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Since 1965, the United States has been one of the strongest supporters of international family planning 

assistance through the programs of the U.S. Agency for International Development (USAID) and its 

contributions to the U.N. Population Fund (UNFPA). USAID's family planning program is one of the 

great success stories in U.S. development assistance.  Since the launch of the program in 1965, families 

are better able to feed, clothe, educate, and provide health care for their children. Countless women and 

children are alive today as a result of USAID assistance.  And population growth rates in many countries 

have declined to far more sustainable and desirable levels. 

 

U.S. investments in international family planning have proven time and time again to be one of the most 

successful and cost-effective ways to improve maternal and child health, reduce unintended pregnancies 

and abortion, lower HIV infection rates, raise standards of living and reduce poverty, enhance girls’ 

education and empower women, decrease hunger and famine, slow the depletion of natural resources, and 

foster more peaceful, stable societies.  To paraphrase former Secretary of State Madeleine Albright, 

family planning builds stronger families, stronger communities, and stronger countries.
2
 

 

However, despite the achievements of recent decades— including an increase in use of contraceptives 

among married women in the developing world from 10 percent to 60 percent since 1960—significant 

needs remain
3
.  Family planning remains out of reach for hundreds of millions of women and men in the 

developing world.  In fact, more than 200 million women in the most impoverished parts of the world 

want to delay or end childbearing but do not have access to modern contraceptives. 
4
  One-third or more 

of married women in countries such as Ethiopia, Haiti, Pakistan, and Uganda have this ―unmet need‖ for 

effective family planning.
5
   

 

Married Couples Lack Desired Contraception

Source: United Nations Population Division. 2006. World Contraceptive Use 2005. Data are from most recent year available.
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The lack of access to modern family planning is a key driver of the 80 million annual unintended 

pregnancies worldwide and the resulting yearly net increase in global population of 80 million people.
6,7

  

Providing modern contraceptives to fill this unmet need would avert an estimated 52 million unintended 

pregnancies each year, thereby preventing 142,000 pregnancy-related deaths; 505,000 children from 

losing their mothers, and 22 million induced abortions.
8
 And it would significantly enhance efforts to 

achieve our development and humanitarian objectives in the poorest, least developed regions of the world. 

 

For many years, the United States set an example for other governments and led the world in FP/RH 

assistance through a strong partnership between our foreign assistance program and U.S. voluntary 

agencies, universities, foundations, and the private sector. However, in recent years U.S. leadership has 

been undermined by funding cuts and harmful restrictions on family planning assistance.   

 

U.S. funding for FP/RH has declined significantly when accounting for inflation and the growing demand 

from women and men.  Current U.S. funding of about $460 million represents a cut of $300 million, or 40 

percent, when adjusted for inflation from the high-water mark achieved in FY 1995.  At the same time, 

the number of women of reproductive age in the developing world alone has increased by 300 million 

women.  Had the Bush administration gotten its way and Congress not intervened in the past two years, 

U.S. funding for these programs would have been reduced by an additional 25 percent.   

 

U.S. FP/RH Funding (in millions of dollars) 
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Making matters even worse, the Bush administration’s reinstitution of the Mexico City Policy (Global 

Gag Rule) in 2001 has cut off U.S. assistance to some of the best equipped and most experienced family 

planning providers overseas that reach women and men in areas where other providers are not present.  

The Bush administration has also withheld all U.S. funding from UNFPA, totaling over $200 million, 

since 2002.  

 

Moreover, it is imperative that the United States once again assume political and financial leadership in 

international FP/RH assistance.  With half of the world’s population under the age of 30, and half of sub-

Saharan Africa under age 20, the need and demand for family planning will continue to grow rapidly for 

the foreseeable future.  How these needs are addressed will have a direct impact on the future health and 

sustainability of our world. 

 

GLOBAL DEMOGRAPHIC OVERVIEW 

 

While the phrase ―population crisis‖ in the 1960s and 1970s once roused fears of uncontrollable growth in 

human numbers, today some analysts argue that if there is a population crisis it is because women are 

having too few children—a so-called ―birth dearth.‖ This claim ignores the reality that many women in 

the poorest, least developed parts of the world are having more children more often than they want due to 

limited access to modern contraceptives.  The era of population growth is far from over, and high fertility 

rates are still prevalent in many developing countries. 

 

Population growth over the last half century is unparalleled in the history of our planet.  Human 

population took hundreds of thousands of years to grow to 2.5 billion in 1950.  Today, it stands at 6.7 

billion and continues to grow by 80 million people per year.  The best demographic projections estimate 

that world population will increase to 9.2 billion by 2050, 
9
 assuming declines in fertility and increasing 

contraceptive usage.  If these trends do not materialize, world population is projected to climb to 12 

billion by 2050.
10

 The overwhelming majority of population growth is occurring in the developing world, 

much of it in urban slums and other areas that typically lack adequate housing, sanitation, and access to 

clean water.
11

  In many poor countries already struggling to support their current populations, rapid 

population growth makes it more difficult to meet people’s needs for health care, education, housing, and 

employment.  It also contributes to the increasing degradation of land, water, fisheries, and other vital 

natural resources.  
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In Africa, countries such as the Democratic Republic of the Congo, Ethiopia, Kenya, Liberia, Niger, 

Nigeria, Sierra Leone, and Uganda are all projected to grow by at least 200 percent or greater by the year 

2050.  The two largest countries in sub-Saharan Africa, Nigeria and Ethiopia, have each already more 

than quadrupled in population just since 1950.  And rapid population growth is not limited to sub-Saharan 

Africa.  For example, Pakistan’s population has quadrupled from 46 million in 1960 to 167 million today 

and is expected to add another 51 million people in the next 15 years alone.
12

  Around the early 2040s, 

Pakistan will likely surpass Brazil and Indonesia to become the fourth most populous country in the 

world, following behind only China, India and the United States.  Pakistan’s population is projected to 

reach nearly 300 million by 2050.
13

 

 

Closer to home, countries such as Guatemala and Haiti are experiencing significant population growth, 

straining efforts to reduce poverty and improve living standards.  With one of the world’s worst daily 

caloric deficits per inhabitant, the Haitian population suffers from widespread and chronic malnutrition. 

About 42 percent of children under age five are severely or moderately stunted in growth. 
14

 Haiti’s 

population of 9 million is projected to increase by 3 to 4 million people by 2025, in part due to lack of 

access to modern contraceptives and the resulting high fertility rates.
 15

  Similarly, Guatemala’s 

population of 13 million is projected to increase by 7 to 9 million people by 2025.  Guatemala has one of 

the highest poverty rates in the western hemisphere, with 54 percent of the population living below US $1 

per day, and 78 percent living below $2 per day.
16

 
 

A FAMILY PLANNING SUCCESS STORY: U.S. ASSISTANCE TO MEXICO 
 

Thanks in part to pioneering U.S. family planning and technical assistance, first begun in the late 1960s, 
countries such as Indonesia, South Korea, Thailand and Tunisia have achieved major improvements in the 
health and economic development of women, families and their nation as a whole.  Another success story, 
much closer to home, is Mexico.   
 
During the 1970s while Mexico was initiating its national family planning program—with significant 

assistance from the United States and UNFPA—less than a quarter of women used contraceptives, average 

fertility rates were about seven children per woman, infant mortality rates were 69 per 1,000 live births, and 

average life expectancy was 62 years of age.
17,18

  By contrast, today two-thirds of Mexican women use 



  10 

contraceptives, average fertility rates are 2.2 children per woman, infant mortality rates are 20.5 per 1,000 

live births, and average life expectancy is 75 years of age.
19,20

 In other words, as contraceptive use has 

skyrocketed and women have been able to achieve their desired (smaller) family size, birth rates and infant 

mortality rates have fallen by as much as two-thirds.  Not surprisingly, maternal mortality rates have dropped 

dramatically, too.  The resulting decrease in fertility rates in Mexico has resulted in a population of 107 

million today.  If Mexico's birth rates had remained where they were in the early 1970s, its population today 

would be about 50 million greater.
21

  That staggering 50 percent increase would likely have had major and 

negative ramifications in a country where widespread poverty still compels millions of its citizens to risk their 

lives in a search of a better life in the United States.   

The challenge today is to replicate the successes that have been achieved in places like Mexico in those 

parts of the developing world that are still beset by high infant and maternal death rates, lack of knowledge 

of and access to family planning, and the resulting high birth and population growth rates: namely, sub-

Saharan Africa and parts of the Middle East and south Asia. 

 

FAMILY PLANNING’S IMPACT AND BENEFITS 

 

Improving Maternal and Infant Health 

Maternal and child deaths in developing countries are unacceptably high. Every year, an estimated 

536,000 women die in pregnancy or childbirth (including nearly 67,000 from the complications of unsafe 

abortion), and more than fifty million suffer serious complications.
22,23 

  In some places, pregnancy is the 

leading killer of women of childbearing age. Lifetime risk of maternal death is 1 in 8 in Afghanistan; 1 in 

7 in Niger; 1 in 25 in Uganda and 1 in 27 in Ethiopia. In the United States, the lifetime risk of maternal 

death is 1 in 4,800.
 24

     Nearly all of these deaths and injuries are preventable.  In fact, universal access to 

contraceptives could prevent nearly half of all maternal deaths and significantly reduce infant deaths.
25

 

 

The link between expanded access to family planning and increased maternal and child survival is well-

established.  Women and their babies are healthier when mothers are able to plan and space the amount of 

time between births.  When women deliver babies too soon after a previous birth, those babies are often 

born underweight or premature, increasing their chances of dying in infancy.   In fact, children born less 

than two years after a previous birth are 2.5 times more likely to die than children born three to five years 

apart. 
26

  Children born to mothers under age 18 have a 60 percent greater chance of dying in the first year 

of life than a child born to a mother over age 19, as well as a greater chance of dying before age 5, and 

girls under 15 are five times as likely to die during child birth as those in their 20s.
27

  

 

Unintended and unwanted pregnancies are a major cause of maternal mortality. Access to reproductive 

health services, including contraception as well as care in pregnancy and childbirth, reduces a woman’s 

exposure to fatal obstetric complications—which account for approximately 80 percent of maternal deaths 

globally—and enables a woman to plan the timing and spacing of her children.
28

  A review of 17 West 

African countries found that those with the highest contraceptive prevalence have the lowest maternal 

mortality rates, and vice versa.
29,30 

Reducing Unintended Pregnancies and Abortion 

Access to family planning and contraception is essential in reducing unintended pregnancies and reducing 

rates of abortion.  Every year nearly 80 million unintended pregnancies occur worldwide.  More than half 

of these pregnancies end in abortion, often in countries where abortion is illegal and unsafe and access to 

contraception is limited.
31

   The most effective way to reduce unplanned pregnancies is through the 
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provision of long-term voluntary family planning programs that provide men and women a choice of safe 

and effective contraceptive methods for planning the timing and spacing of childbirth. 

 

When long-term, effective family planning methods are available and accessible to the majority of a 

population, abortion rates decline—sometimes drastically.
32

 Experiences in countries such as Bangladesh, 

Bulgaria, Chile, Estonia, Hungary, Latvia, Romania, and Russia have all shown that increased use of 

contraception is accompanied by significant declines in abortion rates.  For example, in the former Soviet 

Union abortion was legal and widely available while contraception was difficult to obtain. As a result, 

most women relied on abortion as a means of controlling their fertility. However, between 1988 and 2001 

the abortion rate declined by 61 percent as modern contraceptive use increased in Russia by 74 percent. 
33

 

 

  Russia: Case Study in Contraceptive Use Reducing Abortion 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

Preventing HIV/AIDS 

Family planning services are paramount to preventing HIV infection among women of childbearing age 

and helping HIV-positive mothers avoid unintended pregnancies.  Each year, 420,000 children around the 

world are infected with HIV—over 90 percent through mother-to-child-transmission, totaling 2.5 million 

children living with HIV or AIDS today.
34,35

 Access to reproductive health services, including 

contraception, is crucial in reducing these numbers by preventing HIV infection in women and 

unintended pregnancies among HIV-positive women who do not wish to become pregnant.  

 

Current levels of contraceptive use in sub-Saharan Africa, as low as they are, are already preventing an 

estimated 22 percent of HIV-positive births. A 2003 study found that adding family planning to 

prevention of mother-to-child-transmission (PMTCT) services in 14 high-prevalence countries prevented 

more than 150,000 unintended pregnancies. Averted child infections and deaths nearly doubled and 

quadrupled, respectively.
36

   Not only does contraceptive use avert more HIV-positive unintended 

pregnancies, but it does so at a lower cost than the use of an antiretroviral drug alone.  For the same cost, 

family planning services can avert nearly 30 percent more HIV-positive births than antiretroviral drugs.37 
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Enhancing and Prolonging Education 

Pregnancy can often become a major obstacle to school attendance and advancement for teenage girls.  

U.S. investments in family planning help young women stay in school and avoid early childbearing.  

Despite free education programs and support for girls’ enrollment, only 46 percent of girls in Africa 

complete primary school, and in more rural parts of the continent that rate drops below 15 percent. In its 

2004 report to the UNDP, Ghana cites ―minimizing the incidence of teenage pregnancies‖ among its top 

five challenges to achieving equal access for boys’ and girls’ education.
38

 

 

In addition to reducing teen pregnancy, family planning also helps lower the number of schools that need 

to be built and the number of new teachers trained and hired by slowing the growth rate of the school-age 

population.  Because of its rapid population growth, sub-Saharan Africa’s primary school-age population 

is projected to grow by 22 percent over the next ten years alone, requiring a substantial increase in 

educational resources merely to maintain existing primary school enrollment rates.
39

  While steady gains 

have been made in sub-Saharan Africa in student enrollment, 33 million children—nearly 30 percent—

still remain out of the classroom.
40

  According to the ONE Campaign’s recently released DATA report, 

―demographic pressure [in sub-Saharan Africa] will remain a challenge for the next decade as the 

numbers of primary school-age children grow at a sustained rate.‖
41

    

THE IMPORTANCE OF FAMILY PLANNING: THE CASE OF PAKISTAN 

Like many developing countries, Pakistan has a youthful population: 38 percent of the population is under 

age 15, nearly double the percentage of the United States.  Nearly one-third of Pakistan’s population lives 

below the poverty line, and the country’s future development prospects remain hampered, in part, by poor 

education.  The literacy rate among all adults in Pakistan was estimated at 50 percent in 2006.1 

The rapid pace of Pakistan’s population growth places significant burdens on efforts to raise literacy rates 

and improve education.  In fact, although Pakistan's literacy rate has nearly tripled since 1970, the number 

of illiterate adults has nearly doubled as rapid population growth has outpaced improvements in education.  

Thus, even though the literacy rate in Pakistan increased from 18 to 50 percent between 1970 and 2006, the 

actual number of illiterate people skyrocketed from 28 million in 1970 to 51 million.1   

Between 1975 and 2000, Pakistan’s school-age population doubled.1  During this time, as placement in 

public schools became increasingly competitive, many low-income parents turned to religious schools 

(madrasas) as the only affordable alternatives for educating their sons. While estimates of the number of 

madrasas vary, a Brookings Institution analysis suggests that there may be as many as 45,000 of these 

schools in Pakistan, with anywhere from ten to several thousand male students in each.1  Boys and young 

men who enter madrasas receive no scholastic or technical training; some of Pakistan’s madrasas are 

believed to have ties with radical religious organizations. 

A key driver of Pakistan’s rapid population growth is unmet need for family planning.  The country’s average 

fertility rate of nearly four children per woman equates to a population doubling time of less than 40 years.  

Pakistan’s population of 167 million is projected to increase by 51 million in the next 15 years. Thirty-two 

percent of married couples of reproductive age in Pakistan wish to have no more children or postpone 

childbearing for at least two years but are not using either a traditional or a modern method of contraception.   
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Reducing Hunger 

More than 850 million people worldwide are classified as undernourished and many of these suffer from 

chronic hunger.  If food prices continue to soar, this number is projected to approach 1 billion within the 

next two years.
42

  Moreover, more frequent drought and other impacts of climate change could triple the 

number of undernourished people in Africa by 2080.
43

   

 

According to the U.N. Food and Agriculture Organization (FAO), ―The goal of achieving food security 

will be made more difficult if population growth rates cannot be reduced.‖  The impact of rapid 

population growth in exacerbating food insecurity is particularly evident in sub-Saharan Africa where the 

total number of malnourished people—about one-third of the world’s hungry—has skyrocketed from 88 

million in 1970 to over 200 million today.
44

  In countries such as Ethiopia that are already heavily 

dependent on U.S. food aid to feed its people, population growth will continue to worsen an already 

serious situation.  Ethiopia’s population is projected to increase by 20 million in the next 10 years and 

double by 2045.  Each Ethiopian woman gives birth to an average of six children, and 36 percent of 

married couples that desire to space or limit childbearing do not have access to modern contraceptives.    

Climate Change 

 
 

 

 

 

 

The buildup of greenhouse gases in the atmosphere has been driven largely by growing consumption of 

fossil fuels in the industrialized world. Developing countries, representing 80% of the world's population, 

have been responsible for only 23% of the accumulation of greenhouse gas emissions in the atmosphere.
45

  

However, developing countries’ share of global emissions is growing and will become more significant in 

the future as they continue on a path of economic development and rapid population growth.   

 

Deforestation in the developing world also is a major driving force of climate change, accounting for 20 

percent of total greenhouse gas emissions.  Due to the sheer volume of world population growth, 

reductions in greenhouse gas emissions resulting from shifts in energy use and sequestration will be 

partially offset by the increase in human activity resulting from a growing global population. 

 

The Intergovernmental Panel on Climate Change (IPCC) recognizes the role that future population 

growth can play in the growth of global greenhouse gas emissions. In the varying assumptions about 

population growth, economic growth, and technological change that are included in the IPCC’s 

―emissions scenarios,‖ the scenario that results in the smallest temperature increase by 2100 assumes the 

Source: Fred Meyerson in cooperation with Population Resource 

Center.  2002. Executive Summary:  Population Dynamics and 

Global Climate Change. (www.prcdc.org) 

 

http://www.prcdc.org/
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lowest global population growth projection (8.7 billion by 2050, a number lower than the UN’s medium 

population projection).
46

  Therefore, in addition to alternative energy development, energy efficiency, and 

carbon capture and storage, programs such as voluntary family planning that can slow the rate of 

population growth should be part of a long-term strategy to reduce greenhouse gas emissions. 

 

 

Preserving Vital Natural Resources 
 
Although high levels of consumption in the world’s wealthy countries account for many of the most 

serious global environmental problems, world population growth nonetheless increases the stress on 

renewable natural resources—such as clean air, arable land, fresh water, fisheries, and forests—and on 

valuable plant and animal species threatened with extinction.  Such negative trends can impinge directly 

on the future well-being of all of humanity. 

 

 Water: Water scarcity is already a chronic concern that is growing more acute and widespread in 

many Middle Eastern and African countries. In most of the countries where water scarcity is 

severe and worsening, high rates of population growth exacerbate the declining per capita 

availability of renewable fresh water.  In 2005, 750 million people lived in countries experiencing 

either water-scarce or water-stressed conditions.  By the year 2025, that number will likely 

skyrocket to at least 2.6 billion people living in these conditions.
47

  Water shortages will grow 

especially acute in the Middle East and in much of Africa. 

 

 Cropland: Dozens of countries have already reached alarmingly low levels of available cropland. 

In 2005, 448 million people lived in countries where cultivated land is critically scarce—

including Bangladesh, Egypt and Jordan—and this number is projected to increase to between 

559 and 702 million people by 2025.
48

 

 

 Forests: Based on the UN medium population projection and current deforestation trends, the 

number of people living in forest-scarce countries could rise dramatically from 2.2 billion people 

in 46 countries to 3.18 billion in 54 countries by 2025 , severely taxing the availability of forest 

resources for food, fuel, and shelter needs.
49

  Deforestation also plays a major role in climate 

change, accounting for 20 percent of total global greenhouse gas emissions.
50

 

 

 Biodiversity: More than 1.3 billion people live in areas that conservationists consider the most 

rich in plant and animal species and the most threatened by human activities.  Future medical, 

scientific, and technological advances may be dependent on these endangered species.  

Population growth in these biodiversity ―hotspots‖ is faster than the world average.
51

 

 

Catalyzing Economic Development 

Stabilizing population growth helps poorer countries develop economically and provide for the needs of 

their citizens.  Widely spaced births and smaller family size allows families and governments to invest 

more in each child—helping to ensure access to education and health care. Over time, this raises 

household and government savings, improves productivity, and stimulates economic growth.   

 

In 1950, East Asia’s health, literacy, fertility and economic statistics were similar to present day sub-

Saharan Africa.
52

   However, shifts to smaller family size and slower rates of population growth brought 

on by the establishment of family planning programs in all seven countries by 1965 played a key role in 

the creation of an educated work force, the accumulation of household and government savings, the rise 

in wages, a lower ratio of dependents to working-age adults, and the significant growth in investments in 
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manufacturing technology.  Between 1960 and 1995, per capita income grew in these countries to levels 

significantly higher than those achieved in other developing countries, in some cases to levels rivaling 

those in the developed world.  Economists credit declining fertility, from the mid-1960s to the early 

1990s, as a major contributor to sustained economic growth among the Asian Tigers— Malaysia, 

Indonesia, Singapore, South Korea, Thailand, Taiwan, and the former Hong Kong Territory.
53

 

Reducing Instability and Conflict  

Countries that lack the means to provide the most basic needs of their people—food, water, housing 

education, employment—are at significant risk of instability and conflict.  Population growth also 

complicates the challenges of governance, especially in weak and fragile states, by contributing to 

urbanization, a disproportionately high percentage of young people (―youth bulge‖) and labor force 

expansion which outstrips job creation, especially for urban youth.  In countries where opportunities for 

education and employment are few, the demands created by population growth can exacerbate the 

underlying conditions that provoke conflict or instability.  

 

The impact of population dynamics on security and stability in the developing world, particularly with 

respect to ―youth bulges,‖ is increasingly highlighted as a prime issue of concern by the U.S. defense and 

intelligence communities.  In recent months the list of U.S. officials who have raised the alarm about this 

issue include Defense Secretary Robert Gates, CIA Director Michael Hayden, and Director of National 

Intelligence Michael McConnell.
54

  According to Secretary Gates, ―over the next 20 years certain 

pressures – population, resource, energy, climate, economic, and environmental – could combine with 

rapid cultural, social, and technological change to produce new sources of deprivation, rage, and 

instability.‖
 55

  Similarly, Director Hayden has cautioned that “most of [world population] growth is 

almost certain to occur in countries least able to sustain it, and that will create a situation that will likely 

fuel instability and extremism—not just in those areas, but beyond them as well.‖
 56

 

 

Today approximately 60 countries have large youth bulges and very young population age structures, 

including Afghanistan, Haiti, Iraq, and nearly all of sub-Saharan Africa.  One of the key drivers of these 

youth bulges is high fertility rates due to limited access to (and knowledge of) family planning and 

modern contraceptives. Countries with these demographic profiles have historically faced significant 

hurdles in terms of development and stability. 
57

  For example, 78 percent of all outbreaks of conflict 

worldwide between 1970 and 2006 occurred in ―very young‖ countries where 60 percent or more of the 

population was under age 30.  In addition, nearly 90% of countries with very young populations had 

autocratic or weakly democratic governments during this same period.
58

  

 

THE IMPORTANCE OF U.S. GOVERNMENT LEADERSHIP 

 

Through the programs of the U.S. Agency for International Development (USAID) and U.S. contributions 

to the United Nations Population Fund (UNFPA), the United States has been one of the strongest 

supporters of international population programs.  In 1965, the United States became one of the first 

countries to provide family planning assistance to poor countries.   

 

The United States leads the world in expertise on international family planning.  A strong partnership 

between the U.S. government foreign assistance program and private groups has helped develop a wealth 

of knowledge relating to the effective management of family planning programs.  U.S. cooperating 

agencies, universities, foundations, and private companies share valued advice and know-how with 

colleagues throughout the world on how to deliver high quality services.  In addition, U.S. leadership has 

encouraged other nations—both rich and poor—to strengthen their support for family planning programs. 
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U.S.-funded programs have had a practical focus on expanding and improving family planning services.  

U.S. foreign assistance has supported contraceptive services provided by both governments and the 

private sector; supplied a large portion of contraceptive commodities; funded important biomedical 

research; helped train health workers and managers; and introduced creative new approaches to educating 

people about family planning and reaching them with care and services. 

 

In 2007, an estimated 56.5 million women of reproductive age in the developing world were using 

modern contraception as a direct result of USAID programs.  Many millions more have benefited 

indirectly from improvements in services resulting from American advice and innovations.  Several 

nations that have received extensive U.S. FP/RH assistance, including Brazil, Colombia, Indonesia, 

Jamaica, Korea, Mexico and Thailand have succeeded to the point that they no longer require and receive 

U.S. FP/RH assistance.  Some of these countries have even become donors themselves of FP/RH 

activities in other nations. 

 

RECENT DEVELOPMENTS ON FP/RH PROGRAMS 

 

In July 2008, congressional appropriators in the House and Senate approved their respective versions of 

the FY 2009 State-Foreign Operations Appropriations with significant gains and important victories for 

FP/RH programs.  Most noteworthy are the historic funding increases proposed in the House bill for both 

bilateral and multilateral programs and policy changes in both bills allowing a U.S. contribution to 

UNFPA. The House subcommittee-approved bill recommends a total of $600 million for bilateral and 

multilateral funding for the FP/RH programs of the U.S. government.  (The $600 million in the House bill 

marks a 28 percent increase above the current FY 2008 level and an 83 percent increase above the 

President’s budget request of only $327 million.) Of the total $600 million, $540 million is to be 

administered by the USAID, and $60 million is to be allotted for a U.S. contribution to UNFPA.  [For the 

UNFPA contribution, $25 million is to be provided out of the International Organizations & Programs 

(IO&P) account along with the voluntary contributions to other UN agencies and $35 million from the 

Child Survival and Health Programs Fund].   

 

The Senate Appropriations Committee-approved bill allocates $475 million for the bilateral FP/RH 

programs of USAID and an additional $45 million for a U.S. contribution to UNFPA (drawn from the 

IO&P account) for a total bilateral and multilateral funding level of $520 million.  While not as large as 

the historic increases approved by its House committee counterparts, the higher levels signal the Senate's 

support for finding additional resources for these critical health services as the appropriations process 

unfolds.  

 

Both the House and Senate bills include similar amendments that would allow U.S. funds to be provided 

to UNFPA—notwithstanding a negative Kemp-Kasten determination—directing this assistance only to 

targeted projects, such as safe childbirth and emergency obstetric care, contraceptives to prevent 

unintended pregnancy and the spread of sexually transmitted diseases, prevention and treatment of 

obstetric fistula, combating harmful traditional practices, and the provision of maternal health services in 

disaster areas, in any of the more than 150 countries—other than China—where UNFPA works.  Both 

also contain some elements of standard appropriations bill restrictions on UNFPA's use of U.S. funds, 

such as a dollar-for-dollar reduction in the contribution for any amount UNFPA spends in China. 

 

The Senate bill also includes an amendment that would repeal the Mexico City Policy (Global Gag Rule), 

which renders ineligible for U.S. family planning assistance any foreign nongovernmental organization 
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that provides abortion services, counsels or refers for abortion, or lobbies for abortion law reform with 

non-U.S. government funds.  The House version of the bill is silent on the topic. 

 

Because a final appropriations bill was not enacted into law, the State-foreign operations bill is part of the 

continuing resolution (P.L. 110-329), signed by President Bush on last day of the fiscal year, to keep 

much of the federal government functioning at FY 2008 funding levels through March 6, 2009. 

 

POLICY RECOMMENDATIONS FOR THE OBAMA ADMINISTRATION 

 

The United States must reestablish its leadership on international family planning and population issues.  

As detailed in this paper, doing so will improve maternal and child health, reduce unintended pregnancies 

and abortion, lower HIV infection rates, raise standards of living and reduce poverty, enhance girls’ 

education and empower women, decrease hunger and famine, slow the depletion of natural resources, and 

foster more peaceful, stable societies.  Accordingly, the Obama administration should take the following 

policy actions to achieve these important objectives: 

1) Increase total U.S. FP/RH funding for FY 2010 to $1 billion. 

In July 2008, Senator Obama supported legislative efforts that aimed to address the unmet need for family 

planning services and contraception among women in the developing world by increasing U.S. funding to 

$1 billion annually.  By boosting funding for international family planning in the revised FY 2010 budget 

request from the current FY 2008 level of $464 million to $1 billion, bilateral and multilateral FP/RH 

assistance would return the United States to its historic leadership role in the international community and 

move us closer to paying our fair share of donor commitments necessary to fill the unmet needs for family 

planning and slow population growth.  In addition, an Obama administration should actively work with 

congressional appropriators for approval of the level of $600 million contained in the House 

subcommittee-approved version of the foreign operations bill during the final negotiations on the FY 

2009 appropriations legislation. 

 

International FP/RH programs were profoundly affected by the drastic shift in the political climate in 

Congress resulting from the November 1994 elections when Republicans gained control of both houses of 

Congress for the first time in 40 years.  Total U.S. financial assistance for FP/RH programs, both bilateral 

and multilateral, peaked in FY 1995 when Congress appropriated $577 million, including $542 million 

through USAID and a $35 million contribution to UNFPA. However, bilateral funding suffered a 

congressionally-imposed 35 percent cut the following year when Republicans gained control of both 

houses of Congress for the first time in 40 years. Bilateral FP/RH funding remained low in the late 1990s 

and was subject to punitive funding conditions before recovering modestly and then stagnating at less 

than $450 million from 2001 until this year. 

 

When adjusted for inflation, U.S. bilateral funding for FP/RH programs in FY 2007 is 41 percent less 

than in FY 1995 despite the increase of 300 million women of reproductive age during that time. In fact, 

as shown in Figure 1 (p.7), due to inflation, the level of assistance has remained basically flat since the 

inception of U.S. funding of international FP/RH programs in 1965 if measured in constant 1974 

dollars—the fiscal year that a separate population account was first added to the Foreign Assistance Act. 

This flat funding has occurred despite a major increase in the need and demand for FP/RH care and 

services.  
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The contrast between the inflation-adjusted stagnant funding levels and the growing number of women of 

reproductive age in need of voluntary family planning services indicates that a quantum leap is needed in 

the amount of financial resources allocated to FP/RH programs by the United States in order its meet its 

commitments made at the 1994 International Conference on Population and Development (ICPD). 

 

According to a 2003 study by UNFPA and the Guttmacher Institute, 201 million women in developing 

countries have an unmet need for effective, modern contraceptives because they seek to postpone 

childbearing, space births, or want no more children but are not using a modern method of contraception. 

The added cost of providing these contraceptive services—in addition to current expenditures on 

FP/RH—would total $3.9 billion (in constant 2003 dollars) annually.  If the United States were to pledge 

to provide its appropriate share of the total financial resources necessary to meet the unmet need for 

contraception of these estimated 201 million women, this sum would total about $1 billion. 

 

To put this large amount in context, $3.2 billion would be the U.S. fair share of global expenditures 

necessary to achieve universal access to reproductive health care by the year 2015, as agreed to by the 

international community at the 1994 ICPD in Cairo. Universal access to reproductive health care by 2015 

is also a new target recently approved by the UN General Assembly for measuring progress toward 

meeting Millennium Development Goal 5 on maternal health. Despite the distortions of FP funding 

created by the infusion of donor financing to address the HIV/AIDS pandemic, the U.S. share of $3.2 

billion can be calculated based on a reappraisal of the Cairo funding targets prepared for the UN 

Millennium Project (in response to better costing data for health interventions). 

Nearly all of the 15 focus countries under the President’s Emergency Plan for AIDS Relief (PEPFAR),  

despite enormous allocations to HIV/AIDS programs, are demonstrating a persistent need for – but a 

steady decline in – FP/RH assistance. In his FY 2008 budget request to Congress, President Bush 

requested a decrease in FP/RH assistance in 10 of the 15 focus countries and a minimal increase in only 

one focus country, Rwanda. Four focus countries receive no FP/RH assistance at all.  All 11 focus 

countries receiving FP/RH assistance have high fertility rates, and many also have high unmet need for 

contraception. 

 
U.S. FP/RH and HIV Funding for Focus Countries: Allocated 2003-2006, Requested 2007-2008 
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FP/RH VERSUS HIV/AIDS FUNDING — THE CASE OF ETHIOPIA 

Ethiopia saw a 24 percent drop in FP/RH funding between the FY 2006 enacted level and the FY 2008 

administration request. Yet, the average Ethiopian woman will give birth 5.4 times in her lifetime, and 33.4 

percent of married women have an unmet need for contraception, desiring to limit or space childbearing, but 

not using contraception. The 2008 request for FP/RH funding in Ethiopia is $15 million. In contrast, the 2008 

request for HIV/AIDS is $409 million to address Ethiopia’s epidemic, estimated at only 1.4 percent 

prevalence. While the number of women living with HIV is high in Ethiopia, the number of women with unmet 

need is significantly higher, although these groups are not mutually exclusive.  Evidence shows that unmet 

need for contraception is common among women living with HIV/AIDS. Far more FP/RH funding is needed 

to help women meet their reproductive intentions in order to promote the well-being and rights of Ethiopian 

women, regardless of HIV status. 

 

2) Rescind the Global Gag Rule  

On January 22, 2001, President Bush announced in a presidential memorandum the reinstatement of the 

restrictions on overseas health care organizations in effect from 1984 to 1993 under President Reagan and 

his father.  The restrictions are commonly known as the ―Mexico City Policy‖ (MCP) for the site of an 

international population conference where it was announced or as the ―Global Gag Rule‖ (GGR) by its 

opponents.  [The policy was rescinded by President Clinton and not in effect from 1993 to 2001 until 

reinstated by President George W. Bush on his second day in office.] 

 

In 2007, both the House and Senate passed legislation to repeal or modify the GGR for the first time since 

it has been in force.  Unfortunately, a strong veto threat from President Bush resulted in GGR reversal 

language being dropped from the final FY 2008 omnibus spending bill. 

 

The MCP/GGR restrictions prohibit U.S. family planning assistance from being provided to foreign 

nongovernmental organizations (NGOs) that use non-U.S. funding 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.  It is important to note that the direct 

use of U.S. foreign assistance funds for abortion as a method of family planning has been banned since 

1973 and for biomedical research on abortion and lobbying on abortion since 1981 (a summary of 

abortion-related restrictions is available on request). 

 

Enforcement of the MCP/GGR has led to the loss of all U.S. FP/RH assistance—funding, technical 

assistance, and donations of the contraceptive and condoms—to local, community-based family planning 

providers, particularly the member associations of the International Planned Parenthood Federation and 

affiliates of Marie Stopes International.  This has resulted in dramatic cutbacks in access to services, 

closures of clinics, and serious shortfalls in contraceptive supplies. 

 

Using the impact of the GGR on the provision of U.S.-donated contraceptive commodities as an example, 

since the GGR was reinstated in 2001, shipments of contraceptives from the U.S. government have been 

stopped to 16 developing countries in Africa, Asia, and the Middle East.
59

  Even in countries that still 

receive contraceptives and condoms from the United States, leading indigenous family planning 

providers—often those with the most extensive distribution networks—stopped receiving U.S.-donated 

supplies.  This has further exacerbated supply shortages, particularly in populous rural areas where need 

is greatest.  These programs—often the ones with the largest outreach to young people and those hardest 

to reach in rural areas, and often the only NGO family planning program in a region— have suffered 

severely from the cutoff of contraceptive shipments. 
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In addition to the adverse public health impact of the GGR to programs on the ground, there are a number 

of important principles at stake.  The GGR is a direct assault on the right of foreign organizations to 

engage in free and open debate on an important public health issue with their own money in their own 

country.  Using the leverage of U.S. assistance to silence discussion on any legitimate issue for public 

debate is undemocratic and fundamentally inconsistent with American values.  These restrictions would 

be judged unconstitutional if applied to U.S. organizations receiving foreign assistance funds. 

The President should immediately repeal this dangerous policy, restore funding, and remove this 

politically-motivated obstacle to health care for women around the world. 

3) Provide a U.S. contribution of $65 million to the United Nations 
Population Fund 

UNFPA is the principal United Nations organization in the FP/RH field and a major source of grant 

assistance to programs in poor countries.  UNFPA provides FP/RH assistance to more than 150 countries, 

more than any other donor agency and is a valued source of funds and technical advice.  Restoring U.S. 

funding for UNFPA programs is crucial to improving the health and lives of women and their families 

and to addressing demographic trends and promoting sustainable development.  

 

The United States helped establish the Fund in 1969 and until 1985 was the largest donor providing 

nearly one-third of total annual funding.  In recent years, however, the United States has been an 

unreliable source of financial support.  A contribution of $65 million, derived entirely from the State 

Department’s International Organizations and Programs (IO&P) account, will restore U.S. leadership in 

this key multilateral organization at a level comparable to those of UNFPA's other leading bilateral 

donors. 

 

For the last seven years, President Bush has withheld the U.S. contribution UNFPA by employing an 

overly broad interpretation of the Kemp-Kasten amendment, which prohibits funding to any organization 

that "supports or participates in the management of a program of coercive abortion or involuntary 

sterilization," and pointed to the presence of UNFPA country program in China, where human rights 

abuses have occurred during the implementation of the government’s ―one-child‖ policy, as grounds for 

denying funding. 

 

The President should instruct the State Department to review the legal interpretation employed by the 

Bush administration in defunding UNFPA and of the law’s requirements in relation to UNFPA’s 

activities in China, taking into account the numerous investigations clearing UNFPA’s programs of 

involvement in coercive practices.  Based on the evidence from this review, the United States should be 

able to resume its financial support for the critical work of this important agency and a U.S. contribution 

for FY 2009 released to UNFPA. 

 

In addition, in announcing the determination to withhold the FY 2008 contribution from UNFPA in June, 

a veiled threat to expand the application of the Kemp-Kasten amendment to other organizations working 

in China was issued.  UNFPA, as well as other organizations working in China, have sought to play a 

positive role in helping to reform the Chinese government’s program and to end the occurrence of human 

rights abuses by promoting the replacement of compulsory birth control with good counseling and 

informed consent, a greater range of contraceptive method choice, and higher quality services. 

 

To date this threat has played out only in USAID’s October decision to withhold U.S.-donated 

contraceptives and condoms in at least six African countries from Marie Stopes International (MSI), 

which works in China with UNFPA.  This policy change represents a dramatic expansion of the 
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application of the Kemp-Kasten restriction and a redefinition of how the law has been implemented in the 

past to cover only funds provided to an organization—not to contraceptive commodities that may be 

indirectly provided to an organization based on the independent decisions of ministries of health of 

sovereign governments, made in consultation with their other donor partners. 

 

Particularly since no MSI-specific determination was apparently made prior to the decision to pressure 

developing country governments to deny MSI U.S.-donated contraceptive commodities, presumably the 

policy expansion should be able to be reversed by administrative action.  The policy change should be 

quickly rescinded so that the contraceptive needs of women and couples until recently addressed by MSI 

can be met by MSI’s outreach programs in rural and underserved areas in these African nations. 

4) In addition to the funds made available for population and family 
planning efforts, increase funding for programs to reduce maternal 
and child mortality (safe motherhood and child survival), to prevent 
the spread of sexually-transmitted diseases (including HIV/AIDS), 
and to improve the social, legal, and economic status of women. 

Efforts to reduce death rates for women and children work synergistically with efforts to reduce fertility 

rates.  The integration of family planning programs with other reproductive health care for women and 

with child survival efforts should be encouraged.  An expanded program to address the needs for greater 

activities in the prevention and treatment of sexually-transmitted diseases, including HIV/AIDS, is 

critical.  Funds should also be devoted to the elimination of adult illiteracy (mostly female) and close the 

gender gap in education, by assisting innovative programs to reach adult illiterate women and to get and 

keep girls in school. 

 

In order to give couples real choices about childbearing, a broad program of assistance designed to 

increase women’s economic opportunities and productivity should also be developed.  Priority should be 

given to women’s vocational training, microcredit projects for women, legal reforms and assistance to 

ensure women’s property rights and to challenge discrimination, and appropriate technology to relieve 

women’s burdens both inside and outside the home.   

 

Greater involvement and financial support in these types of activities by the United States and other donor 

nations represent ―win-win‖ strategies.  Not only do they produce positive outcomes in terms of the health 

and well-being of their beneficiaries but they reinforce the desires for smaller families at the individual 

level and contribute to population stabilization at the national and global level. 

 

COMPOSITION OF THE INCOMING 111TH CONGRESS 

 

An analysis of the results of the recent congressional elections suggests that both houses of Congress now 

enjoy clear majorities in support of international family planning programs, including efforts to reverse 

destructive Bush administration policies, such as rescinding the Global Gag Rule and restoring a U.S. 

contribution to UNFPA.  Sufficient political support may now even exist for proactive legislative 

initiatives to block the reimposition of such restrictive policies by future presidents, hostile to overseas 

family planning programs.  

 

A projected headcount for the House indicates that the number of solid supporters has increased by about 

a dozen, and the total is approaching a majority, even without accounting for any of the more than 35 

swing votes that might be persuaded to support the pro-family planning position.  An estimated 230 
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House members can be considered FP/RH supporters.  The number of solid opponents in the House is 

less than 190—its lowest level since the 103rd Congress, elected in 1992.  

 

Likewise, in the Senate, the results reveal a pickup of six seats among family planning supporters.  That 

margin could grow further depending on the outcome of the still-contested races in Minnesota, where an 

unsupportive incumbent is facing a pro-family planning challenger.   Based on Senators' established 

position on the issues—if not party affiliation—international family planning programs are on the verge 

of having a cloture-proof majority of Democrats and Republicans.  59 Senators are solidly supportive 

with only 38 opposed and three in the swing vote category, assuming that the unsupportive incumbent in 

Minnesota prevails.  

 

The head counts above are for the tougher policy issues like the gag rule and a UNFPA contribution as 

opposed to levels of support for funding.  Significant majorities in both chambers support funding, which 

clearly reflects public sentiment.  Opinion surveys have consistently demonstrated that Americans believe 

that contraception should be available to those who want to plan their families and support foreign 

assistance to expand access to family planning services overseas. 
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