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Introduction

The scope and quality of reproductive hedth programs rests on three key pillars: rights, technology,
and sarvices. Each of these dements intersects with the othersin important and complex ways.
First, severa new reproductive technologies such as medica abortion and emergency
contraception not only have the potentia to increase women's autonomy and control over
reproductive choice, but also to change the relationships between service providers and clients.
Second, growing attention to the quaity of care within reproductive hedth services has
underscored the centra importance of service delivery in introducing and providing reproductive
technologies in a manner that is ethicaly sound and respects clients' rights. Findly, the debates and
documents surrounding the United Nations Internationa Conference on Population and
Development in 1994 and the Fourth World Conference on Women in 1995 helped to codify and
popularize the notion of rights as a critical framework and motivating force for both population
policy and reproductive hedth services.

This current Stuation has evolved from an interesting and complex history. In countries of the
North, theright to control one's own fertility through access to contraception and abortion services
has been centra to feminist thinking and activism for decades; the “hirth control” pill and
legdlization of abortion were key substantive and symbolic

issues for the second wave of feminism starting in the 1960s. While there have been red problems
with how reproductive technologies were used in some communities, advancesin fertility control
were generaly viewed postively and credited with facilitating women' s autonomy and greeter
participation and progressin the public sohere. In contrast, in many settingsin the South fertility
regulation technologies were introduced primarily for the purpose of controlling population growth
rather than facilitating the exercise of individud choice. Much of the critique of population programs
has centered on the violation of rights, including rights to autonomy and individua choicein
contraception, and the need to protect women’s hedth and rightsin the process of testing

Selections from the Programme of Action of the 1994
I nternational Conference on Population and Development

While the International Conference on Population and Development does not create any new international human rights, it
affirms the application of universally recognized human rights standards to all aspects of population programmes. (Chapter I,
1.15)

All human beings are born free and equal in dignity and rights. Everyone is entitled to all the rights and freedoms set forth in
the Universal Declaration of Human Rights, without distinction of any kind....Everyone has the right to life, liberty and
security of person. (Chapter Il, Principle 1)

Advancing gender equality and equity...and ensuring women'’s ability to control their own fertility, are cornerstones of
population- and development-related programmes. The human rights of women and the girl child are an inalienable, integral
and indivisible part of universal human rights. (Chapter 11, Principle 4)

Everyone has the right to the enjoyment of the highest attainable standard of physical and mental health. States should take all
appropriate measures to ensure, on abasis of equality of men and women, universd access to health-care services, including
those related to reproductive health care, which includes family planning and sexual health. Reproductive health-care
programmes should provide the widest range of services without any form of coercion. All couples and individuals have the
hasic riaht to decide freelv and resnonsiblyv the niimber and snacing of their children and to have the infarmation ediication




and providing these technologies. In the past decades, many activists in these settings have viewed
reproductive technologies as antitheticd to, rather than facilitating, individua autonomy and
reproductive rights.

In redlity, reproductive technologies, including contraception, cannot meaningfully be assessed in
isolation as inherently “good” (facilitating individua choice) or “bad” (hindering choice). Rather they
must be examined and understood in context. From arights perspective, evauating these
technologies must start with questions about who controls the technology and to what purposeitis
used. Furthermore, these technologies are so inextricably linked with the services and people that
provide them that considering technologies and services separately is not meaningful. Indeed, a
number of new reproductive technologies, like medica abortion, emergency contraception, and
microbicides, hold the promise of changing the relationship between technologies and services by
being more directly within the control of women.

Findly, there are multiple and complex links among services, technologies, and rights. While there
has been sgnificant progress a the internationa leve in articulating and codifying arights-based
framework for reproductive hedth, the implications for this* on the ground” are till being explored.
What is the meaning of reproductive rights in the absence of services that enable women to
exercise reproductive choice? How can arights framework be used to advocate for quality
services? What other consderations, such as autonomy, mobility, and financia resources, are key
to making rights red for women?

The Population Council’s Robert H. Ebert Program on Criticd Issues in Reproductive Hedth
convened a two-day meeting to explore some of the compelling issues at the intersection of
technology, services, and rights. Some 70 professionals from the research, policy, service ddivery,
human rights, and advocacy fields came together to grapple with some of the politica aspects of
reproductive technologies. Participants aso discussed how these technologies can facilitate or
condrain rights, depending on the interests involved and the particular socid, politica, and
economic contexts in which they are used. Participants first reviewed the fundamenta vaues and
meanings behind reproductive rights and then explored severa concrete examples that demondrate
how arights perspective can influence formd policy, expressindividua notions of entitlement, and
transform service delivery. Severad compdlling cases served to illustrate some of the physicdl,
economic, and information barriers people can face in trying to exercise even those reproductive
rights that formaly exigt. Participants considered the key role that information playsin facilitating
individua choice and autonomy by examining the concepts of informed choice in family planning
services and informed consent in research. In one session, speakers considered some of the
reasons that different reproductive hedlth technologies are viewed ether postively or negetively in
different settings, especialy from the perspective of women's hedlth advocates and actividts.
Findly, participants consdered the potential implications of a particular reproductive technology—
medica abortion—aong the dimensions of rights and services. This report summarizes a number of
the key points raised by presenters and participants throughout the meeting.



Rights and Reproductive Rights: Conceptual Tools and Questions

Despite itswide and growing currency among groups and individuas working in the population and
reproductive hedlth fields, the concept of reproductive rights has many different meaningsand is
understood and used in many different ways. Therefore, alogica first step for the gathering was
exploring the fundamentd vaues and ideas behind reproductive rights and how the concept is
understood and used in avariety of contexts.

The essentid vaues and ideas behind reproductive rights derive from the basic notion that control
over the body and over reproduction and sexudlity is a fundamenta aspect of human dignity and
what it means to be human; as such, this control is consdered a universad right. However,
individuas are not isolated; rather, ther lives are linked to family, community, and the sate, dl of
which have multiple economic, palitical, and culturd dimensions. These contexts can function to
support or congrain an individua’s control over hisor her body, reproduction, and sexudity. The
actud meaning of reproductive rights for an individua womean is powerfully influenced by the values
and meanings accorded to women' s status and rolesin society and to reproduction itsdlf.
Furthermore, women's reproductive capacity has, in different times and places, been used asa
primary tool for many socid, palitica, and commercid objectives, including population planning,
religion, and enforcing digtinctions of class, caste, and race.

Theterm “rights’ is used in many different ways, and it is critical to draw out clearly both the
digtinctions and connections among them. “Rights’ is often used to refer to formd law, enforceable
through formal legd indtitutions. Often the norms most directly relevant to actud practice are found
in locd codes and customary law. These may be written or unwritten and may aso include
customary and religious systems. In practice, legd systems and activists can chdlenge and shape
these local codes and laws by drawing on the broader principles of rights that are often found in
nationa condtitutions. For example, in the United States, the right to privacy implied in the
Condtitution has been a centra principle on which laws related to contraception and abortion have
been uphdd or struck down. On aglobd leve, human rights are defined in abody of forma
internationd law found in conventions and treeties. Once ratified, forma human rights law obligates
dates to uphold rights in three digtinct ways: through the respect, protection, and fulfillment of those
rights. However, in the area of economic, socia, and culturd rights (such astheright to hedth),
human rights law obligates a state to take steps to the maximum of its available resources toward
the progressive redlization of the right. However, the locd, nationd, and internationa systems of
law are not related to each other according to a smple hierarchy. For the most part, human rights
law does not function as a“ super-condtitution,” and has no redl controlling power unless a sate
chooses to accept it as such. Therefore the actud ramifications of implementing humean rights as
“law” are not straightforward.

Theterm “rights’ may aso be used as an expression of peopl€ s entitlements—how individuas
think about what isfair and just. Rightsin this sense (for example, the right to sexud pleasure) can
play acriticd role in shaping context, but are not generdly enforceablein law or in court. Findly,
rights—epecidly human rights—can serve as a powerful socia and paliticd toal to transform
priorities, analyss, and ways of thinking. Recent developmentsin the population fidld serve asa



compdling illugtration of this notion. The Internationa Conference on Population and Development
(ICPD) hdd in Cairo in 1994 iswiddy referenced as a turning point in the recognition of the rights-
basad gpproach within the mainstream population and family planning fidd. The ICPD Programme
of Action dtates:

Reproductive rights embrace certain human rights that are already recognized in
nationa laws, international human rights documents and other consensus documernts.
These rights rest on the recognition of the basic right of al couples and individuas to
decide freely and responsibly the number, spacing and timing of their children and to
have the information and means to do so, and the right to attain the highest standard
of sexua and reproductive hedlth. It aso includes their right to make decisions
concerning reproduction free of discrimination, coercion and violence, as expressed
in human rights documents. (Chapter V11, Section 7.3)

This language represents an important step: It is an eaboration of internationd law and rights of
entitlement based on fundamenta human rights. While rights concepts and language have been
included in key international population documents since the 1960s, until the 1990s the notion of
human and reproductive rights served primarily as alimiting factor¥ as a marker of when
programs and services had gone “too far” and violated individuds' rights. More recently, fulfillment
of rights has become a key formative factor, or the raison d’ étre, for many people and inditutions
in the populaion fidd. These three dimensons of human rights—formd law, expression of
entitlement, and the means to effect socid and political change—are linked, and each influences the
others.

Choice and consent are central to a discussion of rights, technology, and services. Rights can be
used to analyze questions of choice and consent in anumber of different ways depending on the
way rightslanguage is being used. For example, in U.S. law, rights, and especialy reproductive
rights, are interpreted as a very minimal concept limited to a relaively narrow idea about individua
autonomy. In essence, rightsin U.S. jurisprudence are used as ameans for shielding persona
choice from government intrusion; they are not used to describe an affirmative obligation of
government to ensure access to services. For example, women have the right to an abortion, but no
clear entitlement to the conditions that will enable them to exercise thisright. In this connection,
while aformd legd andyss might reved that the government has very limited obligation, andyss of
the same question from a human rights perspective, usng rights principles and not smply formdl
law, would likdly yield adifferent and far broader answer. Taking this further, this human rights
framework can be used to press, for example, for the conditions needed to provide contraception
optimaly—such as technicaly qudified providers, screening for contraindications, comprehensive
counsdling, range of method choice, treatment for Sde effects, and so forth.

Another critical dimension of the analysis of the relationship between rights and choice begins with
the recognition that al the conditions that either make choice possible—such as information, access
to services, and education—or that burden it—such asincentives, targets, and poverty—are
filtered through structures of inequdity. The specific structures may differ across cultures, but race,
class, and gender play apowerful rolein virtudly al settings. These structures shape the redl
meaning of individud liberty and individua autonomy in dl societies and & the globd leve.



Therefore, an approach to rights that focuses only on individud liberty is one that inevitably
privileges the powerful and affluent, asit draws only on their experience of liberty and choice,
Conddering individua autonomy without aso addressing conditions of socid judtice or equdity isa
political choice. Conversdly, an approach to liberty that focuses on the disempowered and most
vulnerable in society—that understands choice from the perspective of those who are encumbered
by poverty, discrimination, and violence—will inggt on linking individud liberty with socid judtice.
Connecting individud liberty and socid judtice in away that makes choice meaningful for al women
remains the key chalenge when considering rights, choice, technology, and access to services.

Reproductive Rightsin Action

The contextua and politicized nature of reproductive rights and the forma language used in
international documents and laws has fostered a critique from some quarters that reproductive
rightsis not ameaningful concept in some culturd contexts and has limited utility to inform actud
programs or services. The following section chalenges this notion by illustrating how the concept of
reproductive rights has been put in action in varied settings using the approaches of forma law and
policy; how individuas perceive and express their entitlements; and applications to service ddlivery.

Formal Law and South Africa

South Africa s reproductive rights policy provides a striking example of an effort to draw on a
reproductive rights framework to develop forma nationd palicy, law, and practice. The country
emerged from the gpartheid erawith stark inequditiesin hedth status and hedlth care. Choice of
contraceptives and other reproductive services and technologies was very limited for al but a small,
mainly white, portion of the population. However, when a democratic government came into power
in 1994 and a new congtitution was drafted, South Africawas in a podtion to make progressve
change. The government was committed to socia reform, and the country underwent
transformation at a time when sexud and reproductive rights were high on the internationd agenda.
Progressive activigts seized this opportunity to organize locdly to ensure that women's rights were
accorded high priority when new policies and hedlth services were developed. A network of
nationa women's groups played akey role in developing and reviewing draft nationa policies on
women's hedlth, such asanaiona hedth bill and aliberd law legdizing abortion. Importantly,
these policy changes, which were made with wide participation of socid and community groups,
aso established new mechanismsto help safeguard these principles and rights.

The new South African condtitution focuses on reducing the socid injustice, inditutionalized racism,
and inequdity that violated both group and individua human rights. It emphasizes protection from
discrimination for al people on the basis of sex, race, ethnicity, age, marita status, pregnancy, and
sexud orientation, among others. In particular, it promotes women' s rights with explicit reference to
reproductive heglth and violence againgt women. The government has dso signed on to many of the
magor international human rights conventions and treaties that address the sexua and hedth rights of
women.

While the articulated nationd policy is exemplary in its atention and dedication to human and
reproductive rights, the nation is now grappling with the chalenge of making these policies aredlity.
South Africa s history and circumstances have presented significant obstaclesto redizing the vison



outlined in policy. Resources are limited, and
the high and growing leve of HIV inthe
population, as well as socid violence and
entrenched racism and sexism areimpeding
efforts to improve reproductive hedth care
and make reproductive rights a redity for
much of the population. For example, there
have been anumber of obstaclesin
implementing services to meet the gods of the
abortion law. Abortion services have been
well established in areas where good facilities
and management dready existed, and this has
resulted in arisein safe, lega abortionsand a
decrease in “back street” abortions.
However, it is clear that many poor and rurd
women continue to be disadvantaged by lack
of accessto abortion services. Providing safe,
good abortion services has been further
hampered by the attitudes of hedth care
providers who object to abortion or ook
down on their clients and refuse to provide
the services. Advocates contend that
retraining is needed not only on the technica
aspects of the technologies and services, but
a0 to promote gender equaity and
reproductive rights. Findly, culturaly-sengtive
public education is needed to ensure that
people, especidly young people, acquire
knowledge about their hedth, sexudlity, and
rights. Thus, while the formd law and policies
regarding reproductive rights in South Africa
are comprehensive and in many ways
exemplary, this example illugtrates the
difficulties that countries, communities, and
advocates face as they work to make real a
vison outlined in palicy.

Peopl€'s Entitlements and the
International Reproductive Rights
Research Action Group

In addition to formd law, many people use

L earning from Women'’s Voices About Reproductive
and Sexual Rights:
IRRRAG Findings

“1 am the one to make decisions where family
planning is concerned. After | decide, then | tell him
that we should not have so many children, or that we
should not space them so closely....Child-bearing is
not by him....Getting up in the middle of the night to
give them milk, taking them to the doctor when they
areill—all thisis my responsibility. He does not
suffer, the suffering is all done by me. Sowhen | tell
him that we need to use the contraceptive, he
cooperates.” (Malaysia)

“I think that this decision should always be made by
women. In my case | was the one who decided.
When | had the second child | went to the Family
Planning Department and asked for contraceptives.
My husband got mad, but | told him | didn’t care and
that | didn’t want to get pregnant.” (Mexico)

“He used to snoop in my things [until he found birth
control pills hidden in asuitcase]. He knew what they
were for. The label had al this. He asked me, ‘What
do you have these for? Don’t you want to live with
me anymore? Then he took the pills, put themin
water, dissolved them and buried them, saying, ‘If |
see these pills again you will pay me.” Now, ‘pay me’
means he will beat me.” (Brazil)

“Religion and health are two different matters.”
(Philippines)

“ Sometimes when the baby was little he would
bother me and | would say, ‘No, I'll get pregnant
again.” One day he hit me very hard [with a sho€]
because | said no....It was always forced, even now |
have to run away to the street...” (Mexico)

“| had an abortion once. | was using aloop but | got
pregnant....| never told anybody that | did it to
myself, not even my husband. Heisareligious man. |
was afraid of God’ s punishment, but at the sametime
| wonder, does God accept the suffering of the whole
family if | have to stop work?...” (Egypt)

“[Birth control] isnot in the church’sdomain.” “It is
not the church that will go hungry and experience
poverty.” (Philippines)

rights language and concepts to capture their own sense of entitlement3/4 how they understand and
aticulate what isfair and just. This notion of entitlement and the exact form of its expresson may
differ agnificantly by socid context and from individud to individud. However, the degree to which




persond entitlement is expressed across cultures and class usng human and reproductive rights
concepts and language chalenges the notion that such rights are a“luxury” of internationa
discourse and formd legd systems and are divorced from the redlity of many people' s lives.

Thisideaof rights as an expression of an individua’s own sense of entitlement and fairness emerges
strongly from the work of the International Reproductive Rights Research Action Group
(IRRRAG). IRRRAG isan internationa consortium of researchers, activigts, and hedlth providers
who collaborate on field research among diverse women to contribute to a better understanding of
what is needed to empower women of al ages, classes, and ethnic groups to redize their
aspirations regarding reproduction and sexudity. From 1993-96, IRRRAG' sinternationa research
teams conducted a seven-country study* that examined how ordinary women from al regions of
the world talk and think about their reproductive lives and how societd factors influence their
experience.? The research was organized around four topics: concepts of entitlement; reproductive
decisonmaking and behavior; res stance and accommodation; and socid, politicd, legd, and
economic conditions. Based largely on in-depth quditative research among hundreds of women,
these studies show that notions of reproductive rights have profound resonance in the day-to-day
lives of women among al socid classes and in many diverse settings around the world.

The research demondtrates that women generdly fed strongly that they should be able to make
their own decisions about sexudlity, childbearing, contraception, and, if necessary, abortion
(whether or not it is supported in their socid context). In particular, motherhood¥s with its status,
burdens, and responsibilities¥s served asthe primary basis for this sense of entitlement. At the
same time, women are acutely aware of the multiple factors that congtrain their ability to act
independently, or force them to act in secrecy, including community and religious norms, the
opposition of kin, husbands or partners, and public authorities; lack of materid or financid
resources, and poor quaity of services. The researchers found consstently that the redlity and
threat of domestic and indtitutiond violence plays a crucid role in shaping the degree to which
women fed they canmake and exercise their choices. IRRRAG' s research aso ducidates some of
the varied subtle strategies women employ to act on their sense of entitlement, whether through
outright resstance, silence, or subterfuge, or by acceding to certain traditional gender rolesin order
to gain latitude in other areas. Thus, women's notions of autonomy and entitlement are tempered by
a pragmatism about the congtraints and expectations society imposes on them.

IRRRAG' s dudies highlight the universality of reproductive rights as an expression of persona
choice and entitlement. While the women interviewed often had little knowledge of formd laws or
“reproductive rights,” their sense of entitlement to choice and autonomy in some reproductive
decisonmaking was both shared and strong. The documents and treeties that outline forma “rights’
may be far from many women's lives, however, rights concepts do play an important role in the
lives of women from avariety of socid classes and cultura settings.

! Brazil, Egypt, Malaysia, Mexico, Nigeria, Philippines, United States.
2 Negotiating Reproductive Rights: Women'’ s Per spectives Across Countries and Cultures (Rosalind P. Petchesky and Karen
Judd, eds., New York: St. Martin's Press, 1998) is a compendium of the results from this project.



Developing and Implementing the International Planned Parenthood Federation’s Charter
on Sexual and Reproductive Rights

Within theinternationd family planning and reproductive hedlth field a number of programs that
once drew their motivation and judtification primarily from demographic and health perspectives are
now drawing on reproductive rights as an important principle to guide service provison. For
example, the International Planned Parenthood Federation (IPPF) has worked with its broad
network of affiliates and service providers to incorporate a reproductive rights perspective into its
work. One important tool has been the creation and promulgation of the 1996 IPPF Charter on
Sexud and Reproductive Rights. The Charter explicitly links the human and reproductive rights
language codified in internationa documents, such as the ICPD Programme of Action and the
Universd Dedaration of Human Rights, with service provison by outlining in clear language the
implications of arights-based approach for reproductive health services. The Charter is designed to
demondtrate that reproductive rights are not abstract concepts, but, rather, are directly relevant to
services and as such signify anew and better way to gpproach service provison. Theinitiative
seeks to turn the principles underlying rights into practice in away thet is rdevant to service
delivery in arange of settings. For example, the connection is made explicit between theright to
privacy and the right to confidentidity when using sexud and reproductive hedth care services. The
Charter dso satesthat individuas have the right to decide whether or when to have children, and
their spacing, which requires access to information, education, means, and servicesif they areto
exercise this right. IPPF has encouraged local adaptation of the Charter, and the twin nature of
reproductive rights as both universa and particular is a prominent themein |PPF s advocacy
campaigns. The Charter has been used by loca advocatesto link rights language with programs
and services. For example, in Africa, the medicd associations of Kenya and Tanzania requested
copies of the Charter to disseminate to their members as part of a campaign on medica ethics.
PROFAMILIA in Colombia produced materias that explain the 12 rights outlined in the Charter
and identify one issue per right relevant to the loca setting.

Reproductive rights as manifested in forma law, individuals sense of entitlement, and service
delivery can conflict, even within the same socid context. The formd law of a country may reflect
one concept of reproductive rights, while its people hold another. The case of South Africa
demongtrates how services may lag behind the formal rights designated in law and policy or as
understood by people; in other Situations, services may far exceed what is conferred in law. This
tension can be used to work for congtructive solutions and change. Advocacy campaigns and
services drawing on arights-based approach can raise awareness and offer new ways for
individua women to think about and express their own entitlement, which can create pressure on



I PPF Charter on Sexual and Reproductive Rights

9: The Right to Health Care and Health Protection

IPPF recognizes and believesthat all persons have aright to the enjoyment of the highest attainable standard of
physical and mental health and, therefore, commitsitself to the following:

9.1 All persons have theright to the highest possible quality in health care including all care related to their sexual and
reproductive health.

9.2 All persons have the right to comprehensive health care services including access to all methods of fertility regulation
including safe abortion and diagnosis and treatment for infertility and sexually transmitted diseases including Human
Immunodeficiency Virus/Acquired Immune Deficiency Syndrome (HIV/AIDS).

9.3  All persons, and in particular the girl child and women, have the right to protection from traditional practices which are
harmful to health.

9.4 All women have theright to pregnancy and infertility counselling which empowers them to make their own decisions,
based on information impartially presented.

9.5 All persons have the right to sexua and reproductive health care services as part of primary heslth care, which are
comprehensive, accessible, both financialy and geographically, private and confidential and which pay due regard to the
dignity and comfort of that person.

9.6 All women have the right to appropriate services in connection with pregnancy, confinement and post-natal health care,
as well as adequate nutrition during pregnancy and lactation.

9.7 All persons have the right to the protection of health, and safety in working conditions, including the safeguarding of the
function of reproduction.

9.8 All working mothers have the right to be accorded paid maternity leave, or maternity leave with adequate social
security benefits.

AND further commitsitself to taking all stepsto ensure the attainment of the following rights:

9.9 Every person has the right to sexual and reproductive health care including the following rights:
Information about the benefits and risks of all fertility regulation methods
Access to the widest possible range of services
Choice to decide whether to use services, and which contraceptive method
Safety concerning the methods and services made available
Privacy when being offered information and services
Confidentiality regarding personal information
Dignity when using sexual and reproductive health care services
Comfort concerning the quality of care of services offered
Continuity guaranteeing future availability of services
Opinions about the service offered

Source: International Planned Parenthood Federation. 1996. |PPF Charter on Sexual and Reproductive Rights. London: | PPF.

governments to modify laws and policies and contribute to bringing about change in the prevailing
socid norms regarding reproduction and rights. The South Africa Stuation, though somewhat
particular, demonstrates how a rights-based advocacy campaign can lead to changein policiesand
contribute to raising expectations anong women as to the services they believe they are entitled to.
The IRRRAG research results are dso being used by activists around the world to pressfor
change. In Egypt, for example, research team members used the study findings and the IRRRAG
framework, with its focus on rights and entitlement, to aid their successful campaign against
government support of femae genita cutting procedures in public hospitas.



Barriersto Making Reproductive Rights a Reality

Even with agreement on the individua’ s right to autonomy over reproductive hedth decisons and
to choice of contraceptive method, a rights framework cannot ensure access to services or
technologies. In order for individuas to exercise their right to choice through use of a particular
service or technology, they need information about the service or technology, physical accessto it,
and the economic means to accessit. In redity, peopl€e' s choices are shaped and often restricted
by economic, physicd, and informationa barriers that limit access to services or technologies.
Participants at the meeting considered several examples that illustrate how these barriers can
congrain the redlization of reproductive rights. In each case, avariety of barriers existed
smultaneoudy and, in some instances, over time, as efforts to diminate one barrier precipitated the
emergence of another. In al these cases, concerted efforts are being made by activists, providers,
and communities to eiminate these obstacles or to mitigate their effects so that individuas may
redize thar rights.

Access to Abortion in Brazl

While most abortionsin Brazil are crimindized, since 1940 women who have been raped or whose
lives are threatened by continuing a pregnancy have been legdly entitled to an abortion. In redlity,
however, women face multiple barriers to exercising this right. Women who are entitled under
formad law to an abortion ether remain unaware of thisright or find it nearly impossible to find
services or technologies that will alow them to redize it. Until recently there were amost no
abortion services available, and even now this vast country has only afew abortion providers. In
addition, bureaucratic obstacles prevent women from gaining access to these few providers. A
qualitative study conducted in Brasiliain 1998 by the Population Council indicates that the vast
mgority of women who are entitled to alega abortion and initidly desired one are unable to obtain
one. Women are not well informed about their rights and available services and thus are fearful and
uncertain about the process. Typicaly, even if rape victims find their way to a hedlth care center
they are treated with hodtility and are not referred to the proper facilities. Some women must repeat
their stories sometimes severd times, and in a setting that lacks privacy, often to be told that there
is nothing that can be done. They are not told about emergency contraception and generdly receive
no information about abortion services should they become pregnant. It is not surprising, therefore,
that by the time women eventudly reach areliable abortion provider, many of them are past the
12-week gestationd age limit.

The findings from the Council study sparked considerable interest: In addition to generating two
newspaper articles on thistopic, there are plans to present the findings to alocal legidative body
and to hold aworkshop for judicia professonas. As aresult, efforts are underway in severd parts
of Brazil to train more providers, encourage inditutions to make services available, and streamline
the process for certifying and obtaining alegd abortion. In the future, it is possible thet new
abortion technologies, such as manual vacuum aspiration and medical abortifacients, could dso
play arole in making these services more widely available by expanding the number of providers
qudified and willing to offer them.



Emergency Contraception in the United States

The higtory of the availability of emergency contraception (EC) in the United States illustrates the
interrelationship between technology, services, and rights, and how the kinds of barriers around a
particular technology can shift over time. Initidly, the primary barrier to EC was lack of information:
For years the Y uzpe regimen of EC was an inexpendgve, off-1abel application of widdly available
ord contraceptive pillsto help prevent pregnancy following unprotected sex. However, this
regimen was not registered with U.S. regulatory agencies, thus, information about EC was limited.
In 1997, use of contraceptive pills for EC was effectively pregpproved when the U.S. Food and
Drug Administration made an officid statement that declared the method safe and effective, despite
the fact that no commercia entity had filed for product registration. Theregfter, information about
the method became more widely available to providers and clients. The method% in redity just a
amal number of inexpensve contraceptive pills¥ soon encountered economic barriers, however.
Concerned about ligbility and low profitability, large companies showed little interest in marketing a
dedicated EC product. When, in 1998, a small pharmaceutical company decided to market EC as
Prever®, the product included a pregnancy test kit with the EC pills, which has made it relatively
expensive. In addition, some pharmacists have refused to sdll Prever, charging that it isan
abortifacient. Thus, as information about this reatively smple and inexpensve method has become
more widely available, it has dso become more expensive and encountered other kinds of
resistance.

Hospital Mergersin the United Sates

Changes at hedlth care indtitutions can create new barriers that prevent women from exercisng
reproductive rights to which they are formaly entitled and have previoudy enjoyed. The rdaively
new and growing phenomenon of mergers between secular and religious hospitals in the United
States has created profound barriers to physica access to reproductive services and technologies
in some communities. Increasingly driven by market forces, U.S. hospitals are under pressure to
cut costs, and merging with nelghboring hospitas has become a primary cost-cutting strategy for
many inditutions. Particularly in smaller communities, these mergers often occur between secular
and Catholic ingtitutions, a corollary effect of which can be that the Catholic Church’ sideology then
determines what services the new hospital offers.® In anumber of communities, this has meant the
elimination of most reproductive hedth services from the area hospital3 including not only abortion,
but also fertility trestment, Sterilization, and contraception. This happens either formaly as part of
the merger agreement or de facto through increased use of “conscience clauses,” by which
individual providersrefuseto offer certain reproductive services and technologies. Inevitably, this
chain of events adso presents economic barriers that affect poor women disproportionately,
because they have fewer resources that would enable them to seek other service providers or
travel to distant services.

3 All Catholic hospitals are governed by a set of religious principles known as the Ethical and Religious Directives for
Catholic Health Care Services, issued by the National Conference of Catholic Bishops. This document contains 70 rules
that spell out which services can or cannot be provided, depending on whether they are deemed “morally and spiritually
harmful.”



In anumber of settings, community activism has played alarge role in mediating the effect of these
mergers and preserving dl or some of the services and technologies that alow women to exercise
their reproductive rights. For example, in New Y ork State's mid-Hudson Vdley, two nonsectarian
hospitals announced plans to merge with a Catholic hospitd. The two hospitals would have been
required to follow the Catholic directives on adlowable health services, and awide range of
reproductive hedth services would have been logt, including tubd ligations and vasectomies,
contraceptive counsding, abortions, and infertility trestment. The hospitals proposed to refer
women seeking the banned services to a separate, unrelated women' s clinic. However, community
members objected on the grounds that this option would fragment hedth care, was financidly
infeasible, and would subject women seeking these services to harassment from anti-abortion
protesters. Women' s groups and community activists engaged in atwo-year struggle agang the
proposed merger. Individuals and interest groups formed a broad- based coalition; reached out to
community members, including loca rdigious leaders, business people, hedth care providers,
advocates, and palitical leaders, and put pressure on the hospitas to regject any collaborations that
would result in regtrictive religious- based rules and the loss of hedlth care services. The codlition
prevailed and the merger was caled off. Yet, in six other locationsin New Y ork State alone,
amilar mergers have been completed, and critical reproductive hedlth services in those areas have
been logt. Nationdly, nearly 130 similar mergers have compromised women's accessto
reproductive hedlth services and technologies.



Informational Barriersand the Power of Information: A More In-depth L ook

Information playsacriticd rolein
individuas ahility to exercise their rights.
Information about what those rights are,
what services are available, how to
access them, and about the qudities of
different technologiesis critica in order
for women to make truly informed
choices among different providers,
sarvices, and technologies. Lack of
information isaclear barrier to redizing
rightsto choice, asisinformation that is
biased, mideading, inaccurate, or
misunderstood. Providers and
researchers possessing information have
amord, and in some cases legd,
obligation to ensure that it is conveyed
and used in away that enhances
individud rights and autonomy. For
example, in the previoudy discussed
case of Brazil, women who had been
raped were unaware of therr right to
abortion services and did not know how

Brazil: Provider—Patient Discour se

Dr. S.: (attending B., awoman in labor with her first child) We get a
lot of pressure from the women to do cesareans during prenatal
visits and during labor, because they don’t want to go through the
pain. (turning to B.) Y ou came to my office already wanting to do a
cesarean, didn’t you?

B.: Well, | talked about it, didn't 1?1 don’t want to have to go
through the pain.

B.: (later, in the midst of a contraction) Oh, | can’t take it anymore!

Dr. S.: You see? That kind of thing is subliminal. We suffer
pressure. Psychological pressure.

B.: (later) Now I’'m putting on the pressure.

Dr. S.: We have an dternative called analgesia[an epidural]. Do you
want it?

B.: Oh, | don’t know.

Dr. S.: You want to do a cesarean right now, don't you? (after
breaking amniotic sac) Meconium.... Even though the baby is
okay, it'san indication for a cesarean. (turning to B.) Y ou won!
Y ou won!

to locate them. In other instances, women who need afamily planning method or other
reproductive hedth care may not be informed about dl of their options. Instead of giving women a
red choice, providers may conscioudy or unconscioudy make the choice for them. An
observationa study in Brazil looked at provider—patient interactions in decisonmaking about
cesarean section procedures and found that physicians can subtly, or blatantly, direct women into
meaking certain “choices” The “choices’ may in fact better serve the medical personnd than the
patient but be justified as the woman's own “choice.”

Meeting participants examined the theoretical frameworks and practica issues surrounding
information provison and informed consent in services and in research. The emerging concept of
informed choice in service ddivery derives primarily from consensus documents and treeties that

affirm the right of individuas and couples to decide fredy and responsibly the number and spacing
of their children. A number of service-ddivery organizations, particularly AV SC, have devel oped
the notion of informed choice as an important and feasible way of implementing arights-based
gpproach in service delivery. In research, the principle of informed consent derives from the ethica
principles surrounding the autonomy of research subjects to decide whether to participate in
research; informed consent isa critical component of ethica research with human subjects. Both
informed choice and informed consent are about creating conditions that will alow peopleto
exercise thar rights and make informed choices based on full information and on their own
assessment of thelr interests, risks, and benefits.



Realizing Informed Choice in Service Delivery

In the service-delivery context, the exchange of information takes place in the persond interactions
between clients and providers, and the primary mechanism for ensuring informed choice in service
delivery is counsding. At its best, counsding is an open exchange of information between providers
and clients that is free from fear or pressure and respectful of clients' rights and the socid context.
Y ears of work at the service level have identified many challenges to offering high-qudity
counseling, including lack of time, incentives, class and gender differences between providers and
clients, bias, and incomplete information. Severd recent efforts on the part of service-ddivery
organi zations have sought to identify and build support for tangible steps providers can take to
safeguard and promote informed choice among dients. Eliciting dient feedback, indtitutiondizing
helghtened supervison and qudity controls, and orienting entire staff teams to counsding have been
adapted and used with gresat effect in some settings. Informed choice has become one of the ways
that service-delivery organizations and providers are seeking to make operationd therights
framework that has emerged in the population and reproductive hedth fields. Providing good
information on arange of technologies to dlow individuas to make truly informed choices about
their reproductive health care isa centrd link among rights, technology, and services.

Realizing Informed Consent in Research

Informed consent is alegdly mandated component of research involving human subjects, asa
safeguard againgt abuse on the part of the participant and againg liability on the part of the
researcher. Researchers are legdly obligated to provide forms, obtain sgnatures, and carefully
document “informed consent.” However, the genuine difficulty of explaining often complex research
concepts and the often litigious environment around conducting research mean that completing
forms and filing documentation often take precedence over truly educating potentia study
participants so that they can make informed decisions about their participation. This placesthe
researcher’ sinterest in the informed consent process over the participant’s. The language of such
informed consent forms may be legdidtic, technicd, and Smply not readable or comprehensible to
many research participants. Studies examining both recall and comprehension of research
participants about the consent process show that too often they are not aware of their risks,
benefits, or rights. However, little is done to supplement the lega requirements and ensure that
consent istruly informed.

Recognition that informed consent counsdling and documentation often fal short of their idedls has
brought about some research investigating the qudity of the informed consent process itsdlf. For
example, the Population Coundil is studying ways to improve informed consent initsdinicd trid in
South Africa of avagind microbicide to prevent infection with HIV and other STIs. Given that this
trid involves anew type of product, a complex study design, and astigmatized and il fatd
disease, and touches on charged issues of gender, power, and sexudity, obtaining truly informed
consent is epecidly chalenging. Rilot-testing a carefully devel oped informed consent process prior
to the study showed that women felt that too much information was provided, that they were
unclear about the primary and secondary purposes of the study, and that they significantly
overestimated the hedlth risks associated with participation. Based on thisinformation, the forms
and process have been extensively revised and retested.



The premise of informed consent is to protect the rights of potentia research participants. Even
with careful planning and strong commitment to making consent truly informed, it isachalenge. In
keeping with thisinitid motivation, researchers and funding agencies need to devise innovaive
methods to ensure that comprehension among research participantsis accorded higher priority in
study design and reporting.

“Good” and “Bad” Technologies

A critica dimenson of the intersection of rights, technology, and services is the effect of
technologies on individuas reproductive rights. Having consdered arange of barriers that affect
reproductive choices, meeting participants next examined more specificaly the complex role of
reproductive technologies in reproductive rights. Whether reproductive technology per se furthers
or undermines women's reproductive rights has been the subject of considerable debate for
decades within and among the population, reproductive rights, and feminist communities. The
generd premise of this meeting was that reproductive technology in and of itsdf isnot “good” or
“bad,” but rather may be used in ways that facilitate or congtrain individua choice. Therefore, the
evauaion of any reproductive technology from arights perspective must begin by examining who
controlsit and to what purposeit is used. These dimensions of reproductive technologies and the
degree to which individuas can exercise red choice are powerfully influenced by the service
provider and the service-ddivery environment. Important factors include the nature and quadity of
the services where atechnology is provided, the degree to which an individua has fredly chosen to
use the technology, and, criticaly, the qudity and amount of information that s’he has brought to
bear on this decision.

As notions of choice and reproductive rights have devel oped over time, reproductive technologies
have been assessed in different ways. Advocates of population control have tended to favor long-
acting, highly effective contraceptives. Some feminist discourse has stressed evauating
contraceptive technol ogies based on whether methods were provided in a program driven primarily
by a concern with population control or one motivated more by promoting choice and autonomy
over reproduction, were provider- or user-controlled, and whether the mode of action was
physica (barrier) or systemic (hormona). Other dimensions have included effectiveness, safety,
risks, benefits, revershility, and removability. In the face of the HIV/AIDS epidemic and growing
evidence of high prevalence of STIsand RTIs throughout the world, the effect of specific
technologies on fadilitating or preventing disease has assumed heightened importance. Other equaly
important concerns relate to accessibility, availability, affordability, and effect on partner and sexua
relations.

Participants reviewed the complex history of reproductive technologiesin Indiato explore these
issues further. Over the long history of India s family planning program, a variety of technologies
have come into favor at different times. For decades the program was driven largely by
demographic god's amed at reducing the country’ s population growth, with individuas
reproductive rights and choice accorded little consideration, resulting in some technologies and
services being provided in clear violation of human and reproductive rights. In the recent past,



however, the program has made some policy changes that reflect a more rights-based approach,
including a commitment to method mix and reproductive hedth rather than an exclusive concern
with family planning. However, the longstanding and, to some extent, till entrenched focus on
curbing population growth, combined with the very red problems of providing quality services with
limited resources in such alarge and complex country, have meant that reproductive technologies
have had amixed higory in India

This history has precipitated ongoing debate among feministsin India and e sawhere about
reproductive technologies and the introduction of new methods. Some groups and individua users
strongly favor including methods such as injectables and Norplant® because of their convenience
and because their inclusion promises women more choice. Others take a more guarded approach
to certain contraceptives, wary to different degrees of the way they have been used without due
respect for women' s rights and hedlth and the exigencies of their dally lives. Still others have
worked hard through the courts and other channels to keep particular technologies out of the
country on the grounds that hedlth facilities are Smply not able to provide them in away that offers
women redl choice, adequate safety, and backup for any complications. Balancing these and other
factors reated to the provision and use of reproductive technologiesin away that best servesthe
rights of clients and their partnersis ethicadly and practicadly chdlenging. India s history with
reproductive technologies powerfully illustrates their potentid to facilitate or violate rights and their
inextricable links with the services through which they are provided, which, in turn, are a product of
politica choice and resource dlocation.

Bringing It All Together: The Case of Medical Abortion

To illustrate the range of questions and issues raised throughout the mesting, the fina section was
dedicated to looking in more depth at these issues as they relate to medical abortion. Medical
abortion is a reproductive technology with grest potential to enhance reproductive rights. Effective
and safe, medica abortion methods promise to provide women and couples with an important new
choice in the face of an unintended pregnancy. They may dso change the way abortion services are
provided in some settings. In many respects, medica abortion exemplifies the complexity of forces
and links underlying the intersection among technology, services, and rights in reproductive hedlth.
Since its development in France in the early 1980s, medical abortion (here referring to the
mifeprisone-misoprostol regimen) has stirred controversy, concern, and hope. As with most
reproductive technol ogies, the gatekeepers and barriers are numerous. Making the product legdly
available¥s from research to governmenta gpprova to distribution and marketing¥s has faced many
hurdles especidly in the United States. Anti-choice groups have charged that the product is
categoricdly harmful to women and have wielded their palitica strength to burden the process of
gpprova and to erect barriers a every turn. While most feminists laud the method for the control
and privecy it offers women who want an abortion, others question its safety and fed the
technology may work againg women's interests. This case exemplifies how asingle technology can
evoke very disparate reactions and create tengon that affects individua women's ability to useit.

Although it has been available for more than a decade and has numerous studies documenting that
it is safe, effective, and acceptable to many women, medica abortion isfar from being ared choice



for most women, even in settings where abortion is legal and widely available. One barrier strongly
limiting its accessbility and use is its over-medicdization within service provison, based in part on
the fact that it has been grafted into existing surgical abortion services. The restrictions on who can
use and provide medical abortion and on when, where, and how they do so are extensive. Evenin
Europe, whereit islegd, increasingly wel-known, and less paliticdly charged than in the United
States, medica abortion continues to be burdened by restrictions. Current protocols for providing
the method often include atime limit of 49 days since last mengtrud period, with an ultrasound
recommended (and in some places required) to confirm gestationd age. Clients are usualy asked
to endure hours of medical observation and make repeet clinic vigts. New research shows,
however, that these protocols are more stringent than what is medically necessary to provide the
method safely and effectively. Women's own assessments of their digibility and the method's
effectiveness are proving to be very reliable, and providers working in low-resource settings are
showing that they can effectively and safdly provide the method. For example, ongoing studiesin
Vietnam and Tunisa show that ultrasound is not routinely necessary, and that women can safely
manage part of the process at home.

Socid attitudes toward abortion underlie the often strong and polarized reactions toward this
technology aswell asthe kinds of barriers erected againgt it and the service redtrictions encoded in
its provisgon. The influence of these socid and culturd factors again points to the contextud
nuances of reproductive rights and technologies. In the United States, for example, socid atitudes
toward abortion affect services. Women are required to receive counseling and often bear aburden
of guilt and fear of stigmawhen they decide to seek an abortion. The entrenched medicalization of
abortion services and technologies a so reflects cultural notions about the role of medicine and
about women' s autonomy. Debates over the right to and morality of abortion are replete with
assumptions about women's sexudity; the value of the fetus relaive to the woman; and the meaning
of sex, pregnancy, and motherhood.

Many questions about the future of medical abortion remain uncertain. Will it become a technology
that can be provided in away that enhances reproductive rights? What new barrierswill emerge as
current ones are addressed? How will it change abortion services? As the meeting made clear, the
potentia of medical abortion to enhance reproductive rights depends upon the dignment of an
array of factors, including addressing the barriers created by protocols for service ddivery, the
perceived entitlement to medica abortion on the part of women facing unwanted pregnancies, and
the meaning of reproductive rightsin a given socid context.

Concluding Thoughts

Reproductive rights has become a key framework for providing reproductive services and
technologies and as such, presents great opportunities to benefit clients and those who serve them.
Internationdly, a number of agencies and providers are grgppling with the numerous chalenges and
exciting opportunities presented by putting this framework into practice.

The concept of reproductive rights is complex. They are drawn upon by awide range of individuas
and interests and in avariety of ways. expressed as formd law, asindividuas sense of entitlement



to make decisons about their bodies and sexudity, and as Sgnds of a paradigm shift prioritizing
rights over other socia objectives. The disparate ways in which reproductive rights are understood
and how reproductive technologies are perceived across societies and communities further
complicates the implementation of the approach. Despite the many examplesthat illugtrate
reproductive rightsin action, red choice in services and technologiesis sill remote for many people
worldwide. In addition to resource condraints, physica, economic, and informationd barriersto
services and technologies congtrain the fulfillment of these rights.

In order for program managers and hedlth care providersto provide quality reproductive hedlth
care, employing technologies in accordance with clients  reproductive rightsis key. For those
developing or seeking to implement reproductive technologies, it isimportant to understand the
concept of reproductive rights and the parameters of service-ddivery sysems. Similaly,
reproductive rights advocates must be knowledgeable about reproductive technologies and the
service ddivery contexts in which they are used. Those working in each of these areas can benefit
from understanding how those working in the others affect their work.

A key dement of this pergpective on reproductive hedth work isthat it cdlosdy links thiswork with
issues of socid judtice and women's gatusin civil society. Reproductive rights affirm persond
autonomy and control over reproduction and sexudity. By raising questions about where such
power and contral lie within families and societies, the reproductive rights gpproach points squarely
to socid and gender inequdities. It provides away to recognize and, with implementation, redress
socid inequdities and makes reproductive hedth and family planning services function explicitly in
the interest of broader socid justice aswdll as individud welfare, adding a new and profound
dimension to the way reproductive hedlth services and technologies are positioned and perceived.
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