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WOMEN’S HEALTH 
Using Human Rights to Gain Reproductive Rights 
 
10 December 1998 is the 50th anniversary of the Universal Declaration of Human Rights 
(UDHR). “International human rights law has been guilty of ‘gender-blindness’,” says Pierre 
Sané, Secretary General of Amnesty International. “For too long it focused on the ‘public’ 
arena largely populated by men and neglected the so-called ‘private’ sphere of home, family 
and community in which women are traditionally enclosed.” 
 
International and regional human rights treaties entitle women to precisely the same 
protection as men when they suffer the same abuses as men. Men, however, do not get 
pregnant or have babies. Nor do they face the same range of views about how their lives 
should be shaped by their biological capacities. Only during this decade has women’s 
reproductive health, and the factors which determine it throughout their life cycle, begun to 
be viewed and monitored through the lens of human rights.  
 
In the hour or so it takes to read this document, at least: 
 
? 60 women will die from preventable complications of pregnancy and childbirth 
? 40 women will undergo an unsafe abortion 
? 1,700 women will suffer serious injuries from pregnancy or childbirth 
? 60 infants under the age of one will die as a result of losing their mother in childbirth 
? 228 girls will be genitally mutilated 
? 240 women will be battered by their partners in the USA 
? 120 women and infants will die from the complications of reproductive tract infections 

(excluding HIV) 
? 250 women will contract HIV 

 
At the UN International Conference on Population and Development (ICPD) held in Cairo in 
1994 the international community placed reproductive health firmly within the context of 
human rights, and recognised that women’s empowerment is key to the protection of those 
rights. 
 
Yet today, four years after the ICPD, the potential of the Cairo Programme of Action is a long 
way from being realised. In 1999 a major international consultation will review 
implementation of the Programme – its failures and successes – and identify key action 
priorities for the future. 
 
A working partnership is developing between the health and legal professions to advance 
reproductive health and rights. Fifty years on from the adoption of the UDHR, individuals, 
non-governmental organisations, governments and UN bodies are increasingly using human 
rights as one way to speed up implementation of the changes called for at Cairo: to tackle 
long-standing reproductive health problems and to create a social and legal environment for 
girls and women that is conducive to reproductive health and rights.  



 

NEWSPEGS IN 1998 
? 10 December 50th Anniversary of the Universal Declaration of Human Rights (UDHR). The 

theme of the 50th anniversary: ‘All human rights for all.’ UN General Assembly special 
commemoration of the Anniversary. 

? 10 December Culmination of the 1998 Global Campaign for Women’s Human Rights using the 
theme: ‘Imagine a world where all women enjoy their human rights... Take action to make it 
happen.’  

 

NEWSPEGS IN 1999 
? 19 January-4 February 20th session of CEDAW (the Committee on the Elimination of All 

Forms of Discrimination Against Women): this session will prepare a general recommendation 
on women’s health to elaborate the meaning of women’s right to health as spelt out in Article 
12 of the 1979 Convention on the Elimination of All Forms of Discrimination Against Women 
(the Women’s Convention). 

? 8-12 February The Hague Forum: government and civil society representatives undertake 
quinquennial review of implementation of the Programme of Action of the 1994 Cairo 
International Conference on Population and Development (ICPD). 

? 1-19 March 43rd session of the Commission on the Status of Women: many non-governmental 
organisations (NGOs) and governments hope the session will complete its work on an Optional 
Protocol to the Women’s Convention, which would greatly augment its power (see section 6, 
below). The draft Protocol would then be submitted for consideration to the UN General 
Assembly. Women and health is a priority theme for consideration by the 43rd session of the 
Commission. 

? 8 March International Women’s Day 
? 22-30 March Commission on Population and Development: UN Preparatory Committee for 

June UN General Assembly meeting to review ICPD 
? 28 May International Day of Action for Women’s Health 
? 30 June-2 July Special session of the UN General Assembly to review implementation of the 

ICPD Programme of Action – the culmination of the quinquennial review 
? 25 November International Day Against Violence Against Women  
? 25 November-10 December Ninth Annual ‘16 Days Against Violence’ Campaign  

 

Visit Panos on the Web 
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Panos Briefings are intended to stimulate informed public debate and may be freely reproduced, in 
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KEY FACTS 
 
? Every human being is entitled to equal protection under human rights instruments and each 

person has the right not be discriminated against on the basis of sex [1]. 
 
? Women’s right not to be discriminated against on the basis of sex is addressed in the 1979 

Convention on the Elimination of All Forms of Discrimination Against Women (the Women’s 
Convention). 

 
? Article 7 of the International Covenant on Civil and Political Rights decrees that: “No one shall 

be subjected to torture or to cruel, inhuman or degrading treatment or punishment.”  
 
? The 1993 World Conference on Human Rights declared that the human rights of girls and 

women were “an inalienable, integral and indivisible part of human rights”, to be protected not 
only in courts, prisons and other areas of public life but also in the privacy of the home. 

 
? The 1994 International Conference on Population and Development (ICPD) clearly located 

reproductive health within the context of human rights and recognised female empowerment as 
a fundamental precondition to enable women to make informed sexual and reproductive 
decisions. 

 
? Every year an estimated 585,000 women die during pregnancy and childbirth. 

 
? As many as 90 percent of infants who lose their mothers in delivery will die by their first 

birthday. 
 
? It is estimated that for every pregnancy-related death there are as many as 30 women who will 

suffer some form of serious, often permanent injury – over 15 million women per year. 
 
? Worldwide 50,000 to 100,000 women die annually from the complications of unsafe abortion. 

 
? Twenty-five percent of the world’s population live in the 54 countries with the most restrictive 

abortion laws - which ban abortion entirely or criminalise it unless it is to save the life of the 
woman. 

 
? The World Health Organisation (WHO) believes that at least one in five women in the world has 

been physically or sexually abused by a man at some time in her life. 
 
? Surveys in the USA suggest that 14 to 20 percent of American women will experience a 

completed rape at some time in their lives. 
 
? In most nations of the world a man is not committing a crime if he rapes his wife.  

 
? It is estimated that at least two million girls are at risk of female genital mutilation each year, 

which can cause haemorrhage, severe pain, infection, infertility or death. 
 
? More than a million women and children have died from complications of reproductive tract 

infections every year during the 1990s; by comparison, the estimated annual number of deaths 
among men from syphilis, chlamydia and gonorrhoea is approximately 20,000. 

 
? In 1997 almost 6,000 women a day became infected with HIV, the virus that causes AIDS. A 

significant proportion were monogamous and married.  
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WOMEN’S HEALTH 
Using Human Rights to Gain Reproductive Rights 

1. ARE HUMAN RIGHTS ‘GENDER-BLIND’? 

Human rights abuse evokes images of horror and brutality: torture, war crimes, ‘ethnic cleansing’ of 
minority groups, prisoners imprisoned or executed without trial. It was not until the end of World War II 
that the authors of the Universal Declaration of Human Rights (UDHR) first articulated the inalienable 
rights inherent to human dignity. Central to human rights law since its adoption in 1948, the UDHR was 
a response to the atrocities the world had witnessed – in the public sphere of politics and war. 
 
Women suffer the same indignities and breaches of their human rights as men. In addition they are 
vulnerable to particular human rights violations: many gender-based violations relate to their reproductive 
function and make them vulnerable to additional abuses which frequently occur in the private sphere – 
behind closed doors of homes or communities. 
 
Too long unrecognised, ignored or ascribed to the natural state of life for women, these deaths and 
injuries have been increasingly identified as violations of universal human rights.  
 
? More than one woman dies every minute of every day – 585,000 a year, according to the World 

Health Organisation (WHO) – due to preventable complications of pregnancy, childbirth or 
unsafe abortion [2]. 

? Violence against women is a greater cause of death and disability among women aged 15 to 
44 than either cancer, malaria or road traffic [3].  

? Female genital mutilation (FGM) – traditional procedures that involve cutting away parts of the 
female external genitalia – causes excruciating pain, shock and bleeding, and can lead to 
death. The estimated number of women and girls who have undergone some form of FGM is 
over 130 million [4]. 

 
The international human rights organisation Amnesty International acknowledges that many human 
rights abuses are suffered only or primarily by women, ranging “from female infanticide to the 
disproportionate malnutrition of young girls, from rape and mutilation to battery and murder... Yet 
traditionally, such abuses of women’s rights have been treated as separate from other human rights 
violations and taken less seriously by governments and NGOs” [5].  
 
“International human rights law has been guilty of ‘gender-blindness’,” affirms Pierre Sané, Secretary 
General of Amnesty International. “For too long it focused on the ‘public’ arena largely populated by 
men and neglected the so-called ‘private’ sphere of home, family and community in which women are 
traditionally enclosed. This means the interpretation of the right to be free of torture, for example, has 
not been applied to women repeatedly and severely beaten by their husbands or to young girls forced to 
endure female genital mutilation.” 
 
Describing the toll of death and injury related to pregnancy and childbirth, midwife Sister Anne 
Thompson, who has worked for 25 years in developing countries, argues: “If hundreds of thousands of 
men were suffering and dying every year, alone and in fear and in agony, or if millions upon millions of 
men were being injured and disabled and humiliated, sustaining massive and untreated injuries and 
wounds to their genitalia, leaving them in constant pain, infertile and incontinent, and in dread of having 
sex, then we would all have heard about this issue long ago, and something would have been done” [6]. 

What are human rights? 

Human rights are legal rights. Human rights are the most basic, most fundamental of rights: rights 
premised on the principle of the inherent dignity of human life. 
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The UDHR, adopted by the United Nations in 1948, was the first formal acceptance of the principle that 
there are basic and fundamental human rights which need protection. Since 1948 the world community 
has formalised the UDHR in legal principles through a number of human rights instruments. While 
‘Declarations’ are drafted by the international community to express aspirations about human conduct, 
‘Conventions’ and ‘Covenants’ are human rights ‘treaties’, intended from the outset to become part of 
national law in countries that ‘ratify’ or ‘accede to’ them. Thus they assume a legally binding status 
within these countries, which become ‘States Parties’ to the treaty. A state may then be held 
accountable to the international community if it fails to uphold a treaty’s provisions.  
 
A state may become party to a Convention or Covenant with ‘reservations’, exempting itself from the 
application of one or more provisions in the treaty, or it may make ‘declarations’ relating to its 
interpretation of a provision. In some cases countries sign a treaty and then fail to ratify it; this 
effectively means that the state agrees by signature not to do anything contravening the terms of the 
treaty, but that the treaty is not in fact legally binding in that country. 
 
The primary international human rights treaties are: 
 
? the International Convention on the Elimination of All Forms of Racial Discrimination 
? the International Covenant on Economic, Social and Cultural Rights (ICESCR, or the Economic 

Covenant) 
? the International Covenant on Civil and Political Rights (ICCPR) 
? the Convention on the Elimination of All Forms of Discrimination Against Women (the Women’s 

Convention) 
? the Convention against Torture and other Cruel, Inhuman or Degrading Treatment or 

Punishment 
? the Convention on the Rights of the Child (the Children’s Convention) 

 
Treaties set up independent supervisory bodies – treaty bodies – that monitor and encourage 
compliance with the treaties. These include CEDAW (the Committee on the Elimination of All Forms of 
Discrimination Against Women), which monitors compliance with the Women’s Convention. Treaty 
bodies are very important mechanisms for making states comply with their international obligations. 
They have varying power depending on the formal powers they were given in the treaty to examine 
allegations of abuse, and from whom they can receive complaints. 
 
Many countries have also entered into binding regional human rights treaties, such as the European 
Convention for the Protection of Human Rights and Fundamental Freedoms, the American Convention 
on Human Rights, the African Charter on Human and Peoples’ Rights, and the Inter American 
Convention on the Prevention and Punishment of Violence against Women (the Belem do Para 
Convention). These treaties have the same impact on national law as the UN treaties. 
 
Regional systems for the protection of human rights – the European Commission and Court of Human 
Rights, the African Commission and the Inter American Commission and Court – also have real 
potential for impact in the area of reproductive health and rights. 

2. THE LETTER OF THE LAW: DO HUMAN RIGHTS PROTECT 
WOMEN? 

The principles that every human being is entitled to equal protection under human rights instruments 
and that no person is to be discriminated against on the basis of sex have also been confirmed in 
numerous other international and regional treaties [7]. 
 
Women’s right not to be discriminated against on the basis of sex is most comprehensively addressed 
in the Convention on the Elimination of All Forms of Discrimination against Women (the Women’s 
Convention), which was approved by the United Nations General Assembly in 1979 at the culmination of 
the United Nations Decade for Women. The Convention guarantees women equal rights with men in all 
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spheres of life, including education, employment, health care, the vote, nationality and marriage. 
 
The Women’s Convention is a success story: as of September 1998 162 countries have ratified it, 
making it second only to the Convention on the Rights of the Child in terms of state acceptance. The 
United States is one of three states that have signed but failed to ratify it: for the most powerful country 
on earth (ranked 11th in the ‘gender empowerment measure’ of the UN’s 1998 Human Development 
Report) the Convention is not legally binding. About 30 countries are not States Parties to the 
Convention. 
 
Fifty-four States Parties have lodged reservations to the Convention, many of which are substantive 
reservations, signalling widespread resistance to the concept of equality for women. For example, 
several states have lodged reservations against Article 16, a core provision that guarantees equality 
between men and women in marriage and family life [8].  

Bangladesh and India hold back 

On its ratification of the Convention, Bangladesh entered the following reservation: “The Government of 
the People’s Republic of Bangladesh does not consider as binding upon itself the provisions of Articles 
2, 13(a) and 16(1)(c) and (f) as they conflict with Shari’a law.” Bangladesh is one of several states to 
have entered a reservation against Article 2 of the Women’s Convention, which requires governments “to 
pursue by all appropriate means and without delay a policy of eliminating discrimination against 
women”. Article 13(a) refers to the elimination of discrimination in economic and social life and ensures 
the right to family benefits. Article 16(1)(c) protects equality in marriage and on dissolution, while (f) 
gives women the same right to their children as men have. 
 
In its 1997 report to CEDAW Bangladesh withdrew reservations to Articles 13(a) and 16(1)(f). The 
country report also states that Shari’a law is “not immutable” and that the remaining reservations to 
CEDAW are currently being reviewed. These represent significant changes. 
 
“In spite of the continuing reservation to Article 2 and the fact that no national legislation has been 
passed to implement the Women’s Convention, it is still a very powerful tool to inform the development 
of policy and interpretation of national laws and fundamental rights,” says Bangladesh human rights 
lawyer Sara Hossein. 
 
India has entered interpretive declarations similar to reservations that qualify its support for some 
articles of the Women’s Convention. These include one relating to Article 16(1): “States Parties shall 
take all appropriate measures to eliminate discrimination against women in all matters relating to 
marriage and family relations.” The Indian government qualifies its intention to abide by provisions spelt 
out in this article by declaring it will do so only “in conformity with its policy of non-interference in the 
personal affairs of any community without its initiative and consent”. The same qualification applies to 
Article 5(a) obliging states to “modify the social and cultural patterns of conduct of men and women 
with a view to achieving the elimination of prejudices and customary and all other practices which are 
based on the inferiority or the superiority of either of the sexes or on stereotyped roles for men and 
women”. 

 
UN human rights committees which monitor compliance with treaties such as the Women’s Convention 
and the ICCPR are increasingly examining whether governments are protecting reproductive health.  

3. CONTROVERSY OVER HUMAN RIGHTS 

A basic principle of human rights is that they are so fundamental they apply to every single human 
being in any circumstance. However, this basic principle has been challenged by some on the basis of 
the tradition and culture of communities and nations. For instance, opposition usually occurs when 
reformers apply human rights laws to discriminatory or harmful practices against girls and women in the 
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private sphere (FGM, male violence and rape within marriage) and to religious or customary laws which 
govern inheritance, divorce, polygamy and child custody in favour of men. “When it comes to women’s 
human rights, many governments take a particularly restrictive view,” according to Amnesty 
International [9]. 
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Convention on the Elimination of All Forms of Discrimination Against Women 
(the Women’s Convention), adopted by the General Assembly of the United 
Nations on 18 December 1979 

Countries in bold have not ratified/acceded to the Convention as of 27 September 1998 
* indicates that the country has lodged a reservation/declaration 
 
Source: Convention on the Elimination of All Forms of Discrimination Against Women 
(4WCW/DAW/DPCSD) 
 
Afghanistan Albania Algeria* 
Andorra Angola Antigua & Barbuda 
Argentina* Armenia Australia* 
Austria* Azerbaijan Bahamas* 
Bahrain Bangladesh* Barbados 
Belarus Belgium* Belize 
Benin Bhutan Bolivia 
Bosnia & Herzegovina Botswana Brazil* 
Bulgaria Burkina Faso Burundi 
Cambodia Cameroon Canada 
Cape Verde Central African Republic Chad 
Chile* China* Colombia 
Comoros Congo Congo, Democratic Republic of 
Costa Rica Côte d’Ivoire Croatia 
Cuba* Cyprus* Czech Republic 
Denmark Djibouti Dominica 
Dominican Republic Ecuador Egypt* 
El Salvador* Equatorial Guinea Eritrea 
Estonia Ethiopia* Fiji* 
Finland France* Gabon 
Gambia Georgia Germany* 
Ghana Greece Grenada 
Guatemala Guinea Guinea-Bissau 
Guyana Haiti Honduras 
Hungary Iceland India* 
Indonesia* Iran Iraq* 
Ireland* Israel* Italy 
Jamaica* Japan Jordan* 
Kazakhstan Kenya Kiribati 
Korea, Democratic People’s Republic 
of 

Korea, Republic of* Kuwait* 

Kyrgyzstan Lao PDR Latvia 
Lebanon* Lesotho* Liberia 
Libya* Liechtenstein* Lithuania 
Luxembourg* Macedonia Madagascar 
Malawi Malaysia* Maldives* 
Mali Malta* Marshall Islands 
Mauritania Mauritius* Mexico 
Micronesia Moldova Monaco 
Mongolia Morocco* Mozambique 
Myanmar* Namibia Nepal 
Netherlands* New Zealand* Nicaragua 
Niger Nigeria Norway 
Pakistan* Panama Papua New Guinea 
Paraguay Peru Philippines 
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Poland* Portugal Qatar 
Romania* Russian Federation Rwanda 
St Kitts and Nevis St Lucia St Vincent and the Grenadines 
Samoa San Marino Sao Tomé and Principe 
Saudi Arabia Senegal Seychelles 
Sierra Leone Singapore* Slovakia 
Slovenia Solomon Islands Somalia 
South Africa Spain* Sri Lanka 
Sudan Suriname Sweden 
Switzerland* Tajikistan Tanzania 
Thailand* Tonga Togo 
Trinidad and Tobago* Tunisia* Turkey* 
Turkmenistan Tuvalu Uganda 
Ukraine United Arab Emirates United Kingdom* 
United States of America Uruguay Uzbekistan 
Vanuatu Venezuela* Vietnam* 
Yemen* Yugoslavia Zambia 
Zimbabwe   
 
 
Opposition from governments means that in countries as varied as Chile, Pakistan, Egypt, Poland and 
Ireland some argue that human rights – in particular women’s human rights – depend on “the specific 
religious, cultural and social circumstance of various countries and communities” [10]. Some Asian 
governments argue that international human rights standards are primarily based on ‘Western’ concepts 
which focus on individual rights and are incompatible with Asian notions of social harmony and 
community [11]. The Taliban in Afghanistan invoke their own interpretation of Islamic law to justify 
systematic exclusion – and harsh punishment – for women seeking employment or education, or who 
leave home unveiled and in the absence of a male relative. Many Western governments, too, flout the 
principle of universality, refusing to be bound by international treaties. The United States, as well as not 
ratifying the Women’s Convention, is one of only two nations that have not ratified the Children’s 
Convention. 
 
UN General Secretary Kofi Annan has stated: “You do not need to explain the meaning of human rights 
to an Asian mother or an African father whose son or daughter has been tortured or killed... What they 
need, and what we must offer, is a vision of human rights that is foreign to no one and native to all” [12]. 
 
For women, what is frequently labelled ‘culture’ or ‘tradition’ also includes practices that restrict, 
damage – even kill them. According to former Prime Minister of Norway Gro Harlem Brundtland, now 
Director General of WHO, “Domestic violence can be part of a ‘cultural pattern’ in most societies, 
including my own” [13]. 
 
Not until 1993 did the international community challenge the distinction made in human rights 
discourse between the public and private spheres. The Declaration and Programme of Action of the 
World Conference on Human Rights declared that women’s human rights must be protected not only in 
courts, prisons and other areas of public life but also in the privacy of the home [14] – a landmark step 
forward in attempts to protect women from domestic and sexual violence. 
 
The same document reiterated a principle first laid out in 1948: “All human rights are universal, 
indivisible and interdependent and interrelated. The international community must treat human rights 
globally in a fair and equal manner, on the same footing, and with the same emphasis. While the 
significance of national and regional particularities and various historical, cultural and religious 
backgrounds must be borne in mind, it is the duty of States, regardless of their political, economic and 
cultural systems, to promote and protect all human rights and fundamental freedoms” [15]. 
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4. CHANGES IN HUMAN RIGHTS THINKING: MOVING TOWARDS 
REPRODUCTIVE RIGHTS 

Women are entitled to precisely the same protection as men when they suffer the same abuses as 
men. Men, however, do not get pregnant or have babies. Nor do they face the same range of views 
about how their lives should be shaped by their biological capacities. Only during this decade has 
women’s reproductive health, and the factors which determine it throughout their life cycle, begun to be 
viewed and monitored through the lens of human rights.  
 
The fit between human rights law and the needs of women is not always an easy one. The law itself is a 
relatively flexible instrument and there is potential to develop the framework to include further application 
of existing laws. “There is much that can be done to apply human rights law to the needs of women and 
specifically the reproductive health needs of women. This will take a lot of time, thought and energy but 
if human rights are going to be universal this is an absolute imperative,” says Professor Rebecca Cook, 
Director of the International Human Rights Programme, University of Toronto, Canada. 

Definition of reproductive health and rights 

The ICPD Programme of Action provides an internationally recognised definition of reproductive health 
and rights: 
 
“Reproductive health is a state of complete physical, mental and social well-being and not merely the 
absence of disease or infirmity, in all matters relating to the reproductive system and to its functions 
and processes. Reproductive health therefore implies that people are able to have a satisfying and safe 
sex life and that they have the capability to reproduce and the freedom to decide if, when and how often 
to do so. Implicit in this last condition are the right of men and women to be informed and to have 
access to safe, effective, affordable and acceptable methods of family planning of their choice, as well 
as other methods of their choice for regulation of fertility which are not against the law, and the right of 
access to appropriate health-care services that will enable women to go safely through pregnancy and 
childbirth and provide couples with the best chance of having a healthy infant” [16]. 
 
“Reproductive rights embrace certain human rights that are already recognised in national laws, 
international human rights documents and other consensus documents. These rights rest on the 
recognition of the basic right of all couples and individuals to decide freely and responsibly the number, 
spacing and timing of their children and to have the information and the means to do so, and the right to 
attain the highest standard of sexual and reproductive health. It also includes their right to make 
decisions concerning reproduction free of discrimination, coercion and violence, as expressed in human 
rights documents...  
 
“The promotion of the responsible exercise of these rights for all people should be the fundamental 
basis for government- and community-supported policies and programmes in the area of reproductive 
health... As part of their commitment, full attention should be given to the promotion of mutually 
respectful and equitable gender relations... Reproductive health eludes many of the world’s people 
because of such factors as: inadequate levels of knowledge about human sexuality and inappropriate or 
poor-quality reproductive health information and services; the prevalence of high risk sexual behaviour; 
discriminatory social practices; negative attitudes towards women and girls; and the limited power 
many women and girls have over their sexual and reproductive lives” [17]. 

 
Women’s reproductive health and rights have become a significant agenda item at international 
conferences which deal with social development and human rights. The most progress in highlighting 
the issues has come during this decade, with six major international conferences held over the four 
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years between 1992 and 1996. Reproductive health and rights were discussed at each of them: 
 
? The United Nations Conference on Environment and Development held in Rio de Janeiro in June 

1992 (the Earth Summit) 
? The World Conference on Human Rights held in Vienna in June 1993 
? The United Nations International Conference on Population and Development (ICPD) held in 

Cairo in September 1994 
? The World Summit for Social Development held in Copenhagen in 1995 
? The Fourth World Conference on Women held in Beijing in September 1995 
? The Second United Nations Conference on Human Settlements (Habitat II) held in Istanbul in 

June 1996 
 
The International Conference on Population and Development (ICPD) held in Cairo in September 1994 
focused on reproductive health and rights. After Cairo the world revisited issues related to reproductive 
health, rights and empowerment in the conferences which followed, each time shoring up the 
commitments made in Cairo.  
 
The ICPD Programme of Action – the consensus document that emerged from the conference – was a 
groundbreaking document. The international community placed reproductive health clearly within the 
context of human rights, and recognised that women’s empowerment is key to the existence and 
protection of reproductive health and rights. Delegates representing 180 countries unanimously 
approved it. The Holy See and a number of other nations which signed the document made formal 
objections to specific words, paragraphs or whole chapters [18]. 

One small step for woman...  

Joyce Banda, Executive Director of Malawi’s National Association of Business Women (NABW), 
described the joy expressed by one woman her organisation has helped. The woman’s husband had 
not been working and any money he had he spent on food for himself, forcing her to scavenge for food 
for herself and her children. With help from NABW and a small loan, she started her own business. She 
turned her life around. She now has enough money to feed her family. She has bought her husband a 
new suit. And best of all, she can tell her husband she will not be having any more babies. If she had 
not had the power she wields now, she told Banda, she would have been beaten for using 
contraceptives [19]. 

 
The Programme of Action emphasised that female empowerment – improving women’s legal, economic, 
educational and social status – is a fundamental precondition enabling women to make responsible and 
informed decisions, especially in areas of sexuality and reproduction. 
 
International conference declarations such as the ICPD Programme of Action are not binding upon 
states which agree to them, but progress in implementation is systematically monitored. “Where 
governments make commitments by identifying themselves with a conference outcome or pledging 
funds, they have a moral responsibility to carry out those promises,” says Karen Newman, Policy 
Advisor at the International Planned Parenthood Federation (IPPF) [20]. 
 
Moreover, conference documents mark a significant advance in international consensus, providing 
internationally agreed definitions of what such terms as ‘reproductive health’ actually mean. “The 
language they generate is part of the context within which human rights language is interpreted,” says 
Newman. Thus they contribute to the development of international standards which can be used in the 
courts and by other bodies to apply international human rights law at national levels. “Within a human 
rights context, reproductive rights result when you apply existing human rights to reproductive health,” 
says Newman. The IPPF Charter on Sexual and Reproductive Rights outlines for the 150 NGOs 
working with the IPPF what these rights are, and where they are protected in international human rights 
instruments. 
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IPPF Charter on Sexual and Reproductive Rights [21] 

1. The Right to Life 
2. The Right to Liberty and Security of the Person 
3. The Right to Equality, and to be Free from all Forms of Discrimination 
4. The Right to Privacy 
5. The Right to Freedom of Thought 
6. The Right to Information and Education 
7. The Right to Choose Whether or Not to Marry and to Found and Plan a Family 
8. The Right to Decide Whether or When to Have Children 
9. The Right to Health Care and Health Protection 
10. The Right to the Benefits of Scientific Progress 
11. The Right to Freedom of Assembly and Political Participation 
12. The Right to be Free from Torture and Ill Treatment 

 
 

5. HUMAN RIGHTS, WOMEN’S LIVES 

Five years after the ICPD, the potential of the Cairo agreement has yet to be realised, as confirmed by 
documents produced by UN agencies as well as studies conducted by academic institutions and non-
governmental organisations (NGOs). Although maternal mortality is recognised as “an ever-present 
reality in the developing world... the rate of maternal deaths is even rising slightly in certain areas,” 
according to the Latin American and Caribbean Women’s Health Network, which is monitoring the 
implementation of the ICPD Programme of Action in its region [22]. Complications from unsafe 
abortions continue to be one of the main causes of maternal deaths in Latin America and the 
Caribbean; in many regions of the world, particularly in Africa and parts of South Asia, most women 
lack prenatal care and give birth without a trained assistant.  
  
Monitoring of ICPD Programme of Action implementation by the Commission on Population and 
Development and the United Nations Population Fund (UNFPA) is culminating in a major review during 
1999. The preparatory process, involving widespread consultation with NGOs, seeks to determine 
progress at national level, to identify obstacles and constraints to implementation and to identify key 
future actions. 
 
Parallel to this process, a working partnership is developing between the health and legal professions to 
advance reproductive health and rights. Increasingly individuals, NGOs, governments and UN bodies are 
using human rights as a tool to focus on reproductive health and rights, and as one way to speed up 
the changes called for in the ICPD Programme of Action. 
 
Examples below show just some of the ways human rights are being invoked in relation to long-
standing reproductive health problems, and to create a social and legal environment for girls and women 
that is conducive to reproductive health and rights. 

Safe motherhood: the right to life? 

Traditionally the right to life has been used to protect an individual’s right to ‘due process of law’ (the 
right to defend oneself) before being put to death, says Professor Cook. Recently, however, it has been 
argued that the risk of unnecessary death associated with pregnancy and childbirth compromises a 
woman’s right to life [23].  
 
International campaigner for safe motherhood Professor Mahmoud Fathalla, President of the 
International Federation of Obstetrics and Gynaecology (1994-1997) and senior advisor to the 
Rockefeller Foundation, demands: “Why should mothers continue to die every minute when the world 
knows how their lives can be saved? The neglected tragedy of maternal mortality is not simply a health 
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problem; it’s a human rights issue” [24]. 
 
“Safe motherhood was an initiative which was started because most maternal deaths are preventable. 
We don’t have the government support to address and provide the necessary services for women during 
the most vulnerable time in their life... To neglect women during [this] time is a social justice issue,” 
says Professor Cook. Moreover, many of the causes of maternal mortality are directly related to 
women’s low status in society, rather than simply the lack of specific health services.  
 
? Maternal mortality: Every year, an estimated 585,000 women die during pregnancy and 

childbirth. A full 99 percent of these deaths occur in developing countries [25]. No public health 
problem shows greater disparity between rich and poor countries than maternal mortality [26]. 

 
? Early marriage: Marriage will come earlier to a girl than a boy. In many countries a significant 

number of women enter their first formal relationship under the age of 18. In Mali, Niger and 
Bangladesh more than three quarters of young women enter a marriage or consensual union 
before 18; in Ghana, Kenya and Zimbabwe around one third of women marry before 18; in Latin 
America and the Caribbean between 20 and 40 percent form their first union before 18 [27]. 
Girls who marry young have babies young. The risks associated with early childbirth are 
particularly significant: “Young adolescents... particularly those younger than 15... are more 
likely to suffer spontaneous abortion and stillbirths than are older women, and they are up to 
four times as likely as women older than 20 to die from pregnancy-related causes” [28]. 

 
? Anaemia: It is estimated that between 60 and 70 percent of pregnant women in India suffer 

from anaemia [29]. These women are at greater risk of death from postpartum haemorrhage, 
one of the primary causes of maternal mortality [30]. In addition, 15 to 30 percent of all 
maternal deaths in India are thought to be traceable to anaemia [31]. Anaemia during 
pregnancy also puts the baby at risk, as more women miscarry or bear children suffering from 
under-nourishment and anaemia. A girl child born anaemic has every chance of living her entire 
life in that state, continuing a vicious cycle. 

 
? Restricted access to care: Social constraints restrict women’s access to care, even when it 

is most crucial. In Pakistan there are cases “where a woman, in the last stages of pregnancy, 
dare not leave her home in her husband’s absence – it is considered essential for her to have 
his permission... [If complications arise] such women haemorrhage to death,” says Hilda 
Saeed, a founding member of the women’s rights organisation Shirkat Gah. 

 
In many countries a woman who makes it through a pregnancy will have an even more significant 
chance of suffering some form of chronic disability from the pregnancy than she will of dying. For every 
pregnancy-related death there are as many as 30 women who suffer some form of serious, often 
permanent injury – over 15 million women per year [32]. Rupture or prolapse of the uterus, pelvic 
inflammatory disease which can lead to infertility, lower genital tract injuries, anaemia and obstetric 
fistulae result from problems during delivery or poor standards of care. 

Safe abortion: the right to liberty and security of the person? 

The issue of abortion is fiercely debated across the world. The issues are complex and emotionally 
loaded. Many of those who oppose abortion argue against it on the grounds that it breaches the 
foetus’s right to life, maintaining that “human life begins at the instant of conception” [33]. Others hold a 
different view, as spelt out by Sonia Correa, reproductive health coordinator for the Southern research 
network DAWN (Development Alternatives with Women for a New Era): “There is neither clear scientific 
nor theological determination that before viability, foetal life is human life” [34].  
 
The right to liberty and security of the person has been relied on by national courts to defend a 
woman’s right to decide “if, when and how often” to bear children. In 1988 the Canadian Supreme Court 
relied on the right to liberty and security of the person to overturn the previous abortion law (and in doing 
so decriminalised abortion). The court held that the provision interfered with a woman’s bodily integrity 
and as such violated her liberty and security rights. Madam Justice Wilson described it in this way: “In 
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essence, what [the existing legislation] does is assert the woman’s capacity to reproduce is not to be 
subject to her own control. It is to be subject to the control of the state. She may not choose whether 
to exercise her existing capacity or not to exercise it. This is not, in my view, just a matter of interfering 
with her liberty in the sense... of her right to personal autonomy in decision-making, it is a direct 
interference with her physical ‘person’ as well. She is truly being treated as a means – a means to an 
end which she does not desire but over which she has no control” [35]. 
 
Prior to this case abortion was regulated as a criminal matter in Canada and was restricted to 
situations where a woman had gone before a ‘therapeutic abortion committee’ for a determination that 
the pregnancy would endanger her life or health. Although the ruling left Canada without an abortion law, 
attempts to craft a new one have failed and women’s access to abortion depends on where they live 
[36] – in the majority of the provinces it is paid for by provincial health insurance schemes. 
 
Those relying on human rights provisions to advance arguments for abortion rights have also used 
human rights arguments other than the protection of liberty and security of the person. The authors of 
the IPPF Charter (see above) decided that abortion was guaranteed under the right to privacy which is 
set out in both the Universal Declaration of Human Rights (Article 12) and the International Covenant on 
Civil and Political Rights (Article 17). 
 
A study by the Chilean Open Forum on Reproductive Health and Rights and the New York-based 
Center for Reproductive Law and Policy examining the cases of women imprisoned for abortion-related 
offences argued that their treatment violated their rights to freedom from discrimination based on social 
and economic status; to life, liberty and security; to freedom from discrimination on the basis of gender; 
to health, reproductive health and family planning; to privacy; to legal assistance and due process; and 
to be presumed innocent [37]. 
 
While states make laws, women have abortions, legal or otherwise, according to their needs and 
circumstances. The philosophy and the reality sometimes diverge: “I would say that, in much of Africa, 
public position and private action with respect to abortion are not the same. Whilst the majority of 
persons, both male and female, would publicly state that abortion is a sin and should not be 
undertaken, many, perhaps the majority, would not hesitate to avail themselves or their wards of 
abortion services when the need arises,” says Professor Fred Sai, former Chairman of the IPPF [38]. 
 
The 1994 ICPD focused specifically on the public health consequences of unsafe abortion, attempting 
to lessen the annual death toll. It called on governments to recognise unsafe abortion as a leading 
cause of maternal mortality and as a “major public health concern”. The Programme of Action set out 
the following statement: 
 
“In no case should abortion be promoted as a method of family planning. All governments and relevant 
intergovernmental and non-governmental organisations are urged to strengthen their commitment to 
women’s health, to deal with the health impact of unsafe abortion as a major public health concern and 
to reduce the recourse to abortion through expanded and improved family planning services... In 
circumstances where abortion is not against the law, such abortion should be safe. In all cases women 
should have access to quality services for the management of complications arising from abortion” [39]. 
 
The Platform for Action adopted at the 1995 Beijing World Conference on Women took one step further, 
with an additional recommendation urging governments “to consider reviewing laws containing punitive 
measures against women who have undergone illegal abortions” (paragraph 106k). 
 
? It is estimated that approximately 50 million abortions are carried out each year. Some 20 

million are carried out in unsafe conditions. About 95 percent of unsafe abortions take place in 
developing countries [40]. 
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Chile and Ireland  

A Chilean woman has no recourse to legal abortion under any circumstances, including if the 
pregnancy is endangering her life or if she is pregnant as a result of rape [41]. The consequences of 
having an abortion are severe: the law recommends a prison term of three to five years. Christina (not 
her real name) was one of more than 20 women interviewed by the Open Forum on Reproductive Health 
and Rights in Chile who had been detained in ‘Chin Chin’ prison facility in Puerto Montt for abortion-
related offences. Having become pregnant at 20 and with no support from her boyfriend she underwent 
an illegal abortion. Hospitalised with an infection, she claimed to have fallen off a roof. For the last 16 
months – unknown to her family – Christina has been in jail.  
 
In Ireland abortion is legal only where there is considered to be a real and substantial risk to the life (as 
distinct from the health) of the mother [42]. In 1992 the European Court of Human Rights held Ireland in 
violation of individuals’ right to receive and impart information because the government tried to prevent 
the circulation of information about abortion services legally available in Britain [43]. In 1993 the 
electorate voted to allow women the right to information on abortion services and the right to travel 
abroad for abortions – “a limited right to abortion, if not in Ireland then elsewhere” [44]. 
 
This followed the case of a 14-year-old girl who was raped and made pregnant. Having travelled to 
England with her parents in order to have an abortion, she was made subject to a court order forbidding 
her from leaving Irish jurisdiction. Forced to return to Ireland, the family appealed to the Supreme Court, 
which acknowledged a risk to her life and thus allowed the girl the right to have an abortion [45]. 
Currently around 5,000 Irish women travel to Britain each year in order to obtain an abortion [46]. 

 
? Unsafe abortion is estimated to cause 6,000 deaths in Latin America each year – one quarter 

of all maternal deaths in that region [47]. 
 
? Worldwide, 50,000 to 100,000 women die annually from the complications of unsafe abortion 

[48]. 
 
? If not killed outright, women often suffer serious injury after unsafe abortion – including infertility 

caused by infection, haemorrhage and intra-abdominal injury such as puncturing or tearing of 
the uterus. WHO estimates that between 10 and 50 percent of women who undergo an unsafe 
abortion require some form of subsequent health care [49], and yet: “Most developing country 
health systems, whatever their national policies toward induced abortion, do not systematically 
plan for or effectively provide emergency medical care for women suffering from abortion 
complications. As a result, treatment is often delayed and ineffective, with life-threatening and 
costly consequences” [50]. 

 
? Twenty-five percent of the world’s population live in the 54 countries with the most restrictive 

abortion laws – which ban abortion entirely or criminalise it unless it is to save the life of the 
woman [51]. 

 

Ending sexual violence: the right to freedom from torture and ill treatment? 

Article 7 of the International Covenant on Civi l and Political Rights decrees that: “No one shall be 
subjected to torture or to cruel, inhuman or degrading treatment or punishment.” 
 
In 1993 the UN General Assembly adopted the Declaration on the Elimination of Violence Against 
Women, which explicitly sets out what gender violence is and the steps states can take to work 
towards its eradication. The Declaration defines violence against women as “any act of gender-based 
violence that results in, or is likely to result in, physical, sexual or psychological harm or suffering to 
women, including threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring in 
public or private life” [52]. In March 1994 the Commission on Human Rights appointed a Special 
Rapporteur on violence against women, whose powers include initiating relevant investigations. 
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Conferences subsequent to the 1993 World Conference on Human Rights in Vienna have declared 
freedom from violence an essential prerequisite to the achievement of reproductive health.  
 
A woman’s reproductive health, including her ability to decide if, when and how to bear and raise 
children, is particularly vulnerable to violence, which affects her sexual and reproductive life in direct and 
indirect ways: 
 
? WHO believes that at least one in five women in the world has been physically or sexually 

abused by a man at some time in her life [53]. 
 
? Most forced sex is carried out by intimates: neighbours, relatives, boyfriends or husbands. 

Surveys of rape among women in the USA suggest that 14 to 20 percent of US women will 
experience a completed rape at some time in their lives [54]; countries such as Canada, South 
Korea and New Zealand suggest similar rates of rape [55]. The aggressor is rarely a stranger. 

 
? In most nations of the world a man is not committing a crime if he rapes his wife. Change, a 

UK NGO looking at non-consensual sex within marriage, has found in a preliminary search that 
fewer than 20 countries in the world have made rape within marriage a crime. Some countries 
have an explicit marital rape exemption – if a man and a woman are married, non-consensual 
sex can never be rape [56]. The British House of Lords only recognised forced sex within 
marriage as rape in 1991. In the USA marital rape was finally included in the criminal statutes 
of all 50 states in 1993 [57]. 
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Eradicating female genital mutilation (FGM): the right to bodily integrity? 

 
As well as invoking the right to be free from torture and ill treatment, campaigners against FGM have 
invoked the right to bodily integrity and the rights of the girl child to argue that FGM is clearly a breach 
of human rights [58].  
 
Despite a slow decline in the practice, the minimum number of women and girls at risk of genital 
mutilation each year is estimated (taking into account current rates of population increase) at two 
million [59]. The procedure is commonly carried out on girls between the ages of four and 10, but may 
be carried out at any time between infancy and after the birth of a first child [60]. 
 
Female genital mutilation is not a religious practice, nor is it limited to an ethnic or socio-economic 
class [61]. It occurs in some 20 countries in Africa, parts of Asia and the Middle East, and in immigrant 
communities in other regions such as Europe [62]. Prevalence varies from five percent of women in 
Uganda and the Democratic Republic of Congo to almost 98 percent in Somalia and Djibouti [63]. The 
procedure can range from the removal of part or all of the clitoris to total infibulation, where the clitoris 
and outer folds of the vagina are removed and the wound sewn up leaving a small opening for the 
passage of urine and menstrual blood. 
 
The consequences of FGM are serious and long-term. A girl can haemorrhage and suffer severe pain 
which may lead to shock, infection and, on occasion, to death. Prolonged bleeding can lead to 
anaemia. The procedure can render any future sexual intercourse painful and can increase the risk of 
having a difficult delivery or dying in childbirth. 

“I was dying inside” 

She said, “This is it. This is it. It won’t take a second. Close your eyes. When you open them, the pain 
and your clitoris will be gone.” I told her, “All right!”... 
 
This time, she even pulled out the knife – a little knife, shiny and sharp, with a little hook on it. Now she 
pulled harder on my clitoris, and this time I turned my face away and told the other woman, “Hold me 
tight,” and gritted my teeth. And then my God, Rahima, everything happened. My body was gone in a 
second, just as they had said. I could hear Shuuu... like the sound when they are slicing meat – just 
like that was the way she sliced my body. She cut everything – she didn’t cut the big lips, but she 
sliced off my clitoris and the two black little lips, which were haram – impure – all that she sliced off like 
meat. Oh, Rahima I thought I was going to die... Every time I wanted to cry, I looked around to see if 
someone would help, but I just saw smiling faces, and I felt shy again and I opened my mouth and 
pretended I was laughing, but I was dying inside. She sliced the top off my big lips, and then she took 
thorns like needles and put them in crossways, across my vagina, to close it up” [64].  

 
However, the international campaign against FGM highlights the difficulty of invoking international law 
alone to change deeply held beliefs. Parents and communities perpetuate the practice believing that it 
safeguards virginity and assures that daughters will be marriageable [65]. According to Nahid Toubia, 
Director of the Research Action Information Network for Bodily Integrity (RAINBO), when African and 
Arab women speak out against FGM they may be accused by conservatives “of aligning with the West 
to undermine the traditional (and religious) values of their societies” [66].  
 
Toubia believes the eradication of FGM requires global action; however, “eradication efforts must be 
empathic not alienating…[and] must concentrate on individual and social identity and on changing 
women’s consciousness. Even the human rights context, though crucial, is not appropriate for 
negotiating change at the family level” [67]. According to Efua Dorkenoo, WHO technical expert on 
harmful traditional practices, “There is increasing recognition that the cultural purpose of FGM varies as 
widely as the type of procedure performed and that a full understanding of women’s position and of 
gender relations within a particular context is required in order to eliminate the practice at the 
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grassroots level. The key solution is first to understand the perspectives of the communities and the 
determinants of the practice. There is a need for strong outreach, education at the grassroots and 
family life education that involves the communities themselves and addresses the main reasons for 
continuing the practice.” [68]. In some Kenyan communities where FGM has been practised as part of 
traditional puberty rites, the ceremonies have been modified to preserve a rite of passage while 
abandoning FGM. 
 
”International human rights treaties have helped because most governments in countries where FGM is 
practised have ratified several UN Conventions that make provision for the promotion and protection of 
the health of girls and women. Because they have ratified these Conventions they are obliged to respect 
the standards they set out,” says Dorkenoo. The language on FGM has become progressively more 
explicit through human rights instruments such as the Women’s Convention, the Children’s Convention 
and the Vienna Declaration, and UN consensus documents such as the ICPD Programme of Action 
and the Beijing Platform for Action. 
 
“At Beijing the issue of protection of the rights of the girl child was particularly pressed by women from 
developing countries, especially Africa,” she adds. “Once it has been recognised in that way, 
governments are much more open... It provides a climate for change at the policy level and gives 
recognition to the work that has been done by NGOs and others – it gives it much more clout.” 
 
According to Dorkenoo, “The challenge for us in bringing together rights and health is to develop tools 
and mechanisms for addressing the issues which are appropriate at different levels... at government and 
policy levels and at grassroots levels... and which reinforce each other. The way forward is more 
intersectoral action.” For example, in Nigeria a working group including representatives from local NGOs 
working on FGM, the Ministry of Health, the Ministry of Justice and international agencies came 
together to develop a national policy and plan of action to accelerate the elimination of FGM. 
 
“Culture is evolving and transforming on an ongoing basis and isn’t fixed and isn’t immutable,” says 
Bangladesh human rights lawyer Sara Hossein.  
 
In February 1996 WHO, UNICEF and UNFPA declared in a joint statement on FGM: “It is unacceptable 
that the international community remain passive in the name of a distorted vision of multiculturalism” 
[69]. 

The right to information and services? 

Control over timing and spacing of children requires information and access to contraception – 
information which is not always available to those who need and want it. Human rights law formally 
protects the right to freedom of expression and information. This right has traditionally been used to 
“guarantee only the freedom to seek, receive and impart information and ideas free from government 
interference,” says Sandra Coliver, Law Programme Director of Article 19, an international NGO 
campaigning against censorship [70]. 
 
It has been argued, however, that this right (in conjunction with others) creates a positive obligation on 
governments “to provide and to refrain from interfering with the communication of information that is 
necessary for the protection and promotion of reproductive health and choice”, in Coliver’s words [71]. 
Furthermore, Article 10(h) of the Women’s Convention explicitly outlines the right “to specific 
educational information to help to ensure the health and well-being of families, including information and 
advice on family planning”. 
 
It is estimated that over 350 million couples in the world do not have access “to a full range of modern 
family planning information and services” [72].  
 
Despite the statistical evidence of a significant and unfulfilled demand for contraceptive and family 
planning information, some governments have adopted coercive strategies to curb the birth rate. China’s 
one child policy is the most familiar example of this. Recent events in Peru demonstrate that extreme 
population control measures are still undertaken despite governments’ stated commitment to 
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respecting human rights. 
 

Sterilisation scandal rocks Peru 

In July 1995 President Fujimori announced that the state would provide legal sterilisations as a method 
of family planning.  
 
What started as a welcome family planning initiative (in a country where religious doctrine discouraged 
family planning) deteriorated into a quota-driven bounty hunt where women were misinformed, bribed 
and coerced into being sterilised. Women’s groups say 15 women died as a result of unsafe 
sterilisations conducted by over-zealous doctors, and hundreds more claim they sustained injury or 
were operated on without consent. There were reports of women as young as 19 being sterilised. 
 
Rural doctors claimed that the government had set quotas for poorly paid hospital workers: “For every 
two patients brought in for sterilisation, medical staff received 15 to 20 soles (US$5-6.50)... If you didn’t 
deliver your quota, your contract was not renewed.” The government denied it set internal quotas and 
admitted culpability in only six of the 15 known deaths. 
 
Public outcry and aggressive media coverage about the abuses increased, and in 1998 a delegation 
from Peru testified before a US Congressional Subcommittee on International and Human Rights 
Operations investigating charges that US aid money had been misused during the sterilisation 
campaign. The Subcommittee concluded that: “Women in Peru, especially very poor mestizo [mixed 
race] women, have been misled into having sterilizations and that in some cases they were lied to.” 
 
Formal scrutiny, a human rights framework and media attention put Peru under an international 
spotlight. Women’s groups called for an end to quotas in the Reproductive and Family Planning 
Programme and demanded that the government, including President Fujimori, be “accountable to 
women for decisions hidden from public opinion” [73]. 
 

 
Abuses against women in China and Peru contravene the letter and spirit of the Cairo ICPD and 
numerous international human rights treaties, according to health and legal experts. The Cairo 
Programme of Action “applies basic human rights principles explicitly to population policies and 
programs; rejects coercion (including incentives or disincentives), violence and discrimination; and re-
asserts that all people have the right to good quality health care” [74]. 
 
In the area of reproductive tract infections (RTIs) women have also suffered from a lack of information 
and services, which are inadequate and have tended to target men. However, the burden of RTIs falls 
most heavily on women of reproductive age or with new-born children. More than a million women and 
infants have died from the complications of RTIs every year during the 1990s. By comparison, the 
estimated number of deaths among men from syphilis, chlamydia and gonorrhoea was approximately 
20,000 (excluding deaths from AIDS) [75]. In addition, in 1997 almost 6,000 women a day became 
infected with HIV – the virus which causes AIDS. A large proportion were monogamous married women 
who contracted the infection due to their husband’s or partner’s behaviour, over which they had little 
control [76]. 

6. MAKING A DIFFERENCE 

Several international, regional and national channels exist for using human rights tools to address the 
legal and social factors, both inside and outside the health sector, that affect women’s reproductive 
health and rights. 
 
At the UN, committees monitoring implementation of human rights treaties receive information both 
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from governments and increasingly through ‘shadow reports’ from NGOs. According to Cynthia 
Eyakuse, a lawyer with the US Center for Reproductive Law and Policy (CRLP), the human rights treaty 
bodies are asking more questions on issues which relate to reproductive health and rights. 
 
CRLP and other international, regional and national human rights organisations work with a range of 
NGOs to produce shadow reports. According to Marsha Freeman, Senior Fellow and Director of the 
International Women’s Rights Action Watch Project (IWRAW), “Every time we make a submission we 
make a difference.” 
 
Regional and national NGOs such as the Asia Pacific Forum on Women, Law and Development and 
the Centre for Feminist Legal Research in India, as well as UN bodies such as UNIFEM, actively 
promote use of the treaty bodies, both by disseminating their findings and by facilitating access to their 
proceedings.  
 
The Committee on the Elimination of Discrimination against Women (CEDAW) and the Human Rights 
Committee (which monitors compliance with the ICCPR) have made recommendations to several states 
identifying their obligations to provide specific reproductive health services and tackle maternal 
mortality. They have identified violations of women’s rights ranging from laws that exempt a rapist from 
punishment if he marries his victim, to laws requiring a husband’s consent before a woman can obtain 
an abortion, to laws that single mothers under the age of 16 lack the legal capacity to recognise their 
children. 
 
In March 1999 many NGOs and governments hope the Commission on the Status of Women will 
complete its work on an ‘Optional Protocol’ to the Women’s Convention, which would greatly augment 
its power. The draft Protocol would then be submitted for consideration to the UN General Assembly. At 
present CEDAW has no power to focus on individual violations of rights or to make recommendations 
on behalf of individuals. The proposed Optional Protocol would allow individuals to complain to CEDAW 
about violations of the Women’s Convention by their government, and would give CEDAW the power to 
conduct enquiries into serious systematic abuses of women’s rights in countries that have become 
party to the Protocol. Optional Protocols often follow human rights treaties and are treaties in their own 
right. A similar complaints procedure already exists for some of the other human rights treaties. 
 
At a national or regional level activists, NGOs and members of the health and legal professions are 
working alongside governments to achieve tangible changes that affect women’s daily lives.  
 
According to Dr Michal Kliment, Executive Director of the Slovak Society for Family Planning and 
Parenthood Education, human rights education has huge potential to empower people to campaign for 
change. “When you educate people about their rights, you make them aware of the gap that exists 
between their rights, as you have explained them, and the reality of their lives. If you do it effectively, 
that moment can change people from being passive acceptors of services to activists, prepared to work 
with you to make the changes needed for them to experience their rights as entitlements.” 
 
? In 1986 Profamilia, a Colombian organisation which provides family planning and sexual health 

information, decided to develop legal services alongside their clinics. The objective, according 
to Director Dr Maria Isabella Plata, was to help women begin to understand how to use their 
existing rights. The legal clinics began to draft documents, written in plain language, which 
explained existing rights and how they could be used. Because Colombia had ratified the 
Women’s Convention, the drafters included legal obligations under the treaty, including the right 
to family planning. In 1991, when the Constitution of Colombia was being revised, women’s 
groups took material prepared by Profamilia which expressly outlined Colombia’s obligations 
under the Women’s Convention and convinced the government to include family planning as a 
human right protected by the Constitution. The right under the new constitution belongs to the 
couple rather than to the individual; “We lost that battle,” Dr Plata says, “but the right is there.” 

 
? In March 1998 the South African Ministry of Justice convened a conference of government 

delegations and NGO representatives to address violence against women in the 14 member 
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countries of the Southern African Development Community (SADC). According to senior 
researcher Helene Combrinck of the Women and Human Rights Project Community Law 
Centre in South Africa, the draft Declaration on the Prevention and Eradication of Violence 
Against Women and Children “recognises that violence against women constitutes a serious 
violation of fundamental human rights and reflects the unequal relations of power and value 
between men and women” [77]. The draft declaration was presented and accepted as an 
addendum to the 1997 SADC Gender and Development Declaration. 

 
? A group of Nairobi-based legal advocates working to change national laws that compromise 

women’s health and human rights have targeted Kenya’s age of marriage statute by using 
international law, lobbying, documentation and the media to raise awareness. Although Kenya 
has ratified both the ICCPR and the Women’s Convention, the provisions of the latter have not 
been enacted as part of national law, according to FIDA-KENYA spokeswoman Anne Muragu 
Nyabera [78]. Both the ICCPR and Women’s Convention enshrine the rights to life, security 
and liberty. They both recognise certain rights in relation to marriage, in particular to consent 
and minimum age. Kenyan law contravenes both these international treaties by allowing 
marriage of a minor with permission of their parents. 

 
Article 16(2) of the Women’s Convention states: “The betrothal and marriage of a child shall have no 
effect, and all necessary action, including legislation, shall be taken to specify a minimum age for 
marriage and to make the registration of marriages in an official registry compulsory.” 
 
In its 1998 annual report, entitled Bado Mapambano (The Struggle Continues): Kenyan Women 
Demand their Rights, FIDA highlighted the plight of Maasai girls who are forced into early marriage 
by their community. “Our case study was the African Inland Church Girls Primary School, whose 
headmistress rescues girls escaping early marriage,” Nyabera says. 
 
In an interview with FIDA the headmistress stated: “Early marriage as a practice has not stopped. It 
will take time to end. Right now we have 30 rescued girls in the school. In the last six months we 
have had 15 more girls brought here. So the number is increasing but I am not able to judge why 
there is such an increase. It could be the growing awareness of this programme or the fact that 
more people are marrying their daughters early.” 
 
Some of the students fear they may be kidnapped by men they have been betrothed to. If asked, the 
faculty alerts police to intervene. “We are attempting to advance women’s rights in Kenya by relying 
on this provision of the Women’s Convention and other such provisions in international human rights 
instruments to lobby the government to change its municipal legislation to ensure that it complies 
with the Convention,” Nyabera says. 

 
? NGOs have used human rights treaties to declare new standards for accountability in service 

provision. The Peruvian Movimiento Amplio de Mujeres (Comprehensive Women’s Movement) 
stated in March 1998: “Women’s reproductive and sexual rights cannot be superseded in the 
public or private sphere by ideologies, religious beliefs, customs, or by ‘reasons of state’. 
Those interest groups that wish to influence state decisions in matters related to sexuality, 
women’s health and population policies are compelled to accept our sexual and reproductive 
rights as a starting point” [79]. 

7. PUTTING A PRICE TAG ON WOMEN’S HUMAN RIGHTS 

Women’s reproductive rights encompass the ‘shall nots’ (that states prevent human rights abuses such 
as marital rape, FGM, gender violence and coercive practices such as forced sterilisations) and also 
the ‘shalls’: that governments protect girls and women from discrimination, provide the information and 
services that safeguard their health, permit individuals and couples to make reproductive decisions, 
allow women to go through pregnancy and delivery safely, and give them the best chance of raising 
their infants safely.  
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Both categories cost money, but the role of government in providing health care is shrinking sharply, 
particularly in developing countries. Falling commodity prices, rising debt repayment and structural 
adjustment programmes (SAPs) imposed by the International Monetary Fund and the World Bank have 
forced governments to make harsh cuts in spending on social services such as primary health care and 
education. Instead, the private sector is providing more health services – for a fee which many women 
cannot afford. In Nigeria maternal mortality rates increased rapidly with the imposition of user fees for 
antenatal care and hospital deliveries in the mid-1980s. 
 

Withdrawal of US funding from UNFPA 

UNFPA Executive Director Nafis Sadik’s Statement on the Withdrawal of US funding from UNFPA: 
 
“UNFPA deeply regrets today’s news that the United States will not include funding for UNFPA in 
appropriations for the coming financial year. The decision penalises not only UNFPA but the millions of 
ordinary women and men on whose behalf we work. It will inevitably reduce our ability to implement vital 
programmes in the area of reproductive health and rights. 
 
“The US decision will mean the unnecessary death and suffering of women who are deprived of the 
information and means to plan their families. It will deny many people in developing countries the right 
that Americans take for granted – the right to individual freedom in regard to the size and spacing of the 
family. It will weaken not only population programmes but programmes aimed at better health, equal 
access to health and education for women, and economic security. 
 
“The US decision will hit especially hard the least developed countries in Africa and elsewhere whose 
population programmes are most dependent on external assistance. It will contribute to the spread of 
sexually transmitted diseases, including HIV/AIDS, which pose an ever larger threat to health, life and 
prospects for development. It is a step backwards from United States’ leadership in the population field 
and United States’ support for internationally agreed approaches to population problems. 
 
“The United States’ decision is misguided from the point of view of all those, including UNFPA, who 
seek to minimise abortion. At the very time when individual demand for family planning is rising all over 
the world, it will weaken family planning programmes and increase the use of abortion to avoid 
unwanted births” [80]. 

 
Changes such as these have wreaked havoc on ordinary people across the world, particularly women. 
Nevertheless, WHO believes that states which ratify human rights treaties are obliged to “ensure 
access to rights. According to the Economic Covenant, states undertake to take steps ‘to achieve 
progressively’ the full realisation of rights. In terms of women’s right to health, states should be 
expected... to take positive steps within a reasonable time to reduce the main preventable causes of 
women’s mortality and morbidity” [81]. 
 
The ICPD calculated the costs of its Programme of Action, estimating that US$17 billion would be 
needed annually by the year 2000 to fund reproductive health services in developing countries [82]. Of 
this, family planning was estimated to cost US$10.2 billion, other reproductive health services US$5 
billion, reproductive tract infections and HIV/AIDS prevention US$1.3 billion, and research and policy 
US$500 million. Costs will increase to over US$21 billion by 2015. At present less than US$10 billion a 
year is being directed to these programmes, four fifths of it from public and private sources in developing 
countries [83]. 
 
Money has been one of the greatest obstacles to implementing the ICPD Programme of Action. 
According to Mexican NGO GIRE, “Although a steady input of funds was observed in 1994 and 1995 – 
and in amounts from the developing countries even greater than those originally stipulated in the 
agreements – since 1996 we have witnessed a sharp decline in foreign assistance” [84]. 
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8. AWARENESS ADVANCES THE CAUSE OF WOMEN 

In the hour since you started to read this document at least 60 women have died from preventable 
complications of pregnancy and childbirth [85]; 40 women have undergone an unsafe abortion [86]; 
1,700 women have suffered serious injuries from complications of pregnancy and childbirth [87]; 60 
infants under the age of one have died as a result of losing their mother in childbirth [88]; 228 girls have 
been genitally mutilated [89]; 240 US women have been battered by their partners [90]; 120 women and 
infants have died from the complications of reproductive tract infections [91] (excluding HIV – which 250 
women have contracted) [92]. 
 
“One of the biggest problems is awareness,” says Millie Odhiambo of the International Commission of 
Jurists, Kenya. “In some areas people don’t even think that rights are being abused. If you say they are 
abused they consider you an outsider and think you are bringing in alien ideas... Last year we lobbied 
for a change in Parliament. The bill which was aimed at outlawing certain cultural practices, like female 
circumcision, was defeated by a majority. A lot of the male parliamentarians when the bill came out... 
mocked it and said things like, ‘Cut them, cut them’. It highlighted that the problem is not just with 
[communities] themselves but with policy formulators and legislators... You have to educate the policy 
makers.” 
 
“The lack of a functioning democratic process in which women are actively involved is one of the major 
obstacles to implementing women’s human rights,” says Bangladesh human rights lawyer Sara 
Hossein. Women make up a disproportionately small percentage of elected or appointed decision-
makers worldwide, comprising 12 percent of national parliaments and seven percent of ministerial and 
subministerial level positions. Regional estimates vary: women comprise 19 percent of national 
parliaments in Southern Africa, Northern and Western Europe, but only three percent of national 
parliaments in North Africa [93]. 
 
NGOs would like to make women’s reproductive and sexual rights “part of the debate on democracy 
and civi l society”, said Nahid Toubia at a July 1998 Inter-Agency Regional Campaign to End Violence 
Against Women in Africa [94]. Although many women’s organisations are campaigning to eliminate 
FGM and other forms of violence such as wife beating, and inheritance laws which deprive women of 
their rights, many NGOs are limited in their activities by funding shortfalls or lack of access to the 
media, she notes. 
 
At an international level, when states are held to account for violations of internationally protected rights 
of reproductive self-determination, they “resent, but also react to, their characterization as pariah states 
among the community of nations, and may amend their practices, while denying the justice of their 
condemnation, to maintain their international reputations,” says Professor Cook [95]. 
 
In terms of reproductive health and rights, however, much progress depends on the work carried out by 
non-governmental players. As Katherine Hall Martinez, a staff attorney at the Centre for Reproductive 
Law and Policy, points out: “CEDAW is the sole UN body charged with overseeing implementation of 
the Women’s Convention. But its role does not include a binding enforcement mechanism to ensure 
compliance with its criticisms. Thus the ability of CEDAW’s recommendations to effect real changes in 
women’s lives depends on outside actors, such as women’s organisations and the media publicizing 
the recommendations. Governments must be shamed into taking action to end discrimination against 
women by the bright light of public scrutiny” [96]. 
 
 

KEY CONTACTS 
 
INTERNATIONAL PLANNED PARENTHOOD FEDERATION (IPPF) 
Regent’s College, Inner Circle 
Regent’s Park, London NW1 4NS, UK 
tel: +44 171 487 7900; fax: +44 171 487 7897 
e-mail: info@ippf.org 
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website: http://www.ippf.org 
 
AMNESTY INTERNATIONAL 
International Secretariat 
1 Easton Street, London WC1X 8DJ, UK 
tel: +44 171 413 5500; fax: +44 171 956 1157 
e-mail: amnestyis@amnesty.org 
website: http://www.amnesty.org 
 
CHANGE 
16 Baldwins Garden London EC1N 7RJ, UK 
tel: +44 171 430 0692; fax: +44 171 430 0254 
e-mail: change_cic@compuserve.com 
 
INTERIGHTS 
Lancaster House, 33 Islington Street 
London N1 9LH, UK 
tel: +44 171 278 3230; fax: +44 171 278 4334 
e-mail: interights@compuserve.com 
website: http://www.ccgc.net/advscripts/Interights/default.htm 
 
SPECIAL RAPPORTEUR ON VIOLENCE AGAINST WOMEN 
UN HIGH COMMISSIONER FOR HUMAN RIGHTS 
Palais des Nations, 1211 Geneva 10, Switzerland 
tel: +41 22 733 5123; fax: +41 22 917 0212 
e-mail: webadmin.hchr@unog.ch 
website: http://www.unhchr.ch 
 
WORLD HEALTH ORGANISATION Maternal Health and Safe Motherhood Programme 
Division of Family Health, WHO 
Avenue Appia 20, 1211 Geneva 27, Switzerland 
tel: +41 22 791 3366; fax: +41 22 791 4189 
e-mail: info@who.ch 
website: http://www.who.int/ 
 
WOMEN LIVING UNDER MUSLIM LAW 
Boite Postale 23, 34790 Grabels, Montpellier, France 
tel: +33 467 109 166; fax: +33 467 109 167 
e-mail: wluml@mnit.fr 
 
THE HUMAN RIGHTS WATCH WOMEN’S RIGHTS PROJECT 
485 Fifth Avenue, New York, NY 10017-6104, USA 
tel: +1 212 972 8400; fax: +1 212 972 0905 
e-mail: hrwnyc@hrw.org 
website: http://www.hrw.org/ 
 
CENTRE FOR WOMEN’S GLOBAL LEADERSHIP 
Douglass College, Rutgers University 
27 Clifton Avenue, New Brunswick, NJ 08903, USA 
tel: +1 732 932 8782; fax: +1 732 932 1180 
e-mail: cwgl@igc.apc.org 
website: http://www.rci.rutgers.edu/-cwgl/humanrights/ 
 
CENTER FOR REPRODUCTIVE LAW AND POLICY 
120 Wall Street, New York, NY 10005, USA 
tel: +1 212 514 5534; fax: +1 212 514 5538 
e-mail: crlpint@igc.apc.org 
website: http://www.crlp.org 
 
UNIFEM 
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3304 East 45th Street, New York, NY 10017, USA 
tel: +1 212 906 6400; fax: +1 212 906 6705 
e-mail: unifem@undp.org 
website: http://www.undp.org/unifem/index.htm 
 
UNFPA (UNITED NATIONS POPULATION FUND) 
220 East 42nd Street, 22nd Floor, New York, NY 10017, USA 
tel: +1 212 297 5000; fax: +1 212 370 0201 
e-mail: ryanw@unfpa.org 
website: http://www.unfpa.org 
 
UN COMMITTEE ON THE STATUS OF WOMEN 
Division for the Advancement of Women 
Department of Economic and Social Affairs 
2 UN Plaza, DC-2-1204, New York, NY 10017, USA 
fax: +1 212 963 3463 
e-mail: daw@un.org 
website: http://www.un.org/womenwatch/daw/ 
 
PROFAMILIA 
Calle 34, No 14-52, Bogota, Colombia 
tel: +57 1 287 2100; fax: +57 1 387 5530 
 
LATIN AMERICAN AND CARIBBEAN WOMEN’S HEALTH NETWORK 
Casilla 50610, Santiago 1, Chile 
tel: +56 2 634 9827; fax: +56 2 634 7101 
e-mail: rsmlac@mail.bellsouth.cl  
website: http://www.infoera.cl/red_de_salud/ingles.html 
 
SHIRKAT GAH 
F/25-A, Block 9, Clifton, Karachi, Pakistan 
tel: +92 21 583 2754; fax: +92 21 587 0287 
e-mail: sgah@sgah.brain.com.pk 
 
ASIAN PACIFIC RESOURCE & RESEARCH CENTRE FOR WOMEN (ARROW) 
2nd Floor, Block F, Anjung Felda, Jalan Maktab 
54000 Kuala Lumpur, Malaysia 
tel: +60 3 292 9913; fax: +60 3 292 9958 
e-mail: arrow@po.jaring.my 
 
AIN O SALESH KENDRA (ASK) 
26/3 Purana Paltan Line, Dhaka 1000, Bangladesh 
tel: +880 2 835 851; fax: +880 2 836 468 
e-mail: ask@citechco.net 
 
ASIA PACIFIC FORUM ON WOMEN, LAW AND DEVELOPMENT 
Santitham YMCA Building, 3rd floor, Room 305-307 
11 Sermsuk Rd, Soi Mengrairasmi, Chiang Mai 50300, Thailand 
tel: +66 53 404 613/4; fax: +66 53 404 615 
e-mail: apwld@loxinfo.co.th 
 
ISIS-WOMEN’S INTERNATIONAL CROSS-CULTURAL EXCHANGE (ISIS-WICCE) 
PO Box 44934, Kampala, Uganda 
tel: +256 41 244  007/8; fax: +256 41 268 676 
e-mail: isis@starcom.co.ug 
 
WOMEN IN LAW AND DEVELOPMENT, AFRICA (WILDAF) 
PO Box 4622, Harare, Zimbabwe 
tel: +263 4 752 105; fax: +263 4 733 670 
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SOUTHERN AFRICAN RESEARCH DOCUMENTATION CENTRE (SARDC) 
PO Box 5690, Harare, Zimbabwe 
tel: +263 4 738 694; fax: +263 4 738 693 
e-mail: sardc@mango.zw 
 
INTERNATIONAL FEDERATION OF WOMEN LAWYERS (FIDA-KENYA) 
No 1 Adalyn Flats, off Nngong Road, PO Box 46324, Nairobi, Kenya 
tel: +254 2 717 169; fax: +254 2 716840 
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