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This article explores the scope of an international human right to reproductive health care. Given the immediate obligations imposed by human rights treaties upon governments to insure a minimum core content
of this right, the article proposes a specific definitional content of a minimum package of reproductive health information and services that governments must provide. In identifying this minimum content, reference
is made to the Programme of Action of the International Conference on
Population and Development and to various recommendations of the
WorldHealth Organization-two international sources of consensus and!
or expertise on reproductive health. The article furtherproposes that certain statistical indicators and particular types of government actions be
incorporated into government reporting requirements and monitored by
the human rights community. By proposingdefinitional content and monitoring standards related to the international right to reproductive health
care, the article seeks to promote international accountability, national
initiatives and, ultimately, optimal attainment of reproductive health
for women.
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he internationalfeminist campaignfor reproductive health' is premised on the principle that "women, both
as individuals and in their collective organizational forms
and community identities, [must be able] to determine their
own reproductive and sexual lives in conditions of optimum
health and economic and social well-being."2 The concept is
both unprecedented and unrealized.
This article explores the applicability of the monitoring
and enforcement processes of the international human rights
system to the goal of promotingreproductivehealth. Although
numerous factors affect the reproductive health of women,
one of the core causes of poor reproductive health is a severe
lack of affordable, accessible, quality reproductive health
care.3Thus, this article seeks to articulate the extent to which
international human rights law requires governments to provide reproductivehealth information and services. To enhance
enforceability of women-centered human rights norms, we
focus on a pragmaticinquiry:irrespective of national resource
limitations and differences, what is the minimum package
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of reproductive health care that governments must provide
immediately? We do not attempt to discuss the broad, longterm reproductive health-related goals that women seek to
achieve within the human rights framework, and that governments also have a responsibility-albeit a more progressive one-to realize.
Part I presents the factual backdrop for claims of a human right to reproductive health care. Part IIreviews the textual bases for a right to reproductive health care. Part III explores the scope and "minimum core content" of this right.
Part IV discusses standardsby which to monitor governmental obligations to ensure reproductive health care, and Part V
sets forth a conclusion.
Part I. The Facts
There is widespread consensus that women lack control
over their sexual and reproductive lives4 and that the overall
quality of reproductive health care is poor.5An estimated 60
to 100 million women in the world are considered "missing"
because of health and other social disadvantages.6Half of the
world's burden of disease is attributable to communicable
diseases, maternal and perinatal causes, and nutritional disorders,7but women-particularly women in low-income nations-bear a larger proportion of this disease burden than
men.8 In the area of reproductive health, women bear an even
greater share of the disease burden.9 Overall morbidity and
mortality for women from sexually transmitted diseases
(STDs), excluding HIV/AIDS, is over 4.5 times that of men'0
and STDs have more serious sequelae in women." As to HIV/
AIDS, worldwide prevalence of the disease is increasing primarily amongst women.'2 Finally, the World Health Organization (WHO) estimates that, annually, more than 500,000
women die from complications related to pregnancy, including from unsafe abortion.13 Indeed, in some areas of the world,
a woman's lifetime risk for maternal mortality is as high as
one in 20.14
In attempting to strengthen governmental legal responsibility for inadequacies in reproductive health care that contribute to the poor health status of women, it is useful to
understand the role that governments around the world already play in meeting health needs. In virtually every nation
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in the world, government is a key player in the health sector.
One indication of this is the extent of public expenditure for
health care. In 1990, estimated global health expenditures
amounted to over $1,700 billion.15 Of this amount, governments spent more than $1,000 billion, or nearly 60 percent of
the global budget.'6 Of the $170 billion spent on health in
countries in Africa, Asia and Latin America, governments
spent 50 percent of the total amount-2 percent of these regions' gross national product (GNP).'7In industrialized nations, where total health expenditure was almost $1,500 billion, governments spent just over $900 billion, or 60 percent
of the total health budget- more than 5 percent of GNP.'8In
addition, governments regulate and implement policy initiatives for the health sector. Despite governmental involvement
in health, more than one billion people-almost all in lowincome nations-do not have access to even the most basic
health care services.'9
Global data on the involvement of governments in services that comprise reproductive health care is difficult to
obtain. To date, most governmental involvement in such services has been in the form of family planning programs,which
in numerous countries have been provided pursuant to a national population policy. Over half of all low- and middleincome nations have adopted comprehensive national population policies.20
Family planning services are currently subsidized by national governments in approximately 130 countries.2'In 1990,
total annual expenditure for family planning in low- and
middle-income nations was more than $4 billion, or approximately $1 to $1.25 per capita for such regions.22Worldwide,
"over 80 percent of all contraceptive users receive their supplies and services from public sector programs."23Yet, only
60 percent of people in low-and middle-income countries have
access to any family planning methods.24It is estimated that
approximately 100 million women in all such nations (excluding China) have an unmet need for contraception.25The
need for other reproductive health services is equally urgent.
Current annual expenditures on AIDS prevention in low- and
middle-income nations, in which 85 percent of all infections
occur, is less than $200 million per year.26It is estimated that
comprehensive AIDS and STD prevention services for all such
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nations would cost at least 10 times more than is currently
being spent.27
Against this backdrop of significant but inadequate governmental expenditures and women's poor reproductive
health status, can governments be held responsible for violating or failing to fulfill a human right to reproductivehealth
care?
Part II. Major Sources of Women's Right to Reproductive
Health Care 28
Reproductivehealth care,together with certain aspects
of reproductive choice, are within the scope of international
human rights treaties.29These documents support a right to
health which - if the principle that "women's rights are human rights"30 means anything

must be understood to en-

compass a right to reproductive health. Moreover, human
rights treaties also guarantee a right to certain specific health
services.

Although health was first articulated as a human right
in the Universal Declaration of Human Rights,3' a more detailed articulation of this right is set forth in Article 12 of the
Covenant on Economic, Social and Cultural Rights:32
1. The States'Partiesto the presentCovenantrecognize
the rightof everyoneto the enjoymentof thehighestattainablestandardof physicalandmentalhealth.
2. Thestepsto betakenby theStates'Partiesto thepresent
Covenantto achievethe full realizationof this rightshall
includethosenecessaryfor:
a)The provisionforthe reductionof the stillbirth
rateandof infantmortalityandforthe healthy
developmentof the child;...
d)the creationof conditionswhichwouldassureto
all medicalserviceandmedicalattentionin the
event of sickness.33

The Convention on the Elimination of All Forms of Discrimination Against Women also addresses aspects of
women's right to health.34Article 10(h) requires States parties to provide equal access to "educational information to
help to ensure the health and well-being of families, including information and advice on family planning." In addition,
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Article 12 prohibits discrimination "in the field of health
care," ensures equal "access to health care services including family planning" and requires states to:
servicesin connec...ensureto women appropriate
tion with pregnancy,confinementandthe post-natalperiod,grantingfreeserviceswherenecessary,as well as adequatenutritionduringpregnancyandlactation.35
The International Convention on the Elimination of All
Forms of Racial Discrimination36and the Convention on the
Rights of the Child37also guarantee a right to health. The
right to health contained in the Race Convention establishes
a principle of racial equality regarding the right to "public
health."38The Children's Convention concerns the right to
health of persons under the age of 18 (or who have not attained majority).39Specific measures include ensuring the
health of children by requiring that states provide pregnant
women with the health services necessary for safe delivery,
and by implicitly recognizing that adolescents also have reproductive health care needs.40
Thus, the right to health is an explicit human right.
The Economic Covenant states a broadright to health, while
other treaties focus on the rights of specific groups-women,
racial minorities and children. Together, these provisions
form the international legal basis for women's right to reproductive health care. Logically and factually, reproductive
health is a subset of health. Moreover, human rights principles of non-discrimination require the application of all
treaty obligations regardinghealth care to ensure equally the
reproductive health care services especially needed by
women. But the articulations of a right to health and reproductive health leave us a long way from implementation of
this international human right.4'
Part III. The Scope of Women's Right to Reproductive
Health Care
Notwithstanding clear textual support in international
treaties for a right to reproductive health care, efforts to
monitor and enforce state compliance with this right have
been severely hampered by the absence of definitional specificity.42 The right to health, though drafted to ensure the
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"highest attainable" standard of health, must be considered
to have a "minimum core content."43 "Each [economic, social and cultural] right must.. .give rise to an absolute minimum entitlement, in the absence of which a state party is to
be considered in violation of its obligations."44But each right
also has a broaderscope that is subject to progressive realization. In this section, we draw upon several international
sources to propose a scope and minimum core content to a
right to reproductive health care.
An exploration of the core content of a right to reproductive health care should commence with an examination
of the right to health itself. The WHO Constitution has defined health as "a state of complete physical, mental and social well-being, not merely the absence of disease or infirmity."45WHO's definition of health has, however, been criticized by some commentators as being too vague, at least for
the purpose of supplying content to international legal texts.46
International organizations and scholars have made several attempts to provide content to the right to health.47Thus,
there appearsto be general agreement that the right to health
excludes the guarantee of perfect health to all48and that the
right to health is tantamount to a "right to health protection."49This "rightto health protection" has two components:
"a right to health care and a right to healthy conditions."50
So, too, the right to reproductive health can be regarded as
including a right to the pre-conditions necessary to secure
reproductive health and a right to reproductive health care.
Although a "minimum core content" must ultimately be developed for both elements, this article focuses only on health
care.
A. A Minimum Core Package of Reproductive Health Care

In seeking to define with some specificity a minimum
reproductive health package of required information and services, we turn both to recognized sources of international
governmental consensus and to recommendations of appropriate multilateral agencies. In the case of reproductivehealth
care, therefore, we look to the Programme of Action of the
International Conference on Population and Development
(ICPDProgramme),5'and to documents and reports produced
by WHO. The ICPD Programme provides a rich source of in406
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ternationally agreedupon principles regardingcore elements
of reproductive health care and family planning services. Although the ICPD Programme is not technically a binding
source of international law, it can nevertheless contribute to
the task of analyzing the minimum core content of the right
to reproductive health care.52
The ICPD Programme is notable for its endorsement of
a "new comprehensive concept of reproductive health."53

healthis a state of completephysical,
Reproductive
mentalandsocialwell-beingandnot merelythe absence
of diseaseorinfirmity,in all mattersrelatingto the reproductivesystemandto its functionsandprocesses.Reproductivehealththereforeimpliesthatpeopleareableto have
a satisfyingandsafesex life andthattheyhavethe capability to reproduceand the freedomto decideif, when and
how often to do so.54

The ICPD Programme also attempts to define the scope of
health services necessary to achieve reproductive health.
healthcareis definedas the constella[R]eproductive
tion of methods,techniquesand servicesthat contribute
to reproductivehealth and well-beingby preventingand
healthproblems.Italsoincludessexual
solvingreproductive
health....5

The ICPD Programmecontributes to a discussion of the
content of reproductive health care by attempting to delineate the types of health care services that "should" be provided.
health carein the context of primary
Reproductive

health care should, inter alia, include: family-planning

counselling,information,education,communicationand
services;educationandservicesforprenatalcare,safedelivery care,and post-natalcare,especiallybreast-feeding
andinfantandwomen'shealthcare;preventionandappropriatetreatmentofinfertility;abortionas specifiedin paragraph8.25,includingpreventionof abortionandmanagement of the consequencesof abortion;treatmentof reproductivetractinfections,sexuallytransmitteddiseasesand
eduhealthconditions;andinformation,
otherreproductive
on humansexualcationandcounselling,as appropriate,
healthandresponsibleparenthood.56
ity, reproductive

HEALTH AND HUMAN RIGHTS

407

The document regardsreproductive health care as a constellation of services and contributes to discussions of the scope
of reproductive health care. Although it does not make recommendations regarding components of a minimum package of reproductivehealth care, the ICPD Programmereflects
international consensus regarding the more important elements of a core reproductive health care package.
The ICPD Programme addresses family planning in
some detail. Without specifying the precise content of family planning services,57Paragraph7.12 states generally that
the aim of such programs "must be" to enable couples to
make informed, free and responsible reproductive choices
and to "make available a full range of safe and effective methods." The ICPD Programme also focuses on the manner in
which services are to be provided. The document states that
"[t]he principle of informed free choice is essential to the
long-term success of family-planning programmes"58and
requires governments to "secure conformity to human rights
and to ethical and professional standards in the delivery of
family planning and related reproductive health services..."59
Another primary concern of the ICPD Programmeis reduction of maternal mortality and enhancement of safe motherhood.60 The document recommends that reproductive
health services seeking to achieve these objectives should
include "education on safe motherhood, prenatal care that
is focused and effective, maternal nutrition programmes, adequate delivery assistance that...provides for obstetric emergencies; referral services for pregnancy, childbirth and abortion complications; post-natal care and family planning. "61
The ICPD Programme also emphasizes actions to prevent and provide treatment for STDs, particularly HIV/
AIDS.62The document recommends that reproductivehealth
programs increase efforts to detect and treat STDs and provide information, education and counselling regarding all
STDs, including HIV/AIDS. Promotion and distribution of
condoms is also recommended.
WHO is another source of international expertise regarding reproductive health care. Although WHO's definition of reproductivehealth is similar to that contained within
the ICPD Programme,63WHO has specifically sought to iden408
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tify a "minimum" level of reproductive health services.
A reproductive
healthpackagemustinclude,asa minimum,componentsoffamilyplanning,STDpreventionand
managementandsafemotherhood.A clusterof interventions forsafemotherhoodmust be at the centreof anyreproductivehealthstrategy.64
In terms of family planning, WHO envisages services
that not only provide information and education but also
ensure "1universalaccess to a full range of safe and reliable
[family planning] methods."65Such services are to be linked
to more general reproductive health services and to account
for the health impact of unsafe abortions. Although WHO
maintains that "abortionshould not be promoted as a method
of family planning,"66 it recommends that health consequences of and complications arising from unsafe abortion
be managed. WHO reaffirms that women should have "access to high quality [abortion services] and affordable counselling and services."67 Basic STD services are to include
condom distribution, information and education, referrals,
diagnosis, and treatment. WHO has also designed a "MotherBaby Package" as the core of safe motherhood services. The
Mother-Baby package includes diverse services such as the
prevention of unwanted pregnancy, pre-natal care, community-based care for normal deliveries, obstetric first aid, immunizations, and treatment of syphilis and other common
infections.
Thus, WHO'sbasic minimum reproductive health package has three clear elements: family planning; STD and safe
motherhood services together with information and counseling; and education on all aspects of reproductive health.
This package coincides with priority services and information identified in the ICPD Programme,thereby providing an
important guide to the scope and minimum core content of
reproductive health care.
B. Quality Care: A Crucial Element of Minimum Services

Quality care lies at the core of the international women's
health and rights agenda.68In large part this is because international donor concern about the global "population problem" has resulted in single-minded support for family planning programsthat have failed to adopt a reproductive health
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care approach.69It is widely perceived, at least by women,
that family planning services are driven by a demographic
concern for population control rather than by a desire to subsidize quality women's reproductive health care.70This concern for population control is seen as playing a causal role in
global incidents of coercion and neglect of quality health care
standards.7'It is therefore crucial that even the minimum
core content of reproductive health services reflect a concern
with quality care.72
Experts in international family planning have developed
a six-part framework for assessing the quality component in
such services.73 "These six elements reflect six aspects of
services that clients experience as critical."174 These elements
are: (1) choice of methods (referringto the number and variability of contraceptive methods); (2) information given to
clients during service that "enables clients to choose and
employ contraception with satisfaction and technical competence; " (3)technical competence (referringto clinical technique, observance of protocols, use of aseptic techniques, etc.);
(4) interpersonal relations during the provision of service; (5)
mechanisms to encourage continuity of care or follow up;
and (6) appropriateconstellation of services (referringto the
provision of family planning in a reproductive health care
context).75The fact that the ICPD Programmeendorses many
of these criteria for assessing quality and states that governments "must" significantly improve quality of care in the
delivery of family planning,76would seem to indicate international consensus on the importance of insuring at least
minimum quality health care.
The prospect of incorporatingconcerns with quality care
into the minimum core content of the right to reproductive
health care services is a difficult one. First, there is an inherent incompatibility between the use of quantitative statistical measures as indicators of human rights compliance and
the qualitative aspects of health care.77Second, there are inherent tensions between the principle of universality in the
international context and certain, more locally variable, indicators of quality in health care.78Moreover, as a general
matter, high medical standards are difficult to universalize
and to reconcile with a "minimum core content" approach,
while extremely low standards may jeopardize the health of
410
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individuals and "trivialize the special stigma behind the label "human rights viol[ation]'."79Finally, some indicators of
quality readily lend themselves to statistical reporting (e.g.,
the education level of professional staff), while many others
require surveys, interviews and observations to be assessed
accurately. As one commentator has observed, "[m]easuring
quality is not as straightforwardas measuring quantity...[and]
is likely to continue to depend primarily on periodic special
efforts at data collection."80
Due to the necessity of resource-intensive operational
research to measure some aspects of quality, therefore, it may
be unrealistic to monitor certain aspects of quality of care.8"
Notwithstanding these difficulties, it remains crucial to develop indicators of quality reproductive health care appropriate for human rights analysis.82
Part IV. Monitoring Governments' Immediate Obligations
for the Right to Reproductive Health Care83
Even with greater definition of the scope and minimum
content of a right to reproductive health care, questions regarding the nature of government obligations and measures
for its compliance remain. In analyzing the obligations imposed on States parties by various human rights instruments,
commentators have identified two principaltypes: obligations
of result and obligations of conduct.84An obligation of result
refers primarily to the outcome of state behavior. An obligation of conduct is concerned with behavior a state should
either engage in or abstain from. Such obligations often
specify the means by which States parties are to achieve their
obligations of result.
Although all obligations cannot be easily distinguished
into these categories, such classifications are useful in reviewing obligations imposed by human rights treaties. This
section focuses only upon those aspects of a right to reproductive health care that governments that have ratified the
relevant treaties are required to ensure immediately.
A. Governmental Obligations for a Right to Reproductive Health
Care

For the purposes of this article, the key immediate obligation of result under human rights law is the responsibility
of governments to ensure minimum essential levels of a right
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to reproductive health in a non-discriminatory manner.85Together with the Women's Convention, the Economic Covenant provides the primary legal basis for this claim. Seen as
possessing "a dynamic relationship"86with all other provisions of the Economic Covenant, Article 2 imposes an obligation upon States parties to "achieve progressively"the right
to health set forth in Article 12.87 Article 2(1) reflects a recognition that full realization of economic, social and cultural
rights is not likely to occur quickly or easily.88
Nonetheless, the Economic Committee has stated that
"a minimum core obligation to ensure the satisfaction of, at
the very least, minimum essential levels of each of the rights
is incumbent upon every state party."89Although inadequate
resources may prevent a state from being immediately obligated to fully realize the right to health, it is generally believed that there is nevertheless an immediate obligation to
ensure "minimum essential levels" of health.90
The Economic Covenant requires States parties immediately to guarantee, at the very least, a minimal core content of reproductive health care to women. As discussed in
Part III, this minimum package of care includes services relating to family planning, STDs, and safe motherhood, together with minimal compliance with quality of care standards and provision of basic information about reproductive
health.
The other treaties discussed in Part II immediately obligate States parties to provide those aspects of reproductive
health care that are explicitly stated in their text.9' In addition, a critical immediate obligation of result with respect to
the right to health is the prohibition against discrimination
contained in human rights treaties.92For example, the Economic Covenant requires that the right to health be exercised without "discrimination of any kind" based on factors
such as race, color, sex, language, property,social origin, birth,
or other status.93
Human rights treaties also impose immediate obligations
of conduct upon States parties with respect to a right to reproductivehealth. These instruments do not, however, specify
the manner in which states should act. Hence, Article 2 of
the Economic Covenant obligates states to take "all appro412
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priate means, including particularly the adoption of legislative means."94Moreover, States parties are required to act
both "individually and through international assistance and
cooperation."95Other measures-including administrative,
educational, financial and social-are also "appropriate"and
important.96 Similarly, the Women's Convention requires
states to give legal effect to the obligations it imposes by,
inter alia, incorporatingrelevant principles into their national
constitutions and by adopting appropriatelegislation.97States
parties thus enjoy discretion in their choice of implementing
measures.
B. Monitoring Governmental Obligations

Although States parties' obligations are easily outlined,
the creation of a global accountability framework is more
challenging. One of the most difficult questions is: by which
standards and measures should government compliance be
assessed?
The standardsby which to monitor government responsibility for a right to reproductive health care will depend
upon the nature of the obligation imposed. Because an obligation of result is primarily concerned with the outcome of
state behavior, compliance with such obligations can be attempted by use of statistical indicators. Obligations of conduct, on the other hand, are concerned either with a behavior
a state should follow or from which it must abstain. Traditional statistical indicators do not adequately reflect the
measures a state may or may not have taken towards a specific required objective. Monitoring obligations of conduct
therefore requires a focus on the actions taken or to be taken
by governments to comply with their international legal obligations.98
1. Obligations of Result: Monitoring via Indicators

One means of determining whether States parties have
fulfilled their obligation to provide minimum and specified
reproductive health services in a non-discriminatory manner is by the use of indicators. Indicators are statistical data
attempting to numerically describe the "prevailing circumstance at a given place at a given point in time. "99These indiHEALTH AND HUMAN RIGHTS
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cators, generally selected from the body of data collected by
national governments, are utilized both by domestic and international agencies to assess and compare conditions between nations as well as across geographicand temporal lines
within nations. 100The United Nations Research Institute for
Social Development (UNRISD) has identified seven criteria
for selection of indicators: availability of data; comparability; quality of data;validity of indicator;discriminative power;
balance and avoidance of duplication; and conceptual significance.101
But there are many problems with using indicators. Some
common concerns are the difficulty of discerning universally
applicable indicators, accounting for cultural factors, potential manipulation of statistical data,'02and their "essentially
quantitative" nature.'03Moreover, effective monitoring requires the use and development of indicators that governments may not currently collect or report upon. Such data
collection is often expensive and difficult to obtain.'04Also,
meaningful cross-country comparisons of socio-economic
rights are difficult. Given the enormous variation in economic
resources and conditions, it can be difficult to make meaningful comparisons regarding compliance with, or progress
toward, human rights norms. Finally, unless an indicator is
disaggregated by appropriate sub-groups, it is unlikely to
present a full human rights picture.
Nevertheless, in an effort to improve compliance with
human rights principles, committees responsible for monitoring human rights at the United Nations have attempted
to document the status, or progress toward realization, of
certain rights by the use of indicators. The Economic Committee already requests States parties to provide data in their
reports on the following reproductive health-related indicators: infant mortality rate; proportion of pregnant women
having access to trained personnel during pregnancy and/or
delivery; and maternal mortality rate.'05In addition, the Committee on the Elimination of Discrimination Against Women
(CEDAW)requests States parties to provide them with information regarding: "the existence of special services for
women-for example in connection with their reproductive
function-and the access to prenatal and post-natal care;"
mortality and morbidity rates of mothers and children; the
414
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averagenumber of live births per woman; the number of abortions performed annually; and the number of teenage pregnancies and the age of such pregnant women.'06It is important to note that none of the reproductive health-related indicators mentioned above specifically address certain components of what we have defined as minimum core content
of the right to reproductive health care.
Given the various components of the minimal reproductive health package proposed in this paper, additional indicators need to be developed to monitor compliance with a right
to reproductive health care. Although public health statistics and human rights indicators are not one and the same, it
is useful to begin by looking at health-related indicators already developed by WHO.
WHO proposed four categories of general health care indicators: health policy indicators; social and economic indicators; provision of health care indicators; and health status
indicators (including quality of life).'07Its criteria for these
indicators were that they must be valid, objective, sensitive,
and specific.'08The only reproductive health-related indicators initially proposed by WHO were maternal and infant
mortality rates.'09More recently, WHO has sought information on such indicators for "all identifiable subgroups"-sex,
urban and rural areas, geographical/administrative subdivisions and defined socio-economic groups."10
Moreover, WHO has also developed indicators specifically relating to maternal health."' These include: annual
numbers of maternal deaths and maternal mortality ratio;
proportionof women attended at least once duringpregnancy
by trained personnel; proportion of births attended by trained
health personnel; proportion of complicated obstetric cases
managed at specified facilities; and Cesearian sections as a
percentage of all births in the population."12
There is an urgent need to develop other indicators that
can be used to reflect progress on other aspects of the minimum core content of the right to reproductive health care.
Attention should be turned to issues such as family planning, STDs (including HIV/AIDS), quality of care, and the
provision of information. Forexample, important family planning indicators might include: geographicdistribution of family planning providers relative to population density; rates of
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unmet need for family planning services; rates of usage of
different types of contraception; prevalence of infertility; proportion of family planning providers that offer the minimum
reproductive health package proposedin this paper;and numbers and categories of medical professionals providing family
planning. STD-related indicators would include: general incidence of STDs; prevalence of different types of STDs (including HIV/AIDS);access to diagnosis and treatment of STDs;
and proximity of medical personnel trained in STD diagnosis, prevention and treatment."13 All such data should be disaggregated, where appropriate,by sex, race, age, marital status, socio-economic group, and geographic lines."14
Indicators for assessing quality in reproductive health
care can also be developed. Examples of quality of care indicators that could realistically be collected by governments
through imposition of reporting requirements and without
on-the-ground operational research include: education, training, and date of last retraining of clinical staff; availability of
clean toilet and running water facilities at the health care
delivery site; genderbreakdown of staff by staff function; presence of equipment needed to sterilize implements up to clinical standards for the procedure performed at each service location; and degree of privacy affordedto clients during interviews or examinations.
Because a right to reproductive health care involves government action in a variety of areas, indicators regardingthe
above specific aspects of reproductive health and reproductive health care should be complemented by those relating to
government policy regardinggeneral health and reproductive
health. Examples include: health expenditure as a percentage
of GNP; reproductive health expenditure as a percentage of
total health expenditure; categories of reproductive health
expenditure; and cost of various reproductive health services.
2. Obligations of Conduct: Monitoring Government Action

To ensure mandatory minimum and specified reproductive health services in a non-discriminatory setting, states
must do more than mobilize or re-allocate resources. Governments must legislate, regulate, and take other appropriate
actions to enhance and guaranteea right to reproductivehealth
care. In short, they must adopt and enforce laws and policies
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that implement access to minimum services for all."15They
must also refrain from actions that violate the right by undermining access to the minimum required reproductive
health care. Thus, the potential range of government action
in this area is vast.
Laws and policies can regulate and allocate resources to
ensure availability of the minimum package of reproductive
health services and information. Under such legal and policy
authority, governments should require that training in all aspects of family planning, STD and safe motherhood information and services be part of the curriculum of all formal educational institutions in the health care and public health
fields. Governments should provide subsidies for training traditional or other health workers alreadypracticing in the field.
Further, governments should provide incentives for medical
establishments to engage in creative ways of ensuring quality, reaching low-income groups, and making the most with
the least resources, by funding and monitoring demonstration projects concerned principally with meeting minimum
core reproductivehealth careneeds. Governments should take
steps to ensure that all providersites have access to the drugs,
devices, and equipment necessary for providing the minimum
package of reproductive health care.
Governments should also establish gender-sensitive,
rights-protective mechanisms for enhancing women's general status and for providingconsumers of the minimum package of reproductive health care with meaningful redress for
abuses or misinformation. Governments should pass laws
protecting women's free and voluntary choice among a selection of fertility regulation methods (including contraception
and abortion)16as well as clients' rights to informed consent
and confidentiality in family planning, STD, and pregnancyrelated treatment. Governments should require development
of basic informational material on "patients' rights" and on
the risks and benefits of all medical procedures within the
minimum reproductivehealth carepackage. They also should
require health workers to be trained to provide information
and referral related to issues in reproductive health that go
beyond the minimum services provided. Schools should be
required to provide basic reproductive health information.
Finally, laws can ensure reproductive health care by reHEALTH AND HUMAN RIGHTS
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moving barriers, such as the legal requirements of spousal
consent for abortion, sterilization, and other procedures. Legal restrictions or prohibitions on minimum services should
be lifted. Population policies focused on demographic targets
to the exclusion of the rights and health of clients should be
revised. Restrictions, if not medically necessary, limiting who
can provide a service or where it can be provided should be
removed.
Part V. Conclusion
The right to reproductive health care is an international
human right. Although this paper discusses only immediate
obligations of States parties to ensure at least a minimum
core package of reproductive health care, international instruments also requireStates parties to providea broaderrange
of reproductive health services over time and to take immediate steps towards full realization of the guarantee of the
highest attainable standardof health. Yet, there is a stark disparity between the obligations assumed by ratifying governments and their actions at the national level. Millions of
people lack access to even basic health care and minimal reproductive health information and services.
The failure of governments to ensure reproductivehealth
care is often attributed to economic limitations and to a lack
of political will concerning women's status. Thus, the transformation of international legal obligations into conduct and
results at the national level remains a significant challenge.
National enforcement of an international human right to reproductive health care will depend upon a diversity of factors such as the nature, power and accessibility of the national legal system, political concern with reproductive
health, and the existence of strong non-governmental sectors-such as women's groups and medical groups-that advocate for policy change in this area.
But recognition of an international right to reproductive
health care provides a firm legal basis from which to demand
national implementation. Further,international reportingand
monitoring aspects of the human rights system affordan opportunity to expose governmental neglect of the health needs
of women both to national and global approbation.Thus, full
recognition and monitoring of a right to reproductive health
418
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care, together with articulation of an immediate governmental obligation to provide a specified minimum package of information and services, will, we hope, contribute to national
change. One day, attainment of optimal reproductive health
and true reproductive autonomy for women will be a reality.
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