
WOMEN'S HEALTH

Women’s Rights to Reproductive and Sexual
Health in a Global Context
Joanna N. Erdman, BA, JD, LLM1 Rebecca J. Cook, AB, MA, MPA, JD, LLM, JSD2

1
Research Associate, Faculty of Law, University of Toronto, Toronto ON

2
Faculty of Law, Faculty of Medicine and The Centre for Research in Women’s Health,

University of Toronto, Toronto ON

Abstract

The worldwide burden of reproductive and sexual ill-health falls
disproportionately on women belonging to vulnerable and
disadvantaged groups. Women’s rights to reproductive and sexual
health, as protected under national constitutions as well as
regional and international human rights treaties, require that health
systems account for the distinctive needs and circumstances both
of and among women. The purpose of this article is to investigate
what we can do as advocates to ensure that the reproductive and
sexual health rights of all women are respected, protected, and
enforced, both internationally and in Canada.

Résumé

Le fardeau que représentent les problèmes de santé sexuelle et
génésique dans le monde accable principalement les femmes
appartenant à des groupes vulnérables et défavorisés. Les droits
des femmes en matière de santé sexuelle et génésique, protégés
en vertu de constitutions nationales et de traités régionaux et
internationaux sur les droits de la personne, ne peuvent être
respectés que si les systèmes de santé tiennent compte de la
situation et des besoins particuliers des femmes. L’objectif du
présent article est d’étudier les diverses mesures pouvant être
prises sur le plan de la défense des droits afin de s’assurer que les
droits sexuels et génésiques de toutes les femmes sont respectés,
protégés et observés, au Canada comme à l’étranger.
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INTRODUCTION

Women’s reproductive and sexual health is more than

a matter of health policy. It is a human right. Women

enjoy the right to decide freely and responsibly mat-

ters concerning their reproductive and sexual health, the

right to the information and means needed to make those

decisions, and the right to make decisions without discrimi-

nation, coercion, or violence.1 Moreover, women’s right to

reproductive and sexual health is enforceable through

regional and international human rights treaties, including

the Convention on the Elimination of All Forms of Dis-

crimination Against Women (the Women’s Convention).2

Canada and other member states are legally obligated to

respect, protect, and ensure women’s rights to the highest

attainable standard of health throughout their lives.

We have made much progress in the promotion and protec-
tion of women’s rights to reproductive and sexual health.
Progress has been slow, however, where it is most needed.

The worldwide burden of reproductive and sexual ill-health
falls disproportionately on women least able to bear its con-
sequences. The distinctive needs of women facing multiple
and compounding forms of discrimination, structural pov-
erty, and violence are too often ignored. In its General Rec-
ommendation 24 on Women and Health, the Committee
on the Elimination of Discrimination against Women
(CEDAW) requires that special attention be given to the
health needs and rights of women belonging to vulnerable
and disadvantaged groups.3

Women enjoy the right to more than health services.
Women are entitled to the social, economic, and political
conditions that will allow them access to services. The right
to sexual and reproductive health requires that health sys-
tems account for the distinctive needs and circumstances
both of and among women. The purpose of this article is to
investigate what we can do internationally and in Canada to
ensure that the rights of all women to reproductive and sex-
ual health are respected, protected, and enforced.

The article focuses on the distinctive needs of poor and low-
income women, adolescent and young women, indigenous,
ethnic, and racialized women, women living with
HIV/AIDS, and women subjected to violence. We recog-
nize that such groups are themselves diverse and that many
women are members of more than one group.
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THE RIGHTS OF POOR AND LOW-INCOME WOMEN

The right to enjoyment of the highest attainable standard of
health under the International Covenant on Economic,
Social and Cultural Rights4 requires that health care services
are affordable for all, including socially disadvantaged
groups.5 Women often face significant economic barriers to
care. In 2004, the World Bank reported that, on average, a
country’s wealthiest women are four times more likely than
the poorest to use contraception.6

Legal restrictions on abortion services disproportionately
affect poor and low-income women. In Northern Ireland,
abortion is a criminal offence except where necessary to
protect the life or health of the pregnant woman.7 Given
that no guidelines indicate when the exception applies, phy-
sicians and hospitals are often unwilling to perform any
abortion. Every year, thousands of women are forced to
travel to other parts of the United Kingdom to receive care.
Ineligible for public funding, women must pay £500 to
£1200 in medical fees and travel expenses. Abortion ser-
vices are thus accessible only at a great financial cost. For
low-income women or women living on social assistance,
abortion services are effectively unavailable. In 2004, the
Court of Appeal of Northern Ireland held the government
legally accountable for its failure to ensure that integrated
health and personal social services were available for
women entitled to lawful abortions.8 The government was
required to investigate and issue guidelines on the
availability of legal abortions.

Canadian women’s access to legal abortion services is simi-
larly impeded by economic barriers. First-trimester abor-
tion services are unavailable in Prince Edward Island and
Nunavut. Women must travel interprovincially to receive
care. Because of limitations on reciprocal billing arrange-
ments, not all services received outside a woman’s province
of residence are publicly funded.9,10 Moreover, neither Que-
bec nor New Brunswick publicly funds the full costs of
clinic abortions. Although Manitoba began insuring clinic
services in July 2004, a regulation remains in force excluding
the service from public coverage.11 In 2004, the Court of
Queen’s Bench of Manitoba held that the failure to fund
clinic abortions violated women’s freedom of conscience
and religion, their right to life, liberty, and security of the
person, and their equality rights under Canadian Charter of
Rights and Freedoms.12 Although the case was returned for
trial, the judgement is significant insofar as it recognizes an
obligation of government to ensure that women have access
to the resources necessary to meaningfully exercise their
reproductive rights. Similar challenges are currently
pending against the governments of Quebec and New
Brunswick.

Given the increasing inaccessibility of surgical abortions in
Canada, the approval of mifepristone and misoprostol for
use in medication abortions could significantly improve
women’s access to timely and affordable care.13 In 2004, the
Royal College of Obstetricians and Gynaecologists in the
United Kingdom advised that “Medical abortion using
mifepristone plus prostaglandin is the most effective
method of abortion at gestations of less than 7 weeks.”14

THE RIGHTS OF ABORIGINAL,
ETHNIC, AND RACIALIZED WOMEN

The International Convention on the Elimination of All
Forms of Racial Discrimination15 guarantees the right to
medical care, social security, and social services without dis-
crimination on the basis of race, colour, descent, or national
or ethnic origin. Nevertheless, compared with the general
population, indigenous, ethnic, and racialized women expe-
rience higher rates of infant and maternal mortality and are
more vulnerable to HIV/AIDS, sexual abuse, and vio-
lence.16 In its 2005 Resolution on the Elimination of Vio-
lence Against Women, the UN Commission on Human
Rights calls upon states to address “the specific circum-
stances facing indigenous women and girls in relation to
gender-based violence, especially sexual violence, arising
from multiple, intersecting and aggravated forms of dis-
crimination, including racism, paying particular attention to
the structural causes of violence.”17

The health of Canadian indigenous women is in a state of
crisis.18 Death caused by cervical cancer is six times the
national average for First Nations women in British Colum-
bia, and three times as common among Inuit women in
Nunavik.19 Indigenous women suffer from higher rates of
sexually transmitted diseases (STDs) such as chlamydia and
gonorrhea, sometimes up to 10 times higher than the
national average.20 The proportion of Aboriginal women
among adult AIDS cases is almost twice that of
non-Aboriginal women.21 New HIV infections among
indigenous women have increased over the past twenty
years, making up 50% of new HIV cases, compared with
only 16% in the non-indigenous population.22

In rural and northern areas, women must often travel away
from their families and communities to receive abortion
and birthing services.23 Traditional Inuit midwifery, for
example, has been replaced by nursing stations staffed by
health professionals who are not Inuit.24 In 2003, CEDAW
advised Canada to accelerate its efforts to eliminate discrim-
ination against Aboriginal women, particularly with respect
to equal rights to physical and psychological well-being.25

Members of minority ethnic and racial groups are also par-
ticularly vulnerable to forced sterilization and other coer-
cive measures.26 CEDAW’s General Recommendation 19
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on Violence against Women calls on member states “to
ensure that measures are taken to prevent coercion in
regard to fertility and reproduction.”27 In 2003, an NGO
report documented the coercive sterilization and extensive
racism, verbal and physical, suffered by Roma women in
Slovakia.28

In 2006, the report of the Committee on Elimination of
Racial Discrimination praised the Mexican government’s
criminalization of forced sterilization but reiterated its con-
cern regarding the forced sterilization of indigenous men
and women in Chiapas, Guerrero, and Oaxaca. The govern-
ment was encouraged to investigate and punish the perpe-
trators of such practices and to provide compensation for
victims.29

THE RIGHTS OF ADOLESCENT
AND YOUNG WOMEN

Article 24 of the Convention on the Rights of the Child
requires member states to ensure that “no child is deprived
of his or her right of access to … health care services.”30

Several countries have adopted policies to address adoles-
cent reproductive health. In others, adolescents are misin-
formed about or denied access to reproductive and sexual
health care.

Worldwide, 15 to 24-year-olds exhibit the highest reported
rates of STDs. Up to 60% of all newly infected people and
one half of all people living with HIV are in this age group.31

In sub-Saharan Africa, young women are three times more
likely than young men to be HIV positive.32 In 2001, the
UN General Assembly Special Session on HIV/AIDS rec-
ognized young persons as a priority group for prevention.33

The persistence, and in some countries the increase, of
teenage abortions and pregnancies further indicate that
young women’s needs for contraceptive services are unmet.
More than 14 million women and girls under 20 give birth
each year.34 In Japan, the reported number of abortions per-
formed on teenaged girls nearly doubled between 1995 and
2001.35

CEDAW observes that a lack of confidentiality “may deter
women from seeking advice and treatment and thereby
adversely affect their health and well-being. Women will be
less willing, for that reason, to seek medical care for diseases
of the genital tract, for contraception or for incomplete
abortion and in cases where they have suffered sexual or
physical violence.”3 This is particularly true for young and
adolescent women. Emergency contraception (EC), for
example, is a valuable preventative therapy for adolescent
pregnancy. Girls aged 15 to 19 are more likely than older
women not to plan intercourse and to use contraception
intermittently or not at all.36,37 Because of concerns about
privacy and confidentiality, however, adolescents are

hesitant to seek EC. Adolescents fear judgement and paren-
tal notification.38–40 Mandatory pharmacist consultation for
EC, as currently required across Canada, is unlikely to
lessen adolescents’ reluctance to seek care. Most pharma-
cies do not have areas where a pharmacist can hold a private
discussion.41 Recent studies indicate that pharmacists feel
unprepared to address adolescent reproductive and sexual
health concerns.42 Even among pharmacists trained to pro-
vide EC, many reported inadequate training to deal with
parental inquiries about the provision of EC to their
children.10,43

Although the Convention on the Rights of the Child
requires member states to respect the responsibilities,
rights, and duties of parents in a manner consistent with the
evolving capacities of the child,44 access to abortion services
is dependent on mandatory parental involvement in 24
countries worldwide.45 In 43 states across the United States,
laws deny adolescents access to abortion services without
parental notification or consent. In 2004, the South African
High Court confirmed that the provisions of the South
African Choice on Termination of Pregnancy Act, 1996
allow pregnant women under the age of 18 to give their
informed consent to abortion.46

In other circumstances, adolescent and young women
require greater protection. In 2002, the UN General Assem-
bly Special Session on Children affirmed that adolescent
girls need special attention in policymaking and service pro-
vision.47 The forced pregnancies of adolescent girls were
the subject of two recent landmark legal developments. In
October 2005, the UN Human Rights Committee held the
government of Peru responsible for multiple violations of
the United Nations International Covenant on Civil and
Political Rights48 for denying a 17-year-old a legal abortion
despite the diagnosis of an anencephalic fetus. The young
woman was compelled to carry the fetus to term and to
breast feed it until its predictable death several days later. In
addition to other violations, the Committee held Peru
responsible for failing to provide measures of health protec-
tion required by the young woman’s status as a minor.49

In 2002, a claim was filed against Mexico before the
Inter-American Commission on Human Rights on behalf
of a 13-year-old who became pregnant following a rape but
was denied a legal abortion under the discretion of state
officials.50 A landmark settlement was reached in March
2006, under which the Mexican government agreed not
only to provide compensation but also to issue a decree reg-
ulating guidelines for access to legal abortion. These cases
confirm that under human rights law, governments are
responsible, at a minimum, for requiring health care provid-
ers and facilities to ensure women’s reasonable access to
safe abortion and related services, as the law permits.
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THE RIGHTS OF WOMEN LIVING WITH HIV/AIDS

Women are twice as likely as men to contract HIV infection
during vaginal intercourse.51 Women’s reproductive role
and their subordinate position in some societies, especially
with respect to sexual relations, render them at even greater
risk. Approximately one half of the 40 million people living
with HIV today are women.52 The highest female infection
rates are in countries where transmission is primarily het-
erosexual, often in the context of marriage.53 For this rea-
son, CEDAW encourages governments to give special
attention to the rights and needs of women in their
programs to combat AIDS.

Women living with HIV/AIDS enjoy the same rights as all
other women to engage in sexual relations, to have access to
contraceptive and abortion services without coercion, and
to become mothers. Reproductive and sexual health ser-
vices should be delivered in a manner responsive to the par-
ticular needs of women living with HIV/AIDS to allow
them to exercise these rights responsibly and safely. The
WHO estimates that 2.2 million HIV-positive women give
birth each year.54 Antiretroviral treatment can help safe-
guard a mother’s health and well-being and prevent
mother-to-child transmission. In 2002, the Constitutional
Court of South Africa interpreted a constitutional right to
access health care services as requiring the government to
extend antiretroviral treatment to mothers and children liv-
ing with HIV/AIDS.55 The following year, only 2% of
pregnant women testing HIV-positive worldwide received
antiretroviral drugs to improve their health.56

Respect for the rights of women living with HIV/AIDS to
privacy, confidentiality, and non-discrimination in the pro-
vision of reproductive and sexual health care are vital. Hun-
dreds of thousands of HIV-positive women avoid testing
and treatment services for fear of disclosure to their hus-
bands, families, and communities and the blame, abuse, and
ostracism that often follow.57 The Policy Guideline for
Management of Transmission of Human Immunodefi-
ciency Virus (HIV) and Sexually Transmitted Infections in
Sexual Assault developed by the South African Department
of National Health affirms that survivors of sexual assault
and pregnant women should be informed about the bene-
fits of HIV/AIDS testing and treatment, but their right to
refuse testing or treatment must be respected.58

Government prevention and treatment programs often
disregard the needs of marginalized women affected by
HIV/AIDS, such as sex workers and injection drug users.
These women are stigmatized and discriminated against as
vectors in the HIV/AIDS epidemic rather than being
respected as individuals entitled to the protection of their
sexual health rights. Although the 2005 Federal Initiative to
Address HIV/AIDS in Canada recognizes the need to

develop discrete approaches to addressing the epidemic for
people living with HIV/AIDS, sex workers are notably
omitted from the initiative.59

THE RIGHTS OF WOMEN
SUBJECTED TO VIOLENCE

CEDAW regards gender-based violence as a form of dis-
crimination that seriously inhibits women’s ability to enjoy
rights and freedoms on a basis of equality with men.60 Gov-
ernments are obligated to eliminate all forms of violence
against women in private and public life, whether perpe-
trated by the State or private persons. Nevertheless,
gender-based violence remains an acute problem world-
wide. It is perhaps the most widespread and socially toler-
ated violation of human rights.

It is estimated that one in five women worldwide will be a
victim of rape or attempted rape in her lifetime. One in
three women has been beaten, coerced into unwanted sex-
ual relations, or sexually abused, often by a family member
or acquaintance.61 The consequences of rape and sexual
violence account for approximately 5% of the global disease
burden in women. Sexual coercion is considered a signifi-
cant factor in the continuing rise of HIV among young
women.

Unintended pregnancy, especially in adolescents, has been
linked with coerced sexual intercourse. Nearly 50% of sex-
ual assaults worldwide are perpetrated against girls 15 years
of age or younger.62 Moreover, women who are subject to
domestic violence often cannot discuss infidelity or negoti-
ate contraception to protect against pregnancy and sexually
transmitted infections. Policies that fail to respect women’s
rights to autonomy and privacy in the seeking of contracep-
tion or other reproductive and sexual health services by
requiring spousal authorization can further limit women’s
access to services.

Gender-based violence also contributes to higher abortion
rates. Clinical studies in Hong Kong, China,63 and Uganda64

found that approximately 30% of women who had abor-
tions reported abuse as the main reason for terminating
their pregnancies. A 2005 Canadian study found that
women who seek repeat abortions are more likely to report
physical abuse by a male partner or a history of sexual abuse
or violence.65 Over the last decade, however, significant
cuts have been made to abused women’s community ser-
vices and supports in many Canadian provinces.66 SOGC
guidelines on intimate partner violence encourage the
development of coordinated and comprehensive health and
social service provision.67
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CONCLUSION

The formal guarantees of international treaties, constitu-
tional rights, and other legal entitlements cannot alone
improve women’s reproductive and sexual health. Political
will is required. We must commit ourselves to ensure that
laws, policies, and guidelines, both internationally and in
Canada, respond to the distinctive needs and circumstances
both of and among women. Health care professionals can
play an important role in this regard. In May 2005, more
than 50 participants, including obstetrician-gynaecologists,
family physicians, nurses, family planning officers, and
health inspectors, from 14 Caribbean countries adopted the
Declaration of Health Professionals, Scientists and Advo-
cates For Decriminalization of Abortion in the Caribbean.
The declaration called for accountability of civil society and
government to Caribbean women and to all strata of Carib-
bean societies by assuring access to sexual and reproductive
health care, regardless of age, marital status, social class, or
national origin.

We encourage health care providers and their professional
associations to continue invoking human rights in their
advocacy for better services, policies and guidelines respect-
ing the reproductive and sexual health of all women, espe-
cially women belonging to vulnerable and disadvantaged
groups.
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