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Abstract

Objective To determine whether the Mexico City Policy, a United States government
policy that prohibits funding to nongovernmental organizations performing or promoting
abortion, was associated with the induced abortion rate in sub-Saharan Africa.

Methods Women in 20 African countries who had induced abortions between 1994
and 2008 were identified in Demographic and Health Surveys. A country’s exposure to the
Mexico City Policy was considered high (or low) if its per capita assistance from the United
States for family planning and reproductive health was above (or below) the median
among study countries before the policy’s reinstatement in 2001. Using logistic regression
and a difference-in-difference design, the authors estimated the differential change in the
odds of having an induced abortion among women in high exposure countries relative to
low exposure countries when the policy was reinstated.

Findings The study included 261 116 women aged 15 to 44 years. A comparison
of 1994-2000 with 2001-2008 revealed an adjusted odds ratio for induced abortion of 2.55
for high-exposure countries versus low-exposure countries under the policy (95%
confidence interval, Cl: 1.76-3.71). There was a relative decline in the use of modern
contraceptives in the high-exposure countries over the same time period.

Conclusion The induced abortion rate in sub-Saharan Africa rose in high-exposure
countries relative to low-exposure countries when the Mexico City Policy was re-
introduced. Reduced financial support for family planning may have led women to
substitute abortion for contraception. Regardless of one’s views about abortion, the
findings may have important implications for public policies governing abortion.

Introduction
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Public policies governing abortion are contentious and highly partisan in the United States of
America.® New presidential administrations typically make a critical decision concerning abortion
during their first week in office: whether or not to adopt the Mexico City Policy. First announced in
Mexico City in 1984 by President Reagan’s administration, the policy requires all nongovernmental
organizations operating abroad to refrain from performing, advising on or endorsing abortion as a
method of family planning if they wish to receive federal funding. To date, support for the Mexico
City Policy has been strictly partisan: it was rescinded by Democratic President Bill Clinton on 22
January 1993, restored by Republican President George W Bush on 22 January 2001 and rescinded
again by Democratic President Barack Obama on 23 January 2009.>™*

The Mexico City Policy is motivated by the conviction that taxpayer dollars should not be
used to pay for abortion or abortion-related services (such as counselling, education or training).?
The net impact of such a policy on abortion rates is likely to be complex and potentially fraught
with unintended consequences. For example, if the Mexico City Policy leads to reductions in
support for family planning organizations, and family planning services and abortion are substitute
approaches for preventing unwanted births (moral considerations notwithstanding), ° then the policy
could in principle increase the abortion rate. When the policy is in force, family planning
organizations that ordinarily provide (or promote) abortion face a stark choice between receiving
United States government funding and conducting abortion-related activities. In practice, several
prominent family planning organizations, including the International Planned Parenthood
Federation and Marie Stopes International, have chosen to forego United States federal funding

under the policy.®®

The primary aim of this study was to determine whether a relationship exists between the
reinstatement of the Mexico City Policy and the probability that a sub-Saharan African woman will
have an induced abortion. Specifically, we examined the association between a country’s exposure
to the Mexico City Policy and changes in its induced abortion rate when the policy was reinstated.
Exposure was defined as the amount of foreign assistance provided to the country for family
planning and reproductive health by the United States during years when the policy was not being
applied. This approach enabled us to control for a variety of potential confounding factors,
including fixed effects related to the country and the year of reporting, the women’s place of
residence and educational level, the use of modern contraceptives, and the receipt of funding for
family planning activities from sources outside the United States. To the best of our knowledge, this
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is the first quantitative study of the association between the Mexico City Policy and abortion and
the first to investigate the possibility of unintended consequences. Regardless of one’s views on
abortion, this lack of evidence is a critical impediment to the design of effective foreign policy and

has implications for maternal mortality in places where abortion is unsafe.

Methods
We investigated the association between a country’s exposure to the Mexico City Policy and the
odds of abortion among women of reproductive age between 1994 and 2008 using the re-

instatement of the Mexico City Policy in 2001 as a natural experiment.

Induced abortion data

We used longitudinal, individual data on terminated pregnancies collected by Demographic and
Health Surveys (DHS) to estimate induced abortion rates. These standardized surveys, designed and
implemented by ICF Macro, United States, in collaboration with in-country and international
partners, are nationally representative surveys of women aged 15 to 49 years and are conducted

approximately every six years in low- and middle-income countries.

We used every available survey with individual data on pregnancy outcomes: 30 surveys in
20 African countries. We examined data from sub-Saharan Africa because health programmes in
the region receive substantial foreign assistance. In each survey, women retrospectively reported
their pregnancies and pregnancy outcomes (i.e. live births and terminations) for each month during

the 5 or 6 years preceding the DHS interview.

To distinguish induced from spontaneous abortions, we adopted an algorithm that uses
information about the length of gestation at the time of termination, contraceptive use before the
pregnancy, the desirability of the pregnancy, and maternal age and marital status at the time of the
pregnancy.’ A termination was classified as induced if either: (i) it occurred following contraceptive
failure; or (ii) the terminated pregnancy was unwanted (i.e. the pregnancy occurred after a live birth
that was reported as unwanted or would have resulted in the number of children being more than
desired); or (iii) the woman was aged under 25 years and was not married or in a union. In addition,
the termination was not classified as induced if either: (iv) it occurred in the third trimester; or (v)
the woman indicated that contraception had been discontinued to allow pregnancy; or (vi) the
woman was married or in a union and had no children. The algorithm was tested using a DHS
survey that compared the information used in the algorithm with direct questions about induced
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abortions (Appendix A, available at: bendavid.stanford.edu/research/publications.html). This
approach differed from other methods to quantifying induced abortion because it provides
individual-level estimates that can be used to make comparisons across countries and over time.'*
>The resulting data were used for our statistical analysis and to describe the longitudinal trend in
the abortion rate. The abortion rate was expressed as the number of induced abortions among

women aged 15 to 44 years per 10 000 woman-years.

Exposure to the Mexico City Policy

For each woman-—year of observation we assigned a measure of exposure to the Mexico City Policy.
First, we obtained data from the Creditor Reporting System of the Organisation for Economic Co-
operation and Development (OECD) on the financial assistance provided by the United States to the
country where the woman lived for family planning and reproductive health services.®’ Then, we
quantified each country’s level of exposure to the Mexico City Policy using the mean value of
financial assistance provided per capita by the United States for family planning and reproductive
health between 1995 and 2000, when the policy was inactive (data for the period before 1995 were
not available). We used this measure to create a dichotomous indicator variable that classified
women as living in countries that receive financial assistance for family planning and reproductive
health either above or below the median level. Our assumption was that women in countries that
received a higher level of financial assistance from the United States for family planning and
reproductive health between 1995 and 2000 were more exposed to the effects of a reinstatement of

the Mexico City Policy.

We created another index of exposure to the Mexico City Policy using similar data on
development assistance for family planning and reproductive health from the United States Agency
for International Development (USAID). USAID is the main sponsor of nongovernmental
organizations funded by the United States and oversees financial assistance directed towards family
planning and reproductive health outside the country. We obtained information on USAID
disbursements from 1996-2000 in the study countries and created an exposure intensity index
similar to the index from the OECD data (termed “USAID” below). The entire analysis, repeated

using USAID data, is presented as a sensitivity analysis below and in greater detail in Appendix A.

Statistical analysis

Page 4 of 20



We used logistic regression and a difference-in-difference study design to estimate how the odds of
having an induced abortion changed under the Mexico City Policy.*®*® Our approach analysed
differential changes in the odds of abortion between women living in high and low exposure
countries as the Mexico City Policy was reinstated in 2001. Our main dependent variable was an
indicator denoting whether or not a woman had had an induced abortion in a given year. The key
independent variable was the interaction between two dummy variables: whether or not the Mexico
City Policy was active and whether or not a woman was living in a highly exposed country when
the abortion took place. A positive regression coefficient would suggest that the odds that women
living in a highly-exposed country had had an induced abortion after the Mexico City Policy was
reinstated were higher than the odds of induced abortion both during the earlier period and among
women in less exposed countries over the entire study period. We accounted for the interaction
between the two dummy variables when calculating the odds ratio (OR) for exposure versus non-
exposure.” We also calculated marginal probabilities, which represent the differential increase in
the probability of abortion among women living in highly exposed countries while the policy was in

effect. Marginal probabilities were calculated at the means of the independent variables.

We controlled for country and year fixed effects, which account both for unobserved
differences across countries that are stable over time and for changes in induced abortions over time
that are common to all countries. All confidence intervals (CIs) are calculated using robust standard
errors (SEs) clustered by country. This process incorporates the assumption that variation within

countries over time is not independent on calculating SEs.*

We also investigated underlying mechanisms that could explain the study findings. In
particular, we used data from the United Nations World Contraceptive Use database to determine
whether changes in the abortion rate with reinstatement of the Mexico City Policy could be linked

to changes in modern contraceptive use.?

Adjusted analyses controlled for both the women’s personal characteristics, such as age,
marital status, place of residence (i.e. urban or rural) and educational level, and the characteristics of
the country in which she was living, such as life expectancy,® modern contraceptive use?” and the
legality of abortion.?*% To take into account the possibility that other donors compensated for
restrictions imposed by the Mexico City Policy, we also adjusted for annual per capita donations for

family planning and reproductive health services from all other OECD countries.*®
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In addition to our adjusted analyses, we also conducted several sensitivity tests. First, we
reanalysed our data leaving out one survey at a time to see if our results were sensitive to a
particular survey’s inclusion. We repeated this procedure for each country and for each year as well.
Second, we repeated our analyses using different measures of Mexico City Policy exposure, namely
a continuous measure of United States assistance per capita for family planning and reproductive
health and a comparable measure of exposure based on data obtained from USAID. Finally, we
repeated the analyses with shorter recall windows that restricted the information we used from the
DHS pregnancy calendars. These analyses are presented in Appendix A. All statistical analyses
were performed with Stata 11.2 (Stata Corp, Texas, USA). The study was exempted from human

subjects review by the Stanford Institutional Review Board.

Results
Our study included data from 30 DHS surveys conducted in 20 countries between 1994 and 2008 in

a total of 261 116 women (1.38 million woman-years). Table 1 (available at:

http://www.who.int/bulletin/volumes/88/##/##-######) shows the study countries and the years for

which data were available; Table 2 provides descriptive statistics for our study sample and
compares exposure countries and the study population with sub-Saharan Africa. The sample
represented 49% of all women of reproductive age in sub-Saharan Africa. Table 2 compares the
characteristics of our study sample with equivalent data for the population of sub-Saharan Africa as
a whole?: there was no significant difference between the two in life expectancy at birth, mean
country population, the proportion of the population living in an urban setting and country mean per

capita gross domestic product.

The estimated annual induced abortion rate in the 20 study countries between 1994 and 2008
is illustrated in Fig. 1 (available at: http://www.who.int/bulletin/volumes/88/##/##-######). The

mean annual rate was 13 abortions per 10 000 woman-years and ranged from 8 per 10 000 in 1996
to 27 per 10 000 in 2007. The lowess (locally weighted scatterplot smoothing) curve indicates that
the rate was stable between 1994 and 2001 and then rose steadily from 2002 to 2008. Overall, the
induced abortion rate increased significantly from 10.4 per 10 000 woman-years for the period
from 1994 to 2001 to 14.5 per 10 000 woman-years for the period from 2001 to 2008 (P = 0.01).

Although the trend changed gradually, the timing of the rise is consistent with the reinstatement of

the Mexico City Policy in early 2001.
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Fig. 2 then shows trends in the abortion rate separately for countries with high and low
levels of exposure to the Mexico City Policy. The figure suggests that the annual induced abortion
rate remained stable between 1994 and 2008 in countries with low exposure to the policy, at about
10-20 induced abortions per 10 000 woman-years, whereas it rose sharply after 2001 in countries

with high exposure.

Table 3 presents our primary statistical results. The first row shows the differential increase
in odds of abortion for women living in a highly-exposed country when the Mexico City Policy was
reinstated. Each column shows a different model specification. Women living in highly exposed
countries had 2.73 (95% ClI: 1.95-3.82) times the odds of having an induced abortion after the
policy's re-instatement than during the period from 1994 to 2000 or than women living in less
exposed countries. After adjustments for place of residence, educational attainment, use of
contraceptives and funding for family planning and reproductive health from sources other than the
United States, the estimated OR dropped to 2.55 (95% CI: 1.76-3.71). Using a marginal probability
calculation at the mean of the independent variables, we estimated that the probability of having an
induced abortion exceeded the predicted odds of abortion in the absence of the policy by 9.9 per 10
000 woman-years (P < 0.001). A likelihood ratio test of the principal model compared with a
model of women living in less exposed countries suggested a significant difference in odds between
the less exposed and the highly exposed populations (P < 0.001): the OR of an abortion using
USAID data for determining country exposure was 1.82 (95% CI: 1.09-3.02). Additional results

using USAID data for country exposure are available in Appendix A.

We also examined whether the number of years during which the Mexico City Policy was in
force was associated with the rate of induced abortion. We estimated that, for each additional year
under the Mexico City Policy, the odds of having an induced abortion were 1.21 times higher
among women living in a country with a high level of exposure between 2001 and 2008 than among
women in the reference groups (OR: 1.21; 95% CI: 1.10-1.37).

We repeated our analysis using a continuous measure of exposure to the policy: the mean
per capita assistance for family planning and reproductive health provided to each country by the
United States between 1995 and 2000. We found a positive but nonsignificant association between
each additional United States dollar of per capita assistance and the odds of an induced abortion
(OR: 1.07: 95% CI: 0.91-130).
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We investigated whether our findings were influenced by the recall period, i.e. the time
between the pregnancy outcome and the date of the DHS in which it was recorded. The reliability of
recall may decrease with time. We found that the length of recall window used to construct our

sample did affect the study’s power but did not result in substantial bias (Appendix A, Fig. A).

Finally, to explore underlying behavioural responses that could explain our main results, we
investigated whether exposure to the Mexico City Policy was associated with modern contraceptive
use. The variation in contraceptive use between 1994 and 2008 in countries with high or low levels
of exposure to the policy is shown in Fig. 3. The increase in contraceptive use proceeded at a slower
pace after 2002 in countries with a high level of exposure, whereas in countries the increase
continued at the same pace. We repeated our main regression analysis using the prevalence of
modern contraceptive use as the dependent variable and found this to be 1.8% lower (95% CI: 0.1-

3.4) under the Mexico City Policy than expected in light of trends in low exposure countries.

Discussion

Some American presidential administrations care deeply about curtailing access to abortion,
whereas others seek to promote it. Regardless of one’s views, an understanding of the relationship
between the Mexico City Policy and abortion rates in developing countries is important for foreign
policy decisions. To the best of our knowledge, this study is the first quantitative analysis of the
policy’s possible implications for women living in countries that depend heavily on development
assistance for family planning and reproductive health services.

Our study found robust empirical patterns suggesting that the Mexico City Policy is
associated with increases in abortion rates in sub-Saharan African countries. Although we are
unable to draw definitive conclusions about the underlying cause of this increase, the complex
interrelationships between family planning services and abortion may be involved. In particular, if
women consider abortion as a way to prevent unwanted births, then policies curtailing the activities
of organizations that provide modern contraceptives may inadvertently lead to an increase in the

abortion rate.

Several observations strengthen this conclusion. First, the association is strong: the odds of
having an abortion in highly exposed countries were more than twice the odds observed in the
reference groups. Second, there is broad agreement among our aggregate graphical analysis and

both unadjusted and adjusted statistical analyses, and our main findings are robust across a variety
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of sensitivity analyses. Third, the timing of divergence between high and low exposure countries is
coincident with the policy’s reinstatement: in high exposure countries, abortion rates began to rise
noticeably only after the Mexico City Policy was reinstated in 2001 and the increase became more
pronounced from 2002 onward. Finally, our findings are consistent with those of previous studies
on the relationship between family planning activities and abortion.’

Given the potential implications of our study, its limitations deserve careful attention. First,

2627 most of which

our abortion rate estimates are lower, on average, than rates reported elsewhere,
used a multiplier to correct for underreporting. However, if the level of underreporting is not related
to the level of exposure to the Mexico City Policy or to the timing of the policy’s implementation,
then our approach to estimating changes associated with the policy is acceptable given our
statistical model, since we were interested in changes over time rather than the absolute abortion
rate. Second, our results may depend on the specific countries included in the study and may not be
generalizable to other countries receiving financial assistance from the United States. Nonetheless,
our results were not affected by the omission of any single DHS or country, nor were they
influenced by using an alternative data source to define countries with a high or low level of
exposure to the Mexico City Policy (Appendix A). Third, changes in presidential administration
often bring changes in foreign relations, and a country that received a high level of aid from the
United States for family planning before 2001 may have become a less-favoured nation and
received less aid under the subsequent administration. Although we cannot rule out this possibility,
this mechanism would support our premise that funding for family planning services has a
paradoxical effect on abortion outcomes. Fourth, the observed rise in abortion rates may be a result
of an ideational change in favour of smaller families that took place in countries with a high level of
exposure to the Mexico City Policy when it was reinstated.?®?° However, this change is not likely to
have occurred over such a short period of time. Finally, the pregnancy calendars we used to
estimate abortion rates are a relatively new component of the DHSs and further research is needed
to fully establish their reliability. Continued monitoring of the trend in abortion rates since the
policy was last rescinded will provide more data on its impact.

We conclude by noting that beyond the scope of this study, the relationship between the
Mexico City Policy and reproductive health deserves attention. With growing international

emphasis on reducing maternal mortality, in keeping with Millennium Development Goal 5, our
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findings suggest that this United States policy may have unrecognized — and unintended — health

consequences.
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Table 1. Induced abortions in 20 sub-Saharan African countries and exposure to the Mexico City Policy, 1994-2008

Country 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Year
of DHS

Exposure
to Mexico
City
Policy®

Benin
Abortions, no. NA NA NA NA NA NA 0 1 1 1 1 3 5 NA NA
Observation NA NA NA NA NA NA 2473 6224 9213 10 393 11 401 11 447 11 320 NA NA
period, woman—
years

Burkina Faso
Abortions, no. NA NA NA 0 0 2 2 2 1 1 NA NA NA NA NA
Observation NA NA NA 1922 4421 6495 7246 7840 7840 7709 NA NA NA NA NA
period, woman—
years

Ethiopia
Abortions, no. NA NA NA NA NA 6 9 17 18 19 23 11 NA NA NA
Observation NA NA NA NA NA 10 200 10 879 11 302 11 929 12 355 12 716 12 901 NA NA NA
period, woman—
years

Ghana

Abortions, no. NA NA NA 0 0 1 4 3 3 5 7 6 12 21 23

Observation NA NA NA 738 1668 2411 2776 3086 3110 6942 4012 4161 4287 4383 4446
period, woman—
years

Guinea
Abortions, no. NA NA NA NA NA 0 0 1 1 1 1 1 NA NA NA
Observation NA NA NA NA NA 2179 3164 3929 4426 4800 4799 4745 NA NA NA
period, woman—
years

Kenya

Abortions, no. 7 13 13 15 10 15 16 19 25 16 5 7 7 26 43

Observation 6433 6701 6930 7193 13 755 6790 7058 7321 7525 14 169 6827 7066 7279 7536 7695
period, woman—
years

Madagascar

Abortions, no. NA NA NA NA 1 1 2 2 2 10 21 22 32 46 53

Observation NA NA NA NA 2487 3103 3641 4146 4318 17 470 16 489 14 192 14 739 15 304 15 756
period, woman—
years

Malawi

Abortions, no. 1 1 1 7 7 21 14 14 17 24 59 0 NA NA NA

Page 13 of 20

2006

2003

2005

2003,
2008

2005

1998,
2003,
2008

2003—-
2004,
2008

2000,
2005

High

Low

Low

High

High

Low

High

High



Observation
period, woman—
years

Mali

Abortions, no.
Observation
period, woman—
years
Mozambique

Abortions, no.
Observation
period, woman—
years

Niger
Abortions, no.

Observation
period, woman—
years

Nigeria
Abortions, no.
Observation
period, woman—
years

Rwanda

Abortions, no.
Observation
period, woman—
years

Senegal
Abortions, no.

Observation
period, woman—
years

Sierra Leone
Abortions, no.
Observation
period, woman—
years

Swaziland

Abortions, no.
Observation
period, woman—
years

Uganda

1640

0
1229

NA
NA

NA
NA

NA
NA

0
1282

NA
NA

NA
NA

NA
NA

4262

1
3075

NA
NA

NA
NA

NA
NA

1
3143

NA
NA

NA
NA

NA
NA

6453

1
6125

NA
NA

NA
NA

NA
NA

1
4454

NA
NA

NA
NA

NA
NA

7529

1
7443

0
1442

NA
NA

NA
NA

7
4905

NA
NA

NA
NA

NA
NA

8448

1
8290

1
3828

NA
NA

NA
NA

7
6126

NA
NA

NA
NA

NA
NA

17 769

9181

5870

NA
NA

NA
NA

7043

3510

NA
NA

NA
NA

18 118

3
10 967

6786

2939

NA
NA

9124

5047

NA
NA

NA
NA

10 001

4
14 207

7613

4279

NA
NA

4859

6395

NA
NA

3720

10 293

7740

7767

5215

NA
NA

5342

7222

NA
NA

3918

10 586

8716

7750

5807

26 808

5635

7775

6174

4086
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2006

Abortions, no. 0 0 1 3 9 16 12 9 12 14 30 36 29 NA NA
Observation 652 2165 3546 4110 4528 4652 4628 8997 6839 7125 7342 7624 7886 NA NA
period, woman—
years
United Republic 2004-5 High
of Tanzania
Abortions, no. NA NA NA NA NA 8 19 13 27 43 74 3 NA NA NA
Observation NA NA NA NA NA 7978 8253 8608 8889 9255 9450 2959 NA NA NA
period, woman—
years
Zambia 2007 High
Abortions, no. NA NA NA NA NA NA NA NA 3 9 9 18 21 14 NA
Observation NA NA NA NA NA NA NA NA 5603 5817 6035 6222 6482 6624 NA
period, woman—
years
Zimbabwe 1994,° Low
1999,
2005—
2006
Abortions, no. 15 14 11 21 20 31 10 18 18 19 34 23 6 NA NA
Observation 101 4657 4878 5098 5340 5476 6778 7094 7433 768 8011 8226 1906 NA NA
period, woman— 19
years

DHS, Demographic and Health Survey; NA, not available.

% Exposure to the Mexico City Policy was classified as high or low according to whether the level of per capita financial assistance provided to the country for family
planning and reproductive health by the United States was above or below the median for the period 1995 to 2000. Data on financial assistance were obtained from
the Creditor Reporting System of the Organisation for Economic Co-operation and Development.

b Only data for 1994 from this survey were used in the primary analysis.
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Table 2. Characteristics of the 20 countries included in study of abortion rates and exposure to the Mexico City Policy,
compared with all sub-Saharan Africa, 1994-2008

Country characteristics Countries, by level of P for All sub- P for
exposure to the difference Saharan difference
Mexico City Policy® by African by country
exposure® countries® group®
All Low High
Mean life expectancy, years 520 50.6 534 0.26 52.8 0.69
Mean population in an urban environment, % 296 301 28.1 0.62 36.9 0.07
Mean country population, millions 20.0 26.7 13.3 0.25 19.0 0.86
Total population in all countries in 2008, millions 400 267 133 NA 816 NA
Per capita gross domestic product, US dollars' 1353 1462 1245 0.61 2964 0.21
Women using modern contraceptives, %
1994 11.9 14.7 9.0 0.28 NA NA
2008 189 222 156 0.34 NA NA

NA, not available; US; United States.
% Includes data for all women reported in 30 Demographic and Health Surveys carried out in 20 sub-Saharan African countries between 1994 and 2008.

b Exposure to the Mexico City Policy was classified as high or low according to whether the level of per capita financial assistance provided to the country for family
planning and reproductive health by the United States was above or below the median for the period 1995 to 2000.

¢ P-value for two-sided t-test of the difference in descriptive parameters between countries with low and high levels of exposure.
4 Data for all sub-Saharan African countries, including the study countries.
¢ P-value for the difference in descriptive parameters between all study countries and all sub-Saharan African countries.

"The per capita gross domestic product is corrected for purchasing power parity in 2011.
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Table 3. Unadjusted and adjusted estimates of abortion risk associated with the Mexico City Policy

Parameter Unadjusted? Adjusted for woman  Adjusted for woman
characteristics® and country
characteristics®
OR 95% CI OR 95% CI OR 95% CI

Risk of abortion when the policy was active in highly 2.73 1.95- 2.70 1.91-3.82 2.55 1.76-3.71
exposed countries® 3.82

Living in urban setting - - 0.75 0.64-0.88 0.74 0.63-0.87
Ever attended school - - 1.95 1.30-2.92 1.94 1.29-2.91
Woman'’s age (per additional year) — - 1.02 1.00-1.04 1.02 1.00-1.04
Married at time of abortion - - 1.82 1.28-2.60 1.80 1.27-2.56
Use of modern contraceptives (per additional 1% in - - - - 0.95 0.90-0.99
country—year)

Funding for family planning and reproductive health - - - - 0.97 0.82-1.15

from non-US OECD countries (per each additional
US dollar per person)

Cl, confidence interval; OECD, Organisation for Economic Co-Operation and Development; OR, odds ratio; US, United States.
% Includes country and year fixed effects only.
® Includes controls for age, marital status at the time of observation, place of residence and educational attainment in addition to country and year fixed effects.

¢ Includes controls for prevalence of modern contraceptive use in country and non-US support for family planning and reproductive health in addition to woman
characteristics and country and year fixed effects only.

4 Odds ratio of having an induced abortion among women living in highly exposed countries when the Mexico City Policy was active compared with the previous
period and with abortion odds among women living in less exposed countries during the entire period.
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Fig. 1. Induced abortion rate in 20 sub-Saharan African countries, 1994-2008%
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® Annual rate n —— Lowess fit

% The dashed vertical line indicates the year the Mexico City Policy was reinstated.

® The curve was generated from observational data using the locally weighted scatterplot smoothing (lowess) method.

Page 18 of 20



Fig. 2. Induced abortion rates in 20 sub-Saharan African countries, by exposure to the Mexico City Policy,? 1994-2008"°
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4 Exposure to the Mexico City Policy was classified as high or low according to whether the level of per capita financial assistance provided to the country for family
planning and reproductive health by the United States was above or below the median for the period from 1995 to 2000.

® The dashed vertical line indicates the year the Mexico City Policy was reinstated.

° The two curves were generated from observational data using the locally weighted scatterplot smoothing (lowess) method.
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Fig. 3. Prevbalence of modern contraceptive use in 20 sub-Saharan African countries, by exposure to the Mexico City Policy,?
1994-2008
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% Exposure to the Mexico City Policy was classified as high or low according to whether the level of per capita financial assistance provided to the country for family
planning and reproductive health by the United States was above or below the median for the period from 1995 to 2000.

® The two curves were generated from observed data using the locally weighted scatterplot smoothing (lowess) method.
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