July 31, 2002

The Committee on the Elimination of Discrimination against Women (CEDAW
Committee)
Re:

Supplementary information on Peru
Scheduled for review by CEDAW on August 15, 2002

Dear Committee Members:
This letter is intended to supplement the periodic report submitted by Peru, which is
scheduled to be reviewed by the CEDAW Committee during its Exceptional Session
in August 2002. The Center for Reproductive Law and Policy (CRLP), an
independent non-governmental organization, hopes to further the work of the
Committee by providing independent information concerning the rights protected in
the Convention on the Elimination of All Forms of Discrimination against Women
(CEDAW). This letter highlights several areas of concern related to the status of
women’s reproductive health and rights in Peru. Specifically, it focuses on
discriminatory or inadequate laws and policies related to Peruvian women’s
reproductive rights.
Because reproductive rights are fundamental to women’s health and equality, states
parties’ commitment to ensuring them should receive serious attention. Further,
reproductive health and rights are explicitly protected in CEDAW. Article 12
requires states parties to “take all appropriate measures to eliminate discrimination
against women in the field of health care,” and specifies that governments should
ensure access to “appropriate services in connection with pregnancy, confinement
and the post-natal period, granting free services where necessary, as well as adequate
nutrition during pregnancy and lactation.”1 Article 10(h) requires that women have
“access to specific educational information to help to ensure the health and wellbeing of families, including information and advice on family planning.”2
The Committee’s General Recommendation on Women and Health considers it the
responsibility of states parties to “[e]nsure the removal of all barriers to women's
access to health services, education and information, including in the area of sexual
and reproductive health,” and to “[p]rioritize the prevention of unwanted pregnancy
through family planning and sex education and reduce maternal mortality rates
through safe motherhood services and prenatal assistance.”3
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We wish to bring to the Committee’s attention the following issues of concern, which directly
affect the reproductive health and lives of women in Peru:
1. Women’s Participation in Political and Public Life (Article 7(b) of CEDAW)
Article 7(b) of CEDAW requires governments to ensure women’s right to equal participation in
“the formulation of government policy and the implementation thereof and to hold public office
and perform all public functions at all levels of government.” The CEDAW Committee, in its
General Recommendation on Women and Health, calls upon states to “[p]lace a gender
perspective at the centre of all policies and programmes affecting women’s health and . . .
involve women in the planning, implementation and monitoring of such policies and
programmes and in the provision of health services to women. . . .”4
A. Ministry for the Promotion of Women and Human Development
In 1996, Peru created the Ministry for the Promotion of Women and Human Development
(PROMUDEH) in compliance with agreements reached at the Fourth World Conference on
Women (Beijing Conference, 1995) to create mechanisms at the highest level to assure the
advancement of women.5 The Toledo government had been discussing a plan to eliminate
PROMUDEH on the pretext of technical and economic efficiency.6 Women’s organizations
protested, in the hope that PROMUDEH, as a governing body, would continue to ensure the
advancement of women and guarantee the integration of a gender perspective in all state
policies.7 In response to these protests, the government has reversed its position and a new
law on the powers of the Executive Branch maintains PROMUDEH and renames it “Ministry
of Women and Social Development.” This ministry is expected to continue to promote
policies aimed at gender equity and equal opportunities for women.8
B. Ministry of Health
The near loss of PROMUDEH was not an isolated case. There are reports that a similar plan
is being considered within the Ministry of Health regarding the Women and Development
Program.9 The future of the Women and Development Program10 and the possibility of
discontinuing the program are being discussed internally. Such a decision would reflect a
rejection of a gender-sensitive approach to health policy development and would potentially
undercut the effectiveness of future programs that directly concern women, especially those
related to reproductive health.11
C. National Agreement
On the other hand, a promising development has been achieved through a process referred to
as “National Agreement,” in which the principal political parties and members of civil
society agree on binding policies, which must be respected by members of the government.
Among these is Policy Number 11 on the Promotion of Equality of Opportunities without
Discrimination. In this policy, the state agrees to combat all forms of discrimination and
promote equality of opportunities; strengthen the participation of women as social and
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political entities who interact and work with the government and civil society; strengthen
institutional mechanisms at the highest level of the government charged with directing
policies and programs aimed at gender equality; give equal access to women to resources for
income-generating activities and employment; develop systems ensuring the protection of
children, adolescents, the elderly, homemakers, persons lacking support, persons with
disabilities, and others facing discrimination or exclusion; and promote and protect the rights
of members of ethnic communities facing discrimination by creating programs for social
development that favor those groups. Policy Number 13 on health calls for the promotion of
safe pregnancy and family planning services, with guarantees of choice in selecting methods
and without coercion.12
2. Right to Health Care, Including Reproductive Health Care and Family Planning
(Articles 12, 14(2)(b) and (c), and 10(h) of CEDAW)
As noted above, Article 12 of CEDAW requires states parties to ensure that all women have
access to services related to pregnancy, confinement, and the postnatal period and have adequate
nutrition during pregnancy and lactation. Article 10(h) requires that women have “access to …
information and advice on family planning.” Article 14 (2)(b) and (c) directs states parties to
ensure that women in rural areas have access to adequate health care, including information,
counseling, and family planning services, and that they benefit directly from social security
programs. In its General Recommendation on Women and Health, the CEDAW Committee
affirms that access to health care, including reproductive health care, is a basic right afforded to
women under CEDAW.13
A. Access to Health Care
In Peru, many sectors of the population have difficulty accessing public health care services.
The primary reasons for this are the geographical distribution of services and the low income
levels of many families. There have been a number of studies documenting the
disadvantages facing rural sectors in accessing health care.14 Women face particular barriers
to accessing health care services; women’s incomes continue to be lower than those of men,15
and single-parent homes are generally headed by women.16 It is therefore not surprising that
low-income women who live in rural areas face the greatest difficulties in accessing health
care.17
The deprivations are even greater in the area of reproductive health. Although official
figures from 1997 show some advances in health coverage,18 they also reveal an enormous
disparity between services offered and the needs of the population. For example, that year,
only 8.8% of health care services at the national level had the capacity to provide basic
obstetric care and only 6.4% of primary health care facilities offered the complete range of
reproductive health services.19 The government must urgently develop its capacity to meet
the health care needs of all those living within its jurisdiction.
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B. Maternal Mortality
Peru has an elevated maternal mortality ratio, with estimates ranging between 185 and 280
per 100,000 live births. Approximately 1,400 to 1,500 women die each year from
pregnancy-related causes.20 The situation is worse for adolescents21 and women living in
rural areas, where women are two times more likely to die from pregnancy-related causes
than women in urban areas.22
Although Peru’s law prioritizes maternal and child health care among the services that are to
be provided free of charge, fees have not been eliminated. Instead, a sliding scale fee system
has been created by the government, which takes into account the type of service and the
patient’s membership in a vulnerable group. Because eligibility for reduced fees is
determined arbitrarily, however, the system has become a mechanism for discrimination.23
Moreover, Peru’s recently designed integral health system has not corrected this situation,
making no provision for offering maternal/infant health care free of charge.24
C. Breast and Uterine Cancer
Programs to prevent breast and uterine cancer are still in the early stages; the major obstacles
are lack of information and economic resources.25 A large majority of Peruvian women do
not undergo examinations to detect these diseases. In 1998, barely 12.3% of women
underwent breast exams and only 22.7% had a pap smear. 26
D. Unmet Need for Family Planning
Meeting women’s family planning needs, which has been a stated government objective in
recent years, has yet to be realized in Peru. A significant number of women have more
children than they want.27 Although the new administration has announced that by the end of
2002 the Ministry of Health will increase basic health insurance coverage for beneficiaries,28
this insurance does not cover the contraceptive needs of women of reproductive age.29
Reproductive health organizations are troubled by a gradual diminution of sexual and
reproductive health care services offered in MINSA facilities. The Draft Sectorial Policy
2002-2012 reflects this shift in service priorities, raising only the subject of maternal
mortality, without mentioning access to methods of family planning, even for the most lowincome sectors of the country. 30
E. Emergency Contraception
In July 2001, the government approved the use of emergency contraception (EC) pills in
public health care facilities.31 Instructions for their use were detailed over two years ago in
the Family Planning Manual approved by RM No. 0738-92-SA/DM. However, EC has not
been incorporated into the range of contraceptive methods offered by the Ministry of Health.
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F. Quality of Care and Violations of the Human Rights of Women Health Care Users
Quality of care is an essential factor in ensuring access to reproductive health care services
because it can either attract or repel those who use the health care system. This subject is
still in need of attention in Peru. In some places, the provider/patient relationship has been
inequitable and discriminatory, especially for low-income patients.32 Although some of the
rights of health care users are outlined in the General Law on Health, women are generally
not aware of these rights. In fact, ignorance of these rights exists not only among the
patients, but also among providers.
G. Abortion
In 1998, the CEDAW Committee examined Peru’s Third and Fourth Periodic Report and
noted the link between clandestine abortion and maternal mortality.33 It further recognized
that the criminalization of abortion did not prevent abortions but rather made them unsafe
and dangerous for women. It recommended that the Peruvian government revise the
legislation on abortion and protect women’s access to basic and complete health care,
including the right to safe abortion and emergency medical care for post-abortion
complications. 34 However, Peru has ignored this recommendation.
In reality, there are a large number of abortions performed under unsafe conditions
throughout the country. Although the clandestine nature of these abortions makes it difficult
to estimate their exact number, it is estimated that 30% of all pregnancies annually end in
abortion. On average, 5 out of 100 Peruvian women between the ages of 15 and 49 have an
abortion each year. In 1997, that number came to 324,000 abortions.35 Unsafe abortions
account for 22% of maternal deaths.36 There is a large demand for treatment of abortion
complications in the public health care system,37 leading many organizations to worry about
the quality of post-abortion care. 38
The requirement that health providers inform authorities of cases of induced abortion,
ignoring their duty of confidentiality, discourages women from using health services when an
interruption of pregnancy results in complications.39 This law not only violates the right to
privacy, but also the right to physical integrity. Women fearing punishment and the
demeaning treatment to which they are often subjected in public health
facilities—intimidating interrogations and other practices arising from the idea that women
who have abortions should be punished40—do not get timely care for incomplete abortions.41
H. Conscientious Objection
Conscience clauses, which permit health care providers to refuse to offer services they deem
objectionable, are a matter of concern at the national and global levels. A proposed law that
“guarantees the absolute professional freedom of health professionals to exercise the right to
conscientious objection” has been presented to the Peruvian Congress.42 It represents a threat
to women’s exercise of their sexual and reproductive rights by imposing a potential barrier to
such services as therapeutic abortion and the distribution of EC.
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I. Sterilization
Peru’s Minister of Health issued an apology in July 2002 for the forced sterilization of
indigenous women during the presidency of Alberto Fujimori.43 The apology follows the
release of a government report confirming the violations and recommending that sterilization
be banned as a method of family planning.44 While the government’s apology for these
abuses is a welcome development, the proposed response – the banning of even consensual
sterilization – threatens to further limit family planning options in a country where women
already have difficulty meeting their contraceptive needs. Safe, freely chosen and noncoercive sterilization should remain an option for Peruvian women.
The government should continue to pursue institutional reforms to prevent the recurrence of
these abuses,45 and, to that end, work with the National Ombudsman and members of civil
society.46 It should also seek accountability for perpetrators of these coercive sterilizations.
There have already been a number of criminal investigations and prosecutions related to
these charges. However, a recent report from the National Ombudsman states that only five
perpetrators have been successfully prosecuted to date. 47 Finally, the government should
take action to compensate victims of coercive sterilizations.
J. HIV/AIDS and Sexually Transmissible Infections
Although HIV/AIDS is a relatively new phenomenon in Peru, the disease is rapidly
spreading. The most common cause of transmission is sexual activity (95.7%).48 It is
estimated that there are 75,000 people living with HIV/AIDS, although officially registered
cases only amount to 22,696.49 The ratio of men to women infected is rapidly closing; it has
gone from 11 men to 1 woman to 2.7 men to 1 woman.50 The average age at infection is
decreasing, so that now the majority of new cases appear in the 15- to 25-year old group,
which may mean that people are being infected during childhood and/or adolescence, given
the long incubation period of the disease.51 This indicates that the educational efforts aimed
at preventing adolescents from engaging in unsafe sex have not accomplished their objective.
3. Violence against Women (Article 5 of CEDAW)
CEDAW requires state intervention to prevent gender-based violence. Article 5 calls upon states
to “modify the social and cultural patterns of conduct of men and women” in order to eliminate
practices based on the idea of women’s inferiority. In addition, violence against women within
marriage and the family is condemned by Article 16(c), which guarantees women and men the
same “rights and responsibilities during marriage. . . .”
The CEDAW Committee, in its General Recommendation 19 on Violence against Women,
recognizes that gender-based violence denies women enjoyment of their rights and freedoms on
a basis of equality with men.52 The Committee defines “gender-based violence” as “violence
that is directed against a woman because she is a woman or that affects women
disproportionately.”53 It includes acts that inflict sexual harm or suffering.54 The Committee
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emphasizes that CEDAW is concerned not only with acts of gender-based violence perpetrated
by governments, but also those acts committed by private parties. Governments have a duty to
act with due diligence to prevent such acts among all individuals living within their
jurisdictions.55
A. Sexual Violence
Recent laws have reconceptualized sexual violence to positive effect. Today it is considered
a public health issue that the state has a duty to eradicate. However, the system for recording
sex crimes is extremely deficient, despite the high incidence of these crimes recorded by
social science data.56 Official statistics show that in 1998 there were 4,677 rapes
nationally,57 while various studies estimate much higher figures. A 1995 study found 25,000
rapes in that year58 and a 1997 study found that in Metropolitan Lima alone, there were
19,332 rapes.59 An efficient recording system is an important aspect of understanding the
dimensions of this problem and its absence reveals a lack of commitment to addressing it.
B. Domestic Violence
An efficient recording system is lacking not only for sex crimes but also for domestic
violence cases. There is no unified system and cases are recorded in the agencies where they
are brought, such as ombudsmen’s offices, police stations, and health centers. In the rural
and Andean regions of Peru there have been no studies to record the magnitude or
particularities of the problem of domestic violence. The first national effort measuring the
incidence of domestic violence in Peruvian society was the 2000 Demographic and Health
Survey.60 This survey found that 41% of women had been physically attacked by a husband
or partner at least once; of those women, 83% responded that the violence was repeated
occasionally and for 16%, it was repeated frequently.
In spite of the recent undeniable advances in legislation on domestic violence in Peru,
obstacles to its practical application persist. For example, during investigations, law
enforcement officials continue to resist adopting cautionary and protective measures, and
when they do adopt them, these measures are not timely and do not achieve their objective,
which is to prevent future violence. Neither have measures for follow-up on protective
measures or prison sentences been instituted. The fact that the law defines domestic violence
as a “reconcilable offense” contributes to greater impunity.61 Moreover, the authorities often
refuse to get involved in what they call private problems.62
Additionally, Peru has not complied with obligations under its own legislation to create
policies to eradicate domestic violence. For example, the subject of violence has not been
included in educational programs—an omission that permits the perpetuation of patterns of
sexist behavior and attitudes conducive to domestic violence.63
C. Sexual Harassment
Sexual harassment as a manifestation of gender violence receives little attention in
government policies.64 In the workplace, victims encounter widespread acceptance of the
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practice. The difficulty of proving “employer fault” has ensured that few or no cases are
brought to the attention of labor authorities and practically none have been favorably
resolved in accordance with the procedures set out by the law. Authorities who are called
upon to suppress sexual harassment in schools have not done so. Municipal, parish,
community and school ombudsmen register harassment cases involving female students and
teachers, but generally no actions are taken, or the aggressor is simply moved to another
school without an examination of the facts or the imposition of an administrative or legal
punishment. 65
We hope the Committee will consider addressing the following questions to the Peruvian
government:
1. What is being done to address the barriers that women face in accessing full and affordable
reproductive health and family planning services, in particular the practice of charging fees
for maternal health care? What steps are being taken to address the consistently high level of
maternal mortality in Peru, particularly among rural women?
2. How is the Peruvian government holding health care service providers accountable for
physical and psychological violence and discrimination against women in the health care
setting? What measures are being taken to address quality of care as a component of access
to health services? Has an effort been made to disseminate the rights of health care service
clients or enact a law on female patients’ rights?
3. What has been done to follow up on the Committee’s recommendations concerning the
revision of legislation penalizing abortion, even in the case of rape? Is there an effort to
revise the law that violates patients’ rights by obliging health care providers to inform law
enforcement officials about cases of induced abortion?
4. What measures has the government taken to guarantee women’s right to access services and
information for the prevention and treatment of HIV/AIDS and to prevent and punish
discrimination against women living with HIV/AIDS? Is the government taking steps to
address the key determinants in women’s increased vulnerability to HIV/AIDS such as
unequal power relations to men and social subordination?
5. What efforts are being made to enforce the state’s policies and address issues of impunity
with respect to sexual and domestic violence against women? In particular, are there
currently any mechanisms in place to accurately record cases of sexual and domestic
violence and to follow up on protective measures and sentences against perpetrators?
6. What is being done to address issues of sexual harassment in the work and school
environments, in particular, are there any administrative regulations in place? Has there been
a move forward on the draft legislation concerning sexual harassment in the workplace and in
education?
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There remains a significant gap between CEDAW’s guarantees and the reality of women’s
reproductive health and lives. We appreciate the active interest that the CEDAW Committee has
taken in women’s reproductive health and rights and the strong concluding observations and
recommendations the Committee has issued to governments in the past, stressing the need to take
steps to ensure the realization of these rights.
We hope that this information is useful during the Committee’s review of the Peruvian
government’s compliance with the provisions of CEDAW. If you have any questions, or would
like further information, please do not hesitate to contact the undersigned.
Very truly yours,

Luisa Cabal
Legal Advisor
for Latin America,
International Program

Laura Katzive
Legal Advisor
for Global Projects,
International Program
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