
Implementing Adolescent Reproductive
Rights Through the Convention on the Rights
of the Child
One out of five people in the world is an adolescent.  Like many other groups, adolescents all
over the world have specific concerns and problems.  The Convention on the Rights of the
Child (Children’s Convention) addresses the human rights of all persons below age 18.1  Since
most people who are considered adolescents (see box) are below the age of 18, the Children’s
Convention encompasses their human rights.  The Programme of Action agreed to at the 1994
International Conference on Population and Development (ICPD) and the 1995 Platform for
Action agreed to at the Fourth World Conference on Women (FWCW) provide that “reproduc-
tive rights embrace certain human rights that are already recognized in national laws, interna-
tional human rights documents and other consensus documents.”2 The Children’s Convention
is one of the key international human rights documents that contain numerous provisions
encompassing the reproductive rights of adolescents. 

There remains a significant gap between the provisions contained in the Children’s
Convention and the reality of adolescents’ reproductive health and lives.  The Committee on
the Rights of the Child has addressed adolescent reproductive rights issues in many of its
Concluding Observations to governments, often stressing the need for governments to take
steps to ensure these rights.  In too many cases, governments and societies have tended either to
ignore adolescent reproductive health issues or to consider them indistinguishable from child-
hood health concerns.  An exception to this statement has been in contexts in which married
adolescent girls have begun to bear children.  Such adolescents have generally been considered
“women,” even though they have not reached physical or emotional maturity.

This briefing paper will examine the major reproductive health and rights issues affecting ado-
lescents in light of governments’ obligations contained in the Children’s Convention.
Specifically, it will focus on certain issues that are universal to all adolescent girls — such as
education, contraception, sexual violence, HIV/AIDS, abortion, and access to reproductive
health care — and those that are of particular regional significance.  Issues that fall into the lat-
ter category include early marriage and female circumcision/female genital mutilation.  For
each area of concern, the paper will discuss its coverage as a human right under the Children’s
Convention. The paper recommends critical legal and policy measures that all governments
should strive to achieve.  Several examples of how the Committee on the Rights of the Child
has approached the issue in its concluding observations to States Parties are also included.
Finally, the paper summarizes one recent legislative or policy initiative that represents a “best
practice” in government efforts to address the issue.  It does not, however, evaluate adequacy of
implementation of the best practice.

BRIEFING PAPER



2 September 1999

Who are adolescents?

The term “adolescents” refers to people between the ages of 10 and 19.  In
a 1998 joint statement, the World Health Organization, the United
Nations Children’s Fund, and the United Nations Population Fund agreed
on the following categorizations of young men and women:

Adolescent:         10 to 19 years 

Youth: 15 to 24 years 

Young people:     10 to 24 years3

As defined above, adolescents comprise 20% of the world’s population.4

While the concept of youth varies across cultures, there is increasing glob-
al agreement that adolescence is a distinct and important period in a per-
son’s life. Although the transition from childhood to adulthood in most
societies has traditionally been a rapid one, modern education require-
ments have transformed adolescence in most parts of the world into a dis-
tinct period spanning several years.5 In many cultures, the onset of adoles-
cence is marked by a special event with a symbolic and/or educational
aspect.6

I. THE FRAMEWORK: 
REPRODUCTIVE RIGHTS FOR ADOLESCENTS
The reproductive rights of adolescents remains a controversial subject.  For many
societies, adolescent sexuality is a sensitive, if not controversial, issue.
Nevertheless, recent international conferences such as the ICPD and the FWCW
brought increased attention to the subject of adolescent reproductive health needs
and concerns.  The consensus documents agreed to at ICPD and the FWCW
explicitly recognize that “everyone has the right to the enjoyment of the highest
attainable standard of physical and mental health,”7 which includes the right to
reproductive health, defined in both documents as: 

… the basic right of all couples and individuals to decide freely and responsibly the
number and spacing of their children and to have the information and means to do
so, and the right to attain the highest standard of sexual and reproductive health.
It also includes their right to make decisions concerning reproduction free of dis-
crimination, coercion and violence, as expressed in human rights documents.8
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These conferences built on the consensus agreed to at previous international conferences
addressing human rights and population issues which recognized that all individuals have
such rights, without qualification as to marital status, age, or any other classification.9

The ICPD and FWCW reflect many of the Children’s Convention’s key provisions relat-
ed to adolescent reproductive health and rights.  In particular, Article 24 recognizes chil-
dren’s right “to the enjoyment of the highest standard of health and to facilities for the
treatment of illness and rehabilitation of health.”10 It also requires States Parties to take
appropriate measures “to develop family planning education and services.”11

Furthermore, while the Children’s Convention requires States Parties to “respect
the responsibilities, rights and duties of parents … to provide … appropriate direc-
tion and guidance in children’s exercise of their rights,”12 it clearly recognizes that
in all matters, the best interests of the child take precedence and the child should
be enabled to exercise her rights.13 The Children’s Convention was also the first
international human rights treaty to explicitly recognize sexual violence and
abuse, a major factor related to adolescents’ reproductive and sexual health.14

II. ADOLESCENT ACCESS TO
REPRODUCTIVE HEALTH CARE
BACKGROUND 
Article 6 of the Children’s Convention states that
every child has an inherent right to life and that the
States Parties must ensure to the maximum extent the
child’s survival and development.  In Article 24, States
Parties “recognize the right of the child to the enjoy-
ment of the highest standard of health” and agree to
“develop family planning education and services.”23

The Children’s Convention’s comprehensive
approach to the right to health imposes upon govern-
ments the obligation to ensure adolescent girls’ access
to comprehensive reproductive health services.  The
Children’s Convention also addresses states’ obliga-
tion to ensure children’s privacy,24 to “assure to the
child who is capable of forming his or her own views
the right to express those views freely in all matters
affecting the child.”25 Full implementation of these
provisions is highly relevant to adolescents’ ability to
determine their future lives, including when and
whether to bear children.26

Without access to adequate prenatal and maternal
health care services, adolescent girls may experi-

• In sub-Saharan Africa, 83% of women have

had first intercourse by age 20.15  For 38% of

them, this happened before marriage.

Additionally, 55% of women had had their first

child by age 20.16

• In Asia, the Middle East, and North Africa,

48% of women had had first intercourse within

marriage by age 20.17 Thirty-two percent had

had their first child by age 20.18

• In Latin America and the Caribbean, 56% of

women had first intercourse by age 20, and they

were evenly divided between before marriage

and within marriage.19 Thirty-four percent had

their first child by age 20.20

• In the United States, 63% of women become

sexually active by age 18.21

• Surveys from Great Britain and Northern

Ireland indicate that among respondents under

20 years, 18.7% of adolescent girls reported that

their first sexual activity was before age 16.22



ence pregnancies that lead to death or illness due to their physical immaturity.
Moreover, without access to a full range of appropriate and freely chosen contra-
ceptives, adolescent girls may experience unwanted pregnancies and sexually
transmissible infections (STIs).  The Committee has stated its concern regarding
adolescents girls’ access to reproductive health services and noted that govern-
ments must provide adequate maternal health care and address issues related to
pregnancy and HIV/AIDS among female adolescents.27

Due to controversies related to adolescent sexuality and the general lack of knowl-
edge about the reproductive and sexual needs of adolescents, very few countries in
the world have set up adequate reproductive health care services for adolescents.28

Adolescent reproductive health care needs vary with culture, age, and marital sta-
tus.  But all adolescents need accurate and adequate information about sexual and
reproductive health.  They also require accessible and affordable reproductive
health services.  Without easy access to accurate information, adolescents are at
risk of being misinformed about sexual and reproductive matters, which may lead
them to make decisions that could have negative effects on their lives.  Moreover,
adolescents need information about safe-sex practices, including negotiation skills
to protect them from potentially dangerous and abusive relationships.  Since preg-
nant adolescents face greater risks for health complications than adult women,
adolescent access to quality and affordable prenatal care is critical.29

Adolescents are also concerned about privacy and confidentiality regarding repro-
ductive health care.  This is particularly important for unmarried adolescents who
confront negative attitudes for being sexually active.  Such attitudes only serve to
alienate adolescents from seeking reproductive health care.  These same adoles-
cents also require access to contraception to protect themselves from unwanted
pregnancies and sexually transmissible infections, including HIV.

CONCLUDING OBSERVATIONS FROM THE COMMITTEE ON THE RIGHTS OF THE CHILD

“The Committee is concerned … about the lack of sufficient reproductive health
information and services for adolescents [in Paraguay]…. [and] further suggests
that the State party promote adolescent health by strengthening reproductive
health and family planning services to prevent and combat HIV/AIDS, other STDs
and teenage pregnancy.” 30

“The Committee is … concerned about the insufficiency of measures taken to
address adolescent health issues such as reproductive health and the incidence of
early pregnancies [in Hungary] … and recommends that … reproductive health
education programmes be strengthened and that information campaigns be
launched concerning family planning and prevention of HIV/AIDS.”31

“Austrian law and regulations do not provide a legal minimum age for medical
counselling and treatment without parental consent.  The Committee is concerned
that the requirement of a referral to the courts will dissuade children from seeking
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medical attention and be prejudicial to the best interests of the child.”32

CENTER FOR REPRODUCTIVE RIGHTS RECOMMENDATIONS 

• Governments should remove all legal and regulatory barriers to reproduc-
tive health care for adolescents and create comprehensive, age-specific health
programs for them as part of the country’s overall health policy.  

• These services should be geared toward married and unmarried adolescents,
and should include information about and services around reproductive
health, sexually transmissible infections, gender roles, sexuality, and responsi-
ble use of contraceptives.

BEST PRACTICE 
In 1996, the government of Ghana enacted the Adolescent Reproductive Health
Policy aimed at addressing the reproductive health needs of adolescents and pro-
viding a guideline for government agencies.33 Most importantly, the policy recog-
nizes the rights of adolescents to information and services relating to sexual and
reproductive health.

The policy’s primary focus is on adolescents, including those in educational insti-
tutions.  However, marginalized groups — such as street children, street-involved
adolescents, and physically and mentally disabled adolescents — are also includ-
ed.  The secondary focus is on the groups and individuals that influence the
behavior and opinion of adolescents.  These groups include parents, older spouses
or partners, teachers, community and religious leaders, service providers, and law
enforcement officials. 

The goals of the policy are to promote the physical, mental, and social well being
of adolescents in Ghana and to encourage the development and implementation
of activities and services to expand the options available to adolescents in the area
of reproductive health.  The long-term objectives of the policy include the follow-
ing: promoting education programs on reproductive health for adolescents; imple-
menting programs to reduce early pregnancy, reproductive tract infections, STIs,
including HIV, unsafe abortions, female circumcision/female genital mutilation,
and early marriage; developing and strengthening programs for marginalized ado-
lescent groups; and pursuing policies to eliminate violence against adolescents and
biases against the girl-child.  Ghana’s adolescent policy also recognizes the need
for targeted research, monitoring, and evaluation of adolescent reproductive
health issues and programs.

The strategies for achieving the objectives are numerous.  They include sensitiz-
ing policy and decision-makers to create a more positive policy environment;
improving school curricula and out-of-school programs; and increasing the avail-
ability and accessibility of adolescent reproductive health care services. 
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III. EDUCATION AND ADOLESCENTS
BACKGROUND
A key condition to fulfilling the reproductive rights of adolescents is education.
Education enables adolescents to obtain information that they can use to exercise
and protect a range of interests and rights, including their reproductive rights.
Articles 28 and 29 of the Children’s Convention are strong affirmations of the

right of all children to education.  States Parties
commit themselves to “make primary education
compulsory and available free to all.”38 In addi-
tion, they agree to “encourage the development of
different forms of secondary education … [and]
make them available and accessible to every
child.”39 In Article 29, States Parties agree to
direct the education of the child to “the prepara-
tion of the child for responsible life in a free soci-
ety, in the spirit of understanding, peace, toler-
ance, [and] equality of the sexes …”40

Despite the fact that the Children’s Convention
requires that its provisions be implemented “with-
out discrimination … irrespective of the child’s …
sex,” many countries continue to lag in improving
girls’ education.  This lag in girls’ education con-

stitutes a violation of the right to education that is set forth in the Children’s
Convention, as well as other human rights instruments, including the Universal
Declaration of Human Rights (UDHR) and the International Covenant on
Economic, Social and Cultural Rights, which both affirm everyone’s right to edu-
cation.41

Studies have shown that around the world, across different regions and cultures,
educated women have a greater say in their reproductive lives than women who
have little or no education.42 These studies also indicate that a minimum of five
years of education is required to enable a woman to control her reproductive life.43

An educated adolescent is more likely to seek reproductive health information and
services than an uneducated one.  Moreover, education increases women’s self-
confidence and self-esteem, employment opportunities, and ability to provide for
themselves. 

Low school attendance of girls is related primarily to gender and lack of economic
resources.  With regard to gender, in societies where early marriage is the norm,
adolescent girls are often withdrawn from school to get married.  Also, in several
countries, adolescent girls who get pregnant are expelled from school.44 In many
rural areas, families cannot afford to send all their children to school, and it is
often the daughters’ education that is sacrificed.45

• In sub-Saharan Africa, an average of approxi-

mately 50% of girls receive at least seven years

of education.34  This figure is as low as 10% in

Burundi, Mali, Niger, and the Central African

Republic.35  

• In North Africa, the Middle East, and Asia,

between 25% and 50% of girls receive a basic

education.36 

• In some Latin America and Caribbean coun-

tries, more than 60% of girls receive a basic edu-

cation of at least seven years.37
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Along with formal education, it is equally important to provide adolescents and
girls with education about sexual and reproductive matters.  Many countries resist
such education in a formal setting under the erroneous assumption that educating
adolescents about sexuality will encourage early sexual activity.  However, studies
have shown that sex education actually has the opposite effect of delaying sexual
activity.46

CONCLUDING OBSERVATIONS FROM THE COMMITTEE ON THE RIGHTS OF THE CHILD

“To prevent early pregnancies, the Committee recommends that sex education be
strengthened [in Bulgaria] and that information campaigns be launched concern-
ing family planning.”47

“The Committee is concerned at the low levels of school enrolment and at the high
drop-out rates [in Ethiopia], especially among girls, at the lack of learning and
teaching facilities and at the shortage of trained teachers, especially in rural
areas…. Moreover, the Committee expresses the concern … that primary education
has not yet been made compulsory.”48

“[T]he Committee is also concerned at the number of children leaving school pre-
maturely [in Iraq] to engage in labour, particularly girls.  The Committee recom-
mends that all appropriate measures be taken to provide equal access to education,
encourage children, particularly girls, to stay in school and discourage early entry
into the labour force.”49

CENTER FOR REPRODUCTIVE RIGHTS RECOMMENDATIONS

• Governments should enact laws to make primary school attendance manda-
tory for both sexes and enact policies to encourage education for girls through
the secondary and tertiary levels. 

• Governments should develop sex education and life-skills programs for all
levels of education — primary, secondary, and tertiary.  

• Government policies should reflect the special needs of marginalized ado-
lescents such as street children and out-of-school youth.

BEST PRACTICE
In Bangladesh, where a large number of adolescent girls have not attended school,
the government has undertaken a comprehensive policy initiative to increase ado-
lescent girls’ opportunity to obtain a secondary education.50 This initiative was
reported to the Committee on the Elimination of Discrimination Against Women
(CEDAW), which oversees implementation of the Women’s Convention, in 1997.
The stated objectives of the initiative are to retain female students at the sec-
ondary stage and thereby promote higher education; to increase the enrollment
rates and reduce dropout rates; and to control the population growth rate by dis-
couraging girls from marrying before 18 years of age.
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The initiative includes the following: a nationwide tuition and book stipend for
girls in grades six to 10 living outside metropolitan areas; free education until col-
lege for only children who are girls living outside metropolitan areas; free food on
a monthly basis for girls in exchange for regular school attendance; hiring more
teachers; occupational skill training for girls who leave school at or before grade

eight; and public awareness campaigns to promote
education for girls.

IV. EARLY MARRIAGE

BACKGROUND
Article 2 guarantees all children the rights set
forth in the Children’s Convention, without dis-
crimination on the basis of sex.  Nevertheless, in
many countries, the minimum age at which ado-
lescent girls are permitted to enter into marriage
is lower than that for males.  The minimum age of
marriage for girls is often too low and thereby
compromises their rights to education;59 full
development of their personalities, talents, mental
and physical abilities;60 and when pregnancy
occurs, their health61 and sometimes their life.62

In some countries, girls are compelled to enter
into marriage against their will or before they are
capable of consenting to marriage in violation of
Article 12,63 which requires States Parties to
“assure to the child who is capable of forming his
or her own views the right to express those views
freely in all matters affecting the child….”  

Although the Children’s Convention does not
explicitly address child marriage, it does require
States Parties to “take all appropriate measures
with a view to abolishing traditional practices prej-
udicial to the health of children.”64 The
Committee on the Rights of the Child has recog-
nized early marriage as a harmful traditional prac-
tice.65 When a child or adolescent is compelled
to marry at a young age, her physical and psycho-

logical health may be adversely affected66 and, when the adolescent refuses to con-
sent to sexual relations or is too young to knowingly consent thereto, such mar-
riages may result in sexual violence.67

Most adolescents who marry young are pressured to begin childbearing prior to
physiological maturity, with tragic costs in terms of maternal mortality and mor-

• The age at first marriage has risen considerably

in certain Asian countries such as the

Philippines and Sri Lanka, where only about

14% of women get married before age 18.

However, in Bangladesh almost 75% of women

get married before age 18.51 

• In Latin America and the Caribbean, between

20% and 40% of women enter into their first

union before 18 years.52  In the Middle East and

North Africa, this figure is less than 30%, except

in Yemen, where it is as high as 50%.53

• In sub-Saharan Africa, the percentage of ado-

lescents getting married before 18 ranges from

75% in Mali and Niger to around 15% in

Botswana, Namibia, and Rwanda.54  

• In Eastern and Central Europe, the average age

at first marriage is between 21 and 22 years, and

in Southern Europe it is between 24 and 25

years.55

• There are often wide age differences between

spouses because men tend to marry at a later

age than women do.56  These age differences

are widest in sub-Saharan Africa, North Africa,

and the Middle East at an average of five to 10

years.57  In Asia, Latin America, and the

Caribbean, the age difference is between three

and six years.58
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bidity.68 Adolescent girls in many societies are subjected to cultural pressure or
coercion to marry young and to marry a man chosen for them.  Some customs
and religious beliefs condone or require forced marriage, child marriage, dowry
and bride price arrangements, consanguineous marriage, polygamy, and
polygyny.69 In many cultures where the female age of marriage remains too low,
there is also a significant age differential between the spouses.  Larger age differ-
ences reinforce gender stereotypes, including women’s dependency and power-
lessness.70

Numerous countries attempt to prevent early marriage by enacting laws regarding
the age of first marriage, requiring civil registration of marriages, and preventing
betrothal of girls below age 18.71 Unfortunately, most of these laws are not consis-
tently enforced.  In most countries, laws related to the minimum age of marriage
apply only when parental consent is lacking.  Often, the minimum age is higher
for males than it is for females.72 Even in countries with adequate laws in place,
enforcement is often inadequate or customary laws that permit early marriage
coexist with national laws and are permitted to prevail in family matters.73 Thus,
legal protection of marital choice for adolescents is extremely limited.  Because of
cultural pressures, adolescent girls usually respect parental wishes; if they refuse
to do so, the law explicitly or implicitly allows these wishes to be imposed.

CONCLUDING OBSERVATIONS FROM THE COMMITTEE ON THE RIGHTS OF THE CHILD

“The Committee notes with deep concern that [in Algeria] the law applicable in
the case of rape of a minor excuses the perpetrator of the crime from penal prose-
cution if he is prepared to marry the victim.  Furthermore, in order to legitimize
celebration of marriage which would otherwise contravene the law, article 7 of the
Algerian Family Code allows the judge to lower the age for marriage if the victim
is a minor.”74 

“The Committee is concerned that the national legislation [of Panama] establish-
es a different minimum age for marriage between boys and girls and that it autho-
rizes the marriage of girls as young as 14 years of age.”75 

“[T]he Committee is concerned at the practice of early marriage [in Kuwait].  It
recommends that the State party undertake all appropriate measures, including
legal measures, awareness-raising campaigns with a view to changing attitudes,
counseling and reproductive health education, to prevent and combat this tradi-
tional practice which is harmful to the health and well-being of girls and the devel-
opment of the family.”76

CENTER FOR REPRODUCTIVE RIGHTS RECOMMENDATIONS

• Governments should enforce existing laws on minimum age of marriage
and work toward establishing a uniform statutory marriage law applicable to
all marriages.
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• Governments should adopt 18 as the minimum age of marriage for both
women and men.

• Moreover, governments should enact laws to ensure that marriage is only
entered into with the consent of the intending spouses.

BEST PRACTICE 
In 1996, Burkina Faso amended its Penal Code to include a provision criminaliz-
ing the act of compelling or forcing someone to marry.77 The preface to the new
Penal Code states that this and other new criminal provisions were added to better
protect human rights, including preventing violations of women’s sexual integrity
and ensuring the right to enter freely into marriage.78 The penalty for forcing
someone to marry is six months to two years imprisonment.79 However, imprison-
ment for one to three years is applicable if the victim is a minor.80 If the minor is
a girl under 13 years of age, the maximum penalty must be applied.81 The legal
age of marriage in Burkina Faso is 17 for women and 20 for men, but a judge can
make an exception for grave reasons.82 However, even in these special circum-
stances, a judge cannot lower the age below 15 for women and 18 for men.83

V. EARLY CHILDBEARING AND CONTRACEPTION
BACKGROUND
The internationally recognized human right to decide freely and responsibly the num-
ber, spacing, and timing of one’s children lies at the core of reproductive rights and is
applicable to all individuals of reproductive age, including children.91 While the issue
of early childbearing is not specifically addressed in the Children’s Convention, it does
explicitly recognize the individual’s right to family planning services and information92

and can be interpreted to protect reproductive self-determination.93 Because of the
risks to health and life posed by early childbearing,94 governments have an obligation to
ensure family planning information and services, to enforce laws on minimum age for
marriage, and to encourage girls to stay in school.  In many cases, unwanted pregnancy
among adolescents occurs as a result of sexual abuse and forced or early marriage.
States Parties to the Children’s Convention are also obligated to address harmful tradi-
tional practices95 and sexual abuse.96

Because adolescents are often not physiologically mature enough for childbearing,
early childbearing is associated with high levels of maternal mortality and morbidi-
ty.97 The risks of early childbearing include hemorrhage, anemia, malnutrition,
delayed or obstructed labor, low birth weight, and death for the mother or infant.98

In addition to improving the outcome of a pregnancy, there are socioeconomic
benefits to delaying early childbearing.  An adolescent who delays pregnancy has a
better chance at furthering her education, and acquiring skills and knowledge that
will allow her to better take care of herself and her future family. 

Due to the high level of sexual activity and unplanned pregnancies among adoles-
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cents, one of the best ways to prevent
pregnancy is to enhance contraceptive
use.  Given the importance of having
many children in sub-Saharan Africa,
few married adolescents use contracep-
tives.99 Contraceptive prevalence among
married adolescents in the Middle East
and North Africa is also low, as is the case
in India and Pakistan.100 Some of the
highest levels of contraceptive prevalence
among Southern nations are found in
Indonesia and Thailand, and in Latin
America and the Caribbean.101 The
prevalence of contraceptive use among
unmarried sexually active adolescents in
sub-Saharan Africa is much higher than
for their married counterparts, while in
Latin America and the Caribbean, the
prevalence for the two groups is about the
same.102

Unfortunately, many adolescents have lit-
tle or no information about contracep-
tives and their proper use.103 As previous-
ly noted, adolescents face many obstacles
in obtaining information about and
access to contraceptives.  These obstacles
are mainly due to traditional beliefs and
norms against premarital sexual activity,
which have resulted in laws and policies that limit or restrict adolescent access to con-
traceptives by requiring parental consent.  Even when no formal legal barriers exist, ser-
vice providers may exhibit negative attitudes or refuse to provide contraceptives.  Such
legal and practical barriers deter the use of contraception among unmarried adolescents
who do not want their parents to know about their sexual activity, and among married
ones who are unable to negotiate contraceptive use with their spouses. 

CONCLUDING OBSERVATIONS FROM THE COMMITTEE ON THE RIGHTS OF THE CHILD

“The Committee is concerned about the high rate of early pregnancy [in Uruguay],
which has negative effects on the health of the mothers and the babies, and on the
mothers’ enjoyment of their right to education, hampering the school attendance of
the girls concerned and causing high numbers of school drop-outs … [and] recom-
mends that measures be adopted to provide appropriate family education and services
for young people within the school and health programmes implemented in the coun-
try.”104

• Roughly 10% of all births in the world are attributable to adoles-

cents.84

• Every year, approximately 14 million young women become mothers.85

• In sub-Saharan Africa, more than half the women aged 20 to 24

years gave birth before age 20, as compared with one-third in Latin

America and the Caribbean.86

• In the United States, 13% of all births can be attributed to

teenagers.  In fact, every year, almost one million teenage girls

become pregnant, and of all teen pregnancies, 78% are

unplanned.87 Teen pregnancy rates are much higher in the United

States than in many other industrialized countries — twice as high as

in Canada and nine times as high as in the Netherlands and Japan.88

• Statistics from the World Health Organization show that the risk for

pregnancy-related death is twice as high for adolescents aged 15 to

19 and five-fold for adolescents aged 10 to 14 as it is for women in

their early 20s.89  

• Levels of unwanted pregnancies vary among adolescents.  They

range from 25% of all adolescent pregnancies in Guatemala to 50%

in Peru; 15% to 30% in the Middle East and North Africa; 10%

to16% in India, Indonesia, and Pakistan, and 20% to 45% in the

remainder of the Asian countries; and from as low as 11% to 13%

in Niger and Nigeria to 50% or more in Botswana, Ghana, Kenya,

Namibia, and Zimbabwe.90
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“The Committee notes with concern that obstacles remain to the effective imple-
mentation of the family planning and education programmes in the country, par-
ticularly in view of the lack of quality materials and services available in Cuba.”105

CENTER FOR REPRODUCTIVE RIGHTS RECOMMENDATIONS

• Governments should eliminate restrictions on contraception, including
excessive regulation and the prohibition of disseminating information.  

• Governments should provide universal access to contraceptive information
and services for married and unmarried adolescents.

• Governments should provide universal access to pre and postnatal care for
pregnant adolescents, regardless of marital status.

BEST PRACTICE 
This section will review an initiative by a Northern country, the United States, that
has sought to ensure adolescent access to contraception through legislation for the
past 29 years.  The Title X provision of the Public Health Service Act of the
United States106 was enacted in 1970.  Its goal is “to assist in making comprehen-
sive voluntary family planing services readily available to all persons desiring such
services.”107 The Title X program provides family planning services such as contra-
ception (including natural family planning and abstinence); the management of
infertility (including adoption); preconceptional counseling; education; and gener-
al reproductive health care, including diagnosis and treatment of sexually trans-
missible infections.108 The program, which is administered by the Department of
Health and Human Services, provides funds to both public and private bodies
such as family planning clinics and state health departments.  Title X also guaran-
tees confidentiality for all participants, including adolescents.109

In 1978, the U.S. Congress recognized that teenage pregnancies are “often
unwanted, and are likely to have adverse health, social, and economic conse-
quences for the individuals involved.”110 Consequently, it amended the original
Title X to incorporate language that explicitly included services for adolescents.111

Since 1996, however, family planning opponents in Congress have attempted to
restrict adolescent access to Title X services by proposing amendments to annual
budgetary legislation that would require parental consent, parental notice, eman-
cipation, or judicial bypass for adolescent girls seeking to obtain such services.112

However, a majority in Congress consistently has rejected these amendments, fear-
ing that these measures could deter adolescents from obtaining reproductive
health care.113
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VI. UNSAFE ABORTION
BACKGROUND
Lack of safe, legal abortion services for adoles-
cents jeopardizes their health and lives and
undermines their right to make decisions con-
cerning childbearing.  As discussed above, the
Children’s Convention protects the right to life
and to health of all children without limitation.122

Thus, under Article 24’s comprehensive approach
to the right to health, adolescents who suffer med-
ical complications from unsafe abortion have a
right to medically adequate, respectful, confiden-
tial care.  When a country outlaws or severely
restricts a medical procedure that is only needed
by women and girls, it violates the prohibition on
gender discrimination under international human
rights instruments, including the Children’s
Convention.123

Moreover, if an adolescent is capable of under-
standing the serious nature of her decision, an
adolescent girl faced with an unwanted pregnancy
should be entitled to make decisions concerning
her pregnancy, including whether to carry the
fetus to term.  Although the Children’s
Convention does not explicitly address abortion,
it does require States Parties to “assure to the
child who is capable of forming his or her own
views the right to express those views freely in all
matters affecting the child, [such views] being
given due weight in accordance with the age and
maturity of the child.”124 Furthermore, the
Children’s Convention specifies that “[n]o child
shall be subjected to arbitrary or unlawful inter-
ference with his or her privacy …”125

Unsafe abortion126 has particularly serious health implications for adolescents and
young women, especially where abortion is either illegal or severely restricted, or
difficult for adolescents to access.  Abortion’s legal status influences rates of abor-
tion-related maternal mortality and morbidity.127 These rates are particularly ele-
vated among adolescents.128 Moreover, adolescents worldwide are disproportion-
ately victims of unsafe abortions because they have the least access to quality, con-
fidential reproductive health services and information, including contraception.
Adolescents are also less likely than older women to have the social contacts,

• Studies from several Southern nations reveal

that pregnant, unmarried adolescents decide to

terminate their pregnancies more frequently

than other groups.114 Between one million and

four million adolescent women in Southern

nations obtain clandestine, usually unsafe, abor-

tions.115

• Adolescents tend to delay obtaining an abor-

tion until after the first trimester and often seek

help from a non-medical provider, leading to

higher rates of complications.  Self-induced

abortion is also common among adolescents in

many countries. 116

• In Chile and Argentina, more than one-third of

maternal deaths among adolescents are a direct

result of unsafe abortions.117 In Peru, one-third

of women hospitalized for abortion complications

are adolescent women aged 15 to 24 years.118

• The World Health Organization has estimated

that, in many African countries, up to 70% of all

women hospitalized for abortion complications

are under age 20.119 In a Ugandan study,

almost 60% of abortion-related deaths were

among adolescent women.120

• Among industrialized countries, the United

States has one of the higher adolescent abortion

rates.  The abortion rates per 1,000 for 15 to 19-

year-olds vary from three in Germany, six in

Japan, 19 in England and Wales, to 36 in the

United States.121
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access to transportation, and financial means to obtain a safe abortion.129

Despite a clear trend toward liberalization of abortion laws since 1994, legal and
policy restrictions remain in place in many Southern nations, particularly in Latin
America, Africa, and the Middle East.130 Among countries with a population
above one million, where abortion is legal in at least some circumstances,
parental authorization is nonetheless required in 28 nations.131 Such barriers may
contribute to delays in obtaining an abortion during the first trimester when it is
safest, and to adolescents resorting to clandestine, unsafe procedures to avoid
parental involvement. 

CONCLUDING OBSERVATIONS FROM THE COMMITTEE ON THE RIGHTS OF THE CHILD

“The Committee is concerned about the relatively high maternal mortality rate,
especially as it affects young girls, in Nicaragua. It also notes that clandestine
abortions and teenage pregnancies appear to be a serious problem in the coun-
try.”132

“The Committee expresses its concern regarding the limited availability of pro-
grammes and services [in Belize] and the lack of adequate data in the area of ado-
lescent health, including … violence and abortion.”133

“While the Committee acknowledges [Guinea’s] efforts in the area of adolescent
health, it is particularly concerned at the high and increasing rate of early preg-
nancy, the high maternal mortality rate and the lack of access by teenagers to
reproductive health education and services.”134

CENTER FOR REPRODUCTIVE RIGHTS RECOMMENDATIONS

• To address unsafe abortion, particularly its high incidence among adoles-
cents, governments should consider enacting laws that permit abortion with-
out restriction as to reason or on broad grounds.  

• Law enforcement officials should refrain from prosecuting women who
have undergone abortion procedures and the providers who have performed
abortions with the consent of their patients.  

• In countries where abortion is legal, governments should ensure that all
women, including adolescents, have access to the fullest range of high-quali-
ty abortion services permitted by law, regardless of income, marital status, and
level of education.

BEST PRACTICE
In 1995, Guyana became one of the few countries in South America to enact leg-
islation legalizing abortion.  In 1991, septic abortion and incomplete abortion
were the third and eighth highest causes of hospitalization, respectively, in
Guyana.135 Following the enactment of the Medical Termination of Pregnancy
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Act 1995 (MTPA),136 a significant decrease in the rates of hospitalization due to
unsafe abortion was recorded.137 The MTPA recognizes and enhances women’s
reproductive autonomy by providing them with the option of legally terminating a
pregnancy at their discretion.

The MTPA provides for the legal termination of a pregnancy138 without restriction
as to reason in the first eight weeks139 of the pregnancy.140 Between eight and 12
weeks, there are several circumstances under which abortion is permitted.  These
include the following: to prevent injury to the physical or mental health of the
woman; if there is substantial risk of fetal damage; if the pregnant woman is
deemed mentally incapable of taking care of the child; if the pregnant woman is
HIV positive; or if the pregnancy is due to contraceptive failure.141 Between 12
and 16 weeks, abortion is permitted if two authorized medical practitioners are of
the opinion that the conditions noted above apply to the pregnant woman.142

After 16 weeks, abortion is permitted if three medical practitioners are of the opin-
ion that the pregnancy endangers the woman’s
life, or poses a risk of grave permanent injury to
the physical or mental health of the woman or
the fetus.143

The MPTA also stipulates that abortions per-
formed at the request of a woman during the first
eight weeks of gestation must be administered or
supervised by a medical practitioner.144 All other
pregnancy terminations may be performed only
by an authorized medical practitioner and in an
approved institution.145

A medical practitioner who conscientiously
objects to performing an abortion may refuse to
terminate a pregnancy, unless it is immediately
necessary to save the life of the woman or prevent
grave permanent injury to her physical or mental
health.146 The MTPA also requires the Minister
of Health to promulgate regulations for pre- and
post-abortion counseling and for a 48-hour wait-
ing period following the request for an abortion,
although the latter may be overridden in an
emergency.147

• Around half of the 333 million new STI infec-

tions each year are in people under 25 years

old.148 Roughly one in 20 adolescents each

year contracts an STI.149

• Of the 15.3 million new cases of STIs in the

United States in 1996, about a quarter were in

adolescents between 15 and 19 years old.150

Between 30% and 40% of sexually active ado-

lescent girls were infected with chlamydia.151

• Of the 30 million people living with HIV in

1998, at least one-third were aged 10 to 24.152

There are around 2.6 million new infections

among this age group each year.153 That is

7,000 new infections every day, or five new

infections every minute.154

• Recent studies indicate that the rate of

HIV/AIDS is increasing faster among young

women than among young men in low-income

countries.155 In Uganda, for example, HIV infec-

tions among adolescent girls 13 to 19 years old

are three times higher than among teenage

boys.156

• One clinical study in Zimbabwe revealed that

30% of 15 to 19-year-old pregnant adolescents

were HIV-positive and only learned of their con-

dition when they sought prenatal care.157
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VII. HIV/AIDS AND OTHER STIs
BACKGROUND
Adolescents’ rights to life, health, and reproductive health are severely compro-
mised when governments fail to address HIV/AIDS and other STIs comprehen-
sively.  As discussed above, the Children’s Convention protects adolescents’
rights to life and health.158 Furthermore, under the Children’s Convention and
other applicable human rights instruments, the rights to nondiscrimination, to
equal treatment for men and women, to enjoy the benefits of scientific progress
and all its applications, and to seek, receive, and impart health information of all
kinds provide an internationally recognized framework that requires govern-
ments to take necessary measures to enable adolescents to protect themselves
from STI and HIV infection, and, if HIV positive, to obtain appropriate treat-
ment.159

Adolescent women are often more vulnerable to HIV/AIDS and STIs than their
male counterparts.  This increased vulnerability is attributable to factors beyond
their control, such as sexual violence and exploitation; early sexual initiation;
inability to negotiate safe sex with their partners, who are often older than they;
social pressure; lack of formal education, including sex education; and lack of
access to contraception and reproductive health services. 

In communities that lack contraceptive services at health facilities or restrict
adolescent access to male and female condoms, it is nearly impossible for ado-
lescents to protect themselves from STIs, HIV, and unwanted pregnancy.160

Aggressive legal and policy measures are needed to ensure adolescent access to
comprehensive reproductive health information and services, to guarantee that
adolescents already suffering from STIs have access to appropriate services and
counseling, and to ensure that those infected with HIV/AIDS are protected from
discrimination in education, employment, and health services.  High HIV/AIDS
infection rates, particularly in Africa and especially among adolescent girls,
underscore the urgent need for legislative, policy, and programmatic measures to
address this issue. 

CONCLUDING OBSERVATIONS FROM THE COMMITTEE ON THE RIGHTS OF THE CHILD

“The Committee suggests that [Ghana] strengthen its information and preven-
tion programmes to combat HIV/AIDS and sexually transmitted diseases (STD)
as well as discriminatory attitudes towards children affected by or infected with
HIV/AIDS.”161 

“The Committee is concerned by the absence of large-scale public campaigns for
the prevention of unwanted pregnancies, STDs and HIV/AIDS [in Paraguay],
especially for children and adolescents.”162

“[T]he Committee expresses its deep concern at the spread of [HIV/AIDS] [in
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Guinea] and its direct and indirect effects on children.  The Committee recom-
mends that programmes relating to the incidence and treatment of children infect-
ed with or affected by HIV/AIDS should be reinforced.  International cooperation
from UNICEF, WHO and UNAIDS is encouraged.”163

CENTER FOR REPRODUCTIVE RIGHTS RECOMMENDATIONS

• Governments should develop compassionate and supportive, nondiscrimi-
natory HIV/AIDS-related policies for the care and protection of infected indi-
viduals.  

• Government education campaigns for AIDS prevention should be aimed
specifically at adolescents, particularly adolescent girls, and should encourage
adolescent boys and men to practice safer sexual behavior.

BEST PRACTICE 
The rapid spread of HIV/AIDS in Tanzania164 prompted the country’s Ministry of
Health to promulgate, in September 1995, its National Policy on HIV/AIDS and
STDs (the National AIDS Policy).165 The overall goal of the policy is to mobilize
and sensitize the community to become actively involved in preventing further
transmission of HIV and to cope with the social and economic consequences of
AIDS.  Some of the specific objectives of the
National AIDS Policy include creating a national
institutional framework to coordinate the mobi-
lization of financial, human, and material
resources for AIDS prevention and control; raising
awareness; promoting safer sex practices, testing,
and counseling; providing infected persons with
increased support; and safeguarding their right to
be free from discrimination.  The rights of infect-
ed persons as set forth by the policy include the
right to employment, housing, protection of priva-
cy — including with regard to counseling and
treatment for AIDS — education, insurance, and
use of public transportation. 166

The policy highlights the importance of educating
women about their basic health and sexuality
rights, and ensuring that services are made acces-
sible to women through the Maternal and Child
Health/Family Planning clinics.  HIV-transmission
protective devices for women are also promoted
and provided.167 Moreover, the policy stresses the
importance of confidentiality in testing as well as
the need for pre- and post-test counseling, institu-

• Globally, 40% to 47% of sexual assaults are
against adolescents and girls aged 15 years and
younger.171

• Forty percent of women in the United States
who had sexual relations before age 15 report
that it was involuntary.172 In addition, a 1992
study estimated that 61% of sexual assault vic-
tims were under 18 years of age.173

• A study in Peru found that 90% of adolescent
mothers between 12 and 16 were victims of
rape, often by a member of their family.174

Similarly, in Costa Rica most adolescent mothers
in their mid-teens were found to be victims of
incest.175

• A study in Uganda reported that 49% of
schoolgirls who responded that they were sexu-
ally active said they had been forced to have
sex.176 In Zimbabwe, a study showed that about
half of reported rape cases involved adolescents
and girls under 15 years of age.177

• Each year around the world about two million
girls between five and 15 years of age enter the
commercial sex market.178
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tional care, management of STIs (including free treatment), community-based
support services, protecting health care workers, and addressing the plight of wid-
ows and orphans affected by AIDS.168 Finally, the policy encourages the criminal-
ization of the willful spread of HIV/AIDS and STIs.169

Although resource and health infrastructure issues are likely to hamper full imple-
mentation of the National AIDS Policy in Tanzania, its promulgation is a crucial
first step toward providing a framework for governmental efforts to confront
HIV/AIDS and STIs.  While the National AIDS Policy does not explicitly address
issues related to adolescents, policy guidelines instituted in 1994 as part of
Tanzania’s family planning program provide for information, education, counsel-
ing, and services to be offered to all people of reproductive age, including adoles-
cents. 170

VIII. SEXUAL VIOLENCE AND 
ADOLESCENTS
BACKGROUND
One of the most blatant violations of the reproductive and sexual rights of adoles-
cents is sexual violence in all its forms.  The international community has recog-
nized that governments have an obligation to undertake aggressive measures to
protect all women and girls from all forms of violence, including sexual violence,
and to punish such violence.179 The Children’s Convention unequivocally recog-
nizes sexual violence against adolescents as a severe human rights violation and
requires governments to take appropriate measures to combat it.180

Although there are relatively few studies regarding sexual abuse of adolescents, those
that have been conducted indicate that adolescents around the world are at high risk
for various forms of sexual abuse, including rape, sexual assault, incest, commercial sex-
ual exploitation, and sexual slavery.181 Many adolescents around the world report that
their first sexual experience was forced or coerced by an older partner.182 The majority
of victims of sexual abuse are adolescent girls.183

Lack of information and the low status of women in many societies contribute to mak-
ing female adolescents one of the groups most vulnerable to sexual abuse.  Since the
majority of the abuse is committed by acquaintances, family members, and authority
figures, girls and adolescents are unlikely to report these incidents.  This fear of report-
ing is compounded by health care providers and law enforcement agencies that are ill
equipped to address such abuses.  The result has been continued abuse and lack of
accountability regarding these violations of adolescents’ sexual rights.  Without the will
and commitment of government actors, perpetrators will have no reason to fear violat-
ing the sexual rights of adolescents.
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CONCLUDING OBSERVATIONS FROM THE COMMITTEE ON THE RIGHTS OF THE CHILD

“The Committee … recommends that [Myanmar] take all appropriate measures to
prevent and combat child abuse, including sexual abuse, and the sale and traf-
ficking of children, child prostitution and child pornography.”184

“The Committee encourages [Bangladesh] to take all appropriate measures to pre-
vent and combat sexual abuse and sexual exploitation of children and to ensure
their physical and psychological recovery and social reintegration.”185

“[S]erious concern remains in relation to a [Cuban] child’s opportunity to report
abuse and other violations of his/her rights in the family, schools or other institu-
tions and to have a complaint taken seriously and responded to effectively.”186

“The Committee recommends that [Austria] consider undertaking an in-depth
study of the ages of sexual consent and sexual relations, taking into account pre-
sent legislation, its implications and its impact on children … with a view to ensur-
ing that the legislation is as conducive to the realization of the rights of girls as boys
and having due regard to the best interests of the child.”187

CENTER FOR REPRODUCTIVE RIGHTS RECOMMENDATIONS

• Governments should enact laws and policies to levy harsher penalties on vio-
lent sexual offenders and actively enforce existing laws against sexual violence
and abuse.  

• Governments should create programs to sensitize the community, including
health care providers and law enforcement officials, to protect the girl child
and adolescents against all forms of sexual vio-
lence, including rape, incest, and trafficking.

BEST PRACTICE 
In 1995, Ecuador passed a comprehensive new
law (Law Against Family Violence188) to prevent
and punish violence189 within families, as well as
against present and former cohabiting persons or
those with whom a perpetrator has or has had a
consensual relationship.190 This law can be used
to address the issue of sexual violence against
adolescents by members of their family or cur-
rent or former spouses or boyfriends.  It is impor-
tant to note that the Law Against Family
Violence does not replace or supercede the
duties of law enforcement personnel nor the
jurisdiction of the judiciary to investigate, prose-
cute, and punish violations of Ecuador’s laws on
rape, incest, assault, and other applicable crimi-
nal provisions. 

• It is estimated that the worldwide prevalence of

FC/FGM is about 130 million women, with an

additional two million girls and women undergo-

ing the procedure every year.194

• FC/FGM is prevalent in about 28 African coun-

tries and among some minority groups in

Asia.195 In addition, there are many immigrant

women in Europe, Canada, and the United

States who have suffered genital mutilation.196

• The prevalence in African countries varies

widely from about 5% in Zaire and Uganda to

98% in Somalia. 197

• It is estimated that 15% of all circumcised

women have undergone the most harmful ver-

sion of FC/FGM — infibulation.  However,

approximately 80% to 90% of all circumcisions

in Djibouti, Somalia, and Sudan are of this

type.198
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The Law Against Family Violence allows any person or institution to report a vio-
lation and requires the police, the Public Ministry, and health professionals to file
complaints within 48 hours of becoming aware of the facts constituting such a vio-
lation.191 The legal authorities to whom cases are referred are required to order
one or more of a number of measures immediately, such as ordering the perpetra-
tor to leave the house; prohibiting or restricting the perpetrator from approaching
the victim; preventing the perpetrator, either on his or her own accord or through
another person, from carrying out acts of persecution or intimidation against the
victim or any member of the victim’s family; granting custody of a victim who is a
minor or incapacitated to an appropriate person under existing legal provisions;
and ordering measures to ensure assistance to the victim.192

Other provisions of the law deal with the duty of the National Directorate of
Women to formulate policies, actions, and programs.  It must eliminate and pre-
vent all forms of interfamily violence; establish temporary places of refuge for vic-
tims and re-education centers for perpetrators; organize and execute educational
activities for parents and households; and promote and coordinate training pro-
grams for government officials and the judiciary involved in this area.193

IX. FEMALE CIRCUMCISION/FEMALE GENITAL 
MUTILATION (FC/FGM)
BACKGROUND
Female Genital Mutilation (FGM), also referred to as female circumcision (FC),
involves the removal of healthy sexual organs without medical necessity and is
usually performed on girls between the ages of four and 12,199 often with harmful
physical and psychological consequences.  The practice violates a number of
provisions under the Children’s Convention.  Indeed, the Children’s
Convention was the first international human rights treaty to include a provi-
sion that explicitly requires governments to take measures to eliminate harm-
ful traditional practices, such as FC/FGM.  Article 24, which encompasses
children’s right to the highest attainable standard of health, explicitly provides
that States Parties “shall take all effective and appropriate measures with a
view to abolishing traditional practices prejudicial to the health of chil-
dren.”200

Despite the societal pressures faced by girls and their parents to undergo
FC/FGM, governments have an obligation to promote the “best interests”201

of the child under Article 3, which is clearly violated by the harmful tradi-
tional practice of FC/FGM.   Article 19 requires States Parties to “take all
appropriate legislative, administrative, social and education measures to pro-
tect the child from all forms of physical or mental violence … ”  While
FC/FGM is not undertaken with the intention of harming women and girls,
the harmful physical, sexual, and psychological effects that it causes make it
an act of violence.202
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FC/FGM has been practiced for centuries and has become an integral part of
the cultures and societies where it is prevalent.  FC/FGM is the collective
name given to four types of traditional practices that involve the partial or total
excision of female genitals.  Although several justifications are given for the
maintenance of the practice, it appears to be linked primarily to a desire to
ensure the chastity and honor of women and girls.  In many cultures it is a rit-
ual that marks the transition to adulthood and is considered essential to girls’
socialization, curbing their sexuality and establishing their suitability for mar-
riage.203 FC/FGM has no credible link to religious tenets despite attempts by
some to justify its practice on such grounds.204

In traditional settings, FC/FGM generally is performed by older women in the
community and often under septic conditions.205 Short-term complications
include severe pain and a risk for hemorrhage that can lead to shock and
death.  In addition, there is a very high risk for local and systemic infections,
with documented reports of abscesses, ulcers, delayed healing, septicemia,
tetanus, and gangrene.206 Long-term complications, most common with exci-
sion and infibulation, include urine retention resulting in repeated urinary
infections; obstruction of menstrual flow leading to frequent reproductive tract
infections and infertility; and prolonged and obstructed labor.207 HIV and STI
transmission can occur during the procedure if the same instrument is used on
several girls, or during intercourse later in life once the scar tissue is torn. 208

In addition to the physical complications, there are psychological and sexual
effects.209

CONCLUDING OBSERVATIONS FROM THE COMMITTEE ON THE RIGHTS OF THE CHILD

“The Committee remains concerned at the persistence of traditional attitudes
and harmful practices [in Ghana], such as female genital mutilation, early
marriages, teenage pregnancies and Trokosi (ritual enslavement of girls)….
[and] recommends that all legislation be reviewed to ensure its full compati-
bility with children’s rights …”210

“The Committee remains concerned at prevailing traditional attitudes and harmful
practices [in Ethiopia], such as female genital mutilations, early marriages and
teenage pregnancies, and at the persistence of discriminatory social attitudes
against vulnerable groups of children, such as the girl child.”211

“While welcoming [Guinea’s] innovative measures, both legal and educational, to
eradicate the practice of female genital mutilation and other harmful traditional prac-
tices affecting the health of girls, the Committee expresses its concern at the limited
impact of these measures.  The Committee recommends that the State party strength-
en its measures to combat and eradicate the persistent practice of female genital muti-
lation and other traditional practices harmful to the health of the girl child.”212
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CENTER FOR REPRODUCTIVE RIGHTS RECOMMENDATIONS

• Governments should apply integrated approaches for the elimination of
FC/FGM and involve local and national political leaders, women’s groups,
medical professionals, legal professionals and law enforcement personnel, and
universities in the collection and dissemination of information regarding the
harmful effects of FC/FGM.

• Legislators should consider criminal sanctions for medical and non-medical
practitioners of the procedure.

BEST PRACTICE 
Approximately 80% of girls and women in Egypt are circumcised.213 In 1994, the
former Minister of Health, Dr. Ali Abdel Fattah, issued a decree banning
FC/FGM outside of public hospitals and required physicians to discourage parents
from having their daughters undergo FC/FGM.  If the parents insisted, the proce-
dure was to be carried out by physicians in hospitals.214

In 1995, Dr. Abdel Fattah issued a decree amending the 1994 policy on FC/FGM.
Using the rationale that Egyptian parents had been successfully convinced to
eschew the practice of FC/FGM, the 1995 decree banned physicians from per-
forming FC/FGM in public hospitals.215 However, this decree did not prevent
physicians from performing FC/FGM in their private clinics.  In 1996 the new
Minister of Health, Dr. Ismael Sallam, ended this policy with a decree prohibiting
FC/FGM in public hospitals and private clinics, as well as by non-physicians.216

Shortly after the 1996 decree was issued, it was challenged in court by proponents
of FC/FGM and by medical professionals concerned that the ban would lead to
increased clandestine FC/FGM. 217 The court declared the health minister’s
decree unconstitutional for infringing upon parliamentary functions and for inter-
fering with the right of physicians to perform surgery.218 However, in December
1997, the highest court overturned the lower court’s ruling and, in response to pro-
ponents of FC/FGM who asserted that Islam requires the practice, declared that
Islam does not sanction FC/FGM.  The court also declared the practice punish-
able under the Penal Code.219

Other efforts of the Egyptian government to eliminate FC/FGM include educat-
ing traditional birth attendants, doctors, and nurses about the dangers of FC/FGM,
and developing mass-media public service messages that discourage FC/FGM.220
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CONCLUSION
As this paper highlights, great challenges remain in promoting, protecting, and
ensuring the reproductive rights of adolescents.  Among adolescent girls, high
rates of teen pregnancy, sexual violence, unsafe abortion, maternal mortality and
morbidity, HIV/AIDS and other STIs, the continued practice of early marriage and
FC/FGM, and low rates of female school enrollment, confirm the substantial gap
between the protections set forth in the Children’s Convention and the reality of
adolescent girls’ lives.  As evidenced by its Concluding Observations, the
Committee on the Rights of the Child has frequently raised issues related to ado-
lescents’ reproductive rights with States Parties.  The 1994 Programme of Action
and the 1995 Declaration and Platform for Action also focused much-needed
attention on adolescent reproductive rights issues.  However, lack of political will
on the part of many governments continues to undermine the implementation of
their obligations to adolescents’ reproductive rights under the Children’s
Convention.  As the Committee on the Rights of the Child begins its second
decade of work, it must continue to reinforce government obligations and it must
seek creative enforcement strategies in partnership with United Nations agencies
and non-governmental organizations working to ensure adolescents’ reproductive
rights.
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