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I. Summary 
 

1. Reproductive health, rights, and justice in the United States are under alarming and 
relentless attack, in violation of the rights to life, equality, health (including sexual and 
reproductive health), privacy, information, freedom from discrimination and violence, and 
freedom from torture, cruel, inhuman and degrading treatment, among others.   

2. Since the United States’ last UPR, the political and policy landscape in the U.S. for 
reproductive rights and justice has worsened dramatically, resulting in a significant retrogression 
of rights, with a particularly harmful impact on marginalized communities and people 
experiencing multiple and intersecting forms of discrimination, including immigrants, people 
living in poverty, women of color, people living in rural areas, LGBTQI+ people, and people 
with disabilities.  

3. This retrogression of rights has resulted in limits on access to health care and health care 
information; attacks on immigrant access to care; refusals to provide reproductive health care 
based on religious or moral beliefs; attacks on access to abortion; racial disparities in maternal 
mortality and morbidity; mistreatment of pregnant people in immigration and criminal detention; 
and imposition of the Helms Amendment and Global Gag Rule. 

4. U.N. human rights treaty bodies and independent experts have firmly established and 
consistently recognized that reproductive rights are human rights, grounded in the Universal 
Declaration of Human Rights and the core human rights treaties.  

5. The Committee on Economic, Social and Cultural Rights has noted the importance of 
avoiding retrogressive measures in the area of sexual and reproductive health and rights, 
including the imposition of barriers to sexual and reproductive health information, goods, and 
services. 

II. U.S. Legal Framework 

 

6. In the United States, the constitutional right to abortion is well established. The right was 
established by the U.S. Supreme Court in 1973 in Roe v. Wade,1 and the Court has repeatedly 
affirmed the right, including most recently in Whole Woman’s Health v. Hellerstedt.2  

7. Nevertheless, twenty-one states severely restrict access to reproductive health care, and a 
number of state legislatures are enacting increasingly extreme and unconstitutional abortion bans 
and restrictions in an effort to ask the Supreme Court to overturn or decimate Roe v. Wade.3  
These state laws are the subject of ongoing litigation and most have been enjoined by the courts.  

8. The U.S. Constitution does not explicitly protect the right to health. Healthcare in the 
United States is available through a patchwork of private and public coverage.  

9. Because the U.S. has a federalist form of government, both federal and state laws 
regulate health care access.  Numerous federal and state statutes in the U.S. address various 
aspects of non-discrimination, physical access, affordability, and coverage of healthcare, 
including sexual and reproductive healthcare.  
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10. The U.S. has ratified international instruments that commit the United States to ensuring 
sexual and reproductive rights, including the International Covenant on Civil Political Rights 
(ICCPR), the International Convention on the Elimination of All Forms of Racial Discrimination 
(CERD), and the Convention Against Torture.  The U.S. has signed but not ratified the 
Convention on the Rights of Persons with Disabilities (CRPD), the Convention on the 
Elimination of All Forms of Discrimination against Women (CEDAW), and the International 
Covenant on Economic, Social and Cultural Rights (ICESCR).  

11. At the conclusion of the its Second UPR, the U.S. supported, at least in part, several 
recommendations related to and implicating reproductive health, rights, and justice, including: 

a. Ensure that the United States international aid allows access to sexual and 
reproductive health services for women victims of sexual violence in conflict 
situations4  

b. Take affirmative steps to ensure that individuals’ religious refusals are regulated to 
conform with international human rights standards that protect sexual and 
reproductive rights and the rights to equality and nondiscrimination on the basis of 
sex, gender, sexual orientation or gender identity5 

c. While recognizing economic, social and cultural measures, strengthen efforts in 
ensuring equal access to health-care and social services6  

d. Continue efforts regarding access to the right to health7  

e. Ensure equal access to equality maternal health and related services as an integral part 
of the realization of women’s rights8  

f. Further efforts in this positive direction with a view to strengthen national health-care 
programmes so that health care is easily accessible, available and affordable for all9  

 
12. Since the United States’ Second UPR, a number of human rights mechanisms have noted 
specific concerns with reproductive health, rights, and justice issues in the United States: 
 

a. In 2016, the UN Working Group on Discrimination Against Women in Law and 
Practice recommended that the U.S. ensure that women be able to exercise their existing 
constitutional right under Roe v. Wade; repeal the Hyde Amendment; combat the stigma 
attached to reproductive and sexual health care; address racial disparities in maternal 
health;10 and reconcile conscience-based refusals to provide reproductive health care in 
the U.S. with international human rights standards.11 The Working Group also expressed 
concern that “immigrant women and girls face severe barriers in accessing sexual and 
reproductive health services,”12 and women in U.S. immigration detention face a lack of 
appropriate health care services.13 

 
b. In 2016, the UN Working Group of Experts on People of African Descent noted that 

racial discrimination has a negative impact on Black women’s ability to maintain good 
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health and recommended that the U.S. prioritize policies and programs to reduce maternal 
mortality for Black women.14 
 

c. In 2017, the UN Working Group on Arbitrary Detention expressed concern about civil 
detentions of pregnant women in the United States who used or were suspected to have 
used criminalized drugs, noting that “[t]his form of deprivation of liberty is gendered and 
discriminatory in its reach and application.” 15  

 
d. In 2018, UN Special Rapporteur on Extreme Poverty noted concern that the U.S. has 

the highest maternal mortality rate among wealthy countries, and that Black women are 
three to four times more likely to die from child birth;16low-income women in the U.S. 
face legal and practical obstacles to exercising their constitutional, privacy-derived right 
to access abortion services, trapping many women in cycles of poverty;17 women 
immigrants experience higher poverty rates and have less access to social protection 
benefits;18 and people in poverty in the U.S., and in particular pregnant women, are 
disproportionately criminalized and subjected to interrogations that strip them of privacy 
rights.19 
 

e. In 2018, a number of Special Procedures jointly issued a communication to the U.S. 
expressing “grave concern at the risks to the life, health, liberty, safety, wellbeing and 
other human rights of pregnant migrant women, associated with their detention in ICE 
custody.”20 
 

f. In April 2019, the Human Rights Committee included the issue of reproductive health 
and rights, including access to abortion, in the List of Issues Prior to Reporting for its 
next review of U.S. compliance with the ICCPR.21 

 

III. Promotion and Protection of Human Rights on the Ground 

A. Limits on Access to Health Care, including Reproductive Health Care, and Health 
Care Information 

13. Health Care Coverage. Enacted in 2010, the Affordable Care Act (ACA) provided 
health care coverage for approximately 20 million uninsured Americans, including by (1) 
expanding eligibility for Medicaid (public health insurance program for low-income individuals 
and families, including pregnant women, children and families, individuals with disabilities, and 
seniors) and (2) expanding the ability to purchase private health insurance by creating state 
health care exchanges, providing tax subsidies, and prohibiting predatory insurance practices.22 
However, since the United States’ last UPR, there have been repeated attacks on the ACA, 
including efforts to restrict Medicaid access and coverage. For example, the federal government 
has cut funding to assist consumers in enrolling in health plans and has encouraged consumers to 
enroll in plans that do not meet the stringent coverage requirements of the ACA.23 The federal 
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government has approved applications by states to impose work requirements as a prerequisite 
for individuals to receive Medicaid health insurance.24 Separately, several states are seeking 
federal approval to prevent health care providers who also provide abortion services from 
participating in the Medicaid family planning program entirely.25  

14. Non-Discrimination. The ACA includes an important provision that prohibits 
discrimination in health care, but non-discrimination protections for women, pregnant people, 
LGBTQI+ people, and people with limited English proficiency are being weakened by the 
Administration.  Section 1557 of the ACA prohibits discrimination based on sex by health care 
programs that receive federal funding and by plans on ACA state exchanges.26 Current 
Department of Health and Human Services (HHS) regulations define sex-based discrimination to 
include discrimination on the basis of pregnancy status (including termination of pregnancy), sex 
stereotyping, and gender identity.27 The Administration recently proposed a regulation that 
would eliminate that definition and roll back protections from discrimination in healthcare 
settings for women, pregnant people, and  LGBTQI+ people.28  The rule also proposes to 
eliminate requirements that provide individuals with limited English proficiency with necessary 
language services.29 The proposed changes will not go into effect until HHS issues a finalized 
version of the rule.   

15. Contraceptive Coverage. All ACA-compliant health care plans must provide coverage 
for contraception at no cost to plan beneficiaries.30 The required benefit recognizes that 
contraceptive care is essential preventive health care and that women pay a disproportionate 
amount of health care costs. However, new federal regulations drastically expand the number of 
plan sponsors who can opt out of the mandate based on religious or moral objection, without 
requiring an alternative manner to make coverage available.31  

16. The Administration has issued regulations that will undermine Title X, the nation’s 
family planning program that serves low-income, uninsured, and underinsured individuals. 
Nearly 4 million low-income individuals rely on the federal Title X family planning program for 
comprehensive family planning and related reproductive health care services.32  Title X services 
include family planning and contraceptive services, breast and cervical cancer screenings, and 
STD screenings,33 but Title X is prohibited by statute from funding abortion care.34 In 2019, new 
regulations were issued that, among other things, make providers ineligible for Title X funds if 
they separately provide abortions at the same location, or if they refer patients for abortion 
services.35 Planned Parenthood, a nationwide provider serving 40 percent of all Title X patients, 
announced its withdrawal from the Title X program, rather than comply with the restrictive 
regulations, and has already been forced to close several clinics as a result.36 Maine Family 
Planning, which is the only Title X recipient in the state, also decided to withdraw from the 
program.37 In total, the gag rule may force providers that serve nearly half of all Title X patients 
out of the program, making it difficult or impossible for many low-income individuals to obtain 
contraceptive coverage and other critical healthcare services. 38 Those who continue to receive 
coverage from providers remaining in the Title X program will not receive complete and 
unbiased health information.39  
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B. Discriminatory Access to Health Care for Immigrant Women 

17. Existing health laws and newly proposed changes to immigration policy result in a two-
tiered system of health care access in the United States that denies essential health care to 
immigrant women and their families.  

18. Federal policies have excluded immigrants from government health insurance programs 
since 1996.40 These policies exclude both undocumented immigrants as well as immigrants who 
have been deemed “lawfully present” in the U.S. for less than five years. Immigrant women of 
reproductive age are disproportionately uninsured and face particularly high barriers to 
affordable health care.41 Restricted access to health insurance has greatly impacted the ability of 
low-income immigrant women to access maternity care, family planning, and other reproductive 
health care services.42  

19. In August 2019, the Administration issued a new federal regulation that intensifies the 
longstanding pattern of exclusion by broadening the “public charge” test that has been a part of 
federal immigration law for decades.43 Under current law, if U.S. immigration deems a person 
likely to become a “public charge,” that person can be refused admission to the U.S., or if they 
are in the U.S., deny their ability to adjust to Permanent Resident Status (otherwise known as 
green card holders). The new regulation expands the public charge definition to include an 
immigrant who simply “receives one or more public benefits,” including benefits that address 
basic needs.44 This could force immigrant families to choose between future permanent legal 
status and healthy food, safe housing, and health care, leading to devastating impacts on 
immigrant women’s health.45 The regulation is set to take effect on October 15, 2019,  and has 
already generated substantial fear within immigrant communities, creating a chilling effect, 
which has impacted immigrants’ decisions to seek care and led some families to stop 
participating in programs that help them meet their basic needs.46 A number of state and local 
jurisdictions and advocacy organizations have challenged the rule in court.47  

20. Additional information about the human rights violations experienced by people detained 
in immigration detention facilities is provided in Sections D & F, below.  

C. Refusal to Provide Reproductive Health Care Based on One’s Religious or Moral 
Beliefs  

21. In recent years, the United States has undertaken a vast expansion of laws and regulations 
that permit health care workers to deny care based on their religious and moral beliefs. An array 
of federal and state laws permit individual and institutional health care providers to opt out of 
providing critical health services, including abortion (46 states), contraception (12 states), and 
sterilization (18 states).48 In some states, the right to deny care is afforded not only to those 
directly involved in health care services but also to ancillary health care personnel, such as 
pharmacists (12 states).49 

22. In most cases, these laws extend beyond individual providers to also allow religiously 
affiliated health care institutions (e.g., hospitals and clinics) to refuse to provide reproductive 
health care based on religious or moral beliefs. Forty-four states extend such refusal rights to 
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health care institutions and corporations.50 At the federal level, the 1973 Church Amendments 
(42 U.S.C. § 300a-7) were the first to prohibit the federal government from requiring individuals 
or facilities receiving public funds to provide abortion or sterilization services. Over the past four 
decades, federal lawmakers have passed additional laws to allow an increasingly wide range of 
health care professionals and institutions to refuse to provide needed, and even life-saving, health 
care services.51  

23. The Administration has issued new regulations that allow virtually any employer, 
insurance provider, or university to deny employees, insurance holders, students, and their 
dependents contraceptive coverage required under the ACA based on religious or moral 
objections, without requiring them to make any alternative arrangements to ensure that insurance 
holders receive coverage.52 The regulations newly grant religious refusal rights to all employers, 
including publicly traded corporations, and further permit opt-outs on non-religious moral 
grounds for closely held corporations and non-profits. These regulations have been temporarily 
enjoined as a result of two federal lawsuits.53 

24. In January 2018, HHS announced a new division of HHS’s Office of Civil Rights (OCR), 
which focuses exclusively on religious and moral exemption claims.54 In so doing, the 
Administration is positioning providers who oppose their patients’ exercise of sexual and 
reproductive rights as the victims of civil rights abuses, effectively encouraging health care 
providers and institutions to discriminate against patients seeking reproductive health care 
services.55  

25. In May 2019, HHS finalized a new regulation that vastly expands the scope of health care 
workers who may claim a religious exemption under existing law.56 The new rule would permit 
health care workers with only a tangential connection to the objected-to procedure to refuse to 
provide their services, for example, permitting a receptionist to refuse to schedule an abortion or 
an ambulance driver to transport a woman experiencing an ectopic pregnancy to the hospital.57 
The rule does not contain any provision to ensure that patients who are refused care are referred 
elsewhere or offered other care options, and it incentivizes facilities to cease offering 
contraception, abortion, and LGBTQI+-focused care for fear of losing federal funding. The rule 
is temporarily enjoined nationwide as a result of several ongoing lawsuits.58  

26. When implemented without balancing, religious and moral refusal laws can be—and 
have been—exploited to limit access or deny care, particularly in the field of reproductive health 
care.59 Refused services include access to safe pregnancy termination, miscarriage management, 
and contraception, which are all necessary to ensure health and wellbeing.60  

D. Attacks on Access to Abortion 

27. Abortion access is under attack in the United States, and people seeking or providing this 
health care face a growing number of obstacles that threaten their rights to life, privacy, bodily 
integrity, health, equality, freedom from discrimination, and freedom from cruel, inhuman and 
degrading treatment. Although the U.S. Supreme Court has repeatedly affirmed the constitutional 
right to abortion established in Roe v. Wade,61 including most recently in Whole Woman’s Health 
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v. Hellerstedt,62 states are enacting increasingly extreme and unconstitutional abortion bans and 
restrictions in an effort to ask the Supreme Court to overturn or decimate Roe.63 

28. Thus far in 2019, states have enacted forty-six laws restricting abortion access.64 These 
include unconstitutional pre-viability bans on abortion,65 such as laws banning abortion around 6 
weeks of pregnancy.66 For example, in May 2019, the Alabama governor signed a bill into law 
that bans most abortions and creates criminal penalties for doctors.67 States have also outlawed the 
procedure that is the standard of care for abortion after approximately 15 weeks of pregnancy.68  
States have enacted bans on abortion for specific reason, including fetal diagnosis.69  

29. In addition, states have enacted and expanded regulations that target abortion providers 
with medically unjustified regulations which subject people seeking abortion to mandatory delays, 
multiple clinic visits, and medically inaccurate information.70 While not directly prohibiting 
abortion, these targeted regulations are designed to impose barriers making it difficult or 
impossible for clinics to provide care and for people to access it.   

30. The result is a patchwork of access to abortion care across the United States, with six states 
having only one abortion provider.71 As detailed in the Abortion Care Network’s most recent 
Communities Need Clinics report, abortion clinics are closing at an alarming rate and the number 
of independent clinics has been reduced by nearly 28 percent since 2012.72 As clinics close, 
patients are increasingly forced to travel farther, find overnight lodging, take additional time away 
from work, and find childcare — increasing both medical and personal out-of-pocket costs.73 
Restrictions on abortion access particularly impact marginalized communities, including  
immigrants, low-income women, women of color, LGBTQI+ persons, persons living in rural areas, 
and persons with disabilities.74  

31. Abortion access is also unavailable to millions of low-income and poor people because of 
cost. First enacted in 1976, the Hyde Amendment bans federal programs like Medicaid (which 
provides health insurance to people with low-incomes) from covering abortion care, except in the 
limited cases of rape, incest, or life endangerment.75 Since 1976, Congress has expanded the reach 
of the Hyde Amendment’s abortion coverage bans and federal funding bans. Over half of the 7.5 
million women potentially affected by the Hyde Amendment are women of color.76 Restrictions 
on publicly financed health care coverage for abortion also has a disproportionate impact on people 
with disabilities.77 In addition, the Administration has issued two proposed regulations that would 
push abortion coverage further out of reach for women by making it more onerous for health 
insurance issuers to provide abortion coverage under their plans.78 For more information on the 
barriers women, girls, and nonbinary persons with disabilities face when accessing sexual and 
reproductive health information, goods, and services, see joint submission by Women Enabled 
International and the Lurie Institute for Disability Policy at Brandeis University.  

32. Today, because of growing restrictions on clinic-based abortion care, the intimidation and 
harassment that people seeking abortion care face at clinics, and the increased availability of 
medication abortion as a safe and effective method to terminate a pregnancy,79 more people may 
be choosing to have self-managed abortions. As detailed in joint submission Criminalization & 
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Civil Punishment of Pregnancy and Pregnancy Outcomes, they face increased threat of being 
criminally prosecuted. 

33. The federal government attempts to block adolescent girls in immigration detention from 
accessing abortion. Unaccompanied minor immigrants who enter the U.S. without authorization 
are placed in the custody of HHS’s Office of Refugee Resettlement (ORR). In March 2017, ORR’s 
director issued a directive prohibiting federally funded shelters from taking “any action that 
facilitates” abortions without the ORR director’s approval.80 The policy came to light in September 
2017, when Jane Doe, a seventeen-year-old girl in ORR custody in Texas sought an abortion, and 
ORR refused to allow her to leave the shelter.81 Following a lawsuit, the D.C. Circuit Court of 
Appeals, sitting en banc, upheld a decision ordering ORR to allow Jane Doe to leave the shelter to 
obtain an abortion.82  

34. Similar stories have since arisen, including a young woman who took medication abortion 
and was forcibly sent to the emergency room before completing her abortion,83 and visits by 
government officials to federally funded shelters to dissuade young women from obtaining 
abortion care.84 With other women coming forward, the D.C. District Court ruled on March 30, 
2018 that the Doe case could continue as a class action lawsuit, and it blocked the ORR policy 
while the case continues.85 Following the government’s appeal, in June 2019, the federal court of 
appeals affirmed both class certification and the injunction barring ORR from obstructing 
unaccompanied minor’s access to abortion.86  

35. Health care services for pregnant people in prisons, jails, and immigration detention do not 
cover abortions, and state policies vary as to whether people will be granted permission to travel 
to an outside abortion clinic and whether they must pay for the cost of transport.87 In recent years, 
women have sued jails that have denied a medical furlough or transport to clinics to obtain 
abortions.88   

E. Racial Disparities in Maternal Mortality and Morbidity 

36. In the United States, Black and indigenous women suffer preventable maternal deaths at 
significantly higher rates than other women. With the highest maternal mortality ratio in the 
developed world, the U.S. is one of only thirteen countries where maternal mortality is on the 
rise.89 This crisis disproportionately impacts Black women, who are nearly four times more 
likely than white women to suffer a maternal death,90 and twice as likely to suffer maternal 
morbidity.91 Indigenous women are two and a half times more likely than white women to die 
from a maternal death.92 Low-income women, and women in poor rural areas are also 
disproportionately affected.93 The majority of U.S. maternal deaths are preventable.94   

37. In the U.S., racial and ethnic disparities in health are closely linked to social and 
economic inequalities, reflecting systemic obstacles to health that harm women of color 
especially. Factors such as poverty, lack of access to health care, and exposure to racism all 
undermine health and contribute to the disproportionately high number of maternal deaths among 
Black and indigenous women.95  
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38. Nevertheless. the U.S. fails to adequately prioritize or monitor maternal deaths. The lack 
of systematically collected maternal mortality and morbidity data precludes comparisons across 
states and regions and undermines accountability for preventable maternal deaths and injuries.96  

39. Maternal health is further undermined by a lack of social supports and basic health care 
services for those who cannot afford to pay for them. Rather than expanding access to such 
resources, recent progress is now under attack. In particular, many low-income uninsured people 
whom the ACA was intended to cover have fallen through the cracks because they live in states 
that have opted out of Medicaid expansion.97 Moreover, many immigrants are excluded from 
coverage under the ACA.98 

40. As a result, millions of people lack access to basic primary care and critical sexual and 
reproductive health care services that support healthy pregnancies and births, exacerbating racial 
and economic disparities.99  

F.  Mistreatment of Pregnant People in Immigration and Criminal Detention 

41. In December 2017, U.S. Immigration and Customs Enforcement (ICE) officially ended 
its policy not to detain pregnant women absent extraordinary circumstances and removed 
reporting requirements about their treatment.100 ICE reported that between December 14, 2017 
and April 7, 2018, 590 pregnant women were in immigration detention.101  

42. Human rights organizations have documented numerous cases of mistreatment of people 
who are pregnant and in immigration detention, including delays and denials of access to 
prenatal and emergency care that in several cases may have resulted in miscarriages.102  
According to an ICE spokesperson, 28 women “may have experienced a miscarriage just prior 
to, or while in ICE custody” between Oct. 1, 2016 and Aug. 31, 2018.103 

43. One recent investigation found that agencies may be taking infants from migrants, 
refugees, and people seeking asylum, because the Administration has decided to criminalize their 
ability to seek asylum, under its “zero-tolerance” policy.104 Physicians and advocates have 
detailed instances when people seeking asylum who are in federal custody were forced to hand 
their newborns over the state authorities right after birth, with no guarantee of whether they 
would be able to regain custody.105  

44. Further, common detention practices that may constitute cruel, inhumane, and degrading 
treatment for all people in detention, such as harsh physical conditions, work detail, and use of 
shackles, pose unique and acute dangers for people who are pregnant. Federal law and ICE 
policies prohibit shackling of pregnant women,106 but the policies do not appear to be enforced. 
Since 2017, there have been multiple reports of pregnant women experiencing birth 
complications exacerbated by a delay in care, and when receiving care, being shackled around 
hands, legs, and belly when transported between facilities, attending check-up appointments, and 
within a few hours after giving birth.107   
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45. The U.S. does not maintain statistics on how many pregnant people are detained in jails 
and prisons, but in 2012, the ACLU estimated the number to be 12,000,108 and it is currently 
estimated that 1,400 women give birth in custody every year.109 Shackling of pregnant women 
continues, both in jurisdictions with laws that prohibit it and in jurisdictions where there is no 
legal prohibition. Twenty-six states prohibit shackling women in labor, and some states and the 
federal government have broader legal restrictions banning the use of restraints for pregnant 
women.110 In 24 states, there is no law prohibiting shackling.111 In 2017, a lawsuit against the 
Milwaukee County jail alleged that at least 40 women were forced to give birth in shackles.112 In 
jurisdictions with prohibitions, officers are often unfamiliar with the law or refuse to comply.113 
In 2015, New York state passed one of the country’s strongest anti-shackling laws.114 
Nevertheless, in February 2018, police officers in the Bronx handcuffed a woman in labor to a 
hospital bed and shackled her ankles, maintaining that police procedures requiring the restraints 
superseded state law.115 

46. There has been a 742 percent increase in incarceration rates for women in prisons in the 
U.S. over the past three decades, yet there is a lack of data and no national standards regarding 
the treatment of pregnant people in jails and prisons.116 Pregnant people in prison report denial of 
medical care or long delays, including being ignored by guards when asking for medical care 
when they go into labor.117 Even in states that prohibit shackling, pregnant women continue to be 
shackled, subjected to squat and cough strip searches, and denied adequate nutrition.118 Pregnant 
women also have been placed in solitary confinement.119 They have been denied family support 
in the delivery room while forced to have a correctional officer in the room, immediately 
separated from their infant, thus preventing bonding,120 and denied the ability to breast-feed.121 

G.  Imposition of Helms Amendment and the Global Gag Rule 

47. The United States continues to implement and enforce the Helms Amendment to the 
Foreign Assistance Act,122 a law intended to prohibit foreign aid extended by the United States 
from being used to pay for the use of abortion “as a method of family planning.” In practice, the 
Helms Amendment is used to justify a complete ban on using federal foreign aid for abortion 
care.123 

48. The U.S. has reinstated and dramatically expanded the Mexico City Policy, also known 
as the “Protecting Life in Global Health Assistance” (PLGHA) policy,124 or the Global Gag Rule 
(GGR), violating the rights of women and girls around the world.  

49. Under this new, expansive iteration of the GGR, nongovernmental organizations (NGOs) 
incorporated outside of the U.S. that wish to receive, or that currently receive, U.S. global 
assistance funds cannot use those funds, or any funds acquired from any other source, to 
“perform or actively promote abortion as a method of family planning.”125 Furthermore, U.S. 
NGOs that receive U.S. government funds are required to enforce the policy and cannot provide 
financial support to foreign NGOs that “perform or actively promote abortions as a method of 
family planning.”126  
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50. In March 2019, Secretary of State Mike Pompeo announced that the rule would be 
expanded to deny “assistance to foreign NGOs that give financial support to other foreign 
groups” that provide abortion care,127 though he failed to follow this announcement with actual 
guidance on implementation, thus sowing further confusion. 

51. The GGR denies women and girls the right to control their own fertility, makes it more 
difficult for pregnant people to receive proper prenatal and postnatal maternal care, and leaves 
communities at risk.128 CSOs, integrated health care providers, and small, remote clinics must 
choose between cutting vital abortion services and finding new sources of funding that are not 
tied up in the GGR; in many cases, funds cannot be recovered, and they must shut their doors 
entirely.129   

52. Previous implementation of the GGR in its unexpanded form saw devastating 
impacts including clinic closures, loss of family planning services, weakened HIV/AIDS 
prevention services, an increase in maternal deaths, and an increase in abortions, many of them 
unsafe.130 The current expanded rule has created broad confusion about how it is applied, led to 
over-implementation driven by organizations’ fear of losing funding, and created a chilling effect 
on health service delivery and civil society advocacy.131 Marie Stopes 
International and International Planned Parenthood Federation, two of the leading international 
aid organizations most impacted by the rule, estimate that they will forego a combined $180 
million dollars in aid, which they assert will result in thousands more maternal deaths, 
unintended pregnancies, and unsafe abortions.132 

IV. Suggested Recommendations: 

A. Access to Health Care and Health Care Information 

1. Guarantee access to health-care services, free from discrimination, and take care 
to ensure access to care for those who face multiple and intersecting forms of 
discrimination, including people living in poverty, people of color, immigrants, 
indigenous people, people with disabilities, women, and LGBTQI+ persons, 
among others. 

2. Rescind the Title X restrictions and guarantee the delivery of high-quality family 
planning services, including access to care and critical information patients need 
regarding their healthcare, including pregnancy options. 

 

B. Discrimination Against Immigrant Women 

1. Remove the federal five-year waiting period for “lawfully present” immigrant 
women to qualify for Medicaid and other health insurance programs. 

2. Retract new changes to “public charge” designation and ensure that people 
navigating the immigration system will not be penalized for accessing basic 
programs that provide for their basic health, nutrition, and housing needs.  
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3. Ensure access to comprehensive and quality reproductive health care for all, 
regardless of nationality, and including people in immigration detention facilities.  

C. Abortion access  

1. Enact federal legislation affirming the constitutional right to abortion and the   
right to make decisions about one’s reproductive life and the right to bodily 
autonomy without interference by the state. 

2. Repeal the Hyde Amendment and ensure abortion access, regardless of ability to 
pay. 

3. State legislatures should refrain from passing laws or promulgating regulations 
related to abortion provisions that interfere with the right to abortion and people’s 
right to make decisions about their reproductive lives. 

D. Racial Disparities in Maternal Mortality and Morbidity 

1. Guarantee access to and availability of affordable, accessible, acceptable, and 
quality comprehensive health-care services, free from racial bias, including 
expanded access to respectful maternal health services that encompass midwifery, 
doulas, and culturally competent, community-based models of care. 

2. Improve government and health system accountability for preventing maternal 
deaths and eliminating racial disparities and engage communities in data 
collection and interpretation related to maternal mortality and morbidity and 
respectful maternity care. 

3. Recognize and provide adequate resources to address the social determinants of 
health, including adequate housing, transportation, nutritious food, clean water 
and healthy environments, fair treatment within the criminal justice system, safety 
and freedom from violence, and equal economic opportunity.

E. Religious Refusals of Services and Care 
 

1. Take measures to ensure that laws permitting refusals of care based on religious 
and moral beliefs guarantee seamless access to reproductive health care, including 
abortion and contraception, and that measures are put in place to monitor and 
prevent abuses. 

F. Pregnant People in Detention Facilities 

1. Ensure that pregnant individuals are only detained or incarcerated if there are no 
possible and appropriate alternatives and have access to gender responsive health 
care, including prenatal, emergency, and abortion care, and that policies and 
procedures regarding housing, work detail, nutrition, transportation, recreation, 
visitation, and security searches reflect the needs and rights of pregnant people. 
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2. Ensure that solitary confinement and use of shackles and other forms of restraints 
are banned throughout pregnancy and during labor, delivery, and post-partum 
recovery. 

3. Ensure that immigration, law enforcement, and correctional officials are properly 
trained about the rights of people who are pregnant and are held accountable for 
rights violations. 

4. Revoke the “zero-tolerance” policy and halt criminal immigration prosecutions of 
asylum-seeking families and family separations occurring at the border, including 
newborns being removed right after birth in nearby hospitals. 

G. Helms Amendment and Global Gag 

1. Remove Helms restrictions on U.S. foreign aid coverage of safe and legal 
abortion services and amend the Foreign Assistance Act to ensure that 
development assistance funds may be used to provide comprehensive 
reproductive health care information and services.   

2. Revoke the Mexico City Policy, also known as the Global Gag Rule, and enact a 
federal statute that would prevent any future enactment of the policy.  
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