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1. This letter supplements the periodic report submitted by the government of the
United States, which is scheduled for review during the Committee’s 72nd Session. The
Center for Reproductive Rights (CRR), an independent, non-governmental organization,
hopes to further the work of the Committee by providing independent information
concerning the rights protected in the International Convention on the Elimination of All
Forms of Racial Discrimination (the Convention). This letter highlights several areas of
concern related to the status of the reproductive health and rights of women of color in
the United States.

2. Reproductive and sexual rights are firmly grounded in CERD and other
international human rights treaties. The broad framework for these rights includes,
among others, the right to life, liberty and security; the right to health, reproductive
health, and family planning; the right to privacy; the right to be free from discrimination,
violence and coercion; and the right to information, education and decision-making.
Reproductive and sexual rights are fundamental to women’s health because without
regular access to safe, high-quality reproductive and sexual health services, women face
risks such as death or injury during pregnancy and childbirth, unwanted pregnancy, and
sexually transmitted infections. Further, the ability of women to make autonomous,
informed decisions about their sexual and reproductive lives is a fundamental condition
for enabling women to participate equally in the economic, social and political life of the
nation. Despite the fundamental nature of these rights, within the United States racial and
ethnic disparities in reproductive and sexual health indicators and access to care are
dramatic and pervasive.

3. In its 2001 Concluding Observations, the Committee urged the United States to
adopt special measures to address persistent racial disparities in health care, but the U.S.
has failed to do so. As a result, women of color in the United States have significantly
poorer sexual and reproductive health than the majority white population. For example,
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African American women are nearly four times more likely to die in childbirth than white
women,1 and they are 23 times more likely to be infected with HIV/AIDS than their
white counterparts.2 American Indian/Alaskan Native women are over five times more
likely than white women to have chlamydia, a sexually transmitted infection particularly
harmful to women’s health.3 The unintended pregnancy rate among Latinas is 75 percent
higher than among non-Hispanics,4 and Latinas are three to four times more likely than
white women not to use contraception.5 These disparities reveal significant barriers to
reproductive and sexual health care access for women of color in the United States.

4. The government’s obligation to address racial disparities in reproductive and
sexual health stems from its obligation under CERD’s Article 2 to eliminate racial
discrimination in all its forms, and to take special measures where necessary to correct
persistent disparities. CERD’s definition of discrimination includes state actions or
inactions that have the “purpose or effect of creating or perpetuating discrimination.”6

Therefore, actions that have a disparate impact on racial or ethnic minorities are
considered discrimination under CERD. Article 5(e)(iv) mandates that States parties
ensure that all people, without distinction as to race, national or ethnic origin or color,
have the right to “public health, medical care, social security and social services.”7 The
right to non-discrimination in health includes equal access to reproductive and sexual
health services for racial and ethnic minorities.8 Finally, the U.S. is obligated under
Article 6 to provide an effective remedy for racial discrimination that violates
individuals’ ability to enjoy and access their reproductive and sexual rights.

5. Furthermore, General Recommendation 25 directs States parties to address the
intersection between race and gender when reporting on their progress in implementing
the Convention.9 The Committee has specifically called on States parties to report on
measures taken to eradicate gender-related racial discrimination in the area of
reproductive and sexual health.10 Despite these clear reporting guidelines and the
Committee’s specific request to the U.S. in 2001 to include disaggregated data on gender,
race, and ethnicity in this report,11 the 2007 U.S. Periodic Report omits information about
racial and ethnic disparities in reproductive and sexual health.

6. This letter is intended to aid the Committee by providing crucial information
about discrimination in sexual and reproductive health care in the United States. While
acknowledging that women of color fare worse than white women in every aspect of
reproductive health, this letter highlights three areas where racial disparities are
particularly pronounced: maternal mortality, sexually transmitted infections, and
unintended pregnancy. It will then show how these disparities have been created and
exacerbated by discriminatory government policies, and how the U.S. has failed to take
steps to eradicate them.
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I. Racial Disparities in Reproductive and Sexual Health (Articles 1, 2 and 5;
General Recommendation 25)

A. Maternal Mortality

7. The U.S. has one of the highest rates of maternal mortality among western
developed nations and ranks 30th in the world in its maternal mortality rate.12 Racial
disparities in maternal mortality help explain why this rate is so high. African American
women are nearly four times more likely to die in childbirth than white women.13 These
disparities have remained unchanged over the past five decades.14 Despite this evidence
of persistent racial disparities, which has been recognized in several U.S. government
reports,15 the 2007 U.S. Periodic Report to CERD makes no mention of the problem of
maternal deaths.

8. The government’s failure to effectively address this disparity is particularly
troubling because maternal mortality rates can be reduced through proper access to
prenatal care. The Center for Disease Control has stated that “[a]ppropriate prenatal care
… can enhance pregnancy outcome by assessing risk, providing health care advice, and
managing chronic and pregnancy-related health conditions.”16 Most pregnancy-related
deaths occur after a live birth, and those women who receive no prenatal care are three to
four times more likely to die after a live birth than women who receive any prenatal
care.17 The U.S. government even recommended in its National Healthcare Disparities
Report “that women begin receiving prenatal care in the first trimester of pregnancy.18

Barriers to access to prenatal care for minority women, including the lack of private
health insurance and the insufficiency of government health care programs are discussed
below in Section II.

9. The CERD Committee has specifically expressed concern over racial disparities
in maternal and infant mortality as evidence of discrimination based on gender, race, and
economic status.19 The CEDAW Committee20 also stated that high maternal mortality
rates indicate a failure of the government’s obligation to ensure women’s access to health
care.21 Both the CEDAW Committee and the Special Rapporteur on the Right to Health
have framed the issue as a violation of women’s right to health and life.22 As the Human
Rights Committee has noted, protecting the right to life “requires that States adopt
positive measures.”23 The U.S. government’s failure to eliminate the disparate rates of
maternal mortality violates women’s right to non-discrimination in the exercise of their
rights to life and health under Article 5(e). In addition, because the disparity in maternal
mortality has persisted for over five decades with no improvement, the government has
violated its Article 2(2) obligation to take special measures to address persistent
disparities.
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B. Sexually transmitted infections, including HIV/AIDS

10. Since the last U.S. Periodic Report, racial disparities in sexually transmitted
infections (STIs) have either remained stagnant or grown. The prevalence of HIV/AIDS
among women of color has reached epidemic proportions. African American women are
infected with HIV/AIDS at a rate 23 times that of white women24 and constituted 66% of
the new HIV infections among women in 2005.25 Black women between the ages of 25-
44 were over 14 times more likely to die of HIV/AIDS than white women (23.1 v. 1.6
deaths per 100,000).26 Together, African American women and Latinas account for 82%
of reported female HIV/AIDS diagnoses, even though they represent only 24% of the
U.S. female population.27 In addition, the face of HIV/AIDS is becoming increasingly a
female one.28 Between 2001 and 2004, the largest number of HIV/AIDS diagnoses was
among women of all races aged 15-39.29

11. Additionally, African American women have a gonorrhea infection rate 18 times
greater than the rate for whites.30 The prevalence of chlamydia is 8 times higher among
African American women than white women and over 5 times as high among American
Indian/Alaskan Natives as white women.31 The rate of primary and secondary syphilis
increased among all women between 2005 and 2006, but it jumped 37.5% among
American Indian/Alaska Native women and 18.2% among Asian/Pacific Islander women,
compared to 5.6% among non-Hispanic white women.32

12. Finally, the STI human papillomavirus (HPV), which is more prevalent among
racial minorities,33 is believed to be responsible for 90-95% of cervical cancers.34

Despite recent trends of declining cervical cancer incidence and mortality among women
overall, women of color, especially Latinas and blacks, are significantly more likely than
white women to develop cervical cancer and to die from it.35 Because it is one of the
most curable diseases if detected early, high death rates are linked to low screening rates
and follow-up care in these populations.36 For example, Vietnamese-American women,
who have the highest incidence rate of cervical cancer of any racial or ethnic population
(and three times higher than the next group, Latinas), are among the least likely to be
screened for the disease or understand the purpose of pap tests.37

13. The high instances of HIV/AIDs and STIs among women of color reflect an
access to care issue as well as the government’s failure to provide comprehensive and
medically accurate sexuality education programs, discussed below in Section II(C). The
Committee has previously expressed concern over high rates of HIV/AIDS among racial
and ethnic minorities.38 In recent years, the Committee has also urged States parties to
include information about their strategies to address HIV/AIDS among women.39

Similarly, other treaty bodies have called for a gender analysis in addressing
HIV/AIDS.40 The CEDAW Committee has recognized that certain women may be
particularly vulnerable due to their race or immigration status and recommended that
states take an intersectional approach in their responses.41 Racial disparities in
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prevalence of STIs, including HIV/AIDS, is a violation of women’s right to access health
care under Article 5(e)(iv).

C. Lack of Access to Contraception, Unintended Pregnancies, and High
Abortion Rates

14. The rate of unintended pregnancy is another key indicator of women’s access to
health care, including the accessibility of contraceptives, as well as their access to
medically accurate sexuality education. While the overall rate of unintended pregnancy
has declined since 1994, disaggregated data by race and ethnicity and income reveals that
it remains very high for poor women of color.42 Latinas have a 75% higher unintended
pregnancy rate than non-Hispanics,43 and low-income Latinas are nearly twice as likely
to have an unintended pregnancy as low-income white women.44 In 2006, teen
pregnancies rose for the first time since 1991, and the racial group with the largest
increase was black women aged 15-19.45

15. An unintended pregnancy can have drastic consequences for a woman’s life. A
woman carrying an unwanted pregnancy to term is less likely to seek prenatal care
because she may not realize or accept that she is pregnant.46 Both the pregnant woman
and infant face an increased risk of negative health outcomes from the lack of pregnancy
care.47 An unintended birth also has significant social and economic consequences for
the mother, often limiting her woman’s educational and professional opportunities and
creating economic strain in caring for a new child.48 Importantly, the highest risk group
for unintended pregnancy—women of color who are also poor, young, and single—is the
same population for whom the consequences of unwanted births are the most severe.49

16. Half of unplanned pregnancies occur among women who are not using a
contraceptive method at the time they became pregnant.50 The CEDAW Committee has
identified cost of contraceptives as a barrier for low-income women seeking to avoid
unplanned pregnancies.51 In the U.S., more low-income women have unintended
pregnancies than higher-income women; between 1994-2001, the unintended pregnancy
rate rose 29% among women living below the poverty level even while it declined 20%
among women with higher economic status.52 Moreover, a higher percentage of women
of color are economically disadvantaged than white women, making poverty a significant
barrier to contraceptive use among women of color. Overall, blacks, Hispanics, and
women of other races and ethnicities are less likely to use contraception than their white
counterparts.53 Latinas, for example, are three to four times more likely than white
women to use no method of contraception.54 In addition, while overall rates of
contraception use increased in the 1990s, since 2002 rates have started to decline due to
rising nonuse among low-income women of color.55

17. Almost half of unintended pregnancies in the United States end in abortion.56

Research reveals that abortion rates increase during times when contraception is less
accessible to low-income women.57 Because low-income women have higher unintended



6

pregnancy rates, and are also less likely to be able to support a child, they are more likely
to terminate their pregnancies than higher income women.58 While abortion rates are
declining overall, economically disadvantaged women are the only group for whom
abortion rates increased significantly between 1994 and 2000.59 Abortion rates among
black women are particularly high in large part because they are disproportionately low-
income and unmarried—two key risk factors for unintended pregnancy.60 Since 1973,
the year that the Supreme Court legalized abortion in Roe v. Wade,61 the rate of legal
abortions has declined by nearly half for white women (from 32.6 to 16.5 abortions per
100 live births), while the rate for black women has steadily increased (from 42 to 49.1
per 100 live births).62 The CDC reports that since 1991, the abortion rate for black
women has remained three times higher than that for white women.63

18. Women of color are less likely to obtain an abortion at an earlier stage of
pregnancy, when the risks to a woman’s health are minimal. Often, low-income women,
a disproportionate number of whom are racial and ethnic minorities, delay seeking an
abortion because of cost—both for the initial health care visit to confirm a pregnancy and
the cost of the procedure itself.64 Because the cost of an abortion increases with a more
advanced gestational age, poor women are often trapped in the cycle of delaying the
procedure to raise money, then having to pay even more for a procedure later in the
pregnancy.65 As a result, low-income women obtain an abortion on average three weeks
later in their pregnancy than other women,66 even though 67 percent of these women
report they would have preferred to get an abortion earlier.67 The delay not only burdens
women economically but, more importantly, increases the risk of complication from an
abortion performed at a later gestational age.68 Moreover, some low-income women are
unable to obtain an abortion at all, as evidenced by the fact that low-income women are
five times more likely to have an unintended birth than women in the highest income
category.69 As mentioned earlier, this burden disproportionately falls on women of color;
the group most likely to obtain an abortion later in pregnancy is women who are young,
poor, black and unmarried.70 In particular, black women are less likely than white
women to obtain an abortion at less than eight weeks gestation.71

19. The CEDAW Committee has stated that access to contraception is an essential
aspect of women’s reproductive and sexual health.72 Specifically, it has highlighted the
importance of access to contraception for the prevention of unwanted pregnancy73 and
criticized States parties for imposing barriers to contraceptive access, including lack of
insurance coverage.74 The CEDAW Committee has also urged states to improve access
to contraception and family planning, especially as a means of preventing unsafe
abortion.75 The government’s failure to make contraception widely available, accessible,
and affordable has led to higher rates of unintended pregnancy among women of color.
These women seek abortions to terminate their unwanted pregnancies, but because they
are disproportionately low-income, they are forced to do so at later and more dangerous
stages of pregnancy. As such, the government has not honored its obligation to provide
equal access to family planning as a fundamental component to women’s health under
Article 5(e)(iv).
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II. Government Policies with Discriminatory Effects on Reproductive and
Sexual Health Care

20. Article 2(2) requires that where government policies discriminate in purpose or
effect, a state “shall, when the circumstances so warrant, take … special and concrete
measures to ensure … the full and equal enjoyment of human rights and fundamental
freedoms.”76 In particular, states must take special measures where “persistent
disparities” exist.77 The Committee has previously recognized the importance of taking
“all necessary measures” to improve the health of minority women with poorer health
indicators than the majority population.78 It also informed the U.S. in its last Periodic
Review that special measures are necessary in order to correct the persistent disparities in
the enjoyment of the right to health care in the United States.79 The U.S. government has
not only failed to correct these disparities through special measures, but has exacerbated
them through its policies.

21. The key barrier to comprehensive reproductive and sexual health care is the lack
of affordable health care. Most Americans must rely for their health care on private
health insurance obtained through their employers. Forty-seven million people (15.8% of
the population) are left without affordable health care, however, because they are not
working, are self-employed, their employers do not provide insurance, or they are not
enrolled in any government program.80 Government health care programs provide some
coverage, but significant gaps remain.81 Many women of reproductive age do not have
affordable reproductive and sexual health care. Even if a woman does qualify for
government health insurance, she faces numerous restrictions on reproductive and sexual
health services that do not apply to those with private insurance.

22. The U.S. government imposes numerous barriers to eligibility for public health
insurance. Of the nearly 45 million uninsured people in the United States, 56% are not
eligible for Medicaid or other government health programs even though they have
incomes below 300% of the federal poverty level (FPL).82 Almost all of the 25.5 million
childless adults (92%) who are uninsured are not eligible for public programs but cannot
afford private insurance.83 A disproportionate number of women with incomes below the
FPL and lacking either private health insurance or government-funded coverage are
women of color.84

23. In the United States, women of color are significantly poorer than white women;
27% of African American women, 26% of Hispanics, 21% of American Indian/Alaskan
Natives, and 13% of Asian Pacific Islanders (API) live in poverty compared to 9% of
white women.85 Low-income women have poorer health. Lower socioeconomic status
harms women’s health because it makes health insurance and health care unaffordable.
Poverty also makes low-income women disproportionately reliant on public health
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insurance programs and therefore more likely to be harmed by policies restricting access
to key reproductive and sexual health services.

A. Lack of Affordable Health Care

24. In the United States, people of color disproportionately lack private health
insurance.86 This is because private health insurance is generally provided through
employers,87 and many people of color work in low-wage jobs that do not offer
employer-based health insurance.88 White women (70%) are more likely to have
employer provided health coverage than black women (59%) or Latinas (39%).89

25. The result of this scheme is that women of color are far more likely than white
women to have no affordable health care, that is, they lack private health insurance and
are not enrolled in government health care programs; 30% of Latinas, 19% of API
women, and 18% of African-American women are without affordable health care
compared to only 10% of white women.90 Foreign-born women are more than twice as
likely to lack health care as white women.91 In total, women of color constitute 51% of
those without health care, despite representing only 32% of population.92

26. Because health care is expensive in the United States,93 to be low-income and
without health insurance usually means forgoing health care altogether. Uninsured
women are much less likely to have had a doctor’s visit in the past year or to have a
regular health care provider.94 Women of color are more likely to delay or avoid care
because they disproportionately lack health insurance.95 Thus, women of color are less
likely to receive preventative health services such as screenings and checkups, which are
essential for maintaining good health and preventing serious health problems.96

27. The Committee has called on States parties to prioritize the provision of health
care to racial and ethnic minorities.97 It has also made the connection between poverty
and poor health and has stressed the importance of improving the overall standard of
living for minority groups who have poor health indicators due to their lower socio-
economic status.98 Therefore, disparate coverage under private health insurance,
combined with the large percentage of women of color not receiving public insurance,
demonstrates the government’s failure to fulfill the right to equal access to health care
under Article 5(e)(iv).

B. Restrictions on Government Health Care Programs

28. The government provides some health care to its poorest populations through a
complex patchwork of federal and state programs. However, recent eligibility
restrictions and inadequate funding have disproportionately affected the ability of
immigrants and people of color to access health care through government programs. In
addition, government programs impose numerous restrictions on access to reproductive
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health services that undermine their effectiveness. Rather than narrowing reproductive
health disparities for women of color, these restrictions have exacerbated the inequalities.

1. Medicaid: Eligibility Barriers to Health Insurance Coverage

29. Medicaid, one of the two largest government health care programs, offers federal
and state funding to cover an array of services, including family planning services and
supplies, preventive screenings for STIs and reproductive system cancers, and pregnancy-
related care.99 Medicaid is the primary source of coverage for reproductive and sexual
health care for low-income women of color.100 To qualify for Medicaid, women must
meet the program’s eligibility criteria, which limits coverage to certain vulnerable
categories of people such as children and pregnant women and requires that individuals
meet income eligibility criteria.101 Latinas are twice as likely (12%) and African
American women are nearly three times as likely (18%) to be on Medicaid as white
women (6%).102

30. Welfare reform has eroded access to reproductive health care for the women of
color who rely on Medicaid. Most notably, the Personal Responsibility and Work
Opportunity Reconciliation Act of 1996 (PRWORA) barred Medicaid enrollment for
resident immigrants who have resided in the U.S. for less than five years. By 2005,
Medicaid enrollment among recent immigrant women of reproductive age declined from
26% to 17%.103 However, enrollment also dropped by the same percentage among long-
standing immigrant women who should not have been affected by the policy change.104

In total, Medicaid coverage has declined by half among all immigrant women during the
years that this policy has been in effect,105 deterring immigrant women’s access to vital
preventative and primary reproductive health services.

31. Meanwhile, a documentation requirement imposed in the 2005 Deficit Reduction
Act (DRA) has impeded the ability of citizen women to get health care through Medicaid.
Intending to combat a perception of Medicaid fraud among undocumented immigrants,106

Congress passed this law to require proof of U.S. citizenship or legal immigrant status as
a precondition to Medicaid coverage.107 Prior to the DRA, citizens could verbally
confirm their citizenship status and the status of their children to apply for or re-
determine program eligibility. These new documentation requirements pose a barrier to
health coverage because low-income individuals often lack a passport or birth certificate,
and acquisition costs can deter low-income people from procuring them.108 The policy
has caused a significant drop in the Medicaid enrollment rate, especially for poor
African-American citizens.109 It has also decreased enrollment for long-standing resident
immigrants, who are deterred from enrolling because they believe they must produce
proof of citizenship instead of only proof of legal status to qualify.110 The citizenship
documentation requirement delays women from getting Medicaid coverage when they
need time-sensitive services such as pre-natal care.111 In addition, family planning
services are particularly impacted by the policy; states have reported that enrollment is
declining in state Medicaid family planning expansion programs, which were designed to
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offer family planning services to low-income individuals who may not meet Medicaid
eligibility standards.112

32. The CERD Committee has expressed concern over racial disparities in health
care, and has urged a State party to “take all necessary measures to ensure [that members
of the racial minority group] enjoy the full right to health and health care,” which
includes “prioritiz[ing] and target[ing] social services for persons belonging to the most
vulnerable groups.”113 Furthermore, General Recommendation No. 30 calls on States
parties to “respect the right of non-citizens to an adequate standard of physical and
mental health by, inter alia, refraining from denying or limiting their access to
preventative, curative, and palliative services.”114 The government’s policy barriers to
Medicaid coverage, and its failure to address the growing numbers of low-income women
of color excluded from private or public insurance coverage, leaves this vulnerable
population without access to key reproductive and sexual health services. In particular,
women are denied: (1) timely prenatal care that prevents maternal mortality; (2) testing
and treatment for STIs, including HIV/AIDS, and cervical cancer; and (3) a full range of
contraception that prevents unwanted pregnancies and abortions. Without such access,
women of color are unable to exercise their right to health care under Article 5(e)(iv).

2. Title X: Inadequate Funding for Family Planning

33. Many women who do not have private insurance and are not eligible for Medicaid
rely on the Title X program for reproductive health care, including family planning. 115

The Title X program provides funding to clinics across the country who provide
reproductive services, including family planning but excluding pregnancy-related care
and abortion, without charge or on a sliding scale based on income. In addition, STI
testing and treatment are core services provided by Title X-funded clinics.116 The Title X
program serves 6.6 million low-income women, 40% of whom are women of color. 117

34. For many years, however, Congress has failed to fund the Title X program at the
level necessary to meet the reproductive health needs of its target population. Funding
for Title X clinics is now 61% lower in inflation-adjusted dollars than in 1980.118

Meanwhile, the need for services has steadily increased, especially among immigrant
populations who are now ineligible for Medicaid.119 The challenge of meeting a rising
demand for services with less money has left two-thirds of Title X-supported clinics
unable to offer a full range of contraceptives or otherwise meet the family planning needs
of low-income women.120

35. Several treaty bodies have criticized States parties’ for failing to provide access to
sexual and reproductive health services necessary for the prevention of unintended
pregnancy,121 as well as for the prevention and treatment of HIV/AIDS.122 The U.S. has
failed to ensure equal access to contraception, leading to disparate rates of unintended
pregnancies and STIs among women of color. This violates the government’s obligation
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to guarantee equal access to reproductive and sexual health care, as required by Article
5(e)(iv).

3. The Hyde Amendment: Ban on Funding for Medically Necessary
Abortions

36. In addition to racial disparities in health caused by the lack of affordable health
care, women of color, who are more likely to rely on federal programs for reproductive
health coverage, are disproportionately affected by federal restrictions on abortion.
Federal public funding for abortions is prohibited except in extremely limited
circumstances. Legal restrictions include most notably the Hyde Amendment, a federal
policy that bans public funding for abortions except in cases of life endangerment, rape,
and incest.123 Abortions that are medically necessary for the woman’s health are
excluded under Medicaid, even though the Medicaid program funds all other “medically
necessary” services.124

37. Although states have the power to extend state Medicaid funding for abortion
beyond what is covered by federal Medicaid, the majority of states (32) fail to provide
such coverage.125 As a result, the majority of women who rely on publicly funded health
care programs have no access to abortions unless they are able to cover the entire cost of
the procedure out-of-pocket. Between 18-35% of Medicaid-eligible women who want an
abortion are forced to continue their pregnancies due to the unavailability of public
funding.126

38. The Hyde Amendment applies not just to Medicaid, but to all programs
administered by the Department of Health and Human Services, including the Indian
Health Service (IHS). IHS is the primary source of reproductive health care for most
Alaskan Native/American Indian women—a population that is less likely than other
Americans to have private health insurance or to be able to afford out-of-pocket costs for
an abortion.127 Women incarcerated in federal prisons are also subject to the federal ban
on funding for abortions.128 This policy significantly harms women of color because they
comprise over 70% of women in federal prisons.129

39. The CEDAW Committee has repeatedly urged states to repeal restrictive abortion
laws and strengthen measures that reduce unwanted pregnancies, such as family planning
services and access to information on sexual health.130 The Human Rights Committee
has also acknowledged the disproportionate impact of restrictive abortion laws on poor,
rural women and said that “in cases where abortion procedures may lawfully be
performed, all obstacles to obtaining them should be removed.”131 In addition, the
CEDAW Committee has recommended that a State party provide public funding for
abortion in order to increase access.132

40. The Hyde Amendment and other bans on federal funding for medically necessary
abortions disproportionately harm low-income women of color because they are more
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likely than white women to rely on federally-funded programs for their reproductive
health care. These discriminatory health care policies violate the government’s Article
5(e)(iv) obligation to provide equal access to health care.

C. Abstinence-Only-Until-Marriage Programs

41. Over the past twenty-five years, the federal government has been promoting
abstinence-only-until-marriage programs, which do not provide full or scientifically
accurate information about contraceptive effectiveness. These programs
disproportionately affect low-income women of color who are at greater risk for STIs and
unintended pregnancy and are more likely to rely on such programs for information and
education about sexuality and sexual health.

42. The federal government has dedicated over $176 million in matching funds to
states since 1997 to be used for abstinence-only-until-marriage programs.133 In addition,
most new funding for abstinence programs (currently at $113 million, a 465% increase
over the past five years) has bypassed the states and gone directly to local programs
through the Community Based Abstinence Education program.134 Federal guidelines
prohibit abstinence-only programs from advocating for contraceptive use and only permit
the discussion of contraceptive methods in the context of failure rates.135 Many of these
programs exaggerate contraceptive failure rates and provide false or misleading
information about the effectiveness of contraception in preventing STI infection,
including HIV.136 Research shows abstinence-only programs do not deter premarital sex
or diminish the rate of STI infection,137 and some programs deter condom use among
sexually active teens.138 In addition, by failing to teach adolescents about the risks of
unprotected sex, including STI infection, adolescents who become infected lack
information about testing and treatment.139

43. Low-income young women of color are disproportionately hurt by these
programs. A study conducted from 1995 to 2000, the years marking an exponential
growth in abstinence-only instruction, revealed that by 2000 the number of young black
and Hispanic women receiving abstinence-only instruction in lieu of other forms of
sexuality education had significantly increased and was higher than young white
women.140 In addition, young women living below 200% of the poverty level were more
likely to receive abstinence-only instruction (or no sex education at all) compared to their
higher-income peers.141 Fewer than half of sexually-experienced young black women
had received instruction about contraception prior to their first sexual encounter,
compared to two-thirds of their white peers.142 Thus, the population facing the highest
risk of STI infection and unintended pregnancy is also the least likely to receive
information necessary to protect themselves against those outcomes.

44. Despite the proven ineffectiveness of abstinence-only-until-marriage programs,
government funding for them has increased dramatically in recent years, from $10
million in 1997 to $176 million in 2007.143 In contrast, no federal program exists to



13

support comprehensive sexuality education, which has been proven effective in
increasing condom use among sexually active youth.144

45. Human rights treaty bodies have called for HIV/AIDS information and services
designed especially for women and girls.145 They have also urged States parties to
develop comprehensive sexuality education programs, which include promoting condom
use as an effective HIV/AIDS prevention measure.146 The racial and gender disparities in
sexually transmitted infections, particularly in HIV/AIDS, demonstrate the government’s
failure to uphold its Article 5(e)(iv) obligation to prevent discrimination in health care,
and its duty Article 5(e)(v) to provide equal access to information about sexual and
reproductive health to women and girls of color. By funding and promoting abstinence-
only programs, the government is not only failing to provide equal access to health
services and information but is exacerbating racial disparities in access.

III. Right to an Effective Remedy (Article 6)

46. Under Article 6, the state must provide “effective protection and remedies” for
any form of discrimination. Such relief is limited, however, under U.S. Supreme Court
jurisprudence. The Court has interpreted the U.S. Constitution not to impose an
affirmative obligation to ensure equal access to reproductive health care.147 Moreover,
government action that has racially differentiated effects is not unconstitutional under the
Constitution’s guarantee of equal protection unless the action can be traced to a racially
discriminatory purpose.148 Thus, the jurisprudence does not take into account how
racism, sexism, or poverty constrain women’s reproductive options or the government’s
obligation to address racial disparities in access to health care.149 Moreover, although
Congress and the President have the authority to do so, the federal government has not
established effective programs that would reduce barriers to reproductive health care and
eliminate racial disparities.

IV. Issues for the Committee to Consider

Upon consideration of the information provided in this letter, the Center for
Reproductive Rights urges the Committee to address the following questions to the
United States government:

1. What steps are being taken to reduce the high maternal mortality rate among
women of color, particularly African American women, as compared to white
women? (Article (5)(e)(iv), General Recommendation 25)

2. What steps are being taken to address the growing racial and gender disparities in
STI infection, especially HIV/AIDS? (Articles 5(e)(iv); 5(e)(v), General
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Recommendation 25)

3. What steps are being taken to improve access to family planning services for low-
income women of color, including providing a full range of contraception and
unrestricted access to abortion? (Article 5(e)(iv), General Recommendation 25)

4. How does the government explain its policy to promote and fund abstinence-only-
until marriage programs, which limits women of color’s access to information
about STI and pregnancy prevention? (Article 5(e)(iv) and 5(e)(v), General
Recommendation 25)

5. What steps are being taken to address the problem of lack of health care for the
uninsured, particularly for the growing numbers of low-income women of color
who lack employer-based coverage but do not qualify for government health care
programs? How is the government addressing the disparities in reproductive and
sexual health indicators that result from lack of affordable health care? (Article
5(e)(iv), General Recommendation 25)

6. What steps are being taken to ensure that immigrants receive basic reproductive
and sexual health care regardless of their citizenship status? (Article 5(e)(iv),
General Recommendation 30)

We hope the information contained in this letter has been useful to you as you
prepare for the review of the U.S. Periodic Report. If you have any questions, or would
like further information about racial disparities in reproductive and sexual health, please
do not hesitate to contact us.

Sincerely,

Nancy Northup
President, Center for Reproductive Rights
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