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pects of reproductive freedom if 
elected, especially if he chooses 
not to seek a second presidential 
term? It would appear that Mc-
Cain is at odds with the Repub-
lican party’s platform not only 
in his support of limited human 
embryonic stem-cell research but 
also in his leaning toward excep-
tions to abortion restrictions in 
cases of rape, incest, or a threat 
to the life of the mother.

In Obama’s 8 years in the Illi-
nois State Senate and 4 in the U.S. 
Senate, he has had more limited 
opportunities to vote on these is-
sues, and his positions have had 
less time to evolve. His future ac-
tions may therefore be less pre-
dictable than those of many past 
nominees. Would Obama issue an 
executive order, as expected, re-
scinding the Mexico City Policy, 
which currently prohibits foreign 

recipients of U.S. family-planning 
funding from providing, or even 
counseling clients about, abortions 
(except in cases of rape, incest, or 
a threat to the life of the moth-
er)? Would he restore U.S. fund-
ing to the United Nations Popu-
lation Fund, and would he work 
with Congress to ensure the fed-
eral funding of human embryonic 
stem-cell research? We don’t know 
for certain.

Even if we were guaranteed 
full knowledge of a candidate’s 
position on past and current con-
troversies, the way in which a 
new president will handle issues 
that arise in the future is a matter 
of pure conjecture. As the life 
sciences continue to advance, new 
light is shed on early human de-
velopment and the thorny ques-
tion of when life begins. Insofar 
as the scientific horizons are un-

knowable, the questions of which 
programs or research the federal 
government should fund and what 
restrictions, if any, should be 
placed on emerging areas of re-
search remain unanswerable. Prac-
titioners of the life and health sci-
ences who are concerned about 
these issues, like all Americans, 
will have to vote their conscienc-
es while relying on the voting 
records and public statements of 
the candidates — and, as is of-
ten the case, a hefty dose of im-
precise extrapolation.
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Reproductive health policy has 
been mired in debates over 

abortion and sexuality, leaving un-
resolved a cluster of reproductive 
health problems. For a country of 
such wealth and technical prow-
ess, the United States has long 
fared poorly in this key public 
health domain. The litany of grave 
public health problems is as fa-
miliar as it is long: elevated rates 
of pregnancy-associated deaths, 
infant deaths, low-birth-weight 
newborns and preterm births, ad-
olescent pregnancies, sexually 
transmitted infections, and un-
intended pregnancies.1 Some of 
these rates have actually increased 
in recent years, and all are far 

higher than those in other de-
veloped countries. Moreover, these 
problems are concentrated among 
disadvantaged groups, and the dis-
parities have persisted or worsened 
in the past three decades.

How, then, might a new pres-
idential administration move for-
ward? Reframing this cluster of 
issues in terms of public health 
— a field that favors pragmatic, 
evidence-based approaches over 
ideology — might lead to real 
progress toward improving wom-
en’s health. When these issues are 
viewed from such a perspective, 
certain themes emerge.

First, reproductive health re-
quires the availability of scientifi-

cally accurate information regard-
ing all stages of life. The recent 
debate over a proposed federal reg-
ulation that would redefine com-
mon contraceptives as forms of 
abortion highlights but one ex-
ample of the current administra-
tion’s damaging distortion of sci-
ence. Other examples have involved 
persistent governmental publica-
tion of false or misleading infor-
mation suggesting that contracep-
tion or abortion is associated with 
breast cancer and mandates that 
health care professionals provide 
women with misleading or inac-
curate information concerning fe-
tal development before delivering 
abortion services.2 Government at 
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all levels must be a source of 
dispassionate, accurate informa-
tion that reflects the best judg-
ment of scientific professionals 
and medical experts.

Providing accurate informa-
tion also requires comprehensive 
education, covering all means of 
avoiding sexually transmitted in-
fections and unintended pregnan-
cy as well as ways of ensuring 
that desired pregnancies are as 
healthy as possible. Such educa-
tion must include accurate infor-
mation not only about the effi-
cacy of abstinence but also about 
the efficacy and safety of con-
doms, birth-control pills, emer-
gency contraception, and steriliza-
tion. The past 8 years have seen 
a marked decline in the accuracy 
and completeness of the informa-
tion made available in U.S. public 
schools. Despite compelling evi-
dence that abstinence-only pro-
grams do not stop — or even sig-
nificantly delay — sexual activity 
among teenagers, these programs 
are currently funded at a level of 
$176 million annually; unfortu-
nately, one in three teens current-
ly gets no education about birth 
control at all.3 Good health be-
gins with good facts.

Second, even if Americans elect 
an administration committed to 
nominating Supreme Court jus-
tices who support a constitution-
ally protected right to privacy en-
compassing reproductive choice, 
reproductive health services must 
still be legally, financially, and 
practically accessible. State and 
federal restrictions on the funding 
of reproductive health services re-
duce the number of facilities and 
providers offering such care. In-
surance coverage for the full range 
of reproductive health services and 
products is uneven, with many 

public and private insurers omit-
ting contraceptive, abortion, or 
infertility coverage, which is par-
ticularly unfair to lower-income 
populations. A variety of paren-
tal notice and consent rules and 
criminal investigations when ad-
olescents present for contraceptive, 
abortion, or sexually transmitted 
infection services deter girls from 
seeking timely medical assistance 
to protect themselves from preg-
nancy or disease. And an increas-
ing number of health care pro-
fessionals are claiming the right 
to abandon their patients — par-
ticularly those who have to make 
reproductive choices — in the 
name of “conscience.” The well-
being of patients should be the 
first priority of both medicine and 
public health policy; it is the re-
sponsibility of the health care sys-
tem to ensure that patients are 
fully informed about all their le-
gally available medical options 
and that they receive referrals if 
an individual clinician opts out 
of providing a specific service. A 
new administration embarking on 
a national health care plan will 
have the opportunity to establish 
the system’s obligation to provide 
care and to ensure a full range of 
reproductive health services.4

Third, such services should en-
compass not only efforts to avoid 
pregnancy but also efforts to 
achieve pregnancy. The typical 
American woman wants to have 
two children. To do so, she will 
spend roughly 5 years trying to be-
come pregnant, being pregnant, 
or in the immediate postpartum 
period. She will also spend 30 
years trying to avoid pregnancy. 
In other words, a woman needs 
care for wanted pregnancies at 
certain times and to prevent un-
wanted pregnancies at other times. 

These services should be integrat-
ed and viewed as components of 
a seamless whole.1

Fourth, pregnancy and child-
birth can and should be made saf-
er. We still do not fully under-
stand why maternal death rates in 
the United States are so much 
higher than those elsewhere in 
the developed world or why, in 
the United States, black women 
die at 3.5 times the rate of white 
women from pregnancy-associ-
ated causes. But we do know that 
certain problems could be tack-
led now. Obviously, we need to 
improve medical treatment for 
obesity and addiction, both of 
which can contribute to compli-
cations of pregnancy. But we also 
need to explore social policies that 
go toward preventing these prob-
lems, whether by making healthy 
foods more affordable, protecting 
children from the onslaught of 
advertising, planning cities and 
buildings to promote walking, or 
other approaches. We also need 
to enhance research on the ef-
fects of medications on pregnant 
women and fetuses. At present, 
few clinical trials generate such 
data, and far too few data are 
gathered after a drug has been 
approved for marketing, which 
leaves physicians and pregnant 
women unable to make informed 
decisions about the use of cer-
tain medications. The next ad-
ministration’s health plan should 
include research and postmarket-
ing surveillance.

Fifth, a public health approach 
places medical problems in the 
context of social forces such as 
poverty, environmental pollution, 
poor education, and domestic vi-
olence. Through such a multifac-
eted lens, it becomes clear that 
the domain of work and family 
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will be a critical focus for the 
next administration. The U.S. gov-
ernment has done little to ad-
dress the difficulties of balanc-
ing work and family, despite the 
striking increase in the number 
of mothers of young children who 
work outside the home. This ne-
glect has led many U.S. women 
to delay having their first child, 
and the trend toward later preg-
nancies is associated with in-
creased morbidity and mortality 
among mothers and infants. Ben-
efits such as paid parental leave, 
paid sick days for caring for sick 
children, available and affordable 
high-quality child care, breast-
feeding support for working 
women, and flexible work sched-
ules all help to make pregnancy, 
childbirth, and motherhood phys-
ically and economically safer. The 
difference between families who 
can afford to pay for these ser-
vices on their own and those who 
simply go without contributes to 
the persistent health disparities 
between white, middle-income 
families and poor and minority 
women and children.5

The data are compelling. We 
know how to improve the repro-
ductive health of Americans: base 
policies on evidence, not ideolo-
gy; improve clinical research and 
postmarketing drug-safety stud-
ies; make accurate, comprehensive 
information about sexual health 
and family planning available to 
everyone, regardless of age; pro-
tect the privacy of patients; ensure 
access to reproductive health prod-
ucts and services; and adopt so-
cial policies that promote good 
health and facilitate individual 
choice about when to have chil-
dren. As noted in the consensus 
documents from the 1994 Inter-
national Conference on Population 
and Development, care that pro-
motes all these aspects of repro-
ductive health is not just good 
policy, it is a human right.
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