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Debate
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Abstract
Background
Although sexual and reproductive health services have become more available in humanitarian settings over the last decade, safe abortion services are still rarely provided. The authors’ observations suggest that four reasons are typically given for this gap: ‘There’s no need’; ‘Abortion is too complicated to provide in crises’; ‘Donors don’t fund abortion services’; and ‘Abortion is illegal’.

Discussion
However, each of these reasons is based on false premises. Unsafe abortion is a major cause of maternal mortality globally, and the collapse of health systems in crises suggests it likely increases in humanitarian settings. Abortion procedures can be safely performed in health centers by mid-level providers without sophisticated equipment or supplies. Although US government aid does not fund abortion-related activities, other donors, including many European governments, do fund abortion services. In most countries, covering 99 % of the world’s population, abortion is permitted under some circumstances; it is illegal without exception in only six countries. International law supports improved access to safe abortion.

Summary
As none of the reasons often cited for not providing these services is valid, it is the responsibility of humanitarian NGOs to decide where they stand regarding their commitment to humanitarian standards and women’s right to high quality and non-discriminatory health services. Providing safe abortion to women who become pregnant as a result of rape in war may be a more comfortable place for organizations to begin the discussion. Making safe abortion available will improve women’s health and human rights and save lives.
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Background
In the early 1990s, the sexual and reproductive health (SRH) needs of people affected by conflict or natural disaster were rarely met. A 1993 editorial in The Lancet identified SRH services as a complete gap in refugee settings [1]. The groundbreaking 1994 report, Refugee Women and Reproductive Health Care: Reassessing Priorities, described how the health of women fleeing war or natural disasters was further threatened by the near complete absence of SRH services [2]. Refugee women spoke about their SRH needs at the 1994 International Conference on Population and Development in Cairo [3]. Also at this time, extensive media attention to the plight of women in the Bosnia and Rwanda crises raised awareness of SRH, especially sexual violence, in crises. This spurred international attention to the issue and led to the development of coalitions such as the Inter-agency Working Group on Reproductive Health in Crises (IAWG) and the Reproductive Health Response in Conflict Consortium; these groups in turn led to development of policy, technical and program guides, including a 1999 comprehensive field guide, updated in 2010 as the Inter-agency field manual on reproductive health in humanitarian settings [4]. Despite progress, UNFPA’s 2015 State of World Population documented the growing SRH needs in emergencies and called for increased global commitment to meet them [5].
In the 20 years since Reassessing Priorities was published, access to SRH services in humanitarian settings has improved. A minimum set of priority SRH activities to implement in the earliest days of a humanitarian crisis, the Minimum Initial Services Package (MISP) for SRH, was added in 2004 in the Sphere Project’s Humanitarian Charter and Minimum Standards in Disaster Response [6]. In 2004, the IAWG implemented a global evaluation of SRH in humanitarian settings which showed that some elements of SRH, such as antenatal care, short-acting contraceptive methods or HIV prevention, were generally available, while others, like post-abortion care, long-acting and permanent contraceptive methods, care for survivors of gender-based violence and HIV care and treatment were less often available [7]. Safe abortion services were not available and were barely addressed in the final report. A second global evaluation completed in 2014 showed improvement in services for HIV and gender-based violence but not in the availability of safe abortion or the full range of contraceptive services that could preclude some of the need for safe abortion [8, 9]. Nor was abortion mentioned, except for rare references to post-abortion care, in an analysis of health and protection proposals [10].
Although unintended pregnancy is a problem everywhere and can be a special concern for women affected by humanitarian emergencies [4, 11], data on the extent of the need for safe abortion in humanitarian settings are lacking. A literature search in Medline and Pubmed identified only two articles published on induced abortion in humanitarian settings in the last 10 years: one in 2007 described the unsafe abortion techniques used by Burmese refugee women in Thailand [12] and the other in 2002 called on the international community to provide safe abortion for refugees [11]. The IAWG recognized the gap and added a chapter on comprehensive abortion care to the 2010 revision of the Inter-agency field manual on reproductive health in humanitarian settings [4]. Aside from this small advance, little has changed: safe abortion services are rarely available to women affected by war or natural disasters. Why don’t humanitarian organizations provide safe abortion in humanitarian settings? Based on numerous discussions and observations by the authors over many years, four reasons are typically articulated to account for this: ‘There’s no need;’ ‘Abortion is too complicated to provide in crises;’ ‘Donors don’t fund abortion services;’ and ‘Abortion is illegal.’ We will consider the evidence for each of these assertions in turn.

Discussion
There’s no need
The lack of reliable data published on unsafe abortion in humanitarian settings must not be interpreted to mean there is no need for safe abortion services. Unsafe abortion is defined by the World Health Organization (WHO) as ‘a procedure for terminating an unintended pregnancy carried out either by persons lacking the necessary skills or in an environment that does not conform to minimal medical standards, or both’ [13]. Reliable data on unsafe abortion overall are lacking [14], and this gap is even more pronounced in humanitarian settings. Analysis of 2008 data found that 21 % of pregnancies globally end in abortion, and the vast majority (86 %) occur in developing countries [15]. Nearly half of abortions worldwide, and 97 % of those in sub-Saharan Africa, are unsafe [15]. Up to 50 % of women who have unsafe abortions seek care for complications, including hemorrhage, sepsis, perforated uterus and trauma to internal organs [14]. The risk of death due to unsafe abortion is 90 unsafe abortion-related maternal deaths per 100,000 live births in sub-Saharan Africa, three times the global average of 30 per 100,000 live births [16]. Data are even more scarce regarding the scope of the long term health consequences of unsafe abortion which include chronic infections and infertility [14]. However, a recent systematic review found a ratio of 596 severe complications due to abortion per 100,000 live births (range 435–5298), much greater than that for abortion-related deaths [17].
These global data indicate that unsafe abortion exists in many countries and, given the nature of humanitarian emergencies, the need for safe abortion services likely increases in humanitarian settings. The collapse of health systems during a humanitarian emergency reduces access to health care for pregnant women, including emergency obstetric care and safe delivery services [18, 19]. Women who wish to delay pregnancy may have little access to contraceptive services, and women who experience an unwanted pregnancy are unlikely to have access to safe abortion services, perhaps leading them to seek an unsafe abortion [19]. In addition, sexual violence has long been associated with war and has been documented in numerous humanitarian settings [20–24]. Survivors of rape experience negative physical, psychological and social outcomes that may be further exacerbated when the rape results in pregnancy [22]. Unintended pregnancies and therefore unsafe abortions happen everywhere and are a major cause of maternal mortality, so making safe abortion available is critical to saving women’s lives.

Abortion is too complicated to provide in crises
Another reason often cited for not providing safe abortion services is that they are ‘too complicated’ to provide in humanitarian settings. However, the protocol for safe abortion is well established, with manual vacuum aspiration (MVA) and medication abortion the recommended methods for first trimester abortion, when the vast majority of abortions are performed [25, 26]. Abortion procedures are among the safest medical procedures, with very low risk of morbidity and mortality [14, 25, 26]. Both MVA and medication abortion can be safely performed in the first trimester by trained mid-level providers [25, 27, 28]; a 2015 WHO guideline further described the technical evidence for abortion provision by mid-level providers [29], a position endorsed in a Lancet editorial [30]. Neither method requires electricity, running water or sophisticated equipment. Abortion can be safely provided in primary health care facilities (e.g., in health centers) [25]. Abortion with MVA takes 3–10 min to complete and most women can leave the facility after 30 min of post-procedure observation [25]. Most of the equipment, medications and infection prevention procedures needed for safe abortion services are the same as those needed for basic emergency obstetric and other gynecology services. Basic emergency obstetric care, which includes the treatment of complications of abortion, is an established minimum standard of care to provide in humanitarian settings; a health facility that delivers basic emergency obstetric care has the capacity to provide safe abortion [4, 6]. Therefore, an NGO that supports primary health care services in humanitarian settings could provide safe abortion services will little additional input.

Donors don’t fund abortion services
Another commonly cited reason for not providing safe abortion is that ‘donors don’t fund abortion services.’ The US government, a major donor of humanitarian aid, does indeed not fund abortion services. The Helms amendment to the 1973 Foreign Assistance Act prohibits US government (USG) funds from being used for the ‘performance of abortions as a method of family planning or to motivate or coerce any person to practice abortions’ [31], and applies to both American and foreign NGOs that receive USG funding. In 1994, the US Congress added the Leahy Amendment to clarify that ‘the term “motivate”, as it relates to family planning assistance, shall not be construed to prohibit the provision, consistent with local law, of information or counseling about all pregnancy options including abortion’ [32]. This permits NGOs to provide information or counseling on legal abortion services.
In 1984, President Reagan imposed the Mexico City policy, known as the ‘Global Gag rule,’ in an executive order which expanded the restrictions in the Helms Amendment. Since its introduction, this policy has been rescinded by every Democratic president and reinstated by every Republican president in the first days of their administrations. The Mexico City policy withheld USAID family planning funding from foreign NGOs that used any funds, including those received from non-USG sources, to provide abortion-related counseling, services or referrals or advocate for liberalization of local abortion laws. The policy made an exception to save the life of the woman and in cases of rape or incest. The Global Gag rule forced foreign NGOs to make a difficult decision – forgo USG funding or limit their activities to those deemed acceptable by the US government [33]. Neither the Helms amendment nor the Mexico City policy places any restrictions on providing post-abortion care, the treatment of complications of abortion. President Obama revoked the policy when he took office in 2009 so it is not currently in effect [34].
However, the US government is not the only donor of humanitarian aid; other donors do fund safe abortion services, including private foundations and other bilateral, particularly European, donors [14]. For example, the United Kingdom Department for International Development explicitly affirms their support to make safe abortion more accessible where permitted by law in order to reduce death or disability from unsafe abortion [35].
The USG policies on aid regarding abortion are opaque and confusing. This leads NGOs to restrict information on abortion, including counseling and referrals for women with unintended pregnancies, even more than is required by the actual laws [36, 37]. For example, the Helms Amendment does not prevent organizations from providing safe abortion with non-USG funding. The Leahy amendment indicates that organizations receiving USG funding may provide information on all pregnancy options, including abortion as consistent with local laws, during contraceptive consultations funded by USG. And the Mexico City policy, when it was in effect, applied only to foreign NGOs, not to US NGOs. Although the Helms amendment does not prohibit NGOs from using other funds to provide abortion, the administrative burden of separating USG funds from other donor funds may prevent them from implementing abortion-related activities even with those other funds. Given the multiplicity of rules, it is difficult for organizations to track which and when restrictions apply. The least confusing and ‘safest’ course of action for an agency managing many programs may appear to be a blanket prohibition on all abortion-related activities.
Some self-censorship may be due to NGOs’ fear that their other non-family planning USG funding might be reduced or cut altogether if they implement abortion-related activities. This may be an important consideration, but when the George W Bush administration proposed extending the Global Gag rule to the US’s global HIV/AIDS funding in 2003, its major partners in the initiative to prevent mother-to-child transmission of HIV refused to enforce the rule if it were applied to their funding. Ultimately, the administration backed down and never extended the rule to HIV funding [38], a demonstration that fear of losing funds need not result in inaction.
NGOs must be true to their missions and limit risk. Safe abortion as well as other SRH services may be perceived as easier to dismiss in the face of controversy and stigma that often surrounds women who seek abortions and health workers who provide them. Program managers are too often uninformed and unsure of what is permitted by law and policy, which makes it easier to neither discuss nor provide abortion services. The anxiety of contravening poorly understood US restrictions prevents many organizations from even discussing abortion out of concern that they may put their other USG funding at risk. It is important for NGOs to understand the laws and actual restrictions rather than censor themselves beyond what is required.
Some donors fund safe abortion services. Currently, humanitarian organizations may provide safe abortion services, as permitted by international or national law, to women affected by crises with non-USG funds, even if they also receive USG funding. They may also, with USG funds, provide information and referral to clients on legal abortion services.

Abortion is illegal
Many NGOs assume that abortion is illegal and therefore cannot be provided in countries where they work. In fact, this is rarely true. Abortion is not allowed under any circumstances in only six countries: Chile, Dominican Republic, El Salvador, Malta, Nicaragua and the Vatican [39]. In all other countries, covering 99 % of the world’s population, abortion is permitted under some circumstances. As of 2013, of 196 UN member and non-member states, 190 permitted abortion to save a woman’s life; 132 to preserve her health; 126 to preserve her mental health; 99 in cases of rape or incest, 69 for social or economic reasons and 58 permitted abortion on request [40]. The allowance for mental or physical health has been interpreted to permit abortion for rape or incest in countries without an explicit exemption for those situations. Three-quarters of the world’s population live in countries that permit abortion to preserve a woman’s mental health [39]. With a few exceptions, over time, countries have been liberalizing their abortion laws [40]. Among countries experiencing humanitarian crises or hosting displaced populations, Burkina Faso, Chad, Colombia, Ethiopia, Kenya, Mali and Sierra Leone have all liberalized their abortion laws since 1996 [39, 41].
In addition to national law, numerous instruments of international human rights and humanitarian law support improved access to safe abortion [14, 42]. The 179 country signatories of the 1994 Programme of Action of the International Conference on Population and Development (ICPD) committed to addressing the consequences of unsafe abortion and supported women’s right to SRH services [3]. The 1995 Beijing Platform for Action reinforced the ICPD Programme of Action and reaffirmed governments’ commitment to review punitive laws regarding abortion [43]. In Africa, the adoption of the Protocol to the African charter on human and people's rights on the rights of women in Africa (Maputo Protocol) in 2003 recognized the rights of women in Africa and explicitly endorsed access to comprehensive SRH care in Article 14, including access to safe abortion ‘in cases of sexual assault, rape, incest, and where the continued pregnancy endangers the mental and physical health of the mother or the life of the mother or the foetus’ [44]. Currently, 37 of 54 African Union member states have ratified the protocol, making it binding while another 14 countries have signed but not yet ratified it.
Restricting access to abortion does not decrease abortion rates. For example, Europe, which has relatively liberal abortion laws, has an abortion rate of 27 abortions per 1000 women aged 15–44 years while in eastern and middle Africa, where abortion is much more restricted, the rates are 38 and 36 per 1000 [15]. Further, unsafe abortion rates are more than four times higher in countries with restrictive abortion policies (26.7 unsafe abortions per 1000 women aged 15–44 years) than in countries with liberal policies (6.1 per 1000) [39].
Changes in abortion laws have been linked to changes in maternal mortality: when laws were made more restrictive, maternal mortality due to unsafe abortion increased while the reverse was true when restrictions on abortion were eased. For example, Romania reversed the legal status of abortion in 1966 and introduced further restrictions on access in 1985. Maternal mortality in Romania from 1979 to 1989 was ten times higher than in any other European country, mostly due to abortion-related deaths [45]. After legalization of abortion in 1989, mortality decreased from 170 deaths per 100,000 live births in 1989 to 60 in 1992 [45]. South Africa made abortion available on request in 1997 which resulted in a decline of 91 % in deaths due to unsafe abortion between 1994 and 1998–2001 [46]. The proportion of maternal mortality caused by complications of abortion in Ethiopia decreased from 22 to 41 % before 2002 to 6 % in 2007–2008, following a liberalization of the country’s abortion laws in 2004 [47].
Almost all-190 of 196-countries in the world permit abortion under some circumstances and access to abortion is supported by international treaties and law. Restricting access to abortion not only fails to reduce abortion rates but also increases maternal mortality. It is important that humanitarian organizations educate themselves about the laws of the countries in which they work and make safe abortion available to the degree permitted by law.

A potential context to overcome misunderstandings: women who become pregnant as a result of rape in war
It may be more acceptable for humanitarian organizations to find common ground by discussing the provision of safe abortion to women who become pregnant from rape in war. The United Nations (UN) has specifically recognized systematic rape as a crime against humanity [48]. International attention to the use of rape as a weapon of war in the Bosnia and Rwanda crises of the mid-1990s and systematic rape in the Democratic Republic of Congo have raised the issue of how best to serve survivors of rape. Humanitarian health standards include psychosocial and clinical services for survivors of sexual assault including the provision of emergency contraception (EC) to prevent pregnancy, post-exposure prophylaxis (PEP) to prevent HIV infection and antibiotics to prevent sexually transmitted infections, if the woman presents at a health facility within the requisite time delay (within 5 days to receive EC and within 72 h for PEP) [4, 6]. However, safe abortion services are rarely provided, even where they are permitted by law [11]. The stigma surrounding rape can be much worse when a woman becomes pregnant as a result of rape and must carry the pregnancy to term-she may be rejected by her husband and her community; if she is unmarried, she may be rejected by potential marriage partners; she may suffer long-term psychological consequences as well as physical consequences of pregnancy [22, 49]. For example, women in Congo who had children as a result of rape were much more likely to report being isolated or rejected by their community [50].
Many experts in international humanitarian law consider the denial of safe abortion to survivors of rape a violation of the Geneva Conventions and international human rights law [42, 51, 52]. In 2013, the UN Security Council issued two resolutions that addressed sexual assault in armed conflict, ‘noting the need for access to the full range of sexual and reproductive health services, including regarding pregnancies resulting from rape, without discrimination’ [53] and called on countries to provide ‘non-discriminatory and comprehensive health services, including sexual and reproductive health’ [54]. These resolutions are interpreted to mean that safe abortion services should be provided to survivors of rape in war. Both the UK and Norway governments have specifically affirmed that safe abortion should be a component of medical treatment for women raped in war, and that international humanitarian law rather than national abortion laws are the legal standard to follow when treating survivors of rape in war [55, 56].
The Global Justice Center’s August 12th Campaign and European governments have challenged the US to respect the international treaties it has signed and remove restrictions on US humanitarian aid funding that deny safe abortion services to survivors of rape. Norway questioned the Helms’ amendment’s restrictions on foreign aid during the 2011 Universal Periodic Review of the United States before the Human Rights Council [57]. Further, the European Union (EU) explicitly reminded its member states that EU humanitarian aid should be kept independent of US restrictions on humanitarian aid to ensure access to abortion for survivors of rape in war [58, 59]. These policy discussions may facilitate changes in humanitarian NGOs’ practice regarding safe abortion in crises. Providing abortion to women who become pregnant as a result of rape may be a more acceptable entry point for a more thorough discussion on safe abortion for all women.


Conclusion
The need for safe abortion services to reduce maternal mortality is clear. These services can be provided in health centers by mid-level providers. Abortion is permitted under some circumstances in all but six countries around the world; restricting access to abortion services does not reduce abortion rates. Although the US government does not fund abortion-related activities, other donors, including many European governments, do fund abortion services. These governments, some NGOs, and voices within the US government [60], are increasing the pressure on the US to respect international treaties and end restrictions on US funding that place them in violation of international law.
Currently, humanitarian organizations may provide safe abortion services, as permitted by international or national law, to women affected by crises with non-USG funds even if they also receive USG funding. Rather than permit US restrictions on abortion to dictate organizational policy, organizations should, at a minimum, begin the discussion about why they do not provide safe abortion. When discussing abortion, it should not be referred to as ‘illegal;’ language should reflect that it is legally permitted in some circumstances in all but six countries.
Global leaders will meet at the first World Humanitarian Summit in Turkey in May 2016 [61]. It is their responsibility, and that of humanitarian NGOs, to decide where they stand regarding their commitment to humanitarian standards and women’s right to high quality and non-discriminatory health services. Women who have unwanted pregnancies during a time of crisis should have access to safe abortion services. Providing safe abortion to women who become pregnant as a result of rape in war may be a more comfortable place for organizations to begin the discussion of access to safe abortion for all women. Making safe abortion available will improve women’s health and human rights and save lives.

Acknowledgments
The authors have no acknowledgments for this article.


                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
The Lancet. Reproductive freedom for refugees. Lancet. 1993;341:929–30.CrossRef

2.
Wulf D. Refugee women and reproductive health care: reassessing priorities. New York: Women's Commission for Refugee Women and Children; 1994. http://​www.​womensrefugeecom​mission.​org/​resources/​doc_​download/​583-refugee-women-and-reproductive-health-care-reassessing-priorities. Accessed 27 Feb 2016.

3.
International Conference on Population and Development Programme of action, Cairo 1994. United Nations; 1994. http://​www.​un.​org/​popin/​icpd/​conference/​offeng/​poa.​html. Accessed 27 Feb 2016.

4.
Inter-agency field manual on reproductive health in humanitarian settings. Inter-agency Working Group on Reproductive Health in Crises; 2010. http://​iawg.​net/​resource/​field-manual/​. Accessed 27 Feb 2016.

5.
UNFPA. State of the world population 2015, Shelter from the storm: a transformative agenda for women and girls in a crisis-prone world. New York: UNFPA; 2015. http://​www.​unfpa.​org/​swop. Accessed 27 Feb 2016.

6.
The Sphere Project. Humanitarian charter and minimum standards in disaster response. Geneva: The Sphere Project; 2004. http://​www.​sphereproject.​org/​handbook/​. Accessed 27 Feb 2016.

7.
Inter-agency Working Group on Reproductive Health in Crises: Inter-agency global evaluation of reproductive health services for refugees and internally displaced persons. United Nations High Commissioner for Refugees; 2004. http://​iawg.​net/​resources/​2004_​global_​eval/​. Accessed 27 Feb 2016.

8.
Chynoweth S. Advancing reproductive health on the humanitarian agenda: the 2012–2014 global review. Confl Heal. 2015;9:I1.CrossRef

9.
Casey S, Chynoweth S, Cornier N, Gallagher M, Wheeler E. Progress and gaps in reproductive health services in three humanitarian settings: mixed-methods case studies. Confl Heal. 2015;9:S3.CrossRef

10.
Tanabe M, Schaus K, Rastogi S, Krause S, Patel P. Tracking humanitarian funding for reproductive health: a systematic analysis of health and protection proposals from 2002 to 2013. Confl Heal. 2015;9:S2.CrossRef

11.
Lehmann A. Safe abortion: a right for refugees? Reprod Health Matters. 2002;10:151–5.CrossRefPubMed

12.
Belton S, Whittaker A, Belton S, Whittaker A. Kathy Pan, sticks and pummelling: techniques used to induce abortion by Burmese women on the Thai border. Soc Sci Med. 2007;65:1512–23.CrossRefPubMed

13.
UNDP, UNFPA, WHO, World Bank Special Programme of Research Development & Research Training in Human Reproduction. Safe and unsafe induced abortion - Global and regional levels in 2008, and trends during 1995–2008. Geneva: WHO; 2012. http://​apps.​who.​int/​iris/​bitstream/​10665/​75174/​1/​WHO_​RHR_​12.​02_​eng.​pdf. Accessed 27 Feb 2016.

14.
Grimes DA, Benson J, Singh S, Romero M, Ganatra B, Okonofua FE, Shah IH. Unsafe abortion: the preventable pandemic. Lancet. 2006;368:1908–19.

15.
Sedgh G, Singh S, Shah IH, Åhman E, Henshaw SK, Bankole A. Induced abortion: incidence and trends worldwide from 1995 to 2008. Lancet. 1995;2012(379):625–32.

16.
Department of Reproductive Health and Research, WHO. Unsafe abortion: global and regional estimates of the incidence of unsafe abortion and associated mortality in 2008. Geneva: WHO; 2011. http://​www.​who.​int/​reproductiveheal​th/​publications/​unsafe_​abortion/​9789241501118/​en. Accessed 27 Feb 2016.

17.
Adler AJ, Filippi V, Thomas SL, Ronsmans C. Incidence of severe acute maternal morbidity associated with abortion: a systematic review. Tropical Med Int Health. 2012;17:177–90.CrossRef

18.
Al Gasseer N, Dresden E, Keeney GB, Warren N. Status of women and infants in complex humanitarian emergencies. J Midwifery Womens Health. 2004;49:7–13.CrossRefPubMed

19.
McGinn T. Reproductive health of war-affected populations: what do we know? Int Fam Plan Perspect. 2000;26:174–80.CrossRef

20.
Amowitz LL, Reis C, Lyons KH, Vann B, Mansaray B, Akinsulure-Smith AM, Taylor L, Iacopino V. Prevalence of war-related sexual violence and other human rights abuses among internally displaced persons in Sierra Leone. JAMA. 2002;287:513–21.

21.
Bartels SA, Scott JA, Mukwege D, Lipton RI, Vanrooyen MJ, Leaning J. Patterns of sexual violence in Eastern Democratic Republic of Congo: reports from survivors presenting to Panzi Hospital in 2006. Confl Health. 2010;4:9.CrossRefPubMedPubMedCentral

22.
Marsh M, Purdin S, Navani S. Addressing sexual violence in humanitarian emergencies. Glob Public Health. 2006;1:133–46.CrossRefPubMed

23.
Qayum M, Mohmand S, Arooj H. Frequency and physical factors associated with gender-based violence in the internally displaced people of Pakistan. J Coll Physicians Surg Pak. 2012;22:63–5.PubMed

24.
Stark L, Roberts L, Wheaton W, Acham A, Boothby N, Ager A. Measuring violence against women amidst war and displacement in northern Uganda using the “neighbourhood method”. J Epidemiol Community Health. 2010;64:1056–61.CrossRefPubMed

25.
Department of Reproductive Health and Research, WHO. Safe abortion: technical and policy guidance for health systems. Geneva: WHO; 2012. http://​www.​who.​int/​reproductiveheal​th/​publications/​unsafe_​abortion/​9789241548434/​en/​. Accessed 27 Feb 2016.

26.
Kulier R, Cheng L, Fekih A, Hofmeyr G, Campana A. Surgical methods for first trimester termination of pregnancy. Cochrane Database Syst Rev. 2001;2001.

27.
Renner RM, Brahmi D, Kapp N. Who can provide effective and safe termination of pregnancy care? A systematic review. BJOG. 2013;120:23–31.CrossRefPubMed

28.
Warriner IK, Meirik O, Hoffman M, Morroni C, Harries J, My Huong NT, Vy ND, Seuc AH. Rates of complication in first-trimester manual vacuum aspiration abortion done by doctors and mid-level providers in South Africa and Vietnam: a randomised controlled equivalence trial. Lancet. 2006;368:1965–72.

29.
Department of Reproductive Health and Research, WHO. Health worker roles in providing safe abortion care and post abortion contraception. Geneva: World Health Organization; 2015. http://​www.​who.​int/​reproductiveheal​th/​publications/​unsafe_​abortion/​abortion-task-shifting/​en/​. Accessed 27 Feb 2016.

30.
The Lancet. Preventing unsafe abortions through task shifting and sharing. Lancet. 2015;386.

31.
S.1443 (93rd): Foreign Assistance Act of 1973. United States Congress.

32.
Foreign Operations, Export Financing, and Related Programs Supplemental Appropriations Act, 1994. United States Congress.

33.
Crane BB, Dusenberry J. Power and politics in international funding for reproductive health: the US Global Gag rule. Reprod Health Matters. 2004;12:128–37.CrossRefPubMed

34.
Obama B. Mexico city policy - voluntary population planning: memorandum for the secretary of state and the administrator of the United States agency for international development, Federal Register. 2009.

35.
DFID Policy 2011: UK's policy position on safe and unsafe abortion in developing countries. 2011

36.
Barot S. Abortion restrictions in U.S. foreign aid: The history and harms of the Helms Amendment. Guttmacher Pol Rev. 2013;16:3.

37.
Center for Reproductive Rights. Breaking the Silence: The Global Gag rule’s impact on unsafe abortion. New York: The Center for Reproductive Rights; 2003. http://​www.​reproductiverigh​ts.​org/​sites/​crr.​civicactions.​net/​files/​documents/​bo_​ggr.​pdf. Accessed 27 Feb 2016.

38.
Cohen SA. Global Gag Rule Revisited: HIV/AIDS Initiative out, family planning still In. Guttmacher Pol Rev. 2003;6.

39.
United Nations, Department of Economic and Social Affairs, Population Division. Abortion policies and reproductive health around the world, United Nations publication, Sales No. E.14.XIII.11. 2014. http://​www.​un.​org/​en/​development/​desa/​population/​publications/​policy/​abortionPolicies​AndReproductiveH​ealth.​shtml. Accessed 27 Feb 2016.

40.
UN Department of Economic and Social Affairs Population Division. World abortion policies 2013. New York: United Nations; 2013. http://​www.​un.​org/​en/​development/​desa/​population/​publications/​policy/​world-abortion-policies-2013.​shtml. Accessed 27 Feb 2016.

41.
Guilbert K. Sierra Leone legalizes abortion, will save ‘countless’ lives: activists, Reuters. 2015. http://​www.​reuters.​com/​article/​leone-women-abortion-idUSL8N13Z2RH201​51210. Accessed 27 Feb 2016.

42.
Kismödi E, de Mesquita JB, Ibañez XA, Khosla R, Sepúlveda L. Human rights accountability for maternal death and failure to provide safe, legal abortion: the significance of two ground-breaking CEDAW decisions. Reprod Health Matters. 2012;20:31–9.CrossRefPubMed

43.
Beijing Declaration and the Platform for Action, Fourth World Conference on Women, 1995. Beijing; 1995

44.
Protocol to the African charter on human and people's rights on the rights of women in Africa. Maputo: African Union; 2003. http://​www.​achpr.​org/​files/​instruments/​women-protocol/​achpr_​instr_​proto_​women_​eng.​pdf. Accessed 27 Feb 2016.

45.
Serbanescu F, Morris L, Stupp P, Stanescu A. The impact of recent policy changes on fertility, abortion, and contraceptive use in Romania. Stud Fam Plan. 1995;26:76–87.CrossRef

46.
Jewkes R, Rees H, Dickson K, Brown H, Levin J. The impact of age on the epidemiology of incomplete abortions in South Africa after legislative change. BJOG. 2005;112:355–9.CrossRefPubMed

47.
Berhan Y, Berhan A. Causes of maternal mortality in Ethiopia: A significant decline in abortion related death. Ethiopian J Health Sci. 2014;24:15–28.CrossRef

48.
United Nations General Assembly: Rome Statute of the International Criminal Court (Article 7: Crimes against Humanity). A/CONF.183/9. 2002.

49.
Swiss S, Giller JE. Rape as a crime of war: a medical perspective. Jama. 1993;270:612–5.CrossRefPubMed

50.
Kelly JT, Betancourt TS, Mukwege D, Lipton R, Vanrooyen MJ. Experiences of female survivors of sexual violence in eastern Democratic Republic of the Congo: a mixed-methods study. Confl Heal. 2011;5:25.CrossRef

51.
Doswald-Beck L. Letter to President Obama. 2013. http://​globaljusticecen​ter.​net/​index.​php?​option=​com_​mtree&​task=​att_​download&​link_​id=​321&​cf_​id=​34. Accessed 27 Feb 2016.

52.
Global Justice Center. The right to an abortion for girls and women raped in armed conflict: States’ positive obligations to provide non-discriminatory medical care under the Geneva Conventions. 2011. http://​globaljusticecen​ter.​net/​index.​php?​option=​com_​mtree&​task=​att_​download&​link_​id=​2&​cf_​id=​34. Accessed 27 Feb 2016.

53.
United Nations Security Council: Resolution 2122. 2013

54.
United Nations Security Council: Resolution 2106. 2013

55.
Global Justice Center. United Kingdom pledges to ensure abortion access for women raped in war. 2013. http://​globaljusticecen​ter.​net/​index.​php?​option=​com_​mtree&​task=​att_​download&​link_​id=​288&​cf_​id=​34. Accessed 27 Feb 2016.

56.
NORAD. Norad Scoping Paper, Sexual violence in conflict and the role of the health sector. 2011. http://​globaljusticecen​ter.​net/​index.​php?​option=​com_​mtree&​task=​att_​download&​link_​id=​332&​cf_​id=​34. Accessed 27 Feb 2016.

57.
UN Human Rights Council. Report of the Working Group on the Universal Periodic Review: United States of America. 2011. http://​www.​state.​gov/​documents/​organization/​158198.​pdf. Accessed 27 Feb 2016.

58.
European Union. European Parliament resolution of 13 March 2012 on equality between women and men in the European Union. 2011. http://​www.​europarl.​europa.​eu/​sides/​getDoc.​do?​type=​TA&​reference=​P7-TA-2012-0069&​language=​EN&​ring=​A7-2012-0041. Accessed 27 Feb 2016.

59.
Janet Benshoof, President, Global Justice Center: Important Victory: EU puts Anti-Helms Amendment on its 2016 Budget! (email announcement); 2015 December 16

60.
Blumenthal R, McCaskill C, Shaheen J, Hirono M, Gillibrand K, Murray P, et al. Letter asking President Obama to correct improper implementation of Helms Amendment, reduce barriers to safe abortion for women and girls in conflict-affected regions. 2015. http://​www.​blumenthal.​senate.​gov/​newsroom/​press/​release/​blumenthal-27-senate-colleagues-president-obama-helms-amendment-letter-reduce-barriers-to-safe-abortion-for-women-and-girls-in-conflict-affected-regions. Accessed 27 Feb 2016.

61.
World Humanitarian Summit [www.​worldhumanitaria​nsummit.​org]. Accessed 27 Feb 2016.



Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
TM and SEC drafted the manuscript and reviewed previous literature on the subject. Both authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/contact.gif





