya ensured their continued operation.

At the MSI Kenya maternity center in Murang’a, a hilly rural town about one hour north of Nairobi, the team conducting the research

for this report interviewed several women who were there to visit a friend who had just given birth. The women, all of whom had 

delivered their babies at this mini-hospital over the years, declared they would not voluntarily go to the nearest public hospital for even

the slightest ailment. At the MSI maternity center, they explained, patients are treated with respect; there are no long waits for appointments;

medical supplies never run out; test results are prompt; and the facilities are tidy and in excellent repair — compared to the govern-

ment hospital nearby. Even though their care at the government hospital would be free of charge, the women were determined to find

the necessary funds to pay for health care that offered them respect and clean surroundings. 

Community-based distribution cut back
Over the years, both FPAK and MSI Kenya had expanded to provide community-based distribution (CBD) of family planning information

and services — work that USAID funded heavily. In 1982, Kenya had no CBD effort to speak of; by 1989, Kenya boasted a strong CBD

program, and the reproductive health needs of rural women began to be fulfilled.12 Kenya’s remarkable success with CBD is primarily

due to steadfast support from USAID. The CBD strategy is a hallmark of USAID family planning assistance throughout Africa — it is

extremely cost-effective, and is often the strongest link with hard-to-reach communities, such as slum areas and rural villages. 

The CBD agents typically dispense condoms and contraceptive pills, and counsel and refer clients for related maternal and child health

services. Increasingly, CBD serves as a platform for spreading information about HIV/AIDS prevention, the importance of knowing one’s

HIV status, where to get tested, and referrals for clinic-based services. MSI Kenya staff reported that their community health workers

are equally popular with women and men, and can often be found providing home-based care for patients suffering from HIV/AIDS. 

The Global Gag Rule has drastically curtailed the CBD programs of FPAK and MSI Kenya, which were central to the success of AMKENI.

FPAK cut its CBD agents by 50 percent and reported difficulty in furnishing their remaining health workers with adequate supplies of

contraceptives. MSI Kenya’s outreach program has been similarly devastated. Kenyan women’s success in using contraception to plan their families
can be largely attributed to CBD efforts of both organizations, which were supported by USAID for years. Many health providers expressed concern that without con-
sistent, well-staffed CBD programs, recent gains in maternal and child health may begin to slip — particularly in rural areas. 
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Access to long-acting and permanent contraception diminished
Women’s access to Depo-Provera (an injectable hormonal contraceptive), sterilization, IUD and Norplant (hormonal implants) has been

disrupted significantly since FPAK and MSI Kenya closed clinics, scaled back services, and reduced their clinical staff. Fees have

increased and staff training in these methods has virtually ceased within both organizations at a time when these methods are becoming

increasingly popular.

Among Kenyan women who are currently using modern contraception, Depo-Provera is the most popular method. Its use increased

rapidly from 7 percent in 1993 to 12 percent in 1998, making it the predominant method among married women.2 Tubal ligation 

(sterilization) and Norplant are also heavily used by married women. These are important birth control methods for women seeking to

space their pregnancies or stop childbearing altogether.

In recent years, Kenyan women have shifted away from depending on government services for their care and, consequently, FPAK and

MSI Kenya emerged as primary sources of long-acting and permanent contraception. MSI Kenya clinics alone performed 60 percent of

all sterilization procedures (tubal ligation and vasectomy) in the country in 2000.13 As partners in AMKENI, select FPAK and MSI Kenya

clinics were slated to become “centers of excellence” in the provision of Norplant, Depo-Provera and sterilization services. The clinics

would have served as training sites for doctors, nurses and nurse-midwives (from both the public and private sector) at which to gain

the necessary technical skills to provide these methods. Health professionals would also have learned techniques for counseling women

and men on how to prevent both HIV infection and unwanted pregnancy. 

Finding other clinics suitable for training health providers and offering long-term and permanent contraceptive methods has proven 

difficult for the AMKENI Project. AMKENI staff expressed frustration at having to scrap their original plans, lamenting the considerable

time and staff expertise it would require to identify and recruit comparable clinics and turn them into training centers. While AMKENI

has made progress since the imposition of the Global Gag Rule, it is evident that the project’s goals of improving women’s awareness of, training 
clinicians to be better providers of, and meeting Kenyan women’s growing demand for Depo-Provera, sterilization, Norplant and IUDs have been hindered by the
loss of FPAK and MSI Kenya clinics. 

HIV prevention efforts hampered
In Kenya and in the rest of the developing world, HIV/AIDS has rapidly become a major reproductive health issue. Across all age groups

HIV infection rates are higher among women than men. With almost half of Kenya’s population aged 14 and younger, preventing new HIV

infections is paramount. Family planning counseling, STI screening and treatment, and condom distribution are elemental to any HIV pre-

vention strategy and are central to AMKENI’s holistic, integrated approach to women’s health, child survival and HIV/AIDS prevention. 

The loss of Kenya’s two most experienced reproductive health organizations has weakened AMKENI’s ability to promote and strengthen HIV

prevention services in the context of family planning.† With all FPAK and MSI Kenya clinics off limits, AMKENI lost the opportunity to

expand HIV/AIDS services in these established clinics that would have served thousands of women. Moreover, AMKENI lost access 

to the legion of community health workers affiliated with both organizations, who are critical to reaching a wider audience. Particularly

in the Western province, where HIV prevalence is highest and where AMKENI has a strong regional presence, the Global Gag Rule is

inhibiting the widest possible dissemination of HIV prevention information and condoms needed to combat the disease.

The policy has also reduced the capacity of FPAK and MSI Kenya to address HIV/AIDS issues with clients — both male and female.

Both organizations are on the front line in combating HIV/AIDS among women and youth, two very vulnerable segments of the population.

All MSI Kenya clinics, for example, offer voluntary counseling and testing for HIV/AIDS. Strategies for preventing mother-to-child trans-

mission are employed at each of MSI Kenya’s four maternity nursing homes. Among pregnant women receiving prenatal care at these facilities, staff
reported in 2002 that approximately 35 percent tested positive for HIV. These data augment what government and other private hospitals are gath-

ering in their respective efforts. Collectively, these findings will help guide and refine national strategies for preventing mother-to-child

transmission in the years ahead.

The loss of USAID funds and technical support has not caused either organization to cut back drastically any particular HIV-prevention

effort, because such efforts are a fundamental aspect of their core family planning activities. Yet the overall cutback in services imple-

mented by FPAK and MSI Kenya has compromised their ability as Kenyan institutions to address an epidemic that is affecting their

own country. At a time when the Kenyan government and international donors are dramatically scaling up their response to HIV/AIDS

and are coordinating efforts like never before, Kenya’s chief reproductive health NGOs are instead reeling from U.S.-imposed funding

cuts and scaling back services.

† The Global Gag Rule does not technically apply to HIV/AIDS funds from USAID, yet it is hampering HIV prevention efforts. When family planning organizations refuse to accept the terms of the gag

rule, STI prevention services (including HIV) and condom supplies that they routinely provide are undermined because of the loss of USAID family planning assistance. 
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IF THE GOAL OF THE GLOBAL GAG RULE is to ensure separation of

abortion-related activities from family planning — in a country where

abortion is illegal and causes several thousand injuries and deaths each

year — it has sorely missed its mark.

U.S. investment squandered
Kenya’s past family planning successes were in large part attributable to consistent USAID leadership and investment over more than

two decades. The remarkable decrease in family size — from eight to four children per woman — and the steady rise in contraceptive

awareness and use among both women and men would not have been possible without USAID. The technical expertise provided by

USAID is unique, as is USAID’s commitment to developing the capacity of local NGOs and their staff. Hence, USAID assistance is a

genuine investment in sustainability — not just a handout. Other donor agencies typically channel funds through U.N. organizations

working in the country or through the Ministry of Health, whereas the USAID approach is to build up local organizations and support

private sector health initiatives when appropriate. In this way, U.S. assistance supplements government services while boosting civil

society and expanding the marketplace.

By rendering USAID’s principal reproductive health NGO partners ineligible for family planning funds, the Global Gag Rule has under-

mined the effectiveness of U.S. assistance in all areas — maternal and child health, HIV/AIDS, family planning and reproductive health.

USAID is unable to collaborate with organizations it determines are the best qualified to deliver integrated services. Fewer Kenyans will

obtain needed services. Staff will have to identify other, probably less experienced, NGOs that lack the reputation and name recogni-

tion among Kenyan women that made FPAK and MSI Kenya natural allies in the first place. 

The AMKENI Project has been well received in the western and coastal provinces. Whether AMKENI will actually achieve its goals is

another matter. Certainly the loss of USAID’s long-time family planning partners has been a substantial hardship for the project. There

is widespread agreement that AMKENI’s reach is now shorter than it would have been had FPAK and MSI Kenya continued in the con-

sortium. The Global Gag Rule has hampered USAID’s ability to expand and improve women’s reproductive health care, and it has under-

mined years of U.S. investment in the health sector. 

UNINTENDED CONSEQUENCES
The story of the Global Gag Rule in Kenya is one of unintended consequences. It has dealt a double blow to the health of Kenyan women:

it has crippled USAID’s integrated health project and starved the leading family planning NGOs of much-needed funding and technical

support. The Global Gag Rule has closed clinics, curtailed family planning and maternal and child health care services, and weakened

the collective Kenyan NGO response to HIV/AIDS. “NGO and private sector service delivery points are essential elements of overall 

provision,” asserted a major European donor in laying out a comprehensive strategy for addressing HIV/AIDS.14 The Global Gag Rule,

however, is forcing USAID to embark on an altogether different approach, one that impairs the effectiveness of U.S. development aid. 

If the goal of the Global Gag Rule is to ensure separation of abortion-related activities from family planning — in a country where abortion is illegal and causes several 
thousand injuries and deaths each year — it has sorely missed its mark. The Global Gag Rule has eroded women’s access to contraception and 

reproductive health care. This can only lead to more, not fewer, unsafe abortions and maternal deaths. 
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Methodology
In addition to the published materials drawn upon for this case study, a number of important interviews served as key sources of infor-

mation on the impact of the Global Gag Rule in Kenya. The information and personal accounts presented in this report were collected

through interviews conducted during two research trips to Kenya, in September 2001 and July 2002, to assess the impact of the Global

Gag Rule on family planning and related reproductive health services. The research team interviewed a range of individuals involved in

varying aspects of family planning service delivery — program managers, clinic directors, medical and nursing personnel — from both

Kenyan and U.S. NGOs. Additionally, numerous clients (patients) were interviewed, as well as staff from international and bilateral donor

agencies headquartered in Nairobi. The research team visited several family planning clinics in and around Nairobi to talk with providers

and clients, and traveled to health facilities outside of Nairobi, including a district-level public hospital.
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COUNTRY IN FOCUS: KENYA

IMPACT
The two most prominent family planning

providers closed clinics, scaled back family
planning services, cut nearly one-third of

their staff, and raised client fees.

An innovative USAID program designed 
to combine family planning, child 
survival, reproductive health, and

HIV/AIDS services has been hampered.

HIV prevention efforts are being under-
mined by the weakening of an obvious

provider of health care: family planning
clinics and outreach programs.

n Kenya, the Global Gag Rule has undermined well established family planning

and reproductive health programs. Kenya’s two leading family planning non-

governmental organizations (NGOs) both refused to sign the policy in the summer

of 2001. Each forfeited considerable U.S. Agency for International Development

(USAID) assistance over a matter of principle. Family planning services were 

curtailed significantly and some clinics were eventually forced to close.

Meanwhile, USAID’s new integrated health program of family planning, child 

survival and HIV/AIDS — the AMKENI Project — was suddenly devoid of its key 

family planning providers. The Global Gag Rule has deprived this much-praised

approach of a broad network of existing clinics and legions of community health

workers. Ultimately, fewer Kenyan women and men will be reached by U.S.

assistance because of these cutbacks. 
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KENYA - A COUNTRY SNAPSHOT
Of Kenya’s 31.1 million people, fully one-quarter subsist on less than $1 a day. Life expectancy

at birth is 48 years. Eighty percent of Kenya’s population resides in rural areas, making the

distribution of health care services difficult. 

Reproductive Health: Abortion is illegal in Kenya, except to save the woman’s life. Currently, 

24 percent of married women in Kenya would like to limit or space their pregnancies, 

but are not using any method of contraception. Women in Kenya have on average 4.4 

children, and for every 100,000 live births there are 1,300 maternal deaths — a staggering 

figure. Nearly half of all births are reported to be unwanted or unplanned, and almost half of

Kenyan women give birth before age 20. An estimated one-third of maternal deaths can be

attributed to unsafe abortion.

HIV/AIDS: Fifteen percent of adults are infected with HIV/AIDS. According to

UNAIDS, there were an estimated 890,000 AIDS orphans in Kenya as of 2001,

a number expected to increase to 1.5 million by 2010. Due to the socio-

economic and cultural status of women in Kenya, they are twice as likely as

men to become infected by HIV/AIDS; currently 60 percent of those living

with HIV/AIDS are women. 



U.S. ASSISTANCE
The United States is Kenya’s leading population and health donor, and as such has been instrumental in building and sustaining Kenya’s

family planning infrastructure for many years. USAID is one of the few donor agencies that directly funds Kenyan NGOs. The Family Planning

Association of Kenya (FPAK) and Marie Stopes International Kenya (MSI Kenya) are the country’s leading family planning NGOs. Both were

heavily supported by USAID until the Global Gag Rule was reinstated.

CONSEQUENCES OF THE GLOBAL GAG RULE
The combined loss of USAID funding and technical assistance to both organizations has damaged

women’s access to family planning and related primary health care services, particularly in rural areas

where FPAK and MSI Kenya had strong outreach programs. At the same time, the Global Gag Rule has

limited the reach of USAID’s AMKENI Project.

• A total of five family planning clinics (three FPAK and two MSI Kenya clinics) have been forced to close.
Women in those affected communities have few options for their family planning needs. In some

cases, these clinics were the only source of health care. 

• Family planning services at remaining clinics have been scaled back significantly and clinics are under-

staffed. In addition, client fees have gone up, further increasing pressure on women to go without con-

traception.

• Women’s access to primary health care services — prenatal care, vaccinations, Pap smears, malaria

screening — has decreased in several communities. A well-baby center that operated within one of

the now-closed clinics is gone.

• USAID’s integrated AMKENI Project lost access to the network of 35 clinics and hundreds of community

health workers, due to the loss of both FPAK and MSI Kenya from the project. Many of these clinics

served as training sites where medical staff learned how to provide long-acting contraceptive meth-

ods, the methods most popular with Kenyan women.

• Community-based outreach programs have been slashed and the remaining health workers are unable to

fulfill demand for contraceptives, including condoms.

• HIV prevention efforts, as well as counseling and testing services tailored for women, have been 

undermined. 

• NGOs that have agreed to the terms of the Global Gag Rule are now ineligible to participate in the 

national review of Kenya’s restrictive abortion law.

Without USAID assistance, the capacity of NGOs such as FPAK and MSI Kenya to address HIV/AIDS

issues confronting their clients is weakened. The effects of the Global Gag Rule prove that health care

policy that puts ideology before sound public health practices has a tremendous impact on service delivery.

With so many lives at stake, the United States cannot afford to alienate, disparage, or leave out any

provider or group of providers that is able to deliver cost-effective and comprehensive reproductive

health services.

The effects of the
Global Gag Rule prove
that health care policy

that puts ideology
before sound public

health practices has a
tremendous impact on

service delivery.
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THE GLOBAL GAG RULE & MATERNAL DEATHS DUE TO UNSAFE ABORTION

he Global Gag Rule is designed to prevent overseas U.S.-funded nongovernmental organizations (NGOs) from 

providing abortion information and care to women, and from engaging in advocacy to change abortion laws and policies,

even if the NGOs use their own funds.

The Global Gag Rule is not merely symbolic. It uses U.S. financial clout to constrain the medical information and options

available to women, to stigmatize providers who perform abortions, and to reinforce restrictive policies in poor countries.

The gag rule hinders efforts to reduce maternal deaths and injuries caused by unsafe abortion in countries receiving U.S.

aid. As a result, desperate women -— and girls — will continue to risk the complications that ensue from clandestine

abortions, often unsafe because they are performed by untrained providers in unhygienic conditions. Many will die, and

many more will needlessly suffer. 

T
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ENDANGERING WOMEN’S LIVES AND HEALTH
The Helms amendment to foreign assistance legislation, in effect

since 1973, prevents U.S. funds from being used for abortion-

related activities. Since 2001, the gag rule has gone further by making

NGOs ineligible for U.S. funds even if these activities are carried out

with non-U.S. funds. NGOs are forced to choose between receiving

U.S. funds — often their primary source of support — and providing

women with counseling and care that they may desperately want and

need, especially if coping with an unwanted pregnancy.

Improved contraception can help women avoid unwanted pregnan-

cies, but the need for the option of abortion in some circumstances

will always be there. Most women in developing countries are too poor

to have reliable access to contraceptives especially vulnerable if they

are adolescents, refugees, victims of sexual coercion or violence, or

suffering from acute or chronic diseases such as HIV/AIDS.

• In Kenya, the Global Gag Rule discourages democratic debate on reform

of the current restrictive abortion law. A number of parliamentarians,

organizations of doctors and lawyers, and citizens from across the

country are seeking legal change. Based on preliminary findings of

a recent nationwide study in Kenya, an estimated 20,000 women

are admitted to public hospitals each year with abortion complica-

tions; 30 to 40 percent of these women have serious infections and

are severely ill.1 Similar conditions apply in Ethiopia, Mozambique,

Uganda, Nigeria, and other countries that receive U.S. assistance

and that also have local initiatives to reform abortion policies.

• In Nepal, the law has recently been changed to allow abortion upon

request of a woman, until the end of the first trimester. Previously,

one-fifth of the women in Nepal’s prisons were there for seeking

clandestine abortions.2 Thousands of women have experienced

unsafe abortions, a factor in Nepal’s high maternal mortality rate.

The government and NGOs are seeking international assistance to

implement the new law. However, the Global Gag Rule precludes
U.S.-funded NGOs from supporting the necessary steps to train and
equip providers of safe, legal abortion care. Similar issues arise in

India, Cambodia, South Africa, Ghana, Zambia, Romania, and

other U.S.-assisted countries where abortion is legal for indica-

tions broader than allowed by the gag rule (i.e., to save the life of

the woman, or in cases of rape or incest), and where efforts are still

needed to achieve good quality, affordable services.



www.globalgagrule.org • info@globalgagrule.org
The Global Gag Rule Impact Project is a collaborative research effort led by Population Action International 

in partnership with Ipas and Planned Parenthood Federation of America and with assistance in gathering 
the evidence of impact in the field from EngenderHealth and Pathfinder International. 

U.S. RESTRICTIONS ON INTERNATIONAL FAMILY PLANNING

U.S. GOVERNMENT IN CONFLICT 
WITH INTERNATIONAL COMMUNITY
In 1994, representatives of the world’s governments, including the United States,

agreed that each country should establish its own laws defining 

circumstances in which abortion would be legal, and that where it is legal, 

abortion should be safe. In 1999, the international community went further, call-

ing on health systems to train and equip providers to ensure that abortion is safe

and accessible in circumstances where it is not against the law. In 2003, the

World Health Organization issued guidance for health systems “to ensure access

to good quality abortion services as allowed by law.”3

PUTTING WOMEN AT RISK
The Global Gag Rule unnecessarily risks the lives and health of women. From 1984

to 1992, when the policy was first in place, there was no evidence that it

reduced the incidence of abortion. And there is no reason to believe it will this

time around. 

It is also contrary to basic principles of democracy and international relations,

namely freedom of speech and respect for national sovereignty. The effects of the

Global Gag Rule prove that health care policy that puts ideology before sound 

public health practices has a tremendous impact on women’s health. With so many

lives at stake, the United States cannot afford to alienate, disparage, or leave 

out any provider or group of providers that is able to deliver cost-effective and

comprehensive reproductive health services.

THE REALITY OF 
UNSAFE ABORTION 
• Almost 20 million unsafe abortions 

occur annually, almost all in developing 

countries, according to estimates of 

the World Health Organization.4

• Nearly 70,000 women die each year 

due to abortion complications, with millions

more suffering injuries and disabilities.

• Well over 100 million women alive 

today will experience the risk 

and trauma of an unsafe abortion 

at least once in their lifetime.

1. Hailemichael, Gebreselassie. 2003. “The Magnitude and Consequences of Unsafe Abortion in Kenya” [draft report]. Chapel Hill, NC: Ipas.

2. The Center for Research on Environment Health and Population Activities (CREHPA). 2000. Women in Prison in Nepal for Abortion. Kathmandu, Nepal: CREHPA 

3. World Health Organization (WHO). 2003. Safe Abortion: Technical and Policy Guidance for Health Systems. Geneva: WHO.

4. World Health Organization (WHO), Division of Reproductive Health. 1998. Unsafe abortion. Global and regional estimates of incidence of and mortality due to unsafe abortion, with a listing of available country data.
(WHO/RHT/MSM/97.16). Geneva: WHO.
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THE IMPACT OF THE GLOBAL GAG RULE IN ROMANIA



GOVERNMENT AND NGO REPRESENTATIVES decry the gag rule and the

political constraints it has imposed on Romania’s efforts to encourage

contraception rather than abortion.
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EXECUTIVE SUMMARY
The history of abortion and family planning in Romania has been exceptionally tumultuous. The imposition of the Global Gag Rule* is

another chapter in this country’s erratic reproductive health history that has so little reflected what Romanian women themselves want

and need. Romania emerged in 1989 from decades of pro-natalist policy, under which the government heavily restricted access to both

contraception and abortion. Due to a desperate desire to limit fertility and in the absence of contraception, abortion rates were extreme-

ly high, with most Romanian women having multiple illegal abortions. Reliance on abortion has continued to be high following legal-

ization, although rates are declining. 

U.S. family planning assistance has played an important role in supporting Romania’s transition from reliance on abortion to use of contraception. Given women’s

traditional reliance on abortion, however, the imposition of the Global Gag Rule has been especially counterproductive. While family

planning is being successfully integrated into primary health care, the gag rule has impeded the integration of family planning 

counseling into existing abortion services. The gag rule has caused rifts between organizations that would otherwise be natural partners in the promotion
of family planning. It has also erected barriers to nongovernmental organizations’ (NGOs) advocacy and free speech on behalf of efforts

to reduce abortion complications and improve the quality of care.

THE CONTEXT FOR REPRODUCTIVE HEALTH IN ROMANIA
Until recently, reproductive health policies in Romania were highly political and coercive. Romania became a Soviet satellite country in

1948. In the 1960s, under Nicolae Ceausescu, socialist state ownership and central planning fostered the rapid growth of heavy industry

and urbanized the country, depressing the already low birth rate. As early as the mid-1960s, women had, on average, fewer than two

children.1 In 1966, citing the labor force needs of the planned economy, Ceausescu passed a decree banning abortion in virtually all

cases and sharply restricting the importation and use of modern methods of contraception.1

After passage of the abortion ban, the procedure could be provided only to women for whom medical authorities confirmed at least one

of the following criteria: that the woman had given birth to and raised at least four children; that she was over 40 years of age; that her

life would be endangered by the pregnancy; or that she faced specific medical or social challenges that would make having another

child unwise.2 Surgical equipment was sealed, and every use of it was documented and recorded. Doctors and midwives had the respon-

sibility to discover and track every pregnancy. Women were rounded up at their workplaces every few months and given pelvic exams to

check for signs of pregnancy.3 Illegal and unsafe abortion accounted for more than 80 percent of maternal deaths between 1980 and 1989.4 Very little

trust existed between Romanians and the medical system. 

Indeed, the 1980s was a decade of severe austerity and repression, characterized by onerous debt repayment for Ceausescu’s grandiose

development projects, low standards of living, sharp isolation from the West, intimidation by the secret police, and frequent violations

of human rights. A popular uprising toppled the dictatorial regime at the end of 1989, and Ceausescu was arrested, tried and executed

in December of that year. A multi-party, parliamentary political system was instated and, in 1991, a new constitution was adopted. 

Romania’s population includes a number of large ethnic groups, including Hungarians and Roma (gypsies). The Roma population in

particular is discriminated against, and has very poor health. Roma women have many more abortions than other women.5 The majority

of Romanians belong to the Romanian Orthodox Church, which is dogmatically strict but in practice quite tolerant of the relationship

between people’s reproductive health decisions and the realities of their lives. 

Romania is among the least affluent countries in Europe with a per capita GDP of U.S. $1,695 and annual health care spending of $71 per per-

son.6 With the exception of several former Soviet states, life expectancy in Romania is the lowest in Europe, at just 68 years for men and 75 for

women.7 These numbers reflect a relatively high infant mortality rate as well as weaknesses in the health system related to managing HIV/AIDS.

* Also known as the Mexico City Policy, the Global Gag Rule prohibits U.S. assistance for family planning from being provided to foreign nongovernmental organizations (NGOs) that use funding from any
other source to perform abortion in cases other than a threat to the life of the woman, rape, or incest; to provide counseling and referral for abortion; or to lobby to make abortion legal or more available
in their own country. Assistance is defined to include not just funds but the provision of technical assistance, customized training, and commodities, including contraceptive supplies. The only require-
ment imposed on U.S. NGOs by the Global Gag Rule is the responsibility to enforce the policy on their foreign NGO partners. The Global Gag Rule does not apply to foreign governments receiving U.S.
family planning assistance. For the full text of the Mexico City Policy, see USAID, Contract Information Bulletin, “Restoration of the Mexico City Policy - White House Memorandum for the Acting
Administrator of the U.S. Agency for International Development (Revised),” [CIB 01-08 (R)], 29 March 2001. Available on the USAID website at http://www.usaid.gov/procurement_bus_opp/procure-
ment/cib/cib0108r.pdf.
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REPRODUCTIVE HEALTH IN ROMANIA
In December of 1989, abortion was legalized, one of the very first acts of the new government in recognition of the many deaths and

injuries resulting from unsafe abortion in the Communist era. Maternal mortality declined dramatically in the first year after legalization

and has continued to decline due to the huge reduction in unsafe abortions.8 Today, Romania’s maternal mortality is approximately one-

quarter of what it was in 1989.9 Maternal mortality fell from about 44 to 22 per 100,000 live births in 2002, but abortion-related 

complications continue to account for many maternal deaths.10

While contraceptive use has more than doubled among married or cohabiting women — from 14 percent in 1993 to 30 percent in 1999 — unintended pregnan-
cy continues to be a widespread problem in Romania, and its impact can be seen in persistently high rates of abortion and child abandonment.5 In 1999, more

pregnancies ended in abortion than in live births, reflecting the fact that Romanian women have an average of 2.2 abortions during

their reproductive years but only 1.3 children. Once born, infants are frequently given up for adoption. In the first six months of 2002,

women abandoned thousands of children in the hospitals where they had given birth.11 Like several other European countries, Romania’s

population growth rate is negative, which causes misgivings among some in government about the country’s family planning program. 

Romania’s abortion services illustrate the many lingering problems in the country’s health system, which is consistently described as

unfriendly, uncaring and of poor-quality, with a legacy of inadequate funding, technological isolation, and widespread disregard for peo-

ple’s choices and privacy. While access to abortion is relatively easy, rural areas remain underserved, and service provision is outdated.

Dilation and curettage — a less safe method than vacuum aspiration — is the primary technique in which most professionals have been

trained. A recent strategic assessment, conducted by the World Health Organization (WHO), showed that half of Romania’s doctors —

whose training and equipment in the neglected medical infrastructure are out of date — did not use vacuum aspiration, even though

the equipment is available now in most hospitals.12 

Despite greater availability of family planning since the 1989 revolution, abortion remains prevalent. After years of having nothing but

abortion to offer women, many doctors still promote it. Indeed, abortion is considered to have a beneficial, cleansing effect while 

contraception is perceived as contributing to cancer and weight gain.13 High reimbursement to doctors and hospitals, combined with

very low direct costs to women, contributes to continued reliance on abortion. As various observers of the situation in Romania put it,

“abortion is feeding the hospitals.”10 The government system currently does not pay doctors for family planning advice and prescrip-

tions. Women must pay for “elective” outpatient procedures like IUD insertion, while abortion and any abortion-related hospital stay is

covered by the government as an illness. The recent WHO strategic assessment is helping to address these continuing issues in women’s

access to contraception and the quality of reproductive health care they receive. 

The government system currently does not pay doctors for family planning advice and prescrip-

tions. Women must pay for “elective” outpatient procedures like IUD insertion, while abortion

and any abortion-related hospital stay is covered by the government as an illness.
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Health care in Romania is financed through general taxation and social insurance taken out of workers’ salaries. Because medical per-

sonnel receive such low salaries, user fees also include informal payment.14 Clients paid out of gratitude and the perception that it would

improve quality of care. While women pay relatively little for abortions through the public system, hospitals receive a full day of pay-

ment from the House of Insurance. Many health experts have insisted that the direct cost of abortion to women be slightly higher than

the cost of family planning so that the market will begin to favor the latter, a strategy that has been applied over the last three years

with some success.15

Addressing health financing and service delivery will be extremely important to the process of improving reproductive health in Romania.

Recent legislation has mandated that all departments of obstetrics and gynecology train medical students both in family planning coun-

seling as well as in methods of pregnancy termination. A ceiling has been set on the fee for abortions. The government is expanding

the family planning provision network from cities and family planning specialists to general practitioners throughout the country, and,

in a lesson learned from developing countries, is integrating family planning into primary health. 

U.S. ASSISTANCE
The U.S. Agency for International Development (USAID) has been pro-

viding technical and humanitarian aid to Romania since 1990. A new

five-year program in Romania is underway (2002 to 2006), with USAID

spending approximately $29 million in fiscal year 2003 in three priority

areas: nurturing the private sector economy, strengthening democratic

governance and improving social and health services. Of this, USAID

budgeted $6.4 million for child welfare and health, which will in part

go toward its health objectives of expanding access to comprehensive

family planning services, improving safe motherhood practices, decreas-

ing the incidence of sexually transmitted infections (STIs), enhancing

awareness about domestic violence, making breast and cervical cancer

screening services available, and ensuring appropriate financing of

health services.16

Overall, the USAID program in Romania is small when compared to the

level of assistance flowing from the European Union and its member

governments into Romania. Nevertheless, USAID plays the major 

donor role in the reproductive health arena. USAID and others in Romania’s
reproductive health movement share this objective: to get people to distinguish between
abortion and methods of contraception.18 Due in large measure to USAID’s 

leadership in this arena, reproductive health donors in Romania are

extraordinarily well coordinated, more so than in most settings. 
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Efforts to expand rural women’s access to family planning have required major changes in health policy, as well as in medical norms.

USAID and its Romanian NGO partners have been essential to this process. Now, general practitioners are allowed to prescribe 

family planning after a short training program; previously, only obstetrician-gynecologists could do so. USAID is underwriting an

intensive public education campaign about modern contraception. At USAID’s urging — and recognizing that oral contraceptives are

on the WHO’s list of essential drugs — the Ministry of Health and the House of Insurance agreed last year to include them on the

list of subsidized drugs. 

USAID’s primary U.S.-based partner in Romania at present is John Snow Inc. Research & Training, Inc. (JSIR & T Inc.), which works

in turn through several Romanian NGO partners, including the Societatea de Educatie Contraceptiva si Sexuala (SECS). A leading

partner, SECS was founded immediately after the revolution by a group of gynecologists concerned with the country’s high rates of

abortion and maternal mortality. SECS was initially supported by the International Planned Parenthood Federation (IPPF), and offi-

cially joined the Federation soon thereafter. Family planning funds from USAID arrived next, eventually representing the bulk of

SECS’s operating budget. SECS runs eight clinics nationally, as well as three regional coordination offices of the current large USAID

project in Constanta, Cluj, and Iasi. 

SECS’s board of directors never approved of the Global Gag Rule but they nonetheless agreed to the funding conditions rather than

walk away from badly needed USAID support. SECS was created in 1990 at a time when the first version of the Global Gag Rule

was in effect (from 1984 to 1993). The young NGO, desperate for funding, felt it had little choice but to accept the restrictions in

exchange for U.S. funds if the organization was to expand clinical services and achieve its mission of strengthening the family plan-

ning program in the private sector. When the gag rule was reinstated in 2001, the organization faced the familiar decision and

reached the same outcome. With nearly 70 percent of its budget coming from USAID, SECS believed its survival was at stake and

agreed to the funding restrictions. 

Other Romanian NGOs receiving USAID family planning assistance through JSIR & T Inc. also agreed to the policy. Among them, the

East European Institute for Reproductive Health conducts research and works closely with SECS on the training and counseling of health

providers as part of USAID’s effort to boost acceptance of family planning services. The Youth for Youth Foundation has been involved

in developing curricular material for young people, some of which is being adapted and tested in the first, fifth, and ninth grades of

Romanian public schools. Youth for Youth is also training peer educators and teachers interested in covering sexuality-related topics in

their classes; they conducted a very visible “Take Care Not to Get Burnt” campaign on the Black Sea coast in the summer of 2002  —

where they distributed 90,000 condoms and reproductive health information to vacationing young Romanians at beaches and in dis-

cos. The Romanian Anti-AIDS Association (ARAS) focuses primarily on HIV prevention with its USAID funds, implementing awareness

programs for youth about condom use and preventing sexually transmitted infections (STIs).

One important reproductive health NGO that does not receive USAID support is Marie Stopes International Romania (MSI Romania).

MSI Romania began offering family planning and abortion services in 1991, about the same time as SECS, but was ineligible for U.S.

family planning assistance because of MSI Romania’s abortion activities. Even during the eight years the Global Gag Rule was not in

effect (from 1993 to 2000), MSI Romania did not receive USAID funding for family planning. MSI Romania’s presence is limited to

two clinics — one in Bucharest and the other in Bacau in the north of the country — and several community-based outreach programs

targeting youth. Patient fees cover most expenses, and MSI Romania is currently seeking more support from the Romanian government,

such as donated contraceptives for their clinics and outreach work.

The policy has reinforced the complete separation of abortion and family planning services, and

in doing so, has limited the reach of family planning information and counseling.
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CONSEQUENCES OF THE GLOBAL GAG RULE
Although the Romanian health NGOs currently receiving U.S. family planning assistance neither provide nor promote abortion, the

Global Gag Rule disrupts their work. The policy has reinforced the complete separation of abortion and family planning services, and in

doing so, has limited the reach of family planning information and counseling. As the largest reproductive health organization, SECS

potentially had the most to lose. But SECS, having accepted the terms of the policy in 1992, resolved not to include abortion in its

counseling, referral or advocacy from the outset.10 Staff commented that the decision not to provide abortion counseling or referrals to

clients was not a problem because virtually every Romanian knew about abortion and where to get it.17 On the other hand, if SECS had

chosen to work more closely with abortion providers and women experiencing abortion, they would have reached a high-risk group who

could have benefited greatly from their services. 

Shift from abortion to family planning harmed
Because of Romania’s unique historical reliance on abortion, women often first learn about family planning and decide to start using it

after they have abortions.18 If family planning providers are prohibited from having any association with abortion, they will not be able to

reach a key group of women who could benefit greatly from access to contraception. In this way, the Global Gag Rule is self-defeating.

When there is no post-abortion counseling, and women do not have the chance to learn about modern contraceptive methods, they will

almost inevitably return for future abortions. A new Ministry of Health and Family protocol on post-abortion family planning (not yet in

place) would require abortion providers to talk about family planning. In the meantime, however, years will have passed in which the

separation of these two dimensions of reproductive health has had negative consequences. 

In a country where abortion is so widespread, integrating family planning counseling into government abortion services would have made

sense from the outset of USAID’s program. Had family planning and reproductive health programs been integrated normally with abortion services, post-
abortion counseling could have been a powerful tool in facilitating Romanians’ shift — in mindset and in practice — to contraception. Though technically legal

under the gag rule restrictions because governments are exempt, this important opportunity was nonetheless missed, a probable casu-

alty of overly-cautious interpretation by U.S. officials and NGOs. Territoriality within the Romanian health system reinforced this split. 

Collaboration among reproductive health providers stymied
It is clear that the Global Gag Rule has split reproductive health organizations into two camps in Romania. As one USAID staff mem-

ber expressed, the politics are being oversimplified as the promotion of access to abortion versus its alternatives. In Romania, where

significant NGO players are few and far between, the gag rule has squandered goodwill and impeded cooperation between groups that

could otherwise work together to great advantage — and have done so in the past. 

MSI Romania, which has never received USAID assistance, is being disparaged by people who know little about its work. The head of

one NGO that agreed to the gag rule restrictions criticized MSI Romania as inferior to SECS, accusing it of mentioning family planning

only in the post-abortion context and doubting that they “have the interest to provide family planning.” Yet the main MSI clinic in

Bucharest sees thousands of patients every month — a large proportion of them for family planning and nothing else. Furthermore, MSI

Romania has collaborated with ARAS in a project for high school students providing contraceptive and HIV information and worked 

earlier in an outreach program with Youth for Youth. MSI Romania has been interested in working with young people in schools and 

universities and would like to collaborate with other NGOs on sex-education efforts. 

By polarizing groups along lines inappropriate to the Romanian context the Global Gag Rule caused SECS, USAID’s major partner, to

lose important support for its work. SECS’s acceptance of the gag rule has weakened its relationship with IPPF, which was instrumental

in helping SECS get started. Over the years, IPPF provided SECS with program funds, contraceptive supplies, technical support 

and links to an international network of reproductive health care providers. USAID will now be the main source of technical support and

contraceptive supplies for SECS. 



6

Censorship of abortion information emerging
The Romanian government’s pilot project on sex education is based on Youth for Youth’s accredited manual for high school students.

Given the role that abortion has played in Romania’s history and its continued heavy use, young people need information and guidance

on the topic as part of sex education. Yet, because Youth for Youth agreed to the gag rule restrictions, the USAID-funded curriculum on

which the government’s program is based makes no reference to abortion. 

Barriers to NGO advocacy and free speech erected
All medical services in Romania — including abortion — require improvement. Yet many NGOs that would be involved in lobbying for

improvement of abortion services are now not permitted to do so. One NGO staff member explained that there is no activism on quality

of care because the health system as a whole lacks funds and is beset with problems. NGOs can encourage people to organize for what

they want rather than waiting for the state to provide it. This is especially key in Romania, where there was no tradition of women’s

health advocacy or civil society before 1990. 

Through its POLICY Project, USAID supported the Reproductive Health Coalition of advocates in Bucharest, whose main advocacy goal

was the inclusion of reproductive health services in the national health insurance plan. The Coalition continues to be very active in

Constanta even though financial support from the POLICY Project has ended. There, the Women’s League, Muslim League, Turk-Tatar

organization, and other ethnic women’s groups (Bulgarian, Greek, Roma, Russian and others) are focusing on public education and 

advocacy with the government around health issues. They decided more recently to monitor the government’s actions on HIV/AIDS,

including the requirement that HIV-positive individuals register with doctors each year. The future for such advocacy remains highly

uncertain in Romania, but one thing is clear: NGOs that seek or accept USAID funding will not be able to participate in efforts to improve

national policies or guidelines affecting the quality of abortion. 

Reputation of the United States damaged
Most family planning clinics in Romania are run by the government, which is not bound by the Global Gag Rule. Yet almost without

exception, when they speak freely, government and NGO representatives decry the gag rule and the political constraints it has imposed

on Romania’s efforts to encourage contraception rather than abortion for family planning. Romanian NGOs say that they accept the 

policy for now, but intend to terminate their agreement with USAID on the day that abortion rights in Romania are restricted in any way. 

Leaders of some NGOs have expressed anger and frustration at being “bullied” by the United States and note that USAID is alone among

donors in making such demands in exchange for assistance. Yet the scale and importance of USAID’s support for reproductive health

in Romania force them to accept the restrictions. Romanian reproductive health leaders agree that because dependence on abortion is

the core of the problem, the transition to family planning must come through education on sexual and reproductive health and should

start with making contraceptives available to women at the time they have abortions, a strategy that has been avoided by USAID.

Abortion care is much more than provision of the procedure; it should include links to family planning, counseling and other services. 
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COMPROMISING EFFORTS TO INCREASE FAMILY PLANNING
Although everyone working in reproductive health in Romania is committed to reducing rates of abortion, the Global Gag Rule is com-

promising efforts to do so. In splitting USAID-funded institutions that provide family planning from those that provide abortion, the gag

rule prevents the integration of comprehensive post-abortion contraceptive counseling for women in the context of government services.

After more than a decade of working in Romania, USAID is now taking small steps to address this issue. Yet the Global Gag Rule has

weakened the base of interested and capable Romanian organizations that could work with USAID to promote family planning. The

exclusion of any mention of abortion in the NGO sex education program on which the national school health education curriculum will

be based is an unfortunate decision in a country where abortion is so common. The poor quality of abortion services could be an impor-

tant area of advocacy by Romanian NGOs, but this is also prohibited by the gag rule. Finally, the policy has produced in Romania a

thinly concealed resentment toward the United States and its imposition of an inappropriate external constraint on reproductive health

services and education. 

“We learn from history that we do not learn from history,” said a high-level government official, quoting the prominent 19th century

philosopher, G.W.F. Hegel. Romania’s history shows that abortion cannot be stopped by making it illegal or stifling public discussion.

Indeed, doing so leads to a higher number of illegal and unsafe procedures and drives up the number of maternal deaths. Romania’s

legalization of abortion has caused maternal mortality to drop. The challenge now is to provide Romanian women who seek abortions

with the complete family planning information they need. Until it is rescinded, the Global Gag Rule will stand in their way.

ALTHOUGH EVERYONE working in reproductive health in Romania is

committed to reducing rates of abortion, the Global Gag Rule is 

compromising efforts to do so. In splitting USAID-funded institutions

that provide family planning from those that provide abortion, the gag

rule prevents the integration of comprehensive post-abortion contraceptive

counseling for women in the context of government services.
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Methodology
In addition to the published materials drawn upon for this case study, a number of important interviews served as key sources of infor-

mation on the impact of the Global Gag Rule in Romania. The information and personal accounts presented in this report were col-

lected through interviews conducted during a research trip to Romania in October 2002 to assess the consequences of the Global Gag

Rule on family planning and related reproductive health services there. The research team interviewed a range of key reproductive

health, family planning and HIV/AIDS experts involved at various levels — policy development, project management, NGO leadership,

clinic staff, government health specialists, and medical personnel. The team visited family planning clinics, youth centers, HIV/AIDS

organizations, and a government family planning clinic within a public hospital in Constanza.
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U.S. RESTRICTIONS ON INTERNATIONAL FAMILY PLANNING
Executive Summary

Following President George W. Bush’s reinstatement of the Mexico City Policy restrictions on international family planning, a diverse group of U.S. 

nongovernmental organizations (NGOs) came together to document the impact of the policy on family planning services. Research was conducted in

four countries (Ethiopia, Kenya, Romania and Zambia) to assess whether and how the restrictions have affected women’s access to contraception and

related reproductive health care. This document summarizes the major research findings as of mid-2003, and includes selected country examples. 

n January 2001, the U.S. government imposed restrictions on NGOs overseas receiving international family planning 

assistance. The restrictions, officially called the Mexico City Policy, are also known as the Global Gag Rule by those who

oppose it. Under the policy, no U.S. family planning assistance can be provided to foreign NGOs that use funding from

any other source to: perform abortions in cases other than a threat to the life of the woman, rape, or incest; provide counseling

and referral for abortion; or lobby to make abortion legal or more available in their country.* Non-compliance will result in

loss of funding from the U.S. Agency for International Development (USAID).

As the leading donor of family planning assistance to NGOs overseas, USAID supports technical assistance, training, con-

traceptives including condoms, funding, and other resources needed to assure efficient and effective delivery of services

to millions of couples. These NGOs form strong community ties, create innovative solutions, and build local capacity to

respond not only to the demand for family planning but also to other critical health needs. They often work closely with

public health systems in providing care to the poorest and most vulnerable groups. Yet, under the Global Gag Rule, 

funds are denied to foreign NGOs that choose to counsel their patients on a full range of reproductive health options. 

*For the full text of the Mexico City Policy, see USAID, Contract Information Bulletin, “Restoration of the Mexico City Policy - White House Memorandum for the Acting

Administrator of the U.S. Agency for International Development (Revised),” [CIB 01-08 (R)], 29 March 2001. Available on the USAID website at http://www.usaid.gov/procure-

ment_bus_opp/procurement/cib/cib0108r.pdf.
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The Global Gag Rule 

is taking a toll on the lives 

and health of women, 

children and families

around the world.

The Global Gag Rule therefore forces a cruel choice: in starkest terms, foreign NGOs can either choose to accept USAID 

funds for provision of essential health services — but with restrictions which may jeopardize the health of many patients

— or the NGOs can choose to reject the policy and lose vital U.S. support. For those who reject the gag rule, the price is not just

monetary. They are unable to obtain donated USAID contraceptives and are forced to cut services and raise fees. In a

number of countries, established referral networks of providers are collapsing as leading family planning NGOs down-

size and struggle to cope with budget cuts and rapidly declining stocks of contraceptive supplies. 

The Global Gag Rule restrictions were purportedly designed to reduce abortion by limiting a woman’s access to 

abortion services, and to ensure that U.S. funding for family planning services overseas is completely separate from

abortion activities. When the policy was previously in effect, however, from 1984 to 1992, there was no evidence that the policy
reduced the incidence of abortion, as women continued to seek clandestine procedures. There is little reason to believe it will

be any more effective this time around. In practice, the policy is likely to have the opposite effect: it will reduce access to
contraception, leading to more unwanted and high-risk pregnancies, more unsafe abortions, and more maternal illness, injury, and even death.
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The Global Gag Rule Impact Project is a collaborative research effort led by Population Action International in part-

nership with Ipas and Planned Parenthood Federation of America and with assistance in gathering the evidence of

impact in the field from EngenderHealth and Pathfinder International. The Project’s objective is to document the con-

sequences of the Global Gag Rule. The Project was initiated soon after the policy was reinstated by President George

W. Bush in January 2001. While the missions of the collaborating organizations are diverse, we are united in our belief

that policies governing U.S. assistance should be evidence-based and reflect proven public health practices.

The Global Gag Rule Impact Project undertook research to examine whether and how the policy is disrupting access to

basic family planning and reproductive health care, including HIV prevention services, for couples and young people who

desperately want and need them. From July 2002 to May 2003, research was conducted in four countries — Ethiopia,

Kenya, Romania and Zambia. Research teams interviewed a range of experts involved in family planning and reproductive

health care, medical personnel, government policymakers and program managers, and donor agency representatives. The

research teams also conducted site visits to facilities in both urban and rural areas, including NGO and government clin-

ics and hospitals, youth centers, rural outreach programs, and a freestanding maternity facility. In some instances, teams

were able to interview clients of these facilities about their reproductive health needs and preferences.

Our research has found that the Global Gag Rule is taking a toll on the lives and health of women, children and families around the world.
Even as NGOs work hard to improve the health of overseas communities by providing access to family planning, relat-

ed maternal and child health care, and HIV/AIDS prevention, the loss of resources due to the Global Gag Rule serves

to break down these vitally needed services. The following is a brief summary of our key findings. For a detailed narra-

tive report on each country, see the individual case studies.

REDUCING ACCESS TO FAMILY PLANNING AND RELATED HEALTH SERVICES
ESTABLISHED FAMILY PLANNING ORGANIZATIONS FORCED TO CLOSE CLINICS AND CUT SERVICES
A quarter of all married women in Kenya who want to space or limit births are not currently using family planning, and

maternal deaths at 1,300 per 100,000 live births are extremely high. Yet, as a result of the Global Gag Rule and conse-

quent loss of USAID funding, two of the leading family planning NGOs have closed five of their clinics. These NGOs have also had to

cut their staffing by as much as 30 percent, reduce services in remaining clinics, and raise fees in order to remain viable.

• Three of the clinics were operated by the Family Planning Association of Kenya (FPAK), the oldest family planning

organization in Africa, which served almost 19,000 clients in 2000. The clinics provided not only family planning

services, but also pre- and post-natal obstetric care and well-baby care for mothers and infants. One of the three clin-

ics was in a slum neighborhood in Nairobi where no government-run clinic exists to serve as an alternative.

• Marie Stopes International Kenya (MSI Kenya) has been providing services in Kenya since 1985. Prior to the Global 

Gag Rule, MSI Kenya had 21 clinics offering services such as screening and treatment of malaria, screening for cervical

cancer, as well as infant and child health care check-ups, vitamin A tablets and immunizations. For 10 years, the now-

closed Mathare Valley clinic in a slum neighborhood of Nairobi was the only health facility serving a community of

300,000 people. Because women in this area seldom, if ever, leave the community, the loss of services from the clinic

is enormous. The women interviewed said they may be forced to forgo contraception and health care for themselves and their children. 

† The Global Gag Rule does not technically apply to HIV/AIDS funds from USAID, yet it is hampering HIV prevention efforts. When family planning organizations refuse to accept

the terms of the gag rule, STI prevention services (including HIV) and condom supplies that they routinely provide are undermined because of the loss of USAID family 

planning assistance. 
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Abortion is legal in Zambia for a range of indications not permitted by the Global Gag Rule, including risk to the phys-

ical or mental health of the woman, and fetal abnormalities. Although Planned Parenthood Association of Zambia

(PPAZ) does not provide abortion services, they rejected the gag rule because they could not ethically withhold abor-

tion counseling and referral information from their clients.

• PPAZ is Zambia’s leading family planning organization, and the only NGO in the country that operates clinics. As a

result of its stand on the gag rule, PPAZ has lost 24 percent of its funding and has had to cut back on clinic-based

services and crucial community outreach programs to rural areas. PPAZ had also been a key conduit of contraceptive

supplies to smaller NGOs and government health centers, a role it is unable to sustain since refusing the gag rule.

FAMILY PLANNING PROVIDERS AND THEIR CLIENTS DEPRIVED OF CONTRACEPTIVES
The demand for contraceptives has never been higher in developing countries, yet the funding available for supplies is not keeping pace with
demand. Compounding this crisis is the fact that NGOs that refuse to sign the Global Gag Rule lose access to U.S.-donated

contraceptives. It is ironic that the Global Gag Rule denies many NGOs access to in-kind donations of the very 

contraceptives that can prevent recourse to abortions. For example:

• In Ethiopia, one of the world’s poorest countries, where the rate of maternal death is exceedingly high, women are

often desperate for contraception. A rural clinic in Ethiopia that is now ineligible to receive USAID supplies due to

the Global Gag Rule reported being nearly out of Depo-Provera, a long-acting contraceptive method used by 70 per-

cent of its clients. 

• In Lesotho, one in four women is infected with HIV/AIDS — one of the highest rates in southern Africa. Over a

three-year period, from 1998 to 2000, the Lesotho Planned Parenthood Association (LPPA) received

426,000 condoms, along with smaller quantities of IUDs and Depo-Provera — all donated by

USAID. Because of their refusal to agree to the gag rule restrictions, they no longer receive USAID contraceptives,
including condoms. LPPA was the sole recipient of USAID supplies; 2000 was the last year that

USAID shipped family planning supplies to Lesotho. 

The impact of the Global Gag Rule on access to contraceptives, including condoms, is far-reaching.

Desperately needed USAID-supplied contraceptives are no longer being shipped to 16 developing

countries in Africa, Asia and the Middle East. These family planning organizations were the only

recipients of USAID contraceptives in their countries. The leading providers of family planning in

13 other developing nations are also no longer receiving USAID contraceptives.

EFFORTS TO COUNTERACT WOMEN’S RELIANCE ON ABORTION HINDERED
In Romania, women routinely turn to abortion because of their lack of access to family

planning information and services and because the health system compensates physi-

cians more for abortions than for contraception. Poorly-performed abortions continue to
account for many maternal deaths in Romania. The Global Gag Rule has reinforced the long-

standing separation between abortion and family planning services, rendering the

United States — one of Romania’s largest health donors — unable to forthrightly address

the need to integrate family planning counseling into abortion services. The gag rule makes
it much more difficult for USAID to take the steps required to help lower the abortion rate and improve
women’s health overall. The same is true in other Central and Eastern European countries

where the situation is similar.

© Jim Daniels



5

NGO RURAL AND YOUTH OUTREACH PROGRAMS CUT BACK
One of the most cost-effective and successful innovations in family planning has been the provision of information and

services to hard-to-reach populations through networks of trained community workers, a strategy known as community-

based distribution (CBD). CBD workers provide a range of services in often-forgotten rural communities and urban

slums. In countries like Ethiopia, where people in mountain communities must walk two days to reach the nearest highway,

a CBD worker may be the only accessible health care provider. Rural CBD programs in Ethiopia and Zambia are now 

suffering from a lack of USAID contraceptive supplies and a reduced capacity to train and support community workers

in the network. And in Kenya, where USAID had contributed constant support to the nation’s CBD efforts, FPAK 

was forced to cut the number of CBD workers by 50 percent and has had difficulty getting adequate supplies of 

contraceptives to the remaining staff.

CBD programs with a built-in youth component have also suffered. The Family Guidance Association of Ethiopia and

Marie Stopes International Ethiopia have both had to reduce trainings of youth peer educators. This is detrimental in

a country where early marriage is common (in some rural parts of Ethiopia, the average age of marriage for girls is 13),

and more than half of all pregnant teenagers have abortions. Continuous efforts to educate youth about reproductive

health and family planning are essential.

WEAKENING HIV/AIDS PREVENTION 
FAMILY PLANNING GROUPS FORCED TO REDUCE SCREENING AND TREATMENT 
FOR SEXUALLY TRANSMITTED INFECTIONS, INCLUDING HIV/AIDS
At a time when the U.S. government is expressing its strong commitment to address HIV/AIDS globally, the Global Gag

Rule is undermining its ability to follow through on its promise. The gag rule prevents the U.S. from working with the

most effective NGO partners serving two populations at greatest risk of sexually transmitted infections (STIs) — women

and youth. Although the policy applies only to family planning funds, it is significantly impacting the HIV/AIDS 

prevention efforts of reproductive health providers. 

Due to the Global Gag Rule, Marie Stopes International Kenya (MSI Kenya) was forced to close a clinic located in

Kisumu, in a province where HIV prevalence is the highest in the country. In Kenya, women comprise 60 percent of

HIV cases. The Kisumu clinic provided health services to approximately 400 women each month and also supported a

cadre of community health care workers. When MSI Kenya’s Mathare Valley clinic closed, services for STI screening and 
treatment and HIV testing and counseling, along with other basic family planning and reproductive health care, ended for a community of 300,000
people — with no other clinic nearby. 

Ghana has also been hard hit. The Planned Parenthood Association of Ghana not only had to cut family planning services

due to loss of USAID funding, but nearly 700,000 clients lost access to HIV prevention services such as voluntary counseling and

testing (VCT) and prevention education.

In rural Ethiopia, the Global Gag Rule has undermined essential HIV/AIDS services. The loss of U.S. funds to the Family

Guidance Association of Ethiopia (FGAE) has reduced the capacity of its clinics and CBD programs to provide VCT 

services in Nazareth, a rural community south-east of Addis Ababa. The other VCT provider in Nazareth targets truck

drivers and sex workers, leaving FGAE as the primary VCT provider for the rest of the population.
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SUPPLIES OF USAID CONTRACEPTIVES CUT
In 2000, donors supplied less than one-eighth of the condoms needed to fight the spread of HIV/AIDS in developing

countries. By 2002, the Global Gag Rule had resulted in the loss of USAID-donated contraceptives, including condoms

(purchased with family planning funds), to NGOs in 29 countries. From Burundi to Uganda, Nicaragua to Western Samoa,

each of these countries is struggling to combat HIV/AIDS and other STIs. Reducing access to condoms through NGOs that

have a strong presence at the community level is a dangerous gamble with people’s lives.

YOUTH SEXUAL AND REPRODUCTIVE HEALTH PREVENTION ACTIVITIES HALTED
The loss of U.S. family planning funding has also interfered with efforts to deliver HIV/AIDS prevention information to

youth. In Cameroon, the Cameroon National Association for Family Welfare closed a youth center where young people were taught
how to be responsible parents, protect against STIs and prevent HIV/AIDS. On the Caribbean island of St. Lucia, the Planned

Parenthood Association eliminated plans to train 218 youth peer educators for a program that would have reached 12,000

school-aged children with reproductive health information, including critically needed education on preventing HIV/AIDS.

INTEGRATED PROGRAMS FOR FAMILY HEALTH HAMPERED
For Kenya, the Global Gag Rule has interfered with a major integrated health program. In early 2001, USAID launched

the AMKENI Project, a five-year, $16 million program with an integrated approach to women’s health, child survival

and HIV/AIDS prevention. Public health specialists and HIV/AIDS experts have endorsed integrating HIV/AIDS preven-

tion with family planning programs as a key strategy, particularly in countries such as Kenya and elsewhere in Africa

where the disease has spread into the general population. But almost simultaneous with the AMKENI launch, in an

office an ocean away, the decision was made to reinstate the Global Gag Rule. When FPAK and MSI Kenya rejected the

policy, AMKENI lost access to FPAK and MSI Kenya’s large networks of 35 clinics and experienced community health

workers able to reach tens of thousands of Kenyan women. The Global Gag Rule clearly curtailed the potential reach

of USAID-funded family planning initiatives in Kenya.

In practice, this policy will lead 

to more unwanted pregnancies 

and more maternal illness, injury, 

and even death.
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THE BOTTOM LINE
CONTRADICTING CORE AMERICAN VALUES
Two central tenets of U.S. foreign assistance are (1) to administer taxpayer funds efficiently, with maximum benefits to

the recipients of U.S. aid and (2) to promote and support American democratic values abroad. The Global Gag Rule

violates both of these principles.

First, as described in the cases above, it creates impediments to the delivery of family planning. Further, it abrogates

the moral and ethical obligations of doctors and nurses to provide patients with comprehensive reproductive health

information, counseling and referral — services that are legally permitted in their own countries and that would be legal

if these providers were in the United States providing the same care to American women.

Second, the Global Gag Rule restricts organizations from freely expressing their views and advocating for policies they

regard as essential to saving women’s lives and health. And it is perceived by foreign organizations as interference by

the U.S. government with domestic decision-making and legal activities in their countries.

“I think the Americans are running away from their responsibility,” commented the

director of one prominent Kenyan NGO. “How do Americans talk about equality of

women and run away from reproductive health? The gag rule has let Kenya down.

The gag rule has made women suffer. The gag rule has made more women die,

because they can’t access safe family planning.”

The loss suffered by NGOs that do not agree to the restrictions imposed by the Global Gag Rule is incalculable. The con-
sequent cutbacks in services and supplies effectively tie the hands of service providers; and, by doing so, compromise the health and well-being
of millions of women, men and children. The policy erodes trust between health practitioners and their clients, reduces access

to HIV/AIDS-prevention measures, and, perhaps most poignantly, renders untold numbers of couples vulnerable to

unplanned and unwanted pregnancies, which result in more — not fewer — abortions. Until overseas recipients of U.S.

assistance are free to inform and provide those in their care with every option for optimum health, the conditions that

prolong poverty, illness, conflict and misery will persist. 

The effects of the Global Gag Rule prove that health care policy that puts ideology before sound public health practices

has a tremendous impact on service delivery. With so many lives at stake, the United States cannot afford to alienate, 

disparage, or leave out any provider or group of providers that is able to deliver cost-effective and comprehensive repro-

ductive health services. The evidence gathered here strongly demonstrates why the Global Gag Rule should be repealed.
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THE IMPACT OF THE GLOBAL GAG RULE IN ZAMBIA



IRONICALLY, FAR FROM PREVENTING ABORTIONS, the greatest impact

of the Global Gag Rule in Zambia is to contribute to more unwanted

pregnancies, as well as a higher incidence of HIV/AIDS.



EXECUTIVE SUMMARY
Zambia is facing crushing international debt, widespread HIV infection and extreme poverty. Numerous donors have recognized the

urgency of working on reproductive health in Zambia, one of the poorest countries in the world. 

When the Global Gag Rule* was reinstated, a key U.S.-funded family planning organization, the Planned Parenthood Association of Zambia (PPAZ), refused to accept
the funding on principle and lost U.S. financial support. PPAZ had a 30-year track record in family planning in Zambia and is the leading non-

governmental service provider there.  It had also increasingly become a leading actor in the fight against HIV/AIDS and in programs

serving Zambian youth. 

Zambia has a relatively liberal abortion law, but in practice access to abortion is heavily restricted. Because there are only three hospi-

tals in the entire country that are staffed and equipped to perform the procedure, many women still undergo unsafe abortions. PPAZ

provides abortion counseling and referral, but does not perform abortions. Ironically, far from preventing abortions, the greatest impact

of the Global Gag Rule in Zambia is to contribute to more unwanted pregnancies, as well as a higher incidence of HIV/AIDS.

THE CONTEXT FOR REPRODUCTIVE HEALTH
Situated in southern Africa, Zambia is roughly the size of Texas and has a population of just over 10.4 million.1 The country’s 

people are members of more than 70 Bantu-speaking tribes.2 Zambia is also home to a number of refugees fleeing conflict among

and within neighboring countries.

Zambia is more urban than most of its neighbors, with nearly 40 percent of its population living in cities.3 Its rate of population growth

is particularly high at 2.9 percent per year, according to the 2000 Census.4 As is typical of rapidly growing countries, its youth 

population is very large: 70 percent of Zambians are age 24 or younger.1 Zambia’s life expectancy at birth has fallen from 44 years to

33 over the last decade due to AIDS.5

Despite a wealth of natural resources — copper, cobalt, zinc, lead, coal, emeralds, gold, and hydroelectric power, to name a few —

Zambia has suffered from a lack of effective political leadership and sound economic management. The future of the copper industry

is in question, and Zambia has an extremely high level of national debt, an inflation rate of more than 20 percent, and widespread

poverty.6 Annual income is low, at U.S. $300 per capita, compared to $490 for sub-Saharan Africa as a whole.7 The net primary school

enrollment rate from 1994 to 2000 was 74 percent for boys and 72 percent for girls.7 However, school attendance is less than 50 per-

cent in grades 1 through 7, and only 20 percent of primary school graduates are admitted to secondary school.2

In 1992, the government began decentralizing health services in an effort to make them more cost-effective and accessible to the

Zambian people.8 About 18 percent of the Ministry of Health’s budget is now granted directly to District Health Management Boards.9

The government appears to be committed to the welfare of the Zambian people, but shortages of money and staff, in addition to the

challenges of reform, frequently undercut the good intentions of its policies.10 Since the beginning of health sector reform in 1992, the

government and its partners have tried to focus particularly on reproductive health services as key to women’s health and the fight

against HIV.11 Reforms were successful in making the health care system more efficient until 1997, but from 1997 to 2000 the Zambian

health system was in crisis. 

* Also known as the Mexico City Policy, the Global Gag Rule prohibits U.S. assistance for family planning from being provided to foreign nongovernmental organizations (NGOs) that use funding from any
other source to perform abortion in cases other than a threat to the life of the woman, rape, or incest; to provide counseling and referral for abortion; or to lobby to make abortion legal or more avail-
able in their own country. Assistance is defined to include not just funds but the provision of technical assistance, customized training, and commodities, including contraceptive supplies. The only
requirement imposed on U.S. NGOs by the Global Gag Rule is the responsibility to enforce the policy on their foreign NGO partners. The Global Gag Rule does not apply to foreign governments receiv-
ing U.S. family planning assistance. For the full text of the Mexico City Policy, see USAID, Contract Information Bulletin, “Restoration of the Mexico City Policy - White House Memorandum for the
Acting Administrator of the U.S. Agency for International Development (Revised),” [CIB 01-08 (R)], 29 March 2001. Available on the USAID website at http://www.usaid.gov/procurement_bus_opp/pro-
curement/cib/cib0108r.pdf.
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While the Zambian government has taken important steps toward addressing HIV/AIDS through breastfeeding guidelines, provision of

anti-retro viral drugs, and voluntary counseling and testing, an impressive HIV/AIDS policy has not yet been passed. Other related 

policies have been drafted and then languish, sometimes for years.12 This is the case with the national reproductive health policy — in

draft form since 1997 — and the adolescent reproductive health policy.13 In the absence of these frameworks, government reproductive
health programs do not have the consistency and coherence they need. 

The government’s strategic plan to address HIV/AIDS is part of its five-year plan for 2000 to 2004 and is implemented together with

nongovernmental organizations (NGOs) and the private sector. The U. S. Agency for International Development (USAID) helped the

Zambian government finalize this framework and establish the National AIDS Secretariat and Council.8 With the great majority of AIDS

cases concentrated among the economically active population aged 20 to 49, the government is especially concerned with mitigating

the economic impact of the epidemic.

REPRODUCTIVE HEALTH IN ZAMBIA
Women in Zambia have an average of 5.9 children — one of the highest fertility rates in sub-Saharan Africa.14 This is down, however,

from 6.5 births in the 1992 Zambia Demographic and Health Survey, largely because of fertility decline in urban areas. One-third of

girls in Zambia become pregnant by age 17.9

Gender discrimination is a widely recognized contributor to poor health and the spread of HIV in Zambia. Girls learn from an early age to submit
to the wishes of their husbands and other male family members; and initiation rituals often reinforce this submission.15 A recent Human Rights Watch report doc-

uments widespread sexual abuse against girls, particularly among those orphaned by AIDS, living in the streets or in extreme poverty.16

Knowledge of contraception is high in Zambia, but use has been increasing slowly. About 34 percent of currently married women are

using contraception, 23 percent are using modern methods.14 A high proportion of births are unplanned; this is due to cultural norms,

poor access to services and provider biases that limit access for women who do not have spousal permission or who are unmarried.17

More than 90 percent of women report visiting a health professional at least once for antenatal care during their latest pregnancy.14

Yet only about 40 percent of births are delivered by a health professional, almost certainly contributing to Zambia’s high maternal

mortality rate: 870 per 100,000 live births in 1995.18 Malaria and anemia are highly prevalent, which also contributes to maternal

deaths and morbidity. 

Zambia differs from most other countries in sub-Saharan Africa in permitting abortion under a range of circumstances. In 1972, in

response to high maternal mortality due to unsafe abortion, Zambian lawmakers passed the Medical Termination of Pregnancy Act, one

of the most permissive abortion laws in sub-Saharan Africa.19 The Act permits abortion “if continuation of pregnancy involves risk to the

life or injury to the physical or mental health of the woman or if there is a substantial risk that if the child were born, it would suffer

from such physical or mental abnormalities as to be severely handicapped.” 

In spite of its liberal wording, access to abortion is greatly limited by several factors: three physicians, one of whom must be a 

specialist, must sign a form agreeing that the procedure is necessary, and the procedure must be carried out by a licensed 

physician (not a midwife or other health care professional) at a government hospital, of which there are only three in the country.20

These requirements are very difficult to meet, causing many women to resort to unsafe abortion services, provided by unskilled

personnel under unhygienic conditions and leading to maternal injury and death. The proportion of maternal death caused by 

complications of unsafe abortion rose from 13 percent to 30 percent between 1974 and 1993.19 Legitimate services and information

are virtually unavailable, especially to young people.9 Still, the informal practice of medical and traditional abortion continues to be

widespread outside of officially approved institutions.
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Like many of its neighbors, Zambia faces a high prevalence of HIV infection; 21.5 percent of its adult population aged 15 to 49 were living with disease at the end
of 2001.21 Of this population, nearly 60 percent are women. Age-specific HIV rates among young people show the tremendous need for

and effect of providing information and services in Zambia. Between 1993 and 1998, HIV appears to have declined among young

Zambians aged 15 to 19, from 28 percent to 15 percent in Lusaka.8 Campaigns that have contributed to delaying sexual activity, sup-

porting abstinence and increasing regular condom use seem to have had an effect. Surveillance data show a drop in casual or multiple

sexual partners in particular. 

The HIV/AIDS epidemic in Zambia is further complicated by the high prevalence of sexually transmitted infections (STIs), in themselves

a major health problem and a contributing factor in the spread of HIV. One study in the mid-1990s found that STI prevalence was over

70 cases per 1,000 adults in both Lusaka and the Copperbelt region, which is reflected in the high proportion of medical consultations

for people seeking treatment for STIs.22

U.S. ASSISTANCE
Although U.S. assistance to Zambia predates the country’s 1964 independence, USAID did not formally create a Zambia Mission until

1977, when an economic collapse and increasing infant mortality called for further assistance. Since then, USAID’s presence has grown

to include a substantial cross-sectoral program with a budget of an estimated U.S. $50 million in fiscal year 2003. USAID’s 

work in Zambia focuses on four areas: increasing rural incomes; improving basic education for children; improving child health care and

reproductive health services, including HIV/AIDS interventions; and expanding civic participation in democratic 

governance.23 USAID has named Zambia one of its rapid scale-up countries for HIV/AIDS programs, and has more than doubled Zambia’s HIV/AIDS funding since 2001,
from $11.2 million to $25 million for 2003.24 Recognizing the high levels of unsafe abortion and miscarriage, USAID is 

working with the UN Population Fund (UNFPA) and several U.S. and Zambian NGOs as part of a post-abortion care (PAC) task force.

Formed by the Central Board of Health and chaired by the University Teaching Hospital, the task force is working to develop the

capacity of medical facilities around the country to provide PAC services.

USAID’s reproductive health work is accomplished through the Zambia Integrated Health Program (ZIHP) in partnership with the

Government of the Republic of Zambia.25 ZIHP is implemented by a group of American and other partner organizations, donor agencies

and private groups.  With a four-year budget of $41 million from 1999 to 2002, ZIHP’s work during that period focused on a group of

demonstration districts that emphasized the needs of adolescents, pregnant women, those caring for children, plus people needing serv-

ices and information in areas including HIV, malaria and reproductive health. 

The Planned Parenthood Association of Zambia (PPAZ) is the leading nongovernmental body providing reproductive health services in

the country. Founded in 1972, PPAZ was the only Zambian organization that specialized in reproductive health when USAID began

working in that arena. The organization runs two clinics, in Lusaka and Kitwe, and has centers in rural areas that dispense information

and referrals. In addition, PPAZ trains thousands of peer educators and community-based distributors, many of whom work in Zambia’s

numerous hard to reach areas, providing information and supplies. In 2000, PPAZ conducted a strategic planning exercise and resolved

to focus its work for 2000 to 2005 on young people, an especially neglected group. Its youth projects have been funded by a wide range

of donors, both government and private foundations. 

The proportion of maternal death caused by complications of unsafe abortion rose from 13 per-

cent to 30 percent between 1974 and 1993. Legitimate services and information are virtually

unavailable, especially to young people. Still, the informal practice of medical and traditional

abortion continues to be widespread outside of officially approved institutions.
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THE GLOBAL GAG RULE IN ZAMBIA: 
CONSEQUENCES FOR REPRODUCTIVE HEALTH SERVICES
As one of the best known sources for reproductive health services in Zambia and the only organization to refuse to accept the terms of

the Global Gag Rule, PPAZ has experienced the most direct impact of the policy. As a member of the International Planned Parenthood

Federation (IPPF), PPAZ lost 24 percent of its core grant due to IPPF’s refusal to agree to the gag rule and their own subsequent cuts in U.S. assistance.26 PPAZ

lost an additional 2 percent of its budget when direct funding from USAID was cut, which was channeled through ZIHP for a family

planning, malaria and nutrition project implemented in partnership with the Central Board of Health. The project ended abruptly with

the immediate freezing of accounts and termination of employment contracts. 

As a result, PPAZ incurred a total loss of $12,000 for the project and additional costs from having to pay compensation to staff whose

contracts were terminated prematurely. In terms of personnel, PPAZ lost a maternal and child health staff member, a USAID-funded

accountant and a USAID-funded University of Michigan Population Fellow. The University of Michigan fellow served as PPAZ’s

Sustainability Advisor and was engaged in diversifying the organization’s funding base as well as other important institutional functions. 

Because no other donors have yet compensated for the loss of USAID funds, PPAZ has been forced to scale back its activities and

decrease the number of communities — especially rural ones — in which it is able to work. As the reproductive health provider to which

most Zambians would turn, PPAZ is now losing the ability to sustain its public reach, both in terms of promoting family planning options

and HIV prevention information and referrals.†

Reproductive health services lost
PPAZ has reduced its programs, services, and supplies, especially in already underserved rural areas. In the northern province, for example,

PPAZ was the only NGO being funded by USAID. It served as a conduit for funding directed at smaller local NGOs in the surrounding 

districts.27 Now that USAID has ended its working relationship with PPAZ, this funding channel no longer exists and the smaller NGOs are

struggling. A wider net than intended has been cast by the gag rule, and it is impeding access to basic health care for thousands of women.

PPAZ is struggling itself to maintain its own organizational stability. It has been forced to terminate staff, including three general 

managers and two program officers, close reproductive health centers and discontinue working relationships with other smaller organizations

that relied on its assistance.26 As the only NGO operating reproductive health clinics in Zambia, PPAZ had provided valuable, subsidized

family planning and reproductive health services to communities across the country. The government health centers also benefited from

PPAZ when the organization replenished supplies to centers when necessary. PPAZ is no longer in such a generous position.

† The Global Gag Rule does not technically apply to HIV/AIDS funds from USAID, yet it is hampering HIV prevention efforts. When family planning organizations refuse to accept the terms of the gag
rule, STI prevention services (including HIV) and condom supplies that they routinely provide are undermined because of the loss of USAID family planning assistance.

Since the gag rule came into effect, however, marketing efforts for the condom have almost ceased,

and booths have been shut down around the country. Without funding to sustain Success’s media

presence, the condom has experienced considerable decline in its market share.
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Family planning networks disrupted
PPAZ was instrumental in developing educational materi-

als with the government and with NGOs like the YWCA and

Family Life Movement of Zambia (FLMZ).28 Although

FLMZ and the YWCA counsel against abortion, they feel

strongly that, in the face of HIV/AIDS, people must have

access to condoms and comprehensive reproductive

health information.29 These organizations, united in their

belief that informed people make wiser choices, referred

their clients to PPAZ for contraceptive information, health

services and condoms.

This cooperation among diverse NGOs on sexual and reproductive
health education has been crippled by the gag rule and PPAZ’s loss of
USAID support. PPAZ, which had in the past worked with

both the YWCA and FLMZ to develop training materials, is

no longer able to take the lead in initiating integrated

activities with smaller NGOs. FLMZ is finding it difficult to

undertake the training activities in the communities it pre-

viously served.28

Services for youth hampered
Young people in Zambia, in particular, are experiencing

the harsh consequences of the Global Gag Rule. As the

largest segment of the population and the most vulnera-

ble to STIs, the youth community has an especially dire need for
reproductive health services and HIV/AIDS prevention. PPAZ recog-

nized this need and declared youth the primary focus of

their work. The organization trained peer educators to both counsel youth and distribute contraceptives, reserved two days at its clin-

ics for youth-only service provision and counseling, and generated considerable youth demand for a specially marketed condom

called Success.26 Its system of distribution booths, as well as youth-directed marketing campaigns, gave away roughly 2.8 million

condoms at its peak in 1998. 

Since the gag rule came into effect, however, marketing efforts for the condom have almost ceased, and booths have been shut down around

the country. Without funding to sustain Success’s media presence, the condom has experienced considerable decline in its market share,

with sales falling from roughly U.S. $6,900 in 2001 to $5,400 in 2002 — a drop of nearly 19 percent.30 In the interim, the Society for

Family Health, a USAID-funded NGO, has increased both sales and visibility of its Maximum condom. This condom, however, is marketed

to young adults aged 24 to 29 and does not compensate for PPAZ’s loss of the youth market.31 Success is the only youth-targeted condom. 

PPAZ has also been unable to continue training the same numbers of community-based distributors and peer educators, especially in

hard-to-reach rural areas. Their work curtailed in the 23 government clinics around the country, PPAZ can no longer as effectively inform or pro-
vide supplies to the many Zambian youth who need them to protect against STIs and prevent pregnancy. 
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PPAZ’s role as youth/reproductive health advocate diminished
Through its decision to focus on youth, its training of providers and its vocal endorsement of the need for reproductive health services

for youth, PPAZ played an important role in encouraging the entire reproductive health community to pay more attention to young 

people. The loss of PPAZ as a major player in this capacity may detract from the focus on youth in the country’s efforts against HIV/AIDS.

A weakened PPAZ cannot be as effective a champion of young people’s access to services.

Community-based distribution scaled back
Because they no longer have access to supplies for their volunteer workers or the training capacity to support and reinforce their com-

munity-based distribution (CBD) program, PPAZ’s particularly strong rural networks have been disrupted.26 PPAZ had been an important

source of free contraceptives, including condoms, to smaller NGOs as well as youth and rural populations. The organization can now only
afford to procure what it needs for its own clinics and more limited distribution, and organizations such as the Zambia Red Cross, Serving Africa

Foundation, YMCA or the Markeni Ecumenical Foundation must find contraceptives elsewhere. 

The Society for Family Health (SFH), working with the Zambia Integrated Health Program (ZIHP), has been successful in reaching rural

communities along rail lines through CBD and social marketing.32 However, due to the nature of social marketing, SFH’s supplies come

at a price — 300 kwacha (U.S. 6 cents) for a pack of three male condoms and 500 kwacha (10 cents) for a female condom.31 These

are prices many former recipients of PPAZ’s free supplies cannot afford. 

Implications for future HIV spending
As the only service provider in Zambia beside the government, PPAZ could play an important role in reaching more people with repro-

ductive health services including HIV/AIDS prevention information, as well as serving as a conduit for spending the new wave of

HIV/AIDS money coming to the country. It remains to be seen whether the financial losses will have irrevocable effects on its operation

and the networks it is able to maintain.

The chilling effect
The GGR has had an unintended effect: organizations that have accepted the gag rule have sometimes misinterpreted the policy in ways that unnecessarily constrain
their efforts. For example, Youth Media, a ZIHP subgrantee, eliminated a chapter on emergency contraception from a brochure they

produced on contraceptive options. Fear of losing U.S. funds has also prevented Trendsetters, Zambia’s only youth newspaper, from

writing articles addressing readers’ interest in abortion-related topics.33 In these cases, the gag rule did not actually prohibit these activ-

ities, but apprehension about making a procedural slip and risking loss of USAID funds is keeping youth and adults from receiving vital,

life-saving information.

In Zambia, public discourse on abortion strongly reflects the Catholic and Evangelical Christian opposition to reproductive choice.

Therefore, abortion is not a topic on which there is much discussion or debate. People are generally reluctant to speak out.  Beyond the

national climate, PPAZ has itself been reluctant to address abortion: when the Africa regional office of IPPF asked PPAZ to conduct

some advocacy related to abortion and the Global Gag Rule, PPAZ expressed strong discomfort.34 With its links to USAID now severed,

PPAZ could have spoken out, but it would have been a lone voice in Zambia.  
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THE GLOBAL GAG RULE has created great concern among service

providers and NGOs that the young people of Zambia will not have the

knowledge they need to make informed, life-saving choices.

HURTING THOSE WHO NEED HELP MOST  
In Zambia, as elsewhere, the Global Gag Rule has had a number of negative effects on reproductive health. PPAZ’s loss of USAID

funding has significantly weakened the organization and reduced its capacity to advocate on behalf of young people in the reproductive

health sphere. Its services have been curtailed, as have the activities of smaller organizations that depended on PPAZ for reproductive

health supplies, support and referrals. PPAZ was one of the few organizations able to do outreach in remote rural areas, and its efforts around the country —
especially to reach young people with an HIV and pregnancy prevention message — have been cut back sharply. 

Because unsafe abortion is widespread among young Zambian women, several youth organizations accepted the restrictions of the gag

rule with trepidation, worried that they would no longer be able to fully address issues of central concern to young people. The Global

Gag Rule has created great concern among service providers and NGOs that the young people of Zambia will not have the knowledge

they need to make informed, life-saving choices. Ironically, far from preventing abortions, it seems the greatest impact of the Global

Gag Rule in Zambia is to contribute to more unwanted pregnancies, as well as a higher incidence of HIV/AIDS. 
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Methodology 
In addition to the published materials drawn upon for this case study, a number of important interviews served as key sources of infor-

mation on the impact of the Global Gag Rule in Zambia. The information and personal accounts presented in this report were collected

through interviews conducted during a May 2003 research trip to Zambia to assess the consequences of the Global Gag Rule on family

planning and related reproductive health services. The research team interviewed a range of key reproductive health, family planning

and HIV/AIDS experts involved at various levels — policy development, project management, NGO leadership, clinic staff, government

health specialists, and medical personnel. The team also visited a family planning clinic and the women’s ward of a district-level 

hospital in Lusaka.  
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COUNTRY IN FOCUS: ZAMBIA

IMPACT
The leading family planning nongovernmental

organization (NGO) in Zambia lost more than
24 percent of its funding, forcing it to cut back

reproductive health services across the board.

Abortion is legal under a range of 
circumstances in Zambia, including in cases 

of risk to life, or injury to the physical or 
mental health, of a woman. NGOs receiving 

U.S. assistance are compelled to forfeit 
their ethical obligation to counsel and refer

patients for a legal health care service.

Family planning outreach programs in 
rural areas have suffered due to loss of 

USAID funds, affecting thousands of couples.

HIV/AIDS funds are flowing into 
a family planning network crippled 

by the recent loss of resources.

he Global Gag Rule has deprived Zambia’s primary family planning agency of 

critical U.S. assistance at a time when HIV/AIDS continues to ravage the

Zambian population, especially women and youth. The loss of family planning

funds from the U.S. Agency for International Development (USAID) has led 

to understaffed clinics, dangerously low supplies of contraceptives, including

condoms, and the abrupt end of community-based outreach efforts essential to

reaching rural men and women with HIV information and referrals for counseling

and testing. One of Zambia’s leading faith-based NGOs promoting abstinence —

the Family Life Movement of Zambia — has also been affected by the Global Gag

Rule. Its ability to refer clients to partner organizations for family planning and

reproductive health services is diminished. The Global Gag Rule has weakened

family planning services in Zambia, and HIV/AIDS prevention efforts will not be

as effective as they might have been.

T

U.S. RESTRICTIONS ON INTERNATIONAL FAMILY PLANNING

ZAMBIA - A COUNTRY SNAPSHOT
Of Zambia’s 10.4 million people, nearly 70 percent are under the age of 24; 40 percent of

the total population lives in cities. Life expectancy at birth has fallen from 44 years to 33 over

the last decade due to AIDS. There have been efforts by the government to curtail the spread

of HIV/AIDS with the help of outside agencies; however, family planning and reproductive

health care issues have been sorely neglected. Gender discrimination and sexual abuse are

rife in Zambia, contributing to the poor health of women.

Reproductive Health: Women in Zambia have on average 5.9 children, among the largest fam-

ily size in Africa, and one of every three girls becomes pregnant before age 17. Almost 90 per-

cent of pregnant women report receiving antenatal care in some form; however, less than 40

percent of all births are attended by a health care professional. Maternal mortality in 1995

was 870 per 100,000 live births. Although abortion is legal, access is very limited. An esti-

mated 30 percent of maternal mortality is associated with unsafe abortions.

HIV/AIDS: Almost 22 percent of Zambians were living with HIV/AIDS at the end of 2001; 60

percent of those infected were women. It is estimated that more than 30 percent of women

seeking prenatal care are HIV-positive.



U.S. ASSISTANCE
USAID currently provides Zambia with an estimated U.S. $50 million annually for programs focusing on four areas: increasing rural incomes,

improving basic education for children, improving child care and reproductive health services (including HIV/AIDS interventions), and the

expansion of civic participation in democratic governance. USAID’s reproductive health work is facilitated through the Zambia Integrated

Health Program (ZIHP) and the Zambian government. Of the many local NGOs participating in this effort, the Planned Parenthood Association

of Zambia (PPAZ) is the leading family planning organization and the only NGO not to agree to the terms of the Global Gag Rule. PPAZ does

not provide abortion services, even though abortion is legal in Zambia; PPAZ’s decision to reject the policy was based on its refusal to aban-

don abortion counseling and referral for its clients. PPAZ is still struggling to cope with the loss of USAID support, as are its smaller NGO

partners who depended on PPAZ for coalition leadership and free contraceptive supplies (particularly condoms).

CONSEQUENCES OF THE GLOBAL GAG RULE
• PPAZ lost more than 24 percent of its budget due to the loss of USAID support through ZIHP and from

cuts to its core grant from the International Planned Parenthood Federation, which also refused to

agree to the terms of the Global Gag Rule. 

• PPAZ has scaled back its clinic-based family planning services. It has also had to cut cost-effective com-

munity outreach programs in rural areas, which had helped reach couples unable to get to clinics on

a regular basis. 

• Smaller Zambian NGOs dependent on assistance from PPAZ are struggling to keep their programs 

running and centers open.

• In a poor country with a per capita annual income of U.S. $300, PPAZ can no longer provide the same

amount of subsidized care to those in need.

• PPAZ no longer has extra resources to share with government clinics that lack essential health supplies.

• Services to youth, the largest population segment in Zambia, have been scaled back, and access to

reproductive health services has been limited.

• HIV/AIDS assistance is coming into a disorganized and weak family planning network, which may reduce

the effectiveness of such aid.

• A misinterpretation of the Global Gag Rule has led many organizations to erroneously stop informing

women about the option of emergency contraception.

The effects of the Global Gag Rule prove that health care policy that puts ideology before sound public

health practices has a tremendous impact on service delivery. With so many lives at stake, the United

States cannot afford to alienate, disparage, or leave out any provider or group of providers that is able

to deliver cost-effective and comprehensive reproductive health services.
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Global Gag Rule prove
that health care policy

that puts ideology
before sound public

health practices has a
tremendous impact on

service delivery.
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