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Abstract

The Trump Administration reinstated and expanded the Mexico City Policy (MCP), requiring
all international organizations that receive any type of U.S. global health assistance to certify that
they do not use any funds (U.S. or others) to promote or discuss abortion. This vastly expanded
policy, known as the Protecting Life in Global Health Assistance (PLGHA), covers $11 billion of
U.S. aid for programs well beyond family planning and reproductive health, such as HIV/AIDS,
maternal and child health, and malaria. Existing evidence on prior implementations of the MCP
suggests that when the policy’s funding restrictions are in effect abortions rise because contra-
ceptive supplies are reduced due to the policy. In this analysis, we directly test this hypothesis
and empirically assess PLGHA’s impact on health service delivery and reproductive health out-
comes in sub-Saharan Africa using the Performance Monitoring for Action (PMA) survey data on
health facilities and women. We use a difference-in-difference approach to isolate changes in
outcomes that can be attributed to the implementation of PLGHA. Our preliminary results sug-
gest contraceptive is impacted by PLGHA, but in a nuanced way: women substitute away from
short-acting methods toward long-acting and emergency methods. Our preliminary findings on
health service delivery suggests a similar pattern: health facilities in countries more vulnerable
to PLGHA’s funding restrictions increase provision of long-acting contraceptive methods, rela-
tive to short-acting methods. We also observe facilities in countries more vulnerable to PLGHA
reduce provision of emergency methods of contraceptives when PLGHA is in effect. Finally, we
see an increase in provision of post-abortion care services when PLGHA’s funding restrictions are
imposed. Overall, these preliminary results suggest health service delivery and utilization are
impacted by PLGHA.



Introduction

The Trump Administration reinstated and expanded the Mexico City Policy (MCP) on January 23,
2017 (U.S. Department of State 2017). The original Mexico City Policy, which denies U.S. foreign
assistance to international non-governmental organizations (NGOs) that discuss or promote abortion
as a method of family planning, has been adopted or rescinded by U.S. presidents in the first week
of a new administration along strictly partisan lines (Kaiser Family Foundation 2017). The Trump
Administration policy, known as the Protecting Life in Global Health Assistance (PLGHA), expanded
the scope of the original MCP by applying the funding restrictions to almost all U.S. bilateral global
health assistance, whereas the previous implementations covered only assistance for family planning
and reproductive health. The expanded policy therefore applied to almost $11 billion in U.S. global
health assistance, including programs for HIV/AIDS, maternal and child health, malaria, global
health security, in addition to family planning and reproductive health (U.S. Department of State
2017).

A growing body of literature has empirically examined the impact of previous implementations
of the MCP on reproductive health outcomes, such as abortion, pregnancies, and contraceptive use
(Bendavid et al. 2011; Brooks et al. 2019; Jones 2015). Collectively, these studies find that when the
MCP was in effect, affected countries see an increase in abortions and pregnancies and a correspond-
ing decrease in modern contraceptive use. The explanation of these seemingly counter-intuitive re-
sults is that when the MCP’s funding restrictions are in place, the most affected organizations were
also important suppliers of comprehensive family planning and reproductive health services; con-
sequently, when the MCP was in place these services were reduced. A substantial amount of NGO
reports and “grey” literature documents clinic closures, supply stockouts, and disrupted services
among other impacts, providing further support for this hypothesis (Schaaf et al. 2019).

Despite the suggestive evidence of service delivery and health systems disruptions, the putative
supply-side effects of such foreign aid restrictions has not been empirically tested. The impacts of
PLGHA on the intended recipients of foreign assistance have also not been empirically examined.
Given the expanded scope of PLGHA relative to previous implementations of the MCP, the previous
empirical findings may not generalize to PLGHA. Moreover, as health service delivery has become
increasingly integrated across different domains (e.g., integrating reproductive health with HIV ser-
vice delivery) (Amin et al. 2001; Mayhew 1996; Rutenberg and Baek 2005), PLGHA’s effect could
ripple across different health services outside of reproductive health.

In this paper, we directly test these hypotheses and empirically assess the impact of PLGHA on
health service delivery in sub-Saharan Africa. We utilize data from service delivery points (SDPs)
collected as part of the Performance Monitoring for Action (PMA) surveys in seven [eb: eight?] sub-
Saharan African countries between 2013-2019. Using a difference-in-difference approach to isolate
changes in outcomes that can be attributed to the implementation of PLGHA, this analysis will pro-
vide key insights into the mechanisms proposed in previous studies, as well as a more comprehensive
assessment of PLGHA'’s impacts. Our analysis is innovative because it empirically examines, across a
range of settings, a key underlying mechanism in the literature: community-level health services, in-
cluding but not limited to reproductive health, are curtailed when PLGHA’s restrictions are imposed,
and those restrictions have downstream, adverse consequences for individual health outcomes. Re-
sults from the analysis will isolate and clarify one of the primary pathways linking PLGHA not only
to reproductive health, but other health outcomes and health service delivery more broadly.



Data and Measures

We rely on two primary data sources for this analysis: (1) the Performance Monitoring for Action
(PMA) survey data in eight sub-Saharan African (SSA) countries (see Table 1b) (addPMA_ref) and
(2) country-year data on US development assistance for global health programs compiled by the
Organization for Economic Cooperation and Development’s Creditor Reporting System (OECD CRS)
(OECD 2021). The PMA data is used to construct the individual and facility level outcomes for this
analysis and the OECD CRS is used to identify exposure to PLGHA’s funding restrictions.

Performance Monitoring for Action (PMA) Data

PMA are high-frequency surveys implemented in Africa and Asia to monitor progress toward family
planning goals. PMA includes Household and Female (HHF) surveys, which contain highly detailed
information on family planning use, fertility and fertility preferences, exposure to family planning
information, among other information collected from reproductive age women. While information
about abortion is not collected in most PMA surveys, preventing us from directly assessing impacts on
abortion, a wide range of other reproductive health information, which may potentially be impacted
by PLGHA, is collected comprehensively. In addition to HHF surveys, PMA includes data collected
from health service delivery points (SDPs) that serve enumeration areas (EAs) from which HHF
samples are drawn. While HHF surveys are designed to be nationally representative, SDP surveys
are not; they include 1) private-sector facilities located within the boundaries of each enumeration
area, and 2) public-sector facilities whose service catchment area includes one or more enumeration
areas. SDP surveys reflect the health service environment experienced by women living in the same
location in the same year in which each HHF sample is collected. An SDP is any type of facility
that provides health services to a community, including hospitals, health clinics, private practices,
pharmacies, among others.

The SDP data include topics such as facility characteristics (e.g., service catchment, staffing,
physical resources), family planning services (e.g., services provided, contraceptive stock and stock-
outs, clients served, prescriptions, referrals), and other health services (e.g., abortion, post-abortion
care, antenatal care, delivery and labor, STDs). Although currently the HHF surveys are cross-
sectional, EAs are re-sampled across waves, thus resulting in a longitudinal record of EAs with dif-
ferent individuals. Among SDPs, many are re-interviewed across survey waves, but they are not
a complete panel due to non-response and opening or closing of facilities, which may impact the
analysis and will be addressed in sensitivity analyses. However, as SDPs can be linked to EAs, our
analytic sample is composed of a panel of EAs with a repeated cross-section of SDPs, where some
are re-interviewed.

PMA: Individual-level Data

To assess the impact of PLGHA on women’s reproductive health, we construct four individual-level
outcomes using the PMA data: 1) current pregnancies, 2) current contraceptive use, 3) emergency
contraceptive use, and 4) discontinuation of contraceptives. Currently pregnant and currently using
contraceptives binary variables, measured for the universe of women in the PMA surveys we utilize
and captured at the time of the PMA interview. Our primary contraceptive use variable captures use
of any method of contraceptives, including “modern” and “traditional” methods, as well as emer-
gency contraceptive use. We also construct disaggregated measures of contraceptive use by type
(long-acting, short-acting, and modern) for use in supplementary analyses. Emergency contracep-
tive use is a binary variable captured only for respondents reporting current contraceptive use. We



Figure 1: Sample countries and exposure to PLGHA

(a) Map of included countries by exposure to PLGHA (b) Survey waves by exposure status
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include emergency contraceptive use in the main analysis due to potential confusion and fear about
emergency contraceptives being considered a method of abortion and disproportionately impacted
by PLGHA. Finally, we construct a measure of contraceptive discontinuation that is a binary variable
indicating whether respondents stopped using any method of family planning within the 12 months
leading up to the interview.

PMA: Service Delivery Provider Data

The prior literature and scope of PLGHA’s funding restrictions imply a number of potential service
delivery areas that may be affected by the introduction of the policy. We construct a series of pri-
mary facility (SDP) outcomes to capture these varied effects: 1) family planning services (provides,
counsels, prescribes, or charges), 2) family planning stockouts and 3) other health (non-family
planning) service provision (disaggregated by antenatal, post-abortion care, sexually transmitted
infection, and HIV services). The outcomes are described in Table 1). For each family planning out-
come, we restricted our analysis to the eight methods consistently provided by all SDPs in the sample
and construct several versions based on different methods: any method, all methods, short-acting
methods,?, long-acting methods,?, and traditional methods®

Exposure to the Mexico City Policy

We use the OECD Creditor Reporting System (OECD CRS) database to construct a country-level mea-
sure of exposure to PLGHA’s funding restrictions (OECD 2021; Powell-Jackson et al. 2006). The

!Short-acting methods include condoms (male or female), oral contraceptives (the pill), and emergency contraception.

Long-acting methods include sterilization (male or female), implants, or IUDs.

3Traditional methods are constructed only for counseling and include rhythm, withdrawal, washing, and other reported
methods.



Table 1: SDP Outcome Definition

Outcome Definition

Provides Method of family planning is provided at the facility

Counsels Providers at the facility counsel on a method, its benefits,
and its side effects

Prescribes Facility provides a referral or prescription for the client
to obtain the method elsewhere

Charges Facility charges clients for a method of family planning

Any in-stock Any method of family planning is currently in stock

All in-stock All types of family planning are currently in stock

Any recent stockout Facility experienced a recent (3, 6, or 12 month) stock-
out of any method

All recent stockout  Facility experienced a recent (3, 6, or 12 month) stock-
out of all methods

Mean days stockout Average duration of current stockout of a given method

Antenatal Care Facility provides antenatal care

Post-abortion Care  Facility provides post-abortion services

STI services Facility offers any service related to diagnosis, treat-
ment, or supportive services for STIs other than HIV

HIV services Facility offers any service related to diagnosis, treat-
ment, or supportive services for HIV

Creditor Reporting System contains information on bilateral development assistance from OECD
member countries, categorized by type. Prior work classified 26 countries in SSA according to their
vulnerability to the MCP using information on bilateral aid flows from the U.S. for family planning
and reproductive health (Bendavid et al. 2011; Brooks et al. 2019). This measure of exposure cap-
tured how vulnerable countries are to the funding restrictions when they are in effect. We follow
the same approach, but include bilateral aid flows for all health related assistance,* to reflect the
expanded scope of PLGHA’s funding restrictions relative to previous iterations of the Mexico City
Policy. We calculate average annual per capita development assistance for global health from the
U.S. during the Obama Administration (between 2009-2016), when no funding restrictions were in
place, to each of the seven Sub-Saharan African countries included in our analysis. We classify each
country’s exposure to the MCP as ‘High’ (above the median per capita assistance) or ‘Low’ (below
the median per capita assistance).

*This includes all distributions classified under Sector Code 120 Health, including “Health, General”, “Basic Health”,
“Non-communicable diseases (NCDs)”, and “Population Policies/Programmes Reproductive Health”.



Analytic Approach

To identify differences in reproductive health outcomes and SDP health service delivery, we uti-
lize a difference-in-difference econometric approach that compares outcomes between high and
low exposure countries before and after PLGHA was implemented in January 2017. To implement
the difference-in-difference, we estimate a series of linear regressions which build on the following
model:

}/ict = BPLGHAt X Highc + nXict + 5(: + Yt + €ict (1)

where Y, is an outcome for woman (SDP) i living in country c in year t; PLGH A, is an indicator
variable for whether PLGHA was in effect, which equals 1 for all years >= 2017; High, is an indi-
cator variable for whether or not country c is classified as a high exposure country; X;. is a vector
of individual-level covariates (including the woman’s age, whether or not she completed primary
school, whether she lives in a rural area as defined by the PMA, and her household’s wealth status)
or facility-level covariates (facility type, managing authority (e.g., government, NGO), whether the
facility has running water, whether the facility has electricity, and whether the facility is in a ru-
ral area as defined by the PMA, and ¢. and ~; represent country and year fixed effects, absorbing
unobserved time-invariant country differences and common changes across all study countries over
time. We calculate robust standard errors throughout, clustered at the country level. The coeffi-
cient /3 captures the effect of PLGHA in high exposure countries, when it is in place, relative to low
exposure countries. We first present specifications first with only country and year fixed effects,
and we then re-estimate these specifications including a full set of controls. We restrict our analytic
sample to the 2014-2018 period, which provides the maximum consistency of the composition of
countries included (as not all countries are surveyed in each year). However, in the supplementary
analyses we investigate the sensitivity of our results to different start and end years. We also conduct
a supplementary analysis including PMA survey data for Cote d’Ivoire, which was only surveyed in
2017 and 2018, where we re-calculate the exposure measure to reflect the changed composition of
countries.

Results

Descriptive Statistics

Table 2 provides descriptive statistics for the women’s reproductive health outcomes and service
delivery outcomes used in this analysis, separated by exposure to and timing of PLGHA. Our sample
includes 212,467 women and 7,204 unique service delivery providers® across the eight countries.
Approximately 7-8% of women were currently pregnant at the time of their interview. Current
contraceptive prevalence (of any method) ranges from 27-31% at the time of interview, while 1.4-
3.2% of women in these samples was currently using emergency contraceptives. Finally, 5.1-6.4%
of women discontinued using contraceptives in the 12 months leading up to their interview date.
This table also provides some initial, descriptive evidence for a differential impact on countries
more exposed to PLGHA’s funding restrictions when the policy was imposed. We see a slight rise
in pregnancies and decrease in current contraceptive use among women in high exposure countries
when PLGHA is in effect relative to low exposure countries.

®Because SDPs can be re-sampled across survey waves within a given country, our sample is composed of 13,427 SDP
observations from 7,204 facilities.



In terms of facility-level outcomes, the vast majority of facilities regularly provide (>78%) and
counsel (>72%) on family planning methods, while fewer provide (28-58%) or counsel (41-73%)
on emergency methods. There is substantial variation across the sample in terms of charging for
family planning methods (22-66%).

Most facilities (97-98%) had stock of at least one type of family planning method they normally
provide on the day of their PMA interview and 63-71% of facilities had emergency methods in stock.
Maintaining all methods of contraception in stock was less common (64-67% of facilities). Recent
(past 3-6 months) stockouts of any method of family planning were relatively common (18-30%),
while facilities rarely experienced stockouts of all methods (2.2-4.7%).

In terms of other, non-family planning services provided by facilities in the sample, antenatal
services, STI services, and HIV services are more commonly provided than post-abortion care ser-
vices. Yet, across all areas of service provision, facilities in high exposure countries appear more
likely to reduce provision after PLGHA went into effect.



Table 2: Comparison of woman and facility outcomes by exposure and timing of PLGHA

PLGHA ON PLGHA OFF

High Exposure Low Exposure High Exposure Low Exposure
Woman-Level Outcomes
Current Pregnancy, % 7.9 7.3 7.2 7.4
Current Contraceptive Use, % 27 29 27 31
Discontinued Using Contraceptives, % 6.4 5.7 5.1 5.7
Emergency Contraceptive Use, % 2.4 1.4 2.3 3.2
Family Planning Services
Provides: any method, % 91 92 77 82
Provides: emergency methods, % 51 58 26 29
Counsels: any method, % 90 90 72 77
Counsels: emergency methods, % 64 73 45 41
Prescribes: any method, % 65 60 49 59
Prescribes: emergency methods, % 24 23 19 28
Charges for: any method, % 30 22 64 66
Charges for: emergency methods, % 9.5 10 21 22
Family Planning Stockouts
In-stock: at least one method, % 100 99 99 99
In-stock: all methods, % 54 56 58 61
In-stock: emergency methods, % 70 73 63 67
Recent stockout: at least one method, % 21 27 21 15
Recent stockout: all methods, % 0.7 1.2 0.8 0.6
Recent stockout: emergency methods, % 5.1 8.1 4.3 2.8
Days out: all methods, Mean (SD) 95 (136) 94 (132) 101 (145) 98 (190)
Days out: emergency methods, Mean (SD) 132 (171) 110 (138) 185 (208) 119 (146)
Other Health Services
Provides antenatal services, % 72 76 65 65
Provides post-abortion services, % 49 50 50 53
Offers STI services, % 73 82 65 66
Offers HIV services, % 71 74 60 66
Sample Sizes
Number of Women 59,206 84,968 44,170 24,123
Number of SDPs 2,385 2,384 1,477 958




Figure 2: Effect of PLGHA on women’s fertility and contraceptive use
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Difference-in-difference Results

We present our main difference-in-difference estimates for the effect of PLGHA in Figure 2 for the
woman-level outcomes and Figure 3 for the SDP-level outcomes. Each point is the coefficient 5 from
Equation 1 and represents the effect of PLGHA in high exposure countries relative to low exposure
countries and the vertical lines mark the 95% confidence intervals around each coefficient. The
results show in orange are adjusted for individual- or facility- level characteristics as described above,
while those in orange are unadjusted (including only country and year fixed effects). Only few of
our findings reached statistical significance at p=0.05. Unless significance is noted specifically, the
findings below did not achieve statistical significance at p=0.05, and we describe the magnitude
and direction of the main effects, with caveats about uncertainty implied throughout.

Relative to low exposure countries, women living in high exposure countries were more likely to
be pregnant, less likely to be using contraceptives of any type, and more likely to have discontinued
a method of family planning in the year leading up to the interview (Figure 2). When examining
the impact of PLGHA across different types of family planning, women in high exposure countries
are more likely to be using long-acting methods and emergency methods and less likely to be using
short-acting or modern methods of any type. Across all outcomes the adjusted and unadjusted
results are very similar, with the exception of emergency contraceptive use. After adjusting for
individual level factors that affect contraceptive use and fertility, women in high exposure countries
were more likely to report currently using emergency methods when PLGHA was in effect, while
the unadjusted model suggests women were less likely to use emergency methods.

Across the four categories for family planning service provision (providing, counseling, prescrib-
ing, and charging), we observe a general reduction of service provision among facilities in high ex-
posure countries when PLGHA was in effect (Figure A.1, Panel A). When disaggregating by method
of family planning, we see a 7 percentage point increase in the probability of prescribing long-
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acting methods of family planning (Figure 3, Panel A). Facilities in high exposure countries were
significantly less likely to prescribe emergency methods (11 percentage point reduction), charge for
emergency methods (7 percentage point reduction), and charge for long-acting methods (7 percent-
age point reduction). This pattern of results is also reflected in the duration of stockouts of family
planning methods (Figure 3, Panel B): SDPs in high exposure countries have shorter stockouts of
long-acting methods (approximately 2 months shorter) but longer stockouts of emergency methods,
relative to SDPs in low exposure countries when PLGHA is in effect. However, no difference in the
probability of having methods in stock or in experiencing a recent stockout was observed (Figure
A.1 and A.2).

In terms of other health service provision, we see an increase in the probability of providing
antenatal and a statistically significant increase provision of post-abortion care and a reduction in
the probability of providing STI or HIV services (Figure 3, Panel B). Although neither are significant
at the 5% level, the 4 percentage point increase in the probability of providing post-abortion services
is significant at the 10% level.

Discussion

We estimated the effect of PLGHA’s funding restrictions by comparing differences woman and health
facility outcomes across exposure to PLGHA and the timing of the restrictions in eight sub-Saharan
African countries. We observe some suggestive evidence of PLGHA effects on pregnancies and con-
traceptive use that is consistent with prior evidence (Bendavid et al. 2011; Brooks et al. 2019) and
the hypothesis that when funding restrictions are imposed, contraceptive use declines and preg-
nancies increase. However, the finding on contraceptive use varies across types of method. We
see an increase in use of long-acting methods and emergency contraceptives and a reduction in
short-acting methods and modern methods overall, which suggests women may be substituting to-
ward long-acting methods, emergency methods, and traditional methods or simply discontinuing
use when PLGHA is in effect.

The increase in use of long-acting methods at the individual level is mirrored by an increase in
SDPs prescribing long-acting methods and a statistically significant decrease in charging for long-
acting methods, although also decreases in providing or counseling on long-acting methods. Addi-
tionally, high exposure facilities experienced shorter stockouts of long-acting methods when PLGHA
was in effect, but longer stockouts of emergency methods. Taken together this suggests that SDPs
may be substituting toward long-acting methods when PLGHA’s funding restrictions are imposed
and even attempting to make them more accessible to women by not charging for them and main-
taining better stocks.

In contrast to the increase in emergency contraceptive use by women in high exposure countries,
SDPs in high exposure countries are significantly less likely to prescribe or charge for emergency
methods. Although the findings on overall provision or counseling are not statistically significant,
they are also negative, implying a general reduction in provision of emergency methods when PLGHA
is in effect. Although emergency contraceptives are not considered a medical abortion under PLGHA
and are technically allowed, there may be confusion or fear in providing something that is perceived
as similar to an abortion when PLGHA is in effect.

The findings on other health services beyond family planning, provide suggestive evidence for
other hypotheses of PLGHA’s impact. First, we see an increase in antenatal care provision, which
may reflect increased need due to the increase in pregnancies (Figure 2). We also see an increase
in post-abortion services, which may also reflect increased need due to an increase abortions, and
particularly an increase in abortions provided outside the healthcare system. While a weakness of
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our analysis is the inability to include any direct measures of abortion for either women or SDPs
due to limitations of the PMA data, this finding nonetheless suggests that provision of post-abortion
care increases high exposure countries in response to PLGHA. On the one hand, these two results
reflect positive outcomes for women in affected countries — that facilities are able to adjust to the
changing policy landscape and provide antenatal and post-abortion services. On the other hand, we
also observe suggestive evidence of a substitution away from STI and HIV service provision, which
may be due to the expanded scope of PLGHA’s funding restrictions. Given the urgency and severity
of the HIV epidemic in sub-Saharan Africa, any reduction in either service provision may result in
substantial harm to the population.

Next Steps

We caution against overly interpreting these preliminary results, particularly as confidence intervals
are wide for most of them. Nonetheless, the consistency of results across both the woman and facility
samples suggests a coherent picture. Our next steps include implementing a series of supplementary
analyses and robustness tests. First, we will explore alternative measures of exposure, such as a
continuous measure of per capita global health aid (instead of the binary classification) and the
construction of a “placebo” exposure measure that utilizes foreign aid distributions for non-health
sector categories. We will also run a version of the analysis, including re-calculating the relative
exposure measure, with the inclusion of Cote d’Ivoire, for which there are only two survey waves
available (2017 & 2018).

Second, we will explore the sensitivity of results to alternative years of data. We currently use
data from 2014-2018 to ensure the most consistency in the composition of the countries in both
high and low exposure groups, but have data from 2013-2020 available. Sensitivity analyses will
re-estimate the primary models using different start and end dates for the analytic sample.

Finally, we will assess heterogeneity of our main results by different characteristics. For the
woman-level outcomes we will test for differences in the impact of PLGHA across education, wealth,
parity, and residence in an urban area. For the SDP-level outcomes, we will assess differences ac-
cording to whether the facilities are public or private and whether the facility is located in an urban
area (although it may serve a broader population), as well as re-estimate the main models using
only facilities that offer direct care (as opposed to those that are primarily retail, such as pharmacies
and chemist shops).

13
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A Supplementary Results
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Figure A.1: Effect of PLGHA on SDP service provision
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Figure A.2: Effect of PLGHA on family planning services by type
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