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International Conference on Population and Development Fact Sheets 
In 1994, at the International Conference on Population and Development (ICPD), 179 countries came together and adopted a 

Programme of Action, in which they agreed that population policies must be aimed at empowering couples and individuals—

especially women—to make decisions about the size of their families, providing them with the information and resources to 

make such decisions, and enabling them to exercise their reproductive rights. For the first time in an international consensus 

document, states agreed that reproductive rights are human rights that are already recognized in domestic and international 

law.  

The ICPD Programme of Action recognizes that realizing the right to reproductive health is a critical element of guaranteeing 

reproductive rights.  The ICPD Programme of Action broadly defines reproductive health as “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.”1 Reproductive health implies that people are able to have a safe and satisfying sex 

life; the ability to reproduce; and the right to decide if, when, and how frequently to reproduce.2 Governments also recognized 

the inherent link between sustainable development, the eradication of poverty, and gender equality, and committed to address 

these issues in tandem. Furthermore, states agreed that coercive laws, policies, and practices that do not respect individuals’ 

autonomy and decision making must be eliminated. In adopting the ICPD Programme of Action, states committed to take 

legal, policy, budgetary, and other measures to effectuate the principles and rights enshrined in the document. 

Every five years since ICPD, states have come together to reaffirm this commitment, analyze the progress that has been made 

towards realizing sexual and reproductive health and reproductive rights, and decide upon further actions that should be 

taken. At the initial five-year review of ICPD (referred to as “ICPD+5”), states agreed to utilize benchmarks and indicators to 

monitor the realization of sexual health and reproductive rights.3  The ICPD Programme of Action has helped shape the  

development and application of binding international human rights standards, including the rights protected under the  

Convention on the Elimination of Discrimination against Women; the International Covenant on Civil and Political Rights; the 

International Covenant on Economic, Social and Cultural Rights; the Convention on the Rights of the Child; and the  

Convention on the Rights of Persons with Disabilities and consensus documents such as the Beijing Declaration and Platform 

of Action, the Rio + 20 Declaration, and the United Nations (UN) Human Rights Council’s resolutions on maternal mortality.4  

Reducing maternal mortality and increasing access to contraceptives were also incorporated into the Millennium Development 

Goals, an agreed-upon set of development targets adopted in 2001 and revised in 2007. To mark 20 years since ICPD, the 

United Nations Population Fund is spearheading a review of countries’ progress toward the realization of the goals and rights 

enshrined in the ICPD Programme of Action.5 This review process incorporates a review of laws and policies that have been 

adopted to identify achievements and challenges, and establish further plans for action.  

These fact sheets highlight the progress states have made through their laws and policies to implement the ICPD Programme 

of Action and describe national and international human rights developments on a number of select issues related to sexual 

and reproductive health and rights. While the development of laws and policies are not the only measure of a state’s  

commitment to and compliance with international human rights norms, it is an important component as it lays the foundation 

for the realization of rights and can ensure accountability when laws are violated or not implemented. 

The specific sexual and reproductive health and rights issues and the respective human rights standards set out in these fact 

sheets are not exhaustive and were selected in order to depict how sexual and reproductive health and rights have come to be 

realized over the past two decades.  Each fact sheet contains an overview of the issue, the framework set forth under ICPD to 

address the issue, the evolving human rights standards, and examples of laws, policies, and judicial decisions aimed to  

effectuate these particular rights. Finally, the fact sheets provide a select number of recommendations for overcoming barriers 

to realizing sexual and reproductive health and rights. 

While many bodies contribute to the development of human rights standards, including the UN Human Rights Council, UN 

agencies, and specialized experts appointed by the UN, the human rights standards set forth in these fact sheets are those 

established by treaty monitoring bodies, as they are charged with providing authoritative interpretations of the rights enshrined 

in their respective treaties to which state parties are legally bound to comply.  While regional human rights bodies and  

agreements have made tremendous contributions to the advancement of sexual and reproductive health and rights, they are 

not included in these fact sheets. International human rights standards are mutually reinforcing, as the different international 

treaty monitoring bodies and regional human rights systems influence and build upon one another. The examples in these 

fact sheets are intended to demonstrate how states have undertaken implementation of the ICPD Programme of Action by 

translating the agreements made therein into laws and policies designed to enhance sexual and reproductive health and 

reproductive rights.  The last section of this series of fact sheets highlights implementation of these laws and policies as an 

imperative next step. 

International Human Rights Principles
Recognizing that reproductive rights constitute internationally protected human rights, states must comply with international 

human rights standards and principles in fulfilling their obligation to take legislative, policy, and other measures to give effect 

to such rights.6  States should develop legislation and public policies that explicitly include and protect these rights,7 and  

create and implement comprehensive national strategies to protect sexual and reproductive health.8

States’ obligation to respect, protect, and fulfill human rights should guide the development of laws and policies, as well as 

practices. The obligation to respect requires that states do not act in a way that interferes with individuals’ enjoyment of their 

rights, either directly or indirectly.9  As such, states should not limit access to contraceptives, withhold or misrepresent  

health-related information, or utilize coercive medical practices.10 The obligation to protect demands that states take measures 

to prevent third parties from interfering with human rights and impose sanctions on those who violate others’ human rights.11 

Treaty monitoring bodies have elucidated that in order to do so, states should adopt legislation to ensure equal access to 

health care, ensure that health services from private providers comply with human rights standards, and take measures to 

protect individuals from harmful traditional practices.12 The obligation to fulfill requires states to adopt legislative, budgetary, 

administrative, and judicial measures towards the full realization of human rights.13 

Treaty Monitoring Bodies

Each UN international human rights treaty has a corresponding treaty monitoring body, known as a committee, 

charged with overseeing the treaty’s implementation by state parties.  Utilizing a periodic reporting process, 

each committee assesses states’ compliance with the treaty and issues concluding observations. Treaty  

monitoring bodies also develop “General Comments” or “General Recommendations” which provide  

overarching guidance on treaty implementation and authoritative interpretations of treaty provisions. Some  

committees also receive individual complaints of human rights violations, which they adjudicate to determine if 

a state has violated the treaty. 
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In respecting, protecting, and fulfilling human rights, states should apply a human rights-based approach to development 

policy and programming, in addition to enshrining human rights themselves into laws and policies.  When human rights are 

specifically incorporated into laws and policies, they enhance both states’ compliance with existing standards and states’ 

accountability to their populations. Laws and policies aiming to respect, protect, and fulfill rights should also comply with the 

following international human rights principles.  

Autonomy

Autonomy is a central component of the rights to life, privacy, and liberty, amongst others, and includes individuals’ rights to 

make informed decisions about their bodies, to determine the number and spacing of their children, and to be free from  

coercion, discrimination and violence.14  For example, a key component of the ICPD Programme of Action was the  

recognition that compelling individuals to carry out states’ coercive population-based laws, policies, or practices constitutes a 

human rights violation and should be abolished. States also agreed to abolish laws, policies, and practices that interfere with 

individuals’ rights to autonomous decision making and to ensure that third parties do not interfere with the right to autonomy. 

In order to fulfill this principle, states further agreed to provide individuals with access to information and services that enable 

them to exercise their autonomy.  

Non-discrimination and Equality

The rights to non-discrimination and equality lie at the core of almost every international human rights treaty and are  

guaranteed protections in the exercise of all other rights. International human rights law expressly proscribes discrimination on 

the basis of, inter alia, sex, race, ethnicity, language, religion, disability, and economic status. Treaty monitoring bodies have 

recognized additional grounds of discrimination on the basis of age,15 actual or perceived sexual orientation and gender  

identity,16 marital status,17 health status (including HIV status),18 and pregnancy.19 To effectuate the right to equality, states 

should take “all appropriate measures, including legislation, to ensure the full development and advancement of women, 

for the purpose of guaranteeing them the exercise and enjoyment of human rights and fundamental freedoms on a basis of 

equality with men.”20  The gender dynamic that underlies sexual and reproductive health and rights demands that  

non-discrimination and equality are duly emphasized in the realization of these rights. Women who are also of a vulnerable or 

marginalized group may face multiple forms of discrimination, further imperiling their achievement of development outcomes 

and human rights, including the right to health.21 The right to non-discrimination requires states to eradicate discriminatory 

policies and practices, and take affirmative measures to ensure that everyone is afforded the same rights in law and in  

practice.22  In addition to eradicating formal discrimination in laws and policies, states must also eradicate substantive  

discrimination including by adopting measures to address the conditions and attitudes that perpetuate discrimination.23  

Policies and practices that place undue onus on women in order to access comprehensive reproductive health care, such 

as spousal authorizations, constitute discrimination and must be eradicated.24 Furthermore, states must take measures to 

combat the social and cultural beliefs that contribute to the diminished status of women worldwide and that have a negative 

impact on their sexual and reproductive health.25  

Accountability

The ICPD Programme of Action recognizes that enhanced accountability to all populations, particularly underserved and  

marginalized populations, is essential within reproductive health programming.26  Accountability is critical for ensuring that 

policies and programs are properly implemented, preventing human rights violations, and providing remedies when violations 

occur.  Measures to enhance accountability should be incorporated into laws and policies; such measures include ensuring 

oversight, allocating appropriate budgets for initiatives, and clearly defining the roles of government ministries and the rights 

and duties of health care providers.   Formal accountability mechanisms are essential in identifying individual and systematic 

human rights violations and ensuring access to justice for those who claim their rights have been violated. Examples of formal 

accountability mechanisms include a functioning judicial system with the authority to adjudicate sexual and reproductive 

rights violations, and national human rights institutions, including human rights ombudspersons. States also should ensure 

that their populations are aware of their rights. Through government-produced public awareness campaigns, people should 

learn of a state’s obligation to protect those rights and thus be enabled to assert them. 

 
Participation and Empowerment

The ICPD Programme of Action recognizes that the effective realization of sexual and reproductive health and reproductive 

rights requires empowering all sectors of society—including women, in particular—and incorporating their meaningful  

participation into the design of policies. The specific needs of women are better addressed by ensuring their meaningful  

participation in devising and implementing sexual and reproductive health programs and services.  This participatory process 

also empowers individuals, including women, and civil society to assert their rights and report violations when they occur and 

enhances accountability for the implementation of laws and policies.  Further measures to empower women must also be 

taken in order to elevate their social, economic and political status worldwide, such as guaranteeing their right to education 

and providing them with equal employment opportunities.27 Such measures will empower women to exercise their sexual and 

reproductive health and rights and overcome the stigma attached to the exercise of these rights.   

International Cooperation

In the ICPD Programme of Action, states agreed on the need for increased availability of and commitment to international 

cooperation and assistance.28 Donor states have a responsibility to ensure that when their resources are utilized for sexual and 

reproductive health programs, they respect and advance human rights norms, and are not detrimental to women’s exercise of 

their fundamental human rights, including their right to free and informed decision making.29 Furthermore, donor states and 

recipient countries should aim to create long-term cooperation policies and development strategies that are consistent with 

national population and development priorities that respect and promote human rights.30  
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The Right to Health: Essential Elements - Availability, Accessibility, Acceptability, and Quality

The provision of reproductive health services must conform to the international human rights framework  

comprising the right to health— namely, the standards guaranteeing availability, accessibility, acceptability, and 

quality of health facilities, goods, and services.31  These standards also apply to the underlying determinants of 

health, including access to sexuality education and information. 

 – Availability: States must ensure that there are an adequate number of functioning health care facilities,  
services, goods and programs to serve the population,32 including essential medicines such as contraception 
and emergency contraception.33  

 – Accessibility: States must ensure that health facilities and services are accessible to their populations without 
discrimination, meaning that they must be accessible to all, in law and in practice, particularly the most  
vulnerable populations.34 Health facilities and services must also be physically accessible, including for  
people with physical disabilities, and economically accessible, which entails affordability.35 Payment assistance 
must be based on the principle of equity to ensure that impoverished families and individuals do not bear a 
disproportionate burden of health costs.36 Finally, information must be accessible, meaning that  
individuals and groups must be able to seek, receive, and disseminate information and ideas on health  
issues.37  

 – Acceptability: Health facilities, services, and goods must be culturally appropriate and should take into  
account the interests and needs of minorities, indigenous populations, and different genders and age groups.38 

 – Quality: Reproductive health care must be of good quality, meaning that it is scientifically and medically  
appropriate and that service providers receive adequate training.39
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I. MATERNAL MORTALITY AND MORBIDITY I. MATERNAL MORTALITY AND MORBIDITY (continued)

During the 20 years since ICPD, important steps have been taken to reduce maternal mortality and morbidity. A fundamental 

shift has occurred in the international community’s approach: whereas maternal mortality and morbidity were previously  

thought to be solely within the realm of health care, they are now recognized as human rights issues involving the right to  

nondiscrimination and other human rights deprivations, and the need for enhanced government accountability. It is widely 

accepted that maternal mortality is generally preventable and that states have an affirmative obligation to prevent it.1 Alongside 

these changes, the annual number of maternal deaths decreased by 47 percent worldwide between 1990 and 2010.2 Over 

70 percent of maternal deaths worldwide result from severe bleeding, high blood pressure, infection, unsafe abortion, and 

prolonged or obstructed labor; these causes are generally preventable if they are identified and properly managed in a timely 

manner.3

Despite these advancements, many challenges remain in the effort to decrease maternal mortality and morbidity. Regional 

disparities in maternal mortality rates persist: developing countries are burdened with 99 percent of maternal deaths worldwide, 

with the majority occurring in sub-Saharan Africa and roughly one-third in South Asia.4  Additionally, between 14 and 15 million 

adolescents give birth each year,5 more than 90 percent of whom are in developing countries.6 Adolescents between 15-19 

years old face twice the risk of dying during pregnancy or childbirth as compared to women more than 20 years old, while  

adolescents under the age of 15 face five times the risk.7

Many women still face significant and often fatal obstacles in accessing maternal health care, including delays in seeking care, 

reaching health care facilities, and receiving treatment.8  Human rights-based strategies to reduce maternal mortality promote 

increased access to comprehensive sexual and reproductive health information and services including contraception, pre-natal 

care, safe abortion, and post-abortion care, as well as ensure that women and girls who are in elevated situations of vulnerability 

or marginalization are given special consideration.

Maternal Mortality and Morbidity in the ICPD Programme of Action 

The ICPD Programme of Action recognizes that women have the “right of access to appropriate health-care services that will 

enable [them] to go safely through pregnancy and childbirth and provide couples with the best chance of having a healthy 

infant.”9 The ICPD Programme of Action recognizes that a number of factors, including unsafe abortion, result in elevated  

maternal mortality rates10 and that the majority of maternal deaths occur in developing countries.11 It also recognizes that  

education, nutrition, prenatal care, emergency obstetric care, delivery assistance, post-natal care, and family planning are all 

critical components for reducing maternal mortality.12 The ICPD Programme of Action’s targets for the reduction of maternal 

mortality13 were integrated into the Millennium Development Goals (MDGs), wherein countries agreed to reduce their 1990 

maternal mortality rates by 75 percent by 2015.  While countries have made progress, the reduction of maternal mortality is one 

of the MDGs that is least likely to be attained, as only 13 countries are poised to reach the targeted reductions by 2015.14 In the 

ICPD Programme of Action, states agreed to reduce country-level disparities in maternal mortality based on geographic,  

socioeconomic, and ethnic differences.15

To reduce maternal deaths, states agreed that they should pay greater attention to preventing unwanted pregnancies and  

ensuring that diagnosis and treatment for complications of abortion are always available.16 To this effect, states should integrate 

the provision of family planning information and services into maternal mortality reduction programs17 and, where legal, abortion 

should always be safe.18 States further agreed that women must always have access to humane, quality post-abortion care,19 

and committed to take measures to prevent, identify and manage high-risk pregnancies.20 Additionally, states agreed that they 

should pay greater attention to the health needs of adolescents,21 and provide them with “information, education and  

counseling to help them delay early family formation, premature sexual activity and first pregnancy.”22 

 

Human Rights Standards

The human rights framework that has been developed through international human rights treaties and their respective  

monitoring bodies recognizes that maternal mortality violates the rights to life,23 health,24 equality,25 and non-discrimination.26 

The UN Human Rights Council has passed multiple resolutions declaring maternal mortality a human rights violation and 

urged states to renew their emphasis on its prevention.27 Treaty monitoring bodies have consistently linked elevated rates of 

maternal mortality to lack of comprehensive reproductive health services,28 restrictive abortion laws,29 unsafe or illegal  

abortion,30 adolescent childbearing,31 child and forced marriage,32 and inadequate access to contraceptives.33 In the landmark 

case of Alyne da Silva Pimentel v. Brazil, the Committee on the Elimination of Discrimination against Women (CEDAW  

Committee) ruled that states must provide adequate interventions to prevent maternal mortality, including appropriate  

maternal health services that meet the distinct needs of women34 and are inclusive of marginalized sectors of society.35  As the 

provision of maternal health care is recognized by human rights bodies as rising to the level of a core obligation, states must 

take steps to ensure safe pregnancy and childbirth, despite any economic challenges they may face.36

In addition to the ICPD Programme of Action’s recognition of the need to ensure access to comprehensive reproductive health 

services and prevent unsafe abortions, UN treaty monitoring bodies require states to develop comprehensive policies and  

programs to reduce their maternal mortality rates,37 and ensure access to birth assistance,38 prenatal care,39 emergency  

obstetric care,40 and quality care for complications resulting from unsafe abortions.41 Treaty monitoring bodies have urged 

states to remove barriers to reproductive health care, such as high costs,42 and ensure that essential medicines for pregnancy-

related complications are registered and available.43 States must address the underlying determinants of healthy pregnancy, 

including potable water, adequate nutrition, education, sanitation, and transportation.44 The CEDAW Committee has made 

clear that states must take measures to ensure that the life and health of the woman are prioritized over protection of the 

fetus.45

Treaty monitoring bodies have indicated that states should take targeted measures to address maternal mortality in especially 

vulnerable groups that have disproportionately elevated rates of maternal mortality and face additional obstacles in accessing 

reproductive health care, including young,46 poor,47 rural,48 minority,49 and indigenous women,50 and migrant workers.51  

Country Examples:

Armenia

Facing a maternal mortality rate much higher than the European average,52 Armenia has taken targeted measures in order 

to reduce maternal mortality including promoting the maternal health of marginalized groups such as adolescents and rural 

women.  In 2008, Armenia nearly doubled financing for perinatal services and launched an initiative guaranteeing women free 

birth-related services.53 Furthermore, Armenia provided enhanced monetary incentives to service providers, which reduced 

informal payments by women.54  Armenia also introduced traveling gynecologist teams and emergency obstetric care mobile 

teams to promote maternal health in inaccessible regions, including remote, rural, and impoverished areas.55 

India

In 2008, the High Court of Delhi found failures in India’s maternal health services to be in violation of the rights to life and 

health, as protected by national and international law, when two women were denied government-supported services. As a 

result, one woman was forced to give birth under a tree without a skilled birth attendant present and the other woman died in 

a preventable maternal death.56  The court ordered the state to improve access to maternal health care,57 including  

ensuring transportation to health facilities58 and access to maternal health services for women who travel across state lines,59 

and enhancing monitoring of maternal health policies.60  The court also ordered the government to pay reparations to the 

victims and their families.61
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I. MATERNAL MORTALITY AND MORBIDITY (continued) I. MATERNAL MORTALITY AND MORBIDITY (continued)

Nepal

Nepal reduced its 1990 maternal mortality rate by three-quarters by 2010.62  Nepal’s success in reducing maternal deaths 

can be attributed in large part to increasing access to skilled birth attendants. In 2006, only 19 percent of births were assisted 

by a skilled birth attendant; by 2011, the rate had nearly doubled to 36 percent.63  Nepal’s National Policy on Skilled Birth 

Attendants set forth short-, medium- and long-term training and deployment strategies for skilled birth attendants nationwide, 

including a licensing program to ensure they had the proper skills.64 Additionally, Nepal’s revision of its abortion law in 2002, 

which went from a total ban on abortion to permitting abortion without restriction as to reason during the first 12 weeks of a 

pregnancy and thereafter under certain circumstances, has contributed significantly to reducing maternal deaths from unsafe 

abortion.65
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II. CONTRACEPTIVE INFORMATION AND SERVICES II. CONTRACEPTIVE INFORMATION AND SERVICES (continued)

Over the past two decades, the percentage of women in developing regions ages 15-49 using contraceptives increased from 

52 to 62 percent, while in developed regions, the percentage increased from 68 to 72 percent.1 Despite these advancements, 

in developing countries across the globe, 222 million women who desire to avoid pregnancy are either not using any method 

of contraception or are utilizing traditional methods of contraception, which have high failure rates.2 

This unmet need for modern methods of contraception prevents women from exercising their reproductive rights, including 

their rights to health and education.3 Barriers to accessing contraceptives disproportionately impact vulnerable and  

marginalized populations, such as adolescents, minorities, indigenous communities, and persons with disabilities, as services 

are not designed to ensure accessibility for persons belonging to these groups.4  In many countries, restrictive abortion laws 

mean that an unwanted pregnancy inevitably results in carrying the pregnancy to term or the woman risking her health and 

life to seek out an unsafe, clandestine abortion. Additionally, when women have access to contraception, they can space their 

pregnancies and childbirths, which studies demonstrate leads to healthier pregnancies.5  Lack of access to condoms also 

leaves women unable to protect themselves against sexually transmitted infections, including HIV.6

Certain groups, such as unmarried women and adolescents, may face particular obstacles in accessing contraceptive  

information and services, based on the notion that they should not be sexually active.  Furthermore, coercive policies and 

practices such as forced sterilization, which were prominent in the past and continue to be practiced today,7 violate numerous 

human rights and disproportionately affect members of vulnerable groups such as the poor, people with disabilities, ethnic 

and racial minorities, and women living with HIV.8

Contraceptive Information and Services in the ICPD Programme of Action 

The ICPD Programme of Action recognizes that “reproductive 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 means to do so.”9 To effectuate this, states agreed that individuals must have access to a variety of safe, quality, effective, 

affordable, convenient, and acceptable methods of family planning.10  The ICPD Programme of Action recognizes the unmet 

need for contraceptives worldwide,11 and states committed to providing universal access to a full a range of contraceptives by 

2015.12 Millennium Development Goal 5B aims to achieve universal access to reproductive health; contraceptive prevalence is 

one of the indicators for determining the attainment of this goal.13

States also committed to ensuring that family planning programs abide by human rights norms and ethical and professional 

standards.14 To this end, the provision of contraceptive services must be free from coercion and discrimination,15 ensure 

informed decision making,16 respect privacy17 and confidentiality,18 and respect the dignity of all persons.19  States should use 

all available means to ensure that voluntariness is at the foundation of all family planning programs.20 The ICPD Programme 

of Action recognizes that government schemes designed as either incentives or disincentives to individuals and families about 

whether to have children have been ineffective and counterproductive21 and that demographic goals, such as targets or  

quotas, should not be imposed on family planning providers.22 Furthermore, states agreed to “identify and remove all the 

major remaining barriers to the utilization of family-planning services”23 including “unnecessary legal, medical, clinical and 

regulatory barriers.”24

Human Rights Standards

Treaty monitoring bodies have repeatedly recognized the correlation between unmet need for contraceptives and elevated 

rates of teenage pregnancy,25 abortion,26 and maternal mortality.27 In accordance with human rights principles, a woman’s 

right to decide on the number and spacing of her children incorporates the right to have the information and resources to do 

so,28 including access to sexuality education and family planning services.29 States must ensure access to medications on the 

WHO Essential Medicines List, including hormonal contraception and emergency contraception.30 States should  

implement programs to guarantee access to a full range of high-quality family planning services and contraceptives,31 and 

long-term forms of contraception, such as sterilization.32 Building upon the ICPD Programme of Action’s recognition of the 

need to eliminate all obstacles to accessing contraception, treaty monitoring bodies have elucidated that such obstacles  

include high costs,33 marital status requirements,34 third-party authorization,35 and parental consent.36 Treaty monitoring  

bodies have framed such obstacles as potentially violating the rights to non-discrimination37 and health.38

To comply with their human rights obligations, states should take measures to ensure vulnerable groups, such as adolescents 

and women and girls in rural and impoverished areas, can access contraception.39  Confidential and child-sensitive  

counseling services should also be implemented,40 and adolescents should have access to information and medical services 

without parental consent, in accordance with their maturity.41

Treaty monitoring bodies have made clear that states must take measures to ensure that the use of contraceptives is voluntary 

and fully informed.42  Forced and coerced sterilization of women violates the rights to non-discrimination; health; determine 

the number and spacing of one’s children; and be free from cruel, inhuman, and degrading treatment.43 Instances of  

involuntary sterilization should be investigated and prosecuted,44 and redress, including compensation, should be provided to 

people who are forcibly sterilized.45 States should provide training on patients’ rights in order to prevent involuntary  

sterilizations.46  Preventative measures should be implemented in order to prevent involuntary sterilization of groups that have 

been targeted by involuntary sterilization, including women with disabilities, indigenous women, and ethnic minorities.47 Treaty 

monitoring bodies have recognized that women in these groups may face multiple forms of discrimination and have advised 

states to adopt comprehensive strategies to address this.48  

Country Examples:

Guatemala

In April 2006, Guatemala adopted the Law on Universal and Equitable Access to Family Planning Services,49 which  

guarantees universal access to family planning services, including contraception, information, counseling, and sexual and 

reproductive health education.50 The law establishes measures for service provision of contraception in both public and private 

health facilities, particularly aiming to ensure contraceptive access to adolescents, geographically isolated populations,  

underserved populations, and rural communities.51 The law also requires voluntary, informed consent for contraception, 

requiring that its use should never be induced or coerced.52 The legislation requires that national surveys be utilized in order 

to identify unmet need for family planning and to inform how the need will be met.53  The law also establishes a strategy 

designed to expand services to adolescents and mandates sexuality and reproductive health education in both primary and 

secondary schools.54

Namibia

In 2012, the Namibian High Court decided the case of L.M. and Others v. the Government of the Republic of Namibia, 

wherein it ruled that medical practitioners in state-run hospitals involuntarily sterilized three women living with HIV.55 While all 

three women in this case signed consent forms for sterilization, the court determined that they did so without the necessary  

information to make an informed decision, as they did not receive adequate counseling and one was told that medical  

treatment would be withheld if she did not sign the consent form.56 

Philippines

In 2012, the Philippines passed the Responsible Parenthood and Reproductive Health Act of 2012, which guarantees the 

country’s poorest women universal and free access to modern contraceptives at government health centers.57  The law  

prohibits and includes sanctions for providers who knowingly withhold or restrict dissemination of information on  
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reproductive services and programs, as well as for those who intentionally disseminate incorrect information.58  Furthermore, 

the law prohibits and sanctions providers who refuse to provide reproductive health care based on lack of spousal consent.59 

United States

In 2010, the United States passed the Patient Protection and Affordable Care Act, which greatly expanded women’s access 

to preventive health care, including contraceptives, without cost-sharing requirements such as co-payments or deductibles.60  

In accordance with the law, most employers are required to include contraception for their employees under their insurance 

schemes.61  This provision ensures that women who are insured are able to afford contraceptives and, therefore, are better 

equipped to plan the number and spacing of their children.   
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