A Rights-Based Approach
to Reproductive Health

uman rights and reproductive health advocates increasingly are working together to
Hadvance women’s and men’s well-being. The modern human rights system is based

on a series of legally binding international treaties that make use of principles of
ethics and social justice, many of which are directly relevant to reproductive health care.
By placing reproductive health in a broader context, a rights-based approach can provide
tools to analyze the root causes of health problems and inequities in service delivery. By
emphasizing fundamental values, most notably respect for clients and their reproductive
decisions, a rights-based approach can shape humane and effective reproductive health
programs and policies.? By taking advantage of the international human rights treaty
system, a rights-based approach can challenge the status quo and pressure governments
into working proactively for reproductive health.?

Human Rights in the Modern Era

The concept of reproductive rights is rooted in the modern human rights system developed
under the auspices of the United Nations (UN). Since 1945, the UN has created interna-
tionally recognized standards for a range of human rights, including the right to health, and
has established mechanisms to promote and protect those rights. In response to atrocities
committed during World War II, the UN General Assembly adopted the Universal Declaration
on Human Rights in 1948. International treaties (see Table 1, page 2) have since transformed
the principles asserted in the declaration into legally binding obligations for nations that
ratify the agreements.? Parallel systems of human rights treaties and monitoring bodies also
exist in some regions, including Africa, the Americas, the Arab states, and Europe.*®

Transforming these legal obligations into a genuine political commitment to repro-
ductive rights, however, required concerted and sustained pressure from women’s advocates.
The women’s empowerment movement drew attention to human rights abuses stemming
from women’s subordinate position in society and pressured governments to change the
circumstances of women’s lives.? In three landmark international meetings in the 1990s,
the movement succeeded in forging a new consensus on reproductive rights and made them
central concerns for health programs and policies around the world.¢

The 1993 World Conference on Human Rights in Vienna affirmed that women’s rights
are human rights and should not be subordinated to cultural or religious traditions. The
conference also marked a breakthrough for reproductive rights, acknowledging that human
rights can and should be broadly applied to the areas of sexuality and reproduction.
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Table 1. Major International Human Rights Treaties

No. of General Comments
Date Ratifying and Recommendations Relevant
Treaty Adopted | States Purpose to Reproductive Rights

International Convention on 1965 169 Eliminates discrimination based on race, General Recommendation 25 on Gender
the Elimination of all Forms color, descent, or national or ethnic origin Dimensions of Racial Discrimination
of Racial Discrimination that impairs human rights (2000)
International Covenant on 1966 151 Guarantees right to life, liberty, marry General Comment 28 on Equal Rights of
Civil and Political Rights and found a family, freedom from inhuman | Men and Women (2000)

treatment, and freedom of thought and

expression
International Covenant on 1966 148 Guarantees right to health, education, General Comment 14 on Right to Health
Economic, Social, and Cul- work, adequate standard of living, and (2000)
tural Rights benefits of scientific progress
Convention on the Elimina- 1979 174 Eliminates discrimination against women | General Recommendation 24 on Women
tion of all Forms of Discrimi- in civil, political, economic, social, and and Health (1999)
nation Against Women cultural areas
Convention Against Torture 1984 133 Eliminates intentional infliction of physi-
and other Cruel, Inhuman cal and mental suffering for coercion,
and Degrading Treatment or punishment, or intimidation
Punishment
Convention on the Rights of 1989 192 Defines and guarantees civil, political, General Comment 3 on HIV/AIDS and
the Child economic, social, and cultural rights of the Rights of the Child (2003); General

children under age 18 and their parents Comment 4 on Adolescent Health and

Development (2003)

The treaties can be viewed online at the Office of the High Commissioner for Human Rights (www.unhchr.ch/html/intlinst.htm). General com-
ments and recommendations, ratifications, and countries’ reporting status can be viewed online at www.unhchr.ch/tbs/doc.nsf/.

The 1994 International Conference on Population and
Development in Cairo created a comprehensive framework
to realize reproductive rights and health.” Women’s advocates
persuaded governments to reject population policies focused
solely on reducing fertility and to forge a new approach that
focused instead on meeting individual women’s needs for a
wide array of reproductive health services.?

The 1995 Fourth World Conference on Women in Beijing
confirmed and built on the link established in Cairo between
women’s reproductive rights and human rights already
recognized by international treaties and national laws. The
Beijing Platform for Action took a holistic, rights-focused view
of health and the social, political, and economic factors that
affect it. It focused on governments’ obligation to fulfill the
right to health by creating the conditions that enable women
to realize their right to health.?

Fundamental Principles

Many of the human rights defined in international treaties

have implications for reproductive health care (see Table 2,

page 3). They guide almost every aspect of the delivery of care,

defining what services must be offered, to whom, and in what

fashion. Three principles are key for reproductive health:”

¢ Based on the rights to liberty, to marry and found a

family, and to decide the number and spacing of one’s
children, individuals have the right to control their
sexual and reproductive lives and make reproductive
decisions without interference or coercion.
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* The right to non-discrimination and respect for
difference requires governments to ensure equal
access to health care for everyone and to address the
unique health needs of women and men.

e To fulfill people’s rights to life and health, govern-
ments must make comprehensive reproductive health
services available and remove barriers to care.

A rights-based approach to reproductive health is
especially powerful because all human rights, including
reproductive rights, are universal, inalienable, indivisible,
and interdependent.® Universal because everyone is born
with and possesses the same rights, regardless of where
they live, their gender or race, or their religious, cultural,
or ethnic background. Inalienable because people’s rights
can never be taken away, no matter what they do, nor can
an individual ever give up his or her rights. Indivisible and
interdependent because all rights—political, civil, social,
economic, or political—are equal in importance and none
can be fully enjoyed without the others.

The universal quality of human rights means that
nations cannot cite cultural or religious traditions—which
often place women in a subordinate position and validate
harmful practices such as early marriage and female genital
mutilation (FGM)—as an excuse not to respect and protect all
of women’s rights, including their reproductive rights.

The principle of indivisibility recognizes that women
cannot realize their reproductive rights without realizing
their broader human rights. For example, women cannot



realize their right to choose the number and spacing of their
children unless they can afford transport to and user fees
for family planning services (right to freedom from poverty
and to work). They also must have access to informational
materials and be able to read them (right to receive infor-
mation and to education), and not fear a violent reaction
from their partners (right to freedom from inhuman and
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advantage of the complementary strengths of their two
fields.® Taking a rights-based approach to reproductive
health offers many benefits:
* Human rights can provide core values and an ethical
framework for public health practitioners.®
* International treaty obligations increase the pressure
on governments to provide adequate health services,!

degrading treatment).’

Benefits of a Rights-Based Approach .

Human rights and health advocates can best achieve their
common goal—improving people’s well-being—by taking

Table 2. Reproductive Rights

fight violence against women,!* and take other actions
that improve public health.

Framing a health problem like maternal mortality
as a human rights or social justice concern raises its
visibility and can make it an urgent policy concern.

Human right

Reproductive health obligations

Right to life and survival

Prevent avoidable maternal deaths.

End female feticide and infanticide.

Screen for cancers that can be detected early and treated.
Ensure access to dual-protection contraceptive methods.

Right to liberty and security
of the person

Eliminate female genital mutilation.

Obtain informed consent for all procedures, including HIV testing, sterilization, and
abortion.

Encourage clients to make independent RH decisions.

Stop sexual trafficking.

Right to freedom from inhuman
and degrading treatment

Protect and care for survivors of sexual assault and domestic abuse and prosecute
the perpetrators.

Prohibit involuntary abortion and sterilization.

Eliminate rape as an instrument of war.

Right to marry and found a family

Prevent early or coerced marriages.
Provide access to infertility services to women and men.
Prevent and treat reproductive tract infections that cause infertility.

Right to decide the number
and spacing of one’s children

Provide access to a range of contraceptive methods.
Help people choose and use a family planning method.
Provide access to safe abortion services, where legal.

Right to the highest attainable
standard of health

Provide access to affordable, acceptable, and comprehensive RH services.

Provide high-quality care.

Allocate available resources fairly.

Provide access to effective approaches to cervical cancer screening/early treatment.

Right to the benefits of scientific
progress

Fund research on women’s as well as men’s health needs.

Provide access to emergency contraception.

Provide access to antiretroviral treatment for AIDS.

Provide access to obstetric care that can prevent maternal deaths.

Right to non-discrimination
and respect for difference

Offer RH services to all groups, including adolescents, unmarried women, and refugees.
Ensure that a husband’s or parent’s consent is not required for RH services.
Offer services that meet women’s and men’s distinctive RH needs.

Right to receive and impart
information

Make family planning information freely available.
Offer sufficient information for people to make good RH decisions.

Right to freedom of thought,
conscience, and religion

Do not limit RH services, such as emergency contraception, on religious grounds.
Allow providers to refuse to offer contraceptive and abortion services on the grounds of
conscience where referrals are possible and treatment in emergency situations is protected.

Right to privacy

Ensure privacy for all services.
Keep clients’ information confidential.

Sources: Cook et al., 2003 and IPPF, 1996.54
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Empowering Women in Senegal

Human rights education can prompt changes in
individual attitudes and behaviors that improve repro-
ductive health. Tostan, a nongovernmental organization
based in Senegal, begins its 10-month adult education
program with a module on democracy and human rights,
including the right to education, health, and protection
from violence and discrimination.!> Modules on problem-
solving, personal and community hygiene, and women’s
health issues follow. Students are encouraged to apply
their problem-solving skills to improve conditions in the
community. Participating villages have organized clean-
up brigades, constructed latrines, promoted childhood
vaccinations and prenatal care, and the like.

Tostan’s greatest impact has come from empow-
ering women, who gain the confidence to speak out
in meetings, take on leadership roles, participate in
community and family decision-making, and question
traditional practices. After analyzing the health impacts
of traditional practices in Tostan classes, the women of
Malicounda-Bambara publicly vowed to abandon FGM
in 1997. Their landmark declaration, together with
Tostan’s continuing village education programs, spurred
a grassroots consultation and decision-making process
throughout Senegal. As a result, more than 1,100
villages in Senegal and now also in Burkina Faso have
declared an end to FGM in public ceremonies. Many
communities also have announced their intention to
eliminate two other widespread practices that violate
women’s rights and threaten reproductive health: early,
forced marriages and domestic violence.

* Rights education can empower health care clients and
the community by instilling a sense of entitlement and
establishing new social norms (see box, above).5

* Respecting human rights improves the effectiveness
of health interventions: outcomes are better if
adolescents are offered reproductive health services,
if couples are encouraged to make an informed choice
of family planning methods, and if sex workers are
empowered, rather than coerced, to use condoms.®

* A rights-based approach helps public health practi-
tioners understand the societal factors, such as gender
inequality, that influence reproductive health and
reach beyond the health sector to address them.%1°
Public health methodologies also offer benefits to human

rights advocates. Epidemiological studies can explain the
causes of problems like avoidable maternal deaths and
document their magnitude—unlike the case studies human
rights advocates traditionally use to analyze rights viola-
tions.?® Statistical analysis of large data sets also can identify
widespread problems, such as provider bias toward certain
contraceptive methods, that may be too subtle to attract the
attention of rights advocates.® Public health methodologies
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also are able to assess the impact of changes in policy and
programs on reproductive health indicators.’

The reproductive health problem posed by violence against
women demonstrates the synergies between the health and
rights perspectives. Framing violence against women as a
violation of human rights raises awareness and increases
political will to address the problem. It holds governments
accountable and broadens the response to include non-health
sectors, like law enforcement and the judiciary. In Nicaragua,
for example, activists used epidemiological research on the
prevalence and effects of domestic violence to build support
for legal reforms.® It also increases appreciation of how
poverty, education, and social inequality contribute to levels
of violence.'®!” The public health approach encourages the
gathering of convincing evidence on the magnitude of the
problem, its health consequences, and risk factors; develops
interventions to prevent violence and reduces harm when
it occurs; and assesses the impact and cost-effectiveness of
interventions.

Obligations and Responsibilities

Although human rights treaties directly place obligations
only on states and state officials, they indirectly create
responsibilities for other organizations and individuals.

International organizations. Each international human
rights treaty provides for a committee to monitor the perfor-
mance of ratifying nations.!® As part of a country reporting
system, each nation periodically submits a report to the
committee on their efforts to meet their treaty obligations.
The committee discusses the report with country representa-
tives and also hears testimony from UN agencies, nongovern-
mental organizations (NGOs), and, in some cases, individuals.
At the end of this quasi-judicial process, the committee issues
an official report highlighting areas of concern and recom-
mending specific changes. These reports are submitted to the
UN General Assembly.>*® The country reporting process gives
the monitoring committees and civil society an opportunity
to influence a government’s actions through dialogue and the
force of world opinion. The committees rely on the good faith
of member states to comply with treaty obligations.

The treaty-monitoring committees also are responsible
for interpreting broadly worded treaty provisions. In recent
years, several committees have issued “general comments”
or “general recommendations” that detail standards for
governments to follow in meeting their treaty obligations
regarding women’s reproductive rights (see Table 1, page 2).
By demonstrating how rights apply to particular reproductive
health issues and by defining government obligations, these
comments and recommendations have fostered compliance
with the treaties.®

Regional systems of human rights treaties and monitoring
bodies have their own reporting and complaints procedures,
which may set higher standards for human rights and their
implementation than international agreements.*> They
can address complaints more efficiently since they include
courts that have the power to issue binding decisions (see box,



below). Because regional systems are more sensitive to local
cultural and religious concerns, their authority also tends to
be accepted more readily by governments.?°

International and regional discourse on human rights is
having an increasing impact at the national level. Government
officials, legislators, and judges in many countries often are
basing their policies, laws, and court rulings on international
and regional human rights treaties, comments issued by
treaty monitoring committees, and the programs of action
adopted at international conferences.?°

National government. The international treaty system
imposes three obligations on national governments: to
respect, protect, and fulfill human rights.

* Respect for rights means not interfering with people’s
ability to enjoy their rights, for example, by not prohib-
iting adolescents from getting contraceptives.?!

* Protecting rights means taking action against those
who violate human rights, for example, by prosecuting
the perpetrators of rape and domestic violence.?\-?

¢ Fulfilling rights means taking legislative, budgetary,
and judicial actions that allow people to fully realize
their rights, for example, by building a public health
infrastructure with enough facilities and providers
to offer affordable and comprehensive reproductive
health services throughout the country.?!

To meet their three obligations, national governments
must adopt appropriate policies and laws (see box, page 6).
Many constitutions, bills of rights, and laws set binding
standards for human rights, but their content and the degree
of support for reproductive rights is influenced by national
politics and varies widely.®

To truly fulfill reproductive rights, governments also
must address societal conditions that hinder women from
enjoying their reproductive rights. Policies, laws, and justice
systems that empower women and promote gender equity
are needed. For example, governments can work to increase
educational, economic, and political opportunities for women
and promote equitable, violence-free relationships between
men and women.!!

Implementing these policies and laws poses a difficult
challenge. Governments must allocate resources to enforce
laws and policies, and they also must hold officials accountable
for their actions. In southern Africa, for example, govern-
ments have responded to the problem of violence against
women by revising their laws but have failed to allocate
money for enforcement or educate police officers, prosecutors,
and judges about the law. As a result, many officials continue
to make decisions based on personal beliefs about gender-
based violence.!2

Health care system. Public health programs are respon-
sible for supplementing available private health services
to ensure that everyone has access to a complete range
of affordable, acceptable, and good-quality reproductive
health information, services, and commodities. This
obligation requires action at the policy-making and upper
managerial levels, for example, in building, equipping, and
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staffing facilities or training personnel to offer reproductive
health services. It also requires action at the local point
of care, for example, in supervising the technical quality
of care, arranging for privacy, and maintaining reliable
supplies of contraceptives. Health care providers who
interact directly with clients carry special responsibilities,
such as respecting confidentiality, helping clients make
fully informed decisions, and avoiding bias against certain
services or clients.?

Clients and community. Health care clients and
community members also can play a role in realizing their
own reproductive rights. For example, clients may request
privacy at clinics, ask providers for information, and take
the initiative in making reproductive health decisions.
Clients also can hold providers and programs accountable
by complaining if, for example, a provider breaches confiden-
tiality regarding STI/HIV test results.® Community members
can influence reproductive rights by helping set the social
norms that shape individual behavior. Their attitudes
determine, for example, whether it is socially acceptable for
women to go alone to a clinic, for men to beat their wives, or
for girls to be circumcised.

Fighting Coerced Sterilizations in Peru

Individual cases of human rights violations can focus
attention on systemic problems and help governments
implement broad changes in health care policies and
practices. For example, a pattern of coercive steriliza-
tions in Peru in the mid-1990s led women’s rights
organizations to pursue the case of Maria Mamérita
Mestanza Chavez in the courts.?? This poor, rural
woman submitted to tubal ligation in 1998 after
health center staff repeatedly pressured her, including
threatening to report her to the police for having more
than five children. Furthermore, health personnel did
not examine her before the operation, did not give her
a consent form until the day after the operation, and
refused follow-up care when she developed complica-
tions. She died at home about a week later.

After the Peruvian court system refused to open the
investigation, several rights organizations petitioned
the Inter-American Commission on Human Rights about
Mestanza’s case. The commission negotiated a friendly
settlement agreement in which the government of Peru
admitted violating its international rights obligations.
The current government apologized for the actions of
the previous regime. They agreed to pay damages to
Mestanza’s family and to punish those responsible,
and they worked to change the laws, policies, and
practices that led to unsafe and coerced sterilizations.
Women throughout Peru gained when the government
embraced specific recommendations to improve pre-
operative evaluations, health personnel training, the
handling of patient complaints, and informed consent
procedures.
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Implementing a Rights-Based Approach

By drawing on the principles of human rights to guide policy,
program design, and service delivery, reproductive health
programs can protect clients and increase effectiveness.
A rights-based perspective has the potential to challenge
conventional practice and produce new insights into how
the health care system can improve clients’ well-being.

Policies and programs. Reproductive health managers
should assess the impact of current or proposed policies and
programs on clients’ reproductive rights.'® For example, an
assessment of anti-trafficking laws and policies in Nepal
found they violated women’s rights, in part because they
prohibited women from voluntarily migrating in search of
economic opportunities and in part because they forcibly
“rescued” women who chose to work in the sex trade.?*

The focus of a rights assessment should be on the service
delivery process, including clients’ access to information and
services, the technical quality of care, and the interaction

Advocating Legal Reform and Social Action

Reproductive rights depend as much on the law and
the social setting as on the health care system. Laws
govern, for example, the age at which girls may marry,
requirements for HIV testing, whether women need
their husband’s authorization to get family planning
services or emergency obstetric care, and the punish-
ments for sexual assault or performing FGM.” Cultural
traditions, religious beliefs, educational and economic
opportunities, and social norms also are influential.
They determine how vulnerable women are to violence
as well as their ability to negotiate when and under what
circumstances sexual intercourse takes place. They also
affect access to reproductive health services.

Health providers can help foster reproductive rights
by campaigning for legal reform and social change. Their
expertise makes them credible and effective advocates,
who can convincingly explain the impact of law, policy,
and societal factors on reproductive health.?’?? As
members of health professional associations, providers
also can participate in the UN system for monitoring
human rights treaties by preparing alternate reports
on reproductive rights in their countries.®

Human rights education can prepare health profes-
sionals to engage lawmakers and government officials
and to collaborate with human rights advocates,
women’s groups, and community organizations. In
El Salvador, Guatemala, and Nicaragua, for example,
health professionals joined journalists, government
officials, lawyers, religious leaders, and representa-
tives from women’s groups in workshops on sexual and
reproductive rights. The participants’ mixed viewpoints
and disciplines helped them understand the issues,
identify key concerns for their own countries, and
develop effective advocacy strategies.?
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between clients and providers. It is important to search
systematically for potential problems. For example, inves-
tigating who does not use the health care system and why
is a good way to discover how well a program is meeting its
obligation to provide universal access to care.!

Safe motherhood needs assessments in both Mali and
Mozambique are taking this kind of rights-based approach.?’-?
These assessments look at how well the nation is fulfilling its
international human rights treaty obligations, how the denial
of rights contributes to maternal mortality, and what actions
must be taken to respect women’s rights and reduce maternal
mortality. The Mali assessment, for example, concluded the
government needed to improve both access to and the quality
of emergency obstetric care and recommended changes in
funding, supplies and equipment, referral systems, medical
training, health care standards, and monitoring as well as
identifying legal and policy measures the government should
take to address gender inequality.?”

Ahuman rights audit also can be conducted at the facility
level. For example, a team focused on maternal mortality
might follow a pregnant or laboring woman’s progress through
a facility and consider how each element in the service
delivery process—from a clinic’s physical layout and policies
to the providers’ actions—supports or violates her rights.!

Training and supporting providers. Health workers
need training to understand and embrace the concept of
reproductive rights. Providers may feel threatened by and
resist a rights-based approach, however, since it funda-
mentally changes their relationship with clients and can be
seen as a loss of power.! This makes educational materials,
protocols, supervision, and other strategies that reinforce
rights training essential.

Both preservice education and in-service training for
providers at all levels should introduce human rights concepts
and the international treaty system, explain how they apply
to health care, and discuss how and why providers should
ensure that their practices reinforce human rights.?” Training
curricula on reproductive rights typically stress respect for
clients, confidentiality, informed consent, autonomous
decision making, quality of care, and avoiding bias.® Rights
education is most effective when it advises providers what
to do in specific situations.??

Every element of the health care system should convey
the same, consistent pro-rights message as the training
curriculum. Health professional associations, academic insti-
tutions, and licensing bodies can reinforce rights education
by incorporating those principles in their ethical guidelines
and performance standards.? The International Federation of
Gynecology and Obstetrics (FIGO) has created a Study Group
on Women’s Sexual and Reproductive Rights to propose these
kinds of standards for the health profession.?

Empowering clients and community members. Human
rights education directed to the community can instill a sense
of entitlement to reproductive rights, empower health care
clients to claim their rights when seeking services, and change
social norms that support rights abuses such as FGM and



domestic abuse. Reproductive health programs have tested
many different approaches:

* The International Planned Parenthood Federation
(IPPF) has designed and distributed posters on
Client’s Rights and Young People’s Rights to encourage
clients to claim their rights to confidentiality, privacy,
information, and other elements of good care.

* A cervical cancer prevention program in San Martin,
Peru, incorporated client rights and empowerment
into an interactive educational session, with the goal
of increasing women’s self-esteem and hence their
ability to overcome psychological and cultural barriers
to screening.?

¢ Community-based rights programs in India cover
reproductive rights along with literacy training,
economic development, and other activities to
empower women in every aspect of their lives. They
have encouraged women to reject early marriages
and seek health care without waiting for men’s
approval.®
Reproductive rights education faces special obstacles.

It is sometimes difficult to translate rights concepts into
language that is relevant to a local culture, and commu-
nities used to thinking collectively may find the focus on the
individual uncomfortable.?® Rights concepts also challenge
long-established cultural and religious traditions, including
patriarchal power structures and sexual taboos, and may ask
people to act in ways that they find uncomfortable. Recognizing
these difficulties, CARE decided not to use the language of
international treaties when it took a rights-based approach to
ending the long-standing and culturally embedded tradition
of FGM in Ethiopia and Kenya. Instead, the projects asked
the community to define rights and responsibilities and let
their understanding guide program strategies to bring about
necessary social change.?!

Monitoring reproductive rights. Process indicators
deserve as much attention as outcomes in monitoring a rights-
based approach to reproductive health, for three reasons.
First, many reproductive rights focus on how health care is
delivered. What matters, for example, is whether adolescents
have access to and are allowed to make an informed choice
of contraceptive methods, not which methods they choose
and how effectively they use them.?” Second, the interna-
tional treaty system recognizes that fulfilling many rights,
including the right to health, will take time. In the short run,
the treaty monitoring bodies ask nations to take reasonable,
identifiable steps toward their realization. Third, data on
many reproductive health outcomes in many countries is
simply not available or not reliable.3?

Consequently, a rights-based evaluation of a program
to reduce maternal mortality should not focus on changes
in maternal mortality rates and ratios alone. Program
managers also should assess whether states are providing
needed maternal health services, including emergency
obstetric care, which can help prevent maternal deaths.
Important indicators include the number and distribution
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Uphold My Reproductive Rights

To ba borm
To be sale
and
Ta choosa

with dignity

Reproductive rights brochure, courtesy of UNFPA India (2003).

of health facilities providing obstetric care and the quality
of those services.!1%

Conclusion

Effectively addressing reproductive health problems calls for
an integrated, rights-based approach that draws on the fields
of health, ethics, law, and human rights.?? By collaborating
with experts in all these fields, reproductive health programs
can address the social, cultural, economic, legal, and policy
factors that affect women’s and men’s reproductive health,
as well as medical and public health concerns. By stressing
fundamental human values, a rights-based approach also
can energize efforts of reproductive health programs to meet
clients’ needs and offer good quality care. With the tenth
anniversaries of the Cairo and Beijing conferences fast
approaching, it is time for reproductive health programs to
revisit the conferences’ rights-based agendas and redouble
their efforts to realize their health and human rights goals.
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