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ABSTRACT 

 

Announced by President Ronald Reagan in 1984 as an executive order, the Mexico City 

Policy (MCP) is driven by ideological beliefs that U.S. taxpayer dollars should not support 

overseas family planning activities which attempt to discuss, promote, refer, or perform 

abortions. The policy’s main goal was to reduce the number of abortions worldwide by attaching 

conditionality to U.S. foreign assistance. This conditionality reduced the amount of funding 

international non-governmental organizations (NGOs) could receive if they did not agree to the 

policy. Using a regression discontinuity design that takes advantage of the fact that the MCP was 

reinstated by President Bush in 2001 and was repealed by President Obama in 2009, this paper 

analyzes whether the policy had an impact on the rate of abortions in Ethiopia. The paper finds 

statistically significant evidence that indicates women are less likely to have an induced abortion 

when the MCP was in effect, and subsequently more abortions when the MCP was repealed. 

While this may seem sufficient proof that the MCP had the intended effect of reducing abortions 

in Ethiopia, I also find there is high measurement error in the data, causing significant bias that 

render these results inconclusive as to the true impact of the policy on women’s health in 

Ethiopia.  
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INTRODUCTION 

 

The United States is one of the world’s largest donors of international family planning 

assistance. Thus, the executive order known as the Mexico City Policy (MCP), issued by 

President Ronald Reagan at the International Conference on Population in 1984 became a 

landmark event when it sought to reduce the number of abortions that were performed overseas. 

International NGOs were prohibited from receiving United States Agency for International 

Development (USAID) family planning assistance funding unless they agreed that no money 

would be spent towards activities that provided or promoted abortion as a family planning 

method (U.S. Congressional Research Service, 2001).
1
 If an international NGO wanted to 

continue conducting abortion-related activities – even if these activities were conducted using 

their own funding or other non-USAID funding – those organizations would be forced to forego 

all U.S. family planning assistance.  

Unfortunately, there is a lack of extensive empirical evidence that shows convincingly 

whether the MCP was able to reduce abortions in countries that were recipients of USAID family 

planning assistance. This has mainly been due to a lack of data on the incidence of abortion in 

poor countries. However, I plan to use data from the Ethiopia MEASURE Demographic Health 

Surveys, which includes a module designed to capture retrospective information related to 

pregnancies and induced abortions. As a result, I am able to analyze and measure the impact of 

the MCP on the reproductive health outcomes of women of reproductive age in Ethiopia.  

                                                 
1
 The Helms amendment, enacted in 1973, already forbids any U.S.-based NGOs from using USAID funds to pay 

for the performance of abortion as a method of family planning or to motivate or coerce any person to practice 

abortions (Center for Health and Gender Equity, 2012). 
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I plan to use a regression discontinuity design (RDD) approach to estimate the impacts of 

the MCP. The RDD I propose exploits the fact that the policy has been reinstated and repealed 

several times since its inception in 1984. Presidential and political beliefs have varied the MCP’s 

implementation, with the policy seesawing between being repealed by William Clinton in 1993, 

reinstated by George W. Bush in 2001, and repealed again by Barack Obama in 2009. All U.S. 

Presidents have made this issue a priority, often seeking to reverse the direction of the previous 

policy in his first or second day in office (see Appendix Table 1). Not only has this reinforced 

the ability for ideological political beliefs to sway foreign policy decisions, but also and more 

crucially, these decisions seem to have been made without empirical evidence of the effects the 

policy has at the national and community level. This paper aims to provide the missing evidence.  

BACKGROUND 

 

Abortion and access to family planning have long been polarizing issues and much 

debate surrounds whether international policy frameworks should include them as human rights. 

Advocates on both sides of the issue have taken advantage of opportunities in the international 

arena to make their voices heard. During the 1994 International Conference on Population and 

Development (ICPD) in Cairo, Egypt, the United Nations declared that member states “should 

take all appropriate measures to ensure, on a basis of equality of men and women, universal 

access to health-care services, including those related to reproductive health care, which includes 

family planning and sexual health”
 
(1994). However, the ICPD document also stated 

“governments should take appropriate steps to help women avoid abortion, which in no case 

should be promoted as a method of family planning” (1994). This language is not surprising 

given the strong voting power of the Holy See delegation and other conservative nations who are 
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unwilling to compromise on social and family welfare issues. The ICPD, pioneering in its 

attempts to move away from past population control efforts, presented a framework grounded in 

human rights that sought to ensure that all families could determine the number and spacing of 

their children without coercion or force. Nonetheless, while the ICPD does mention that abortion 

can be allowed in rare cases to save the life of a woman, it lacks any strong language about 

abortion rights, and instead places legality in the hands of each member state.  

Again, in 2000, Millennium Development Goal (MDG) 5 sought to improve maternal 

health by including a sub-target for achieving universal access to reproductive health by 2015. 

Nations should do whatever possible to support “all matters relating to the reproductive system 

and its functions and processes” (WHO). This statement too, is notably silent on abortion rights 

language; however it is broad enough that many human-rights and international non-

governmental organizations (NGOs) have interpreted the language to include the promotion of 

safe and legal abortions, which are those conducted by a trained physician and within a medical 

facility that can attend to complications such as blood clots, infections, or excessive bleeding.  

Disagreement persists about the relationship between family planning and abortion. In a 

broad sense, family planning services are defined as those that support individuals and couples in 

attaining the desired timing, spacing, and number of pregnancies. Specifically, modern 

contraception methods of family planning include hormonal methods like combined oral 

contraceptives (often referred to as “the Pill”), emergency methods, and barrier methods like 

condoms. But contraception is not synonymous with family planning services, instead a 

comprehensive definition of family planning should include sexuality education, prevention and 
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management of sexually transmitted infections (STIs), like Human Immunodeficiency Virus 

(HIV), antenatal and postnatal counseling, and infertility management.  

Noticeably, abortion is not necessarily a method of family planning, but they are 

interconnected. Voluntary family planning services, counseling, and education have often been 

promoted as a way to prevent unintended pregnancies and eliminate the overall demand for 

abortions. But this reinforces the idea that abortion has always existed in a gray area: it is not 

acknowledged as a part of family planning and reproductive health policies, and not quite 

recognized as a right on its own. Thus it is no surprise that in an effort to ensure that there would 

be no inadvertent funding of abortions by the U.S. government, President Ronald Reagan issued 

the MCP as an executive order in 1984 at the International Conference on Population held in 

Mexico City, Mexico.  

The policy was far-reaching in its attempt to limit abortion. USAID has, since its 

inception in 1961, supported voluntary family planning and reproductive health programs in 

much of the developing world. In 2001, when President Bush reinstated the MCP, it sought to 

penalize international NGOs operating in 56 countries that received family planning assistance 

funds from the U.S. (Center for Reproductive Rights, 2003). Particularly for Ethiopia, USAID 

family planning assistance funds have steadily flowed into the country to support ongoing health 

programs, as indicated in Table 1. And given that many Ethiopian NGOs relied heavily on U.S. 

family planning assistance to conduct their work, this executive order had the potential to 

directly impact the effectiveness of their work and reduce the number of beneficiaries they could 

reach.  
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TABLE 1: U.S. SUPPORT FOR ETHIOPIA HEALTH PROGRAMS 

 FY 01 FY 02 FY 03 FY 04 FY 05 FY 06 FY 07  FY 08 FY 09 

 USAID Health Programs  

Amount  

(in millions) 

11.4 20.9 28.7 29.0 

 

20.0 31.6 28.8 18.6 

 

20.5 

 PEPFAR Programs 

Amount  

(in millions) 

-- -- -- 48.1 83.7 122.9 241.8 

 

354.5 346.0 

 
Source:  Source: USAID Ethiopia Congressional Budget Justifications, 2003-2010 and Partnership to Fight 

HIV/AIDS in Ethiopia, 2011 

 

  In addition to USAID funds, Ethiopia was also a beneficiary of an initiative called the 

President’s Emergency Plan for AIDS Relief (PEPFAR) introduced in 2003 by the Bush 

Administration. It was a comprehensive plan for addressing the AIDS epidemic that committed 

$15 billion to 15 focus countries between 2003 and 2008 (Office of U.S. Global AIDS 

Coordinator and the Bureau of Public Affairs, U.S. State Department, 2007). Table 1 shows the 

amount of PEPFAR money that was budgeted for Ethiopia.
2
 And while the MCP did not affect 

PEPFAR, it is possible that any decrease in USAID funds as a result of the MCP may have been 

masked by an increase in PEPFAR funds during 2004 to 2009.  

LITERATURE REVIEW 

 

The use of family planning services has many positive social returns to a woman and her 

family. This dominant hypothesis about family planning stems from a randomized control 

experiment in Matlab, Bangladesh. After tracking individuals for 20 years starting in 1977, the 

                                                 
2
 One of PEPFAR’s goals was to ensure 2 million individuals were on anti-retroviral treatment in each of the focus 

countries. A 2008 PEPFAR report indicates that the national treatment coverage increased to 39 percent in 2008 

from a baseline of 1 percent in 2003. While this is a significant increase, it also indicates there may have been some 

capacity issues at the community and national level in absorbing the PEPFAR funding (U.S. Presidents Emergency 

Plan for AIDS Relief, 2009). 
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study found that increased family planning activities and outreach from healthcare workers in the 

community was associated with decreased fertility rates and an improvement in long-run social 

returns such as “women’s health, earnings and household assets, use of preventative health 

inputs, and inter-generational effects on the health and schooling of the woman’s children” (Joshi 

and Schultz, 2007, p. 1).  

This inverse relationship between decreasing fertility rates and increasing rates of 

contraception use has been most frequently observed in populations that are undergoing, or have 

recently undergone, a demographic transition. Requena and Monreal (1968) note that in Latin 

America, the fertility level is “highly determined by the influence of the incidence of induced 

abortion” (p. 785). And abortion itself is highly determined by the legality of the practice within 

country. Van der Tak (1974), and Potts et al. (1977) examine how the introduction of abortion 

legislation in many post-colonial nations allowed for induced abortions to become cheaply and 

easily available, leading to a decline in birth rates. The decrease in birth rates produces a 

“demographic dividend,” where the labor ratio skews towards a larger number of working age 

adults in the population with fewer total dependents, and opens a small window of opportunity 

for faster economic growth and fewer financial burdens on families (Bremner, 2012).  

Ethiopia has experienced recent economic growth, and “one might expect Ethiopia to be 

poised to accelerate economic growth even further via a demographic dividend given that more 

than 40 percent of the population was under age 15 in 2010 and is only expected to grow” as 

shown in Figure 1 below (Bremner, 2012, p. 1). But, these economic gains are not guaranteed, as 

some economists have argued that although rapid population growth can create opportunities to 

increase productivity and savings, “rapid population growth can constrain economic growth, 
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especially in low-income countries with poor policy environments” (Das Gupta, Bongaarts, & 

Cleland, 2011, p. 4). Additionally, Bremner (2012) states that Ethiopia will need to “substantially 

increase its investments in meeting family planning [demand] to create the age structure needed 

for a demographic dividend” (p. 2). While Das Gupta et al. (2011) agree that family planning 

programs are effective; they caution that family planning programs are only one part of a 

comprehensive solution to reduce high fertility pressures and ensure a demographic dividend.  

FIGURE 1: ETHIOPIA’S AGE AND SEX STRUCTURE, 2010 AND 2030 

 
Source: Ethiopia and the Demographic Dividend, 2012 

Rahman et al. (2001) conducted additional research on the relationship between 

contraceptive use and abortion rates. Using data gathered from the Matlab experiment, they 

found that abortion rates were significantly lower in areas with better family planning services. 

Their results also suggest that in areas with higher levels of contraceptive use, there were fewer 

unintended pregnancies and a lower demand for abortion. Suggesting an inverse relationship 

between contraception and abortion, they concluded that a disruption in contraceptive provision 

(or an inadequate provision of services) could increase the chance of a woman becoming 
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pregnant, and increase the possibility for her to seek an abortion. The magnitude of women 

substituting abortion for contraception is most likely the strongest when the financial, emotional, 

or social costs of an unplanned or unintended pregnancy are high, and where women have low 

negotiating power with their husband or partner.  

A growing consensus in the international health field supports the view that women can 

achieve smaller families through consistent use of, and voluntary access to, modern 

contraception and family planning services. But there are a large percentage of women 

worldwide who have a desire to use family planning services (including contraception and 

abortion services), but cannot do so for various reasons, including the distance to health centers, 

availability of supplies, cost of health services, cultural and social norms, or legislative and 

policy barriers. A joint report released in June 2012 by the World Health Organization (WHO) 

and the United Nations Children’s Fund (UNICEF), Building a Future for Women and Children, 

noted that “women with an unmet need for modern contraceptives accounts for over 80 percent 

of unintended pregnancies” (Requejo and Bryce, 2012, p. 19). Another joint report released in 

June 2012 by the Guttmacher Institute, in collaboration with the United Nations Population Fund 

(UNFPA), titled Adding it Up: Costs and Benefits of Contraceptive Services suggested that 

efforts to close the gap on the unmet need for contraception would reduce maternal deaths by 

two-thirds, and avert 54 million unintended pregnancies, 26 million abortions, 21 million 

unplanned births, and 7 million miscarriages (Singh and Darroch, 2012). These two reports claim 

that there is a direct relationship between the increased availability of family planning supplies 

and a reduction in abortions and unplanned births. 
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However, Pritchett (1994) argues instead that fertility preferences are most aligned with 

household desires for family size, and that contraceptive cost and availability are insufficient 

factors in lowering fertility rates. He finds that “after controlling for fertility desires, family 

planning effort(s) have little impact on fertility” (p. 2). In certain countries, he notes that larger 

family size may be desirable, which stems from a multitude of cultural, social, and economic 

factors. Because contraceptive access is not a strong predictor of family size, Pritchett concludes 

that there are many other ways to reduce fertility and improve economic and social conditions 

for women, such as “raising education levels, improving economic conditions, improving health 

status, and increasing their status in society” (p. 42).  

Perhaps the MCP was conceived under a similar assumption that manipulating the supply 

of contraception would have little impact on fertility choices. But in reality, evidence suggests 

that reducing the supply of contraception actually can lead to large negative outcomes. On the 

macro side, Bendavid et al. (2011) generated an algorithm to predict the number of pregnancies 

that were aborted due to the MCP. Focusing on a 20-country data sample in sub-Saharan Africa, 

they conclude that when the MCP was reintroduced in 2001, the induced abortion rate rose in 

countries that received more USAID family planning assistance funds, relative to countries with 

lower relative funding. At a micro level, Jones (2011) conducted a country-level analysis of 

Ghana to investigate the impact of the MCP on abortion rates and conception in rural and urban 

areas. She concluded that “the lack of contraceptives likely caused an observed 12 percent 

increase in rural pregnancies, ultimately resulting in about 200,000 additional abortions and 

between a half and three-quarters of a million additional unintended births” (Jones, 2011, p. 1).  
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While both papers conclude that the MCP had negative unintended consequences, they 

examine the evidence very differently. Bendavid et al. (2011) looked at country-level changes by 

estimating adjusted odds ratios of induced abortions. They estimated only the policy change of 

2001 by comparing data from 1994 to 2000 and 2001 to 2008. In contrast, Jones (2011) used 

fixed-effects to measure the likelihood of induced abortion at the individual level. She examined 

the policy changes between the years 1981 to 2007. Not only did these two papers measure 

different time periods, but they used different methodologies to estimate the policy’s effect.  

 In the absence of additional empirical evidence, it is difficult to estimate the true effect of 

the MCP on abortion rates globally. Therefore I propose to narrow my research focus to 

Ethiopia. There are three reasons why Ethiopia makes an interesting case study.  

First, Ethiopia has promoted an enabling policy environment to achieve numerous health 

goals. A national reproductive health strategy, released in 2006, sought to achieve a 60 percent 

contraceptive prevalence rate (or the percentage of women of reproductive age who are using 

contraceptive methods at a particular point in time) by 2010, increase public acceptance of the 

use of family planning in couples by 75 percent, and increase awareness of the health link 

between STI/post-abortion complications and infertility by 80 percent (Ministry of Health, 

2005). However, certain barriers, such as early marriage, gender-based violence, and female 

circumcision have made it difficult to make significant progress. Yet despite the challenges, 

these health targets ensure that resources are dedicated to meeting these targets.  

Second, following a 2004 legal reform, abortion is allowed by Ethiopian law under the 

following conditions: pregnancy as a result of rape or incest, when the mother’s life is at risk, in 

case of fetal abnormalities, for women with physical or mental disabilities, for minors who are 
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physically or psychologically unprepared to raise a child, and in the case of a grave and 

immediate danger that can be averted only through immediate pregnancy termination 

(Guttmacher Institute, 2010). This is important to consider because the MCP seeks to override 

national sovereignty by restricting access to abortion, despite its legality at the national level.  

Third, a significant proportion of USAID funding goes to support non-US NGO 

providers, including large international organizations like the International Planned Parenthood 

Federation (IPPF) and Marie Stopes International (MSI). These two organizations provide direct 

funding to their respective country-level offices, Family Guidance Association of Ethiopia 

(FGAE) and Marie Stopes International Ethiopia (MSIE), who provide information about 

abortion or perform abortion services. Table 2 provides the amount of funding allocated by both 

organizations to their country-level offices in the years before and after the policy change by 

President Obama. This indicates that after the MCP was repealed, both restricted funding (from 

USAID), as well as unrestricted funding (from their own internal budget) increased. 

Additionally, a large number of US-based NGOs, such as CARE, Pathfinder International, 

Population Services International (PSI), Ipas, and EngenderHealth implement programs in 

collaboration with Ethiopian NGOs who may provide information about abortion services. Given 

that the main goal of the MCP was to restrict NGO activities related to abortion services, such a 

high concentration of NGOs (both non-U.S. based and U.S.-based) in Ethiopia broadens the base 

of NGOs that could be affected by the policy.  
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TABLE 2: FOREIGN NGO FUNDS SLATED TO THEIR ETHIOPIA OFFICES FOR 2008-2009 

 

International Planned Parenthood Federation (IPPF) Funding to Family Guidance Association of 

Ethiopia (FGAE) 

Allocation Year Unrestricted $ Restricted $ Total $ 

2008 $842,152 $10,094 $852,246 

2009 $949,668 $462,117 $1,411,785 

Marie Stopes International (MSI) Funding to Marie Stopes International Ethiopia (MSIE) 

Allocation Year Unrestricted $ Restricted $ Total $ 

2008 $1,136,000 $902,000 $2,038,000 

2009 $1,517,000 $1,579,000 $3,096,000 
Source: IPPF financial statements, 2008-2009 and MSI financial statements, 2008-2009 

 

CONCEPTUAL FRAMEWORK 

 

Figure 2 below illustrates three major groups of factors that can influence the likelihood 

of a woman becoming unintentionally pregnant: individual characteristics, household 

characteristics, and access to family planning characteristics.  

FIGURE 2: CONCEPTUAL FRAMEWORK  
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 There are also many individual characteristics which influence whether a woman 

becomes pregnant and the outcome of her pregnancy. Such woman-specific characteristics 

include education, employment, income, age, contraceptive use currently, number of previous 

births, and months since last pregnancy. 

The household characteristics are specific to the household in which a woman resides 

and the circumstances in which she lives. These include variables such as marital status, religious 

identity, and household education levels which could potentially have an impact on whether a 

woman becomes pregnant.  

Lastly, external factors may influence the likelihood of a woman becoming pregnant. 

These are referred to as access to family planning characteristics that reflect the availability of 

healthcare services and programs for women of reproductive age. The availability (or 

unavailability) of services is assumed to have some impact on pregnancy rates, and by extension, 

abortion rates. Variables include whether a woman lives in a rural or urban setting, whether she 

is located near a health facility, and whether she has access to skilled healthcare workers.  

In combination, these household characteristics, individual characteristics, and access to 

family planning characteristics are correlated with having an unintended pregnancy. There are 

four potential outcomes that could occur from an unintended pregnancy: live birth, stillbirth, 

miscarriage, or abortion (also identified in Figure 2). Many unobservable characteristics, such as 

individual fertility preferences or negotiation power (i.e., a woman’s ability to negotiate 

contraceptive use with her husband) are also correlated with unintended pregnancies. If any of 

these unobservable characteristics were correlated with the MCP, we might observe biased 
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estimated. But I would assume that none of these unobservable characteristics are correlated with 

the MCP and the empirical model reduces the potential bias.  

As Figure 2 indicates, because the original intention of the MCP was to reduce the 

number of abortions overall, this paper attempts to isolate the policy’s specific impact on 

abortion outcomes in Ethiopia. Each time the MCP changes, it is arguable that an exogenous 

policy change distorts availability and access to family planning services. Therefore, the 

empirical model includes the MCP as the independent variable of interest. It is assumed that 

when the MCP is in effect, the outcome of unintended pregnancies and abortions are affected.  

DATA AND METHODS 

I. DATA SOURCE 

 For this paper, I use publically available data from the Monitoring and Evaluation to 

Assess and Use Results Demographic Health Surveys (MEASURE DHS).
3
  These MEASURE 

DHS surveys are a USAID-funded project and are implemented by ICF International. The 

surveys consist of national-level household and individual data that contain information on 

health, nutrition, and population in developing countries, including such indicators on HIV, 

maternity services, and contraception and fertility information. The MEASURE DHS surveys 

have been conducted more than 300 times in over 90 countries since 1984. Furthermore, the 

survey-implementing agency has developed standard training procedures, rigorous 

methodologies, and manuals to guide the survey process. To further ensure national ownership, 

data collection staff are often housed within the national statistics office in each country. 

I use individual-level data from the women’s questionnaire of the Ethiopia DHS (EDHS) 

conducted in 2011. To ensure consistency across countries and to allow researchers to compare 

                                                 
3
 MEASURE DHS data were downloaded from http://www.measuredhs.com 
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data, the standard MEASURE DHS surveys are carried out at approximately five-year intervals. 

For Ethiopia, these have occurred in 2000, 2005, and 2011. The MEASURE DHS group has 

developed a standard questionnaire that each national-level survey team follows.
4
  On average, a 

DHS survey can take approximately 18-20 months to complete.  

This paper focuses on Ethiopian women in the 15-49 year-old age group. According to 

the Ethiopia Demographic Health Survey Final Report (2011), of the 17,385 eligible women in 

the available households, 16,515 individuals responded, for a response rate of 95 percent. Given 

that the United Nations Population Division (UNPD) defines women of reproductive age as 15-

49 years, I assume that the EDHS data perfectly capture women who are sexually active, fecund, 

or may have been trying to avoid pregnancy. Even if all the women in the sample may not be 

sexually active, I assume that the entire sample has an equally likely chance of being affected by 

the MCP.  

Although the questionnaire and survey method in the EDHS is very comprehensive, it has 

some limitations. Data on the incidence of abortion in poor countries are very rare. While the 

EDHS shines some light on this area, it also means that my analysis relies solely on a woman’s 

ability to accurately self-report major events like conceptions, births, and abortions. Problems 

can arise in the reliability and consistency with which women report information, introducing the 

possibility of recall bias into the data. While these limitations are problematic, however, the 

EDHS still offers the best available source of information for the question I am examining.  

 

 

                                                 
4
 Countries have the option to delete or modify questions if they are not relevant to their particular country context.  
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II. ANALYSIS PLAN 

To test the question of whether the probability of abortions was affected before and after 

the Mexico City Policy was repealed, I plan to use a RDD. As compared to other econometric 

models, RDD is preferable because it allows me to exploit the existence of an exogenous policy 

shock, which serves as a threshold for determining assignment to a particular treatment. For 

example, I compare the probabilities of abortion for women who are pregnant just before the 

cutoff date of January 23, 2009 (which is the date the Mexico City Policy was repealed by 

President Barack Obama) to the experience of women who are pregnant after the cutoff date. If I 

simply estimated whether pregnancies were affected among women who were exposed to the 

MCP versus those who were not across the whole sample, one might be concerned that 

unobservable differences between the two groups might affect estimates (such as age cohorts, 

etc.). If either observable or unobservable differences exist within the population, then these two 

groups are not perfectly comparable and the regression strategy could yield biased estimates. If I 

compare women just before and just after the MCP was repealed, then I can minimize any such 

bias. This assumption is reasonable if the act of manipulating or changing the behavior of 

pregnant women around the cutoff date is improbable or very difficult to do. If this assumption 

holds, there is likely to be no selection bias in the types of women who sought abortions just 

before and just after January 23, 2009. And it is possible that any difference I observe is 

attributable to the policy being in effect.  

An additional benefit of using the EDHS data is that the survey team collected a 

Pregnancy Calendar that captures information regarding the duration of a pregnancy, the month 

and year it ended (from which it can be deduced when a pregnancy was conceived), and how it 
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ended (live birth or abortion). In the 2011 EDHS, respondents provided information from 2007 

to 2011, which covers the policy change that occurred in 2009. The data in the Pregnancy 

Calendar led to the construction of a woman-by-month panel dataset.  

Because January 23
rd

 occurs in the latter half of the month, I assume the cutoff date is the 

beginning of February 2009. The control group, then, are women who become pregnant in the 

months prior to February 2009, or the time period when funds to non-profit organizations for 

abortion services could potentially become affected by the MCP. The treatment group is women 

who are pregnant in the months after February 2009, or the time period when abortion services 

can no longer be affected by the policy.  

 This paper examines the hypothesis that the Mexico City Policy achieved its goal of 

reducing abortion rates among women of reproductive age in Ethiopia. The relationship between 

women’s abortion rates and the Mexico City Policy can be captured in the following model:  

(1)    Yi = α + βPi + θMi + εi 

where Yi is the dependent variable measured as an indicator of woman i’s pregnancy outcomes in 

Ethiopia. In this model, Yi = 0 if a woman did not have an abortion during the time period, and Yi 

= 1 if a woman did have an abortion during the time period.  

The model includes Pi as an indicator of whether woman i  had an abortion during the 

time when the policy is in effect (an abortion occurring before the cutoff date), and Mi  as a 

measure of the number of months between woman i’s conception date and the cutoff date. The 

coefficient estimate of β provides the difference at the cutoff date between those women who did 

have an abortion and those who did not have an abortion. 
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Lastly, the model includes the error term, εi,  which captures the unobservable 

determinants of pregnancy outcomes, such as the ability to negotiate with a husband over fertility 

preferences, gender and cultural norms about family size, and religious and familial pressure 

about family size and pregnancies. In fact, in the simple model above it also accounts for 

observable factors that might affect fertility, since at the threshold these factors will be 

orthogonal to the policy change. Unobservable characteristics are impossible to measure, but 

certainly can affect a woman’s pregnancy outcome. However, these are not problematic as long 

as they are not correlated with the independent variables. I assume the unobservable 

characteristics related to whether woman i has an abortion is uncorrelated with the unobservable 

characteristics of the policy being in effect, which is effectively the party membership of the US 

President in office. If true, then the model will produce an unbiased estimate of the effect of the 

policy on abortion rates at the time of the switch. 

RESULTS 

I. DESCRIPTIVE RESULTS 

To address the concerns of using observational data to establish causal effects, I have 

chosen a strategy that takes advantage of the cutoff date in order to set a measurement threshold 

for estimating the policy’s effect on pregnancy outcomes in Ethiopia. Figure 3 below shows the 

abortion rate by month for women in a 12-month bandwidth around the cutoff date (or from 

February 2008 to February 2010), with a discontinuous increase in abortions at the policy 

change. The figure also reflects a nonparametric relationship indicating a trend closely 

resembling a fertility cycle. It is possible that women conceive more often in certain months 

(e.g., such as after an agricultural harvest), and thus they are more likely to seek an induced 
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abortion in a particular month. As discussed in the conceptual framework, if there are other 

factors that increase a woman’s likelihood of having an unintended pregnancy, this can increase 

her likelihood of seeking an induced abortion. 

FIGURE 3: GRAPH OF ABORTIONS FOR WOMEN AGED 20-49, FEBRUARY 2008 - FEBRUARY 2010 

 

 

 

Another concern related to establishing causal effects is to ensure that both the control 

and treatment group are comparable. I must ensure that the unobservable characteristics of 

women seeking abortions are not discontinuous around the cutoff date. If there are any 

discontinuities that arise around the cutoff point, I would be concerned that the two groups are 

not comparable and any results would therefore be biased. Figure 4 below shows that age, which 

can be observed, is not discontinuous at the cutoff date. In this graph, age is measured as the 

reported age of a woman when she sought an abortion in any month in the 12-month bandwidth 
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around the cutoff. Since there is no discontinuous relationship in this observable characteristic, it 

suggests there is also no discontinuous relationship in the unobservable characteristics.   

FIGURE 4: GRAPH OF WOMAN’S AGE AT MONTH OF ABORTION, FEBRUARY 2008 - FEBRUARY 

2010 

 

 

 

 

 

 

 

 

 

F 

The sample contains 12,680 women, or alternatively 317,000 woman-month 

observations. Due to the retrospective nature of the reproductive history questions, conceptions, 

pregnancies and births were classified according to the exact age of the woman at that specified 

time. This has two implications; first, women at the time of the survey were between the ages of 

15-19 were dropped because their birth history in the previous five years would place them 

outside the reproductive age definition as defined by UNPD. Second, data were not collected for 

women 50 or over, as “the rates for older age groups become progressively more truncated for 

periods more distant from the survey date” (Central Statistical Agency Ethiopia and ICF 

International, 2012). 



 

 

 

21 

Table 3 indicates that nearly 50 percent of the women in the sample are between the ages 

of 20-29, skewing the distribution towards younger women. Women between 45-49 made up the 

smallest part of the sample, just fewer than 9 percent. Given the fertility rates of 4.8 births per 

woman as indicated in Table 5, and lower life expectancy, it is not surprising to observe such a 

large number of young women.  

TABLE 3: AGE OF SAMPLE, BY AGE 

 

Current age group Frequency Cumulative Percentage 

20-24 3,022 23.83% 

25-29 3,185 25.11% 

30-34 2,100 16.56% 

35-39 1,958 15.45% 

40-44 1,314 10.37% 

45-49 1,101 8.68% 

Total 12,680 100% 
Source: Ethiopia Demographic Health Survey, 2011 

 

 Table 4 provides information on education and indicates that nearly 60 percent of women 

in the sample have not received any formal education. Similarly, only 15 percent of women have 

attained secondary education or gone to college. These numbers reflect the very low level of 

universal primary education provision and low attainment education levels throughout Ethiopia.  

TABLE 4: EDUCATION OF SAMPLE, BY HIGHEST-LEVEL ATTAINED 

 

Highest Education Level 

Attained 

Frequency Cumulative Percentage 

No Education  7,495 59.11% 

Primary Education 3,361 26.51% 

Secondary Education 966 7.62% 

Higher Education 858 6.77% 

Total 12,680 100% 
Source: Ethiopia Demographic Health Survey, 2011 
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Table 5 shows descriptive statistics of the entire sample (or the 16,515 women who were 

originally interviewed). The current total fertility rate is approximately 4.8 children per woman. 

The general fertility rate indicates there are 184 live births per 1,000 women of reproductive age 

in rural areas and only 89 live births per 1,000 women of reproductive age in urban areas 

(Central Statistical Agency Ethiopia and ICF International, 2012). This imbalance also presents 

itself in the crude birth rate, where the birth rate is 37 percent higher in rural areas (36 per 1,000 

women) than in urban areas (26 per 1,000 women) (Central Statistical Agency Ethiopia and ICF 

International, 2012). Overall, family planning and reproductive health services may be harder to 

attain for rural women, or rural families chose to have larger families and practice more 

traditional family planning methods. 

TABLE 5: FERTILITY AND BIRTH RATES, BY AGE 

Age-specific and total fertility rates, the general fertility rate, and the crude birth rate for 2008-

2010, by residence, Ethiopia 2011 

 Residence  

Age group Urban Rural Total 

15-19 27 99 79 

25-29 158 262 237 

30-34 101 218 192 

35-39 75 171 150 

40-44 21 77 68 

45-49  

 

 

22 29 28 

TFR (15-49) 2.6 5.5 4.8 

GFR 89 184 161 

CBR  26.4 36.2 34.5 
Notes: Age-specific fertility rates are per 1,000 women. Rates for age 

group 45-49 may be slightly biased due to truncation. Rates are for the 

period 1-36 months prior to the interview conducted by the Demographic 

Health Surveys in 2010.  

TFR: Total fertility rate, expressed per woman 

GFR: General fertility rate, expressed per 1,000 women age 15-44 

CBR: Crude birth rate, expressed per 1,000 population 

Source: Ethiopia Demographic Health Survey, 2011 
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II. REGRESSION DISCONTINUITY RESULTS 

Table 6 shows results from estimations of equation 1 using an indicator for whether or 

not women had had an abortion as the dependent variable for the full sample, as well as sub-

groups divided by location, age, and education, in column I. The subsamples are analyzed under 

the assumption that women in these sub-groups may not all experience the same likelihood of 

having an abortion. Since the policy’s main intent is to reduce abortions, I first examine whether 

the probability of having an abortion was affected when the MCP was in effect. I vary the 

bandwidth from 7 to 12 months to check for consistency, as in regression discontinuity design 

estimation there is a tradeoff between precision and bias.  With smaller bandwidths, the estimates 

are theoretically more precise, but the problem is that with fewer observations the variance of the 

estimator increases. Furthermore, with a local linear estimator the slope of the relationship can be 

affected by outliers. With a larger bandwidth, it is easier to make statistical inferences about 

impact estimates, but the theoretical bias increases as the bandwidth increases. Stable coefficient 

estimates across various bandwidths would suggest that the impact estimates are low bias.     

In Column I of Table 6, the coefficients for the abortion sample are negative, but only 

highly statistically significant at 8- and 9-months. At those cutoff dates, women appear to be less 

likely to have abortions as a result of the policy (0.046 pp and 0.042 pp decrease, respectively),
5
 

significant at the five- and ten-percent level respectively.  

When breaking the sample into regional sub-groups, there are statistically significant 

results for rural women at the 8-month cutoff indicating they are less likely to have abortions as a 

                                                 
5 All coefficients have been multiplied by 100 for easier interpretation. Note that “pp” stands for percentage points. 
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result of the MCP (0.060 pp decrease), significant at the five-percent level. There is a smaller 

decrease of 0.052 for rural women at the 9-month level.  

There are also differences when the sample is divided into age sub-groups. The results 

are significant for women in their thirties at the 8-month cutoff indicating they are less likely to 

have abortions as a result of the MCP (0.152 pp decrease), significant at the one-percent level.  

Differences also emerge when the sample is divided among education level attained. The 

results are statistically significant for women who have received a primary school education at 

the 8- and 9-month cutoff indicating they are less likely to have an abortion as a result of the 

MCP (0.056 pp and 0.132 pp decrease, respectively), significant at the ten-percent level. But that 

interpretation is not true for women who have a higher education at the same cutoff dates, these 

women are more likely to have an abortion as a result of the MCP (0.162 pp and 0.135 pp 

increase, respectively), significant at the five- and ten-percent level, respectively.  

While this paper has sought to examine the potential impact of the MCP on abortion, 

abortions are inextricably linked with the conception rate and the birth rate. Table 6 shows the 

results of the conception analysis in Column II and the results of the birth analysis in Column III.  

In the full sample, the coefficients for the conception values are all negative, but only 

statistically significant at the 12-month cutoff, indicating that women are less likely to conceive 

as a result of the MCP (0.147 pp decrease), significant at the five-percent level. For urban 

women, there are moderately statistically significant results for urban women that are persistent 

from the 9-month through the 11-month cutoff indicating that women are less likely to conceive 

as a result of the MCP (0.212 pp, 0.227 pp, and 0.197 pp decrease, respectively), significant at 

the five-percent level. Also, for women in their twenties, there are highly significant results that 
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appear in the 11-month to the 12-month cutoff indicating that women are less likely to conceive 

as a result of the MCP (0.383 pp and 0.375 pp decrease, respectively), significant at the one-

percent level.  

For the birth results, the only statistically significant results that appear are in the 

education sub-group. There are highly statistically significant results for women who have never 

received formal education at the 8- and 9-month cutoff indicating they are less likely to have a 

birth as a result of the MCP (0.413 pp and 0.366 pp decrease, respectively), significant at the 

one-percent level. But the same is not true for women who have a primary school education at 

those same cutoff dates who are shown to be more likely to give birth as a result of the MCP 

(0.295 pp and 0.264 pp increase, respectively), significant at the one-percent level.  

Overall, the results for all of the analyses are surprising. Reports suggest that both FGAE 

and MSIE refused to abide by the MCP conditions when it was reinstated by President Bush in 

2001, and as a result, FGAE lost 35 percent of its budget, while MSIE lost 10 percent (PAI, 

Access Denied: The Impact of the Global Gag Rule in Ethiopia, 2005). The guiding assumption 

was that this refusal of USAID funds forced these two organizations to operate at lower capacity. 

We would have expected fewer family planning services to affect the community negatively, 

potentially resulting in unintended pregnancies and a greater demand for abortions. However, 

this does not seem to be the case. The data presents a different picture, showing that the MCP 

appears to have had the intended effect of reducing abortions in Ethiopia during the policy 

change from calendar year 2008 and 2009. Next, I will explore whether these results are 

statistically meaningful or whether there are alternative explanations. 



TABLE 6: PREDICTED PROBABILITY OF HAVING AN ABORTION, CONCEPTION, OR BIRTH  
 

 I. Abortions II. Conceptions III. Birth 
 BW=8 BW=9 BW=10 BW=11 BW=12 BW=8 BW=9 BW=10 BW=11 BW=12 BW=8 BW=9 BW=10 BW=11 BW=12 

All   -0.046** 

(0.023) 

-0.042* 

(0.022) 

-0.029 

(0.021) 

-0.013 

(0.020) 

-0.008 

(0.020) 

-0.055 

(0.082) 

-0.096 

(0.078) 

-0.143* 

(0.075) 

-0.142* 

(0.072) 

-0.147** 

(0.071) 

-0.010 

(0.078) 

-0.088 

(0.074) 

-0.078 

(0.071) 

-0.008 

(0.069) 

 0.001 

(0.067) 

Regional 

Sub-groups 

               

Urban -0.017 

(0.039) 

-0.022 

(0.037) 

-0.001 

(0.037) 

 0.011 

(0.035) 

 0.009 

(0.034) 

-0.178 

(0.113) 

-0.212** 

(0.106) 

-0.227** 

(0.101) 

-0.197** 

(0.098) 

-0.143 

(0.096) 

-0.014 

(0.102) 

 0.003 

(0.097) 

 0.049 

(0.093) 

 0.062 

(0.090) 

 0.041 

(0.086) 

Rural   -0.060** 

(0.028) 

-0.052* 

(0.027) 

-0.042 

(0.026) 

-0.025 

(0.025) 

-0.016 

(0.024) 

 0.004 

(0.108) 

-0.041 

(0.103) 

-0.103 

(0.099) 

-0.115 

(0.096) 

-0.148 

(0.094) 

-0.140 

(0.104) 

-0.131 

(0.099) 

-0.138 

(0.095) 

-0.042 

(0.092) 

-0.018 

(0.089) 

Age      

Sub-groups 

               

20-29 -0.040 

(0.030) 

-0.032 

(0.029) 

-0.017 

(0.029) 

-0.014 

(0.026) 

-0.010 

(0.026) 

-0.272* 

(0.160) 

-0.277* 

(0.153) 

-0.371** 

(0.147) 

-0.383*** 

(0.142) 

-0.375*** 

(0.138) 

-0.142 

(0.152) 

-0.122 

(0.145) 

-0.068 

(0.139) 

 0.062 

(0.136) 

 0.072 

(0.131) 

30-39   -0.152*** 

(0.056) 

-0.132** 

(0.053) 

-0.113** 

(0.051) 

-0.095* 

(0.049) 

-0.087* 

(0.047) 

 0.218 

(0.184) 

 0.133 

(0.176) 

 0.087 

(0.169) 

 0.068 

(0.164) 

 0.036 

(0.159) 

-0.083 

(0.180) 

-0.067 

(0.171) 

-0.123 

(0.164) 

-0.070 

(0.159) 

-0.037 

(0.154) 

40-49   -0.013 

(0.070) 

-0.028 

(0.065) 

-0.028 

(0.062) 

-0.013 

(0.061) 

-0.011 

(0.057) 

-0.096 

(0.150) 

 -0.107 

(0.142) 

-0.101 

(0.135) 

-0.050 

(0.131) 

-0.037 

(0.128) 

-0.146 

(0.136) 

-0.139 

(0.128) 

-0.075 

(0.125) 

-0.045 

(0.120) 

-0.090 

(0.115) 

Education 

Sub-groups 

               

None -0.056 

(0.036) 

-0.048 

(0.035) 

-0.031 

(0.034) 

-0.016 

(0.033) 

-0.017 

(0.031) 

-0.055 

(0.133) 

-0.127 

(0.126) 

-0.194 

(0.121) 

-0.181 

(0.117) 

-0.211* 

(0.114) 

-0.413*** 

(0.130) 

-0.366*** 

(0.124) 

-0.317*** 

(0.119) 

 -0.199* 

(0.115) 

 -0.192* 

(0.111) 

Primary   -0.056* 

(0.032) 

-0.055* 

(0.030) 

-0.042 

(0.029) 

-0.018 

(0.028) 

-0.000 

(0.027) 

 -0.033 

(0.120) 

 -0.032 

(0.115) 

-0.058 

(0.111) 

-0.091 

(0.107) 

-0.074 

(0.105) 

0.295*** 

(0.107) 

0.264*** 

(0.102) 

0.212** 

(0.098) 

 0.251*** 

(0.096) 

 0.258*** 

(0.094) 

Secondary   -0.095 

(0.076) 

-0.078 

(0.074) 

-0.052 

(0.072) 

-0.035 

(0.070) 

-0.025 

(0.067) 

-0.205 

(0.210) 

 -0.272 

(0.197) 

-0.274 

(0.187) 

-0.243 

(0.181) 

-0.207 

(0.176) 

 0.180 

(0.164) 

0.176 

(0.158) 

 0.211 

(0.154) 

 0.173 

(0.148) 

 0.204 

(0.147) 

Higher    0.162** 

(0.080) 

 0.135* 

(0.078) 

 0.095 

(0.074) 

 0.069 

(0.074) 

 0.052 

(0.074) 

 0.031 

(0.208) 

  0.037 

(0.198) 

-0.042 

(0.180) 

 0.026 

(0.179) 

 0.052 

(0.174) 

-0.210 

(0.196) 

-0.216 

(0.183) 

-0.195 

(0.177) 

-0.199 

(0.168) 

-0.182 

(0.164) 

 

 

Notes: Each cell represents results for separate regression where the dependent variable is rate of abortion, conception or birth and the key independent variable 

is an indicator for whether the Mexico City Policy was in effect. Standard errors clustered by primary sampling unit are in parentheses. All coefficients and 

standard errors have been multiplied by 100 for easier interpretation. 

*     Indicates coefficient is significant at the p<.01 level. 

**   Indicates coefficient is significant at the p<.05 level. 

*** Indicates coefficient is significant at the p<.001 level 
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The first concern with these results is that there is some measurement error in the data 

collection. When examining the Pregnancy Calendar used by the EDHS, I am concerned that the 

data is heavily reliant on the ability of respondents to remember the exact timing of their 

conceptions, births, and abortions in the past five years. It is possible that the data contains 

measurement error, either through recall bias where respondents underreported the number of 

conceptions, births, and abortions or there is classification error due to lack of respondents’ 

knowledge about what constituted each category. In order to determine if there is measurement 

error, I chose to examine the birth data because the birth data (unlike the conception or abortion 

data) were measured twice in the EDHS, once in the retrospective Pregnancy Calendar, and then 

measured again in the Birth Calendar, which asked respondents to name the birthdates of all 

children they have given birth to and whom were still living (Central Statistical Agency Ethiopia 

and ICF International, 2012).  

Women reported they had 2,176 births in 2009 as recorded in the Pregnancy Calendar as 

shown in Table 7. Adjusting for the under-1 mortality rate, which was 57 deaths per 1,000 live 

births in Ethiopia in 2009, I would expect to observe around 2,062 actual live births in 2009 for 

this sample (World Bank, 2011). The Birth Calendar reports that there are approximately 2,207 

actual children as shown in Table 7. Thus, there are on the order of 145 more children who exist 

in the Birth Calendar than the number of children whose birth was retrospectively reported 

during the fertility history, even after adjusting for the number of children who may have died 

before their first birthday. Were the fertility history correct, it should contain even more than 145 

observations of conceptions in 2009. 
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This is a troubling finding, partly because the methodology for collecting this information 

may be an inaccurate way to collect such data, but partly because any results I find may be 

subject to recall bias as a result of measurement error in the way that the data were collected. 

And thus, if births were not been accurately reported, we can extrapolate that the abortion data 

were not accurately reported either. Such a finding indicates that my entire analysis suffers from 

measurement bias. I would hypothesize that respondents are underreporting the number of 

abortions they have had (given a high amount of stigma and discrimination related to abortion), 

and that the true number of abortions in the sample is actually much higher. This indicates a 

downward bias, or in other words, that a more accurate coefficient estimate would be closer to 

zero. A small bias could place the true coefficient closer to zero while still indicating a negative 

relationship with the MCP, but a very large bias could push the true coefficient above zero and 

indicate a positive relationship with the MCP. Given that it is hard to determine how much 

underreporting is occurring, the true effect of the policy is inconclusive.  

TABLE 7: DIFFERENCE BETWEEN EXPECTED AND ACTUAL BIRTHS 

Births recorded in the 

Pregnancy Calendar 

for 2009  

Expected number of 

births adjusted for 

IMR in 2009 (57 per 

1,000 live births) 

Actual number of 

children who are 

recorded in the Birth 

Calendar  

Difference between 

the expected births 

and actual children 

2,176  2,062 2,207 -145 
Source: Ethiopia Demographic Health Survey, 2011 

 
 

Another hypothesis to explain such results could be a correlation between agricultural 

production cycle and fertility cycles. Agriculture in Ethiopia is mainly subsistence farming with 

production consisting of grain crops such as cereals, pulses, oilseeds, vegetables, root crops and 
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fruit crops, and stimulant crops and sugar cane (Central Statistical Agency Ethiopia, 2007).
vi

  

According to the United Nations Food and Agriculture Organization (FAO), the agriculture 

sector is a cornerstone of Ethiopian economy, with close to 80 to 85 percent of the population 

employed in agriculture, and especially farming (Mengistu, 2003). With such a heavy reliance on 

farming, it is reasonable that families may plan and space their children on the productivity of 

their harvest.  

Figure 3 shows that there were fewer abortions in 2008 and more abortions in 2009, the 

question is whether or not agricultural productivity had any relation to that trend. In order for 

that to happen, there must have been a relatively bountiful harvest at the end of 2007 which 

provided smallholder farmers with more disposable income and affected fertility decisions. In 

this scenario, families may have chosen to increase the size of their family. Fewer unintended 

pregnancies may have occurred, and thus fewer women sought abortions in 2008 because they 

wanted to have another child. Conversely a very modest harvest in 2008 could lower disposable 

income and alter fertility preferences for smaller families. If a family faced an unintended 

pregnancy, they might have been more likely to seek an abortion in 2009 to retain family size.  

Table 8 shows that this hypothesis is not entirely valid. Above, I assumed that there 

needed to be a relatively bountiful harvest in 2007 and a modest one in 2008. Table 8 shows that 

the opposite is true, for example looking only at grain production yields, there was a total yield 

of 149,554,980 quintals at the end of the 2007 growing season and a total yield of 160,404,143 

                                                 
vi
 Example of grain crops are: cereals include teff, barley, wheat, maize, sorghum, rice; pulses include fava beans, 

haricot beans, chickpeas, lentils; oilseeds include linseed, groundnuts, safflower, sesame; vegetables include 

cabbage, tomatoes, red peppers; root crops include beets, carrots, onion, potatoes; fruit crops include avocados, 

bananas, oranges, papayas, pineapples. Stimulant crops include chat, coffee and hops.  
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quintals at the end of the 2008 growing season. It does not appear that agricultural productivity, 

as it interrelates to fertility cycles, had a direct impact on the rate of abortion in Ethiopia. 

TABLE 8: PRODUCTION YIELDS FOR 2006-2008 DURING MAIN GROWING SEASON (PRODUCTION 

IN QUINTALS) 

 2006-2007 2007-2008 2008-2009 

Grain Crops 

Cereals 128,797,925 137,169,906 144,964,059 

Pulses 15,786,215 17,827,387 19,646,301 

Oilseeds 2,970,839 5,406,848 6,557,044 

Vegetables 3,451,306 4,719,664 5,988,571 

Root crops 189,424 15,309,489 12,136,043 

Fruit crops 50,073 4,621,475 3,512,593 

Total Production 149,554,980 160,404,143 171,167,405 

Stimulant Crops 

Chat 1,517,236 1,368,027 1,149,211 

Coffee 2,414,823 2,734,001 2,602,392 

Hops 240,534 323,612 302,813 

Total Production 4,172,595 4,425,640 4,054,416 

Other Crops 

Sugar cane 11,162,818 7,817,336 5,594,041 

Total Production  11,162,818 7,817,336 5,594,041 
Source: Central Statistical Agency Ethiopia, 2007, and Central Statistical Agency Ethiopia, 2009. 

 

III. ROBUSTNESS CHECKS 

In order to test the robustness of the results, Table 9 shows the difference in the predicted 

probabilities of the probability of abortion, conception, or birth using a quadratic in the months 

from the threshold rather than a linear relationship. One assumption that has been made is that 

there is a perfectly linear relationship between abortions and the MCP on either side of the 

threshold and therefore the discontinuity. But as shown in Figure 3, there is a concern that this is 

not true given the appearance of other curvature, suggesting seasonality in birth patterns. 

Because this could lead to a misinterpretation of results, I re-estimate equation 1 with a second-

order polynomial that accounts for the difference between month of abortion and the cutoff date. 
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Table 9 presents that estimation for abortions, which is similar in sign and significance to the 

original. It also replicates this exercise for conceptions and births, which also produce similar 

results.  



TABLE 9: QUADRATIC PARAMETRIC TEST FOR PREDICTED PROBABILITIES OF ABORTION, CONCEPTION, OR BIRTH  
 

 I. Abortions II. Conceptions III. Birth 
 BW=8 BW=9 BW=10 BW=11 BW=12 BW=8 BW=9 BW=10 BW=11 BW=12 BW=8 BW=9 BW=10 BW=11 BW=12 

All   -0.039* 

(0.022) 

-0.038* 

(0.021) 

-0.029 

(0.020) 

-0.019 

(0.020) 

-0.020 

(0.041) 

-0.081 

(0.084) 

-0.112 

(0.079) 

-0.143* 

(0.075) 

-0.124* 

(0.072) 

-0.114 

(0.071) 

-0.035 

(0.079) 

-0.055 

(0.074) 

-0.078 

(0.071) 

-0.046 

(0.069) 

-0.068 

(0.067) 

Regional 

Sub-groups 

               

Urban -0.000 

(0.041) 

-0.014 

(0.038) 

-0.001 

(0.037) 

 0.000 

(0.035) 

 -0.009 

(0.034) 

-0.161 

(0.115) 

-0.206* 

(0.107) 

-0.227** 

(0.101) 

-0.204** 

(0.098) 

-0.171* 

(0.096) 

 0.015 

(0.102) 

 0.019 

(0.097) 

 0.049 

(0.093) 

 0.043 

(0.091) 

 0.013 

(0.089) 

Rural   -0.058** 

(0.029) 

-0.050* 

(0.027) 

-0.042 

(0.026) 

-0.029 

(0.025) 

-0.026 

(0.024) 

-0.043 

(0.111) 

-0.067 

(0.104) 

-0.103 

(0.099) 

-0.086 

(0.096) 

-0.086 

(0.094) 

-0.059 

(0.105) 

-0.090 

(0.099) 

-0.138 

(0.095) 

-0.088 

(0.092) 

-0.107 

(0.090) 

Age      

Sub-groups 

               

20-29 -0.031 

(0.030) 

-0.027 

(0.029) 

-0.017 

(0.029) 

-0.019 

(0.026) 

-0.021 

(0.026) 

-0.329** 

(0.163) 

-0.305** 

(0.154) 

-0.371** 

(0.147) 

-0.348** 

(0.142) 

-0.316** 

(0.139) 

-0.045 

(0.154) 

-0.073 

(0.145) 

-0.068 

(0.139) 

 -0.000 

(0.136) 

 -0.043 

(0.132) 

30-39   -0.142** 

(0.057) 

-0.126** 

(0.054) 

-0.113** 

(0.051) 

-0.104** 

(0.049) 

-0.106** 

(0.048) 

 0.202 

(0.188) 

 0.120 

(0.177) 

 0.087 

(0.169) 

 0.086 

(0.163) 

 0.077 

(0.160) 

-0.009 

(0.182) 

-0.029 

(0.172) 

-0.123 

(0.164) 

-0.104 

(0.160) 

-0.107 

(0.157) 

40-49   -0.003 

(0.073) 

-0.024 

(0.066) 

-0.028 

(0.062) 

-0.018 

(0.060) 

-0.021 

(0.056) 

-0.097 

(0.154) 

-0.108 

(0.143) 

-0.101 

(0.135) 

-0.055 

(0.131) 

-0.050 

(0.128) 

-0.105 

(0.136) 

-0.119 

(0.128) 

-0.075 

(0.125) 

-0.072 

(0.121) 

-0.126 

(0.118) 

Education 

Sub-groups 

               

None -0.048 

(0.037) 

-0.044 

(0.035) 

-0.031 

(0.034) 

-0.023 

(0.032) 

-0.029 

(0.031) 

-0.141 

(0.136) 

-0.175 

(0.127) 

-0.194 

(0.121) 

-0.135 

(0.117) 

-0.121 

(0.115) 

-0.296** 

(0.132) 

-0.305** 

(0.124) 

-0.317*** 

(0.119) 

 -0.271** 

(0.115) 

 -0.321*** 

(0.112) 

Primary   -0.056* 

(0.031) 

-0.055* 

(0.029) 

-0.042 

(0.029) 

-0.021 

(0.028) 

-0.000 

(0.028) 

 0.013 

(0.122) 

 -0.009 

(0.116) 

-0.058 

(0.111) 

-0.105 

(0.107) 

-0.104 

(0.105) 

0.310*** 

(0.109) 

0.270*** 

(0.103) 

0.212** 

(0.098) 

 0.245** 

(0.096) 

 0.247*** 

(0.094) 

Secondary   -0.066 

(0.076) 

-0.063 

(0.073) 

-0.052 

(0.072) 

-0.053 

(0.070) 

-0.059 

(0.069) 

-0.189 

(0.213) 

 -0.269 

(0.198) 

-0.274 

(0.187) 

-0.249 

(0.181) 

-0.228 

(0.177) 

 0.178 

(0.166) 

0.175 

(0.159) 

 0.211 

(0.154) 

 0.175 

(0.149) 

 0.200 

(0.147) 

Higher    0.179** 

(0.090) 

 0.141* 

(0.082) 

 0.095 

(0.074) 

 0.069 

(0.070) 

 0.057 

(0.067) 

 0.021 

(0.213) 

  0.032 

(0.199) 

 -0.042 

(0.180) 

 0.028 

(0.178) 

 0.050 

(0.174) 

-0.203 

(0.194) 

-0.213 

(0.181) 

-0.195 

(0.177) 

-0.203 

(0.171) 

-0.194 

(0.170) 

 

 

Notes: Each cell represents results for separate regression where the dependent variable is rate of abortion, conception or birth and the key independent variable 

is an indicator for whether the Mexico City Policy was in effect. Standard errors clustered by primary sampling unit are in parentheses. All coefficients and 

standard errors have been multiplied by 100 for easier interpretation. 

*     Indicates coefficient is significant at the p<.01 level. 

**   Indicates coefficient is significant at the p<.05 level. 

*** Indicates coefficient is significant at the p<.001 level 
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DISCUSSION 

 

This paper examines whether the Mexico City Policy had the intended effect of reducing 

the probability of abortions among women in Ethiopia during the period 2008-2009. While the 

Mexico City Policy was clear in its overall intention, only a few analytical studies have 

attempted to measure the actual effect of the policy. Ethiopia presented an interesting case study, 

not only because it historically sought to promote family planning policies as part of a 

comprehensive reproductive health strategy, but also because abortion became legal after a 2004 

reform effort. Of further interest is that there were two major international organizations, FGAE 

and MSIE, who were non-U.S. organizations who both refused to abide by the MCP and whose 

funding was significantly reduced.  

Because the MCP was already in place in 2008 and was repealed in 2009, coinciding with 

the change in the U.S. administration from President Bush to President Obama, this lends itself 

to a regression discontinuity design where I can estimate whether women are more or less likely 

to have an abortion in the months prior to the cutoff date as compared to the months after the 

cutoff date. In general, the findings in this paper indicate women appear to be less likely to have 

an abortion as a result of the MCP at the 8- and 9-month cutoff dates.  

For women who have received a primary school education, they appear to be less likely 

to have an abortion as a result of the MCP at the 8- and 9-month cutoff. For women who have 

received higher education, the signs reverse, where they appear to be more likely to have an 

abortion as a result of the policy at the 8- and 9-month cutoff date. Perhaps women with a higher 

education have more wealth or at least the ability to seek out an abortion when the policy is in 

effect, while those who have primary education are either practicing abstinence or are using 

contraceptive methods that limit childbearing. Another explanation might be that women who 



 

 

 
34 

completed primary education seek out more unsafe abortions from unlicensed providers or 

traditional healers and that this information does not show up in the data because women are 

reluctant to report this information. Or alternatively, women who completed primary education 

are in poorer health than women with a higher education, and that many of these women are 

unable to carry a baby to full-term and may experience miscarriages or stillbirths, which they do 

not report because they are hesitant to disclose such information, or they do not know they had a 

miscarriage.  

This paper also provides analysis on conceptions, since abortions are conditional on a 

woman having conceived. There are highly statistically significant results for women in urban 

areas, who appear to be less likely to conceive as a result of the MCP between 9-months until 12-

months. Similarly, women in their twenties also appear to be less likely to conceive as a result of 

the MCP at the 11- and 12-month cutoff. Taken together, women in their twenties perhaps have 

more access to family planning services, particularly in urban areas that would allow them to 

avoid unintended pregnancies.  

This paper also examines births, assuming that a birth is the opposite outcome of an 

abortion, since abortions are conditional on a woman being pregnant. For women who have not 

had any formal education, they appear to less likely to have a birth as a result of the MCP at the 

8- and 9-month cutoff. For women who have received a primary school education, the signs 

reverse, wherein they are more likely to have a birth as a result of the policy at the 8- and 9-

month cutoff date. This is quite an interesting finding; perhaps women with no education also 

live in religious or conservative households that promote abstinence to limit childbearing, and 

therefore limit births.  
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In general, the results in the paper indicate that women were less likely to have an 

abortion when the MCP was in place, and conversely, they were more likely to have an abortion 

after the MCP was repealed. This runs counter to a general assumption this paper was based off 

of, which was that the MCP in Ethiopia “caused a withdrawal of funding, an end to the supply of 

contraceptives, and the removal of technical assistance from the major family planning 

organizations, thus impairing the ability of NGOs to provide comprehensive reproductive health 

care and HIV-prevention services to Ethiopian women, men and youth (PAI, Access Denied: 

The Impact of the Global Gag Rule in Ethiopia, 2005). These findings also are divergent from 

the existing empirical evidence, particularly in Ghana, which indicated that rural women 

experienced additional unplanned or unintended pregnancies as a result of this policy, resulting 

in an increase in 50 percent of those additional pregnancies ending in abortion (Jones, 2011). In 

accordance with this literature, I would have expected to see an increased likelihood of abortion 

as a result of the policy. However, the data presents a different picture, showing the MCP may 

have been successful in its goals.  

But these results may not be valid due to a significant amount of measurement error in 

the data. Due to the retrospective nature of the data collected in the Pregnancy Calendar, it 

appears that respondents underreported the number of births they had. This raises questions as to 

the validity of not only the birth data, but also the abortion and conception data, which were 

collected in the same manner. If women are not accurately reporting the number of conceptions, 

births, and abortions they have had, then drawing any conclusions based on the results from the 

data are questionable. 

Furthermore, there may be other exogenous factors that affected abortion rates. One such 

hypothesis is that agricultural productivity was highly correlated with fertility cycles. Given that 
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Ethiopia is a highly agriculture-dependent state, it is reasonable to assume that families plan and 

space their children according to their agricultural productivity. A bad harvest may increase the 

likelihood of an abortion as families are reluctant to increase their family size, while a good 

harvest may decrease the likelihood of an abortion as families have more disposable income to 

spend on raising and caring for a child. But looking at agricultural productivity alone, the data do 

not support this hypothesis. 

Another factor may be that Ethiopia was a recipient of PEPFAR funding, which heavily 

promoted and funded condom distribution as part of a comprehensive HIV-prevention strategy. 

If condoms were readily available, and assuming that couples’ used them frequently and 

correctly, the conception rate would be low, and subsequently the abortion rate would also be 

relatively low. In theory, the likelihood of abortions could be directly tied to the magnitude of 

PEPFAR funding. In Ethiopia’s case, PEPFAR funding may have covered any funding gap that 

resulted from decreased USAID family planning assistance. This hypothesis is less easy to test 

given that there is no reliable data that track whether beneficiaries received condoms or 

contraceptives out of USAID or PEPFAR funds. This also partially explains why this paper 

differs from existing literature, since Ethiopia was a PEPFAR focus country and Ghana was not. 

In Ghana, no such PEPFAR funding existed, and therefore, it is not surprising that the results are 

different due to dissimilar environments. 

It is also possible that non-U.S. based NGOs had become accustomed to the loss of the 

funding that had originally occurred in 2001. By 2008, it is possible that they had learned to 

mitigate the effects of the MCP. Perhaps they allocated money from their internal budget or 

secured grants from other donors as a substitute for USAID funds. This would have closed the 

gap on the unmet need for family planning. Alternatively, it is also possible that NGOs who did 
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abide by the MCP, and who received funding from USAID, may have continued to conduct 

abortion-related services despite their agreement not to do so. While this is not a suggestion that 

organizations were being intentionally deviant, the possibility of such behavior suggests 

ambiguity in the results and is hard to disprove because no such data exist. 

This paper suggests that the MCP may have had the intended effect on reducing abortions 

in Ethiopia, but such results are subject to significant measurement bias, which renders these 

results inconclusive. I am unable to determine, with any confidence, whether the policy had any 

impact on women’s health in Ethiopia. In sum, further research needs to be conducted on 

whether the MCP achieved its goals of reducing abortions abroad. Given how controversial 

abortion is in American public policy, and as evidenced by the number of times this policy has 

been reinstated and repealed, there is a need for greater empirical evidence as to whether this 

ideology-based policy may have had unintended consequences on the health and livelihoods of 

women.  
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APPENDIX TABLE 1 
 

PRESIDENTIAL, CONGRESSIONAL AND LITIGATORY ACTIONS REGARDING THE MEXICO CITY 

POLICY  

 

Date Action Details 

1984 August Enact US delegation to International Conference on Population 

and Development (ICPD) in Mexico City announces policy 

as executive order 

1985 January Lawsuit DKT Memorial Fund brings legal challenge to US Court of 

Appeals in DC. Case fails in 1989. 

1987 Lawsuit Planned Parenthood Federation of America (PPFA) sues 

USAID. Case fails in Supreme Court in 1990 

1990 Lawsuit USAID is sued by The Pathfinder Fund, The Population 

Council, and the Association for Voluntary Surgical 

Contraception in US District Court in DC 

1991 Debate House debates reversal of policy Foreign Aid Authorization 

Bill (FAA) 

1992 October Vote Congress approves language in FAA Bill that reverses 

policy; Language dropped under threat of veto by President 

G. H. W. Bush 

1993 Repeal President W. J. Clinton repeals the policy 

1996 February  Vote Population funding is capped and release of funds blocked; 

required special congressional votes to release funding 

1999 Fall Bargain In bargaining over other matters, U.S. House leadership 

elicits agreement from President Clinton to re-imposition of 

a modified version of the policy 

2000 Fall Vote Foreign Operations Appropriations Act (FOA) delays 

USAID funding decisions until February 2001 

2001 January  Enact President G. W. Bush reinstates the policy 

2001 February  Debate Bills sponsored in House and Senate to repeal the policy 

2001 March  Enact President G. W. Bush issues a memorandum preventing 

Congress from challenging the policy 

2001 May Vote The House International Relations Committee attempts to 

amend the Foreign Relations Authorization Act (FRA) to 

repeal the policy; fails in the House. Similar attempt fails in 

the Senate 

2001 June Lawsuit Center for Reproductive Law and Policy (CRLP) sues 

President G. W. Bush. Fails in U.S. Court of Appeals 2
nd

 

Circuit 

2001 October Vote Senate approves language that overturns the policy; fails in 

the House 

2003 February  Debate White House proposes an expansion of the policy to an 

undefined set of reproductive health activities 

2003 April  Debate In face of opposition, White House abandons the expansion 

of policy 
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2003 July  Vote Senate votes to overturn policy. Under a threat of 

presidential veto, bill fails in the House 

2003 August Enact President G. W. Bush extend the policy to apply to State 

Department funding in addition to USAID funding 

2003 October  Vote Senate passes Foreign Operations Bill overturning policy; 

bill fails in the House 

2005 April Vote Senate approves amendment to overturn policy, bill fails in 

the House 

2005 November Vote Senate approves amendment to FOA bill to exempt 

contraceptives from the policy; bill fails in the House 

2006 June Vote Senate repeals policy, bill fails in the House 

2007 June Vote House adopted and passed a bill to exempt contraceptives 

from the policy 

2007 September Vote Senate votes to exempt contraceptives and repeal the policy 

entirely 

2007 December Vote Despite support for contraceptive exemption in both 

chambers of Congress, the bill is dropped due to threat of 

presidential veto 

2008 July Vote Senate Appropriations committee adopts a full repeal of the 

policy; House is silent on the topic 

2009 January  Repeal  President B. Obama repeals the policy 

2009 January  Vote Senate defeats an amendment proposed to nullify the 

Presidential repeal 

2010 July  Vote Senate Appropriations committee adopts bill to make future 

enactments of the policy impossible 

2011 April Vote House adds language reinstating the policy to federal budget 

bill. Senate refuses to pass the budget due to policy riders.  
Source: Population Action International’s Global Gag Rule Timeline.  
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