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Reproductive Rights on the Line

HIV Disproportionately Impacts Women

Women and young people, especially adolescent girls, are
particularly vulnerable to HIV infection due to an increased
biological susceptibility and lower socioeconomic and
political status.

¢ |n several southern African countries, more than 30% of
pregnant women are HIV-positive.!

e |[n sub-Saharan Africa, women comprise 55% of those
living with HIV/AIDS.2

¢ |[n some Caribbean countries, girls aged 15-to-19 are up
to five times more likely than boys in their age group to
be HIV-positive.3

e There are three times as many HIV-positive, hetero-
sexual women as men in South Africa.4

¢ In the United States, adolescent girls constitute 61% of
HIV-positive 13-to-19 year olds.5

In the two decades since the clinical
identification of HIV/AIDS, the repro-
ductive and sexual rights of women and
girls continue to be ignored. The Center
for Reproductive Rights has identified
seven key areas of concern for HIV posi-
tive women and girls.

MOTHER-TO-CHILD TRANSMISSION
OVERLOOKS MOTHER

While decreasing the mother-to-child
transmission (MTCT) of HIV is an
important goal —an estimated 540,000
infants were infected by their mothers
during pregnancy, childbirth or through
breastfeeding in 20006 —most MTCT
prevention efforts have focused on the
potential danger of HIV infection to the
fetus, not the mother. "HIV-infected
pregnant women have received a great

deal of attention," reads a report from the AIDS Office of the U.S. National Institutes
of Health, "but this has mostly been focused on their role in preventing transmission to
their offspring. Less attention has been given to these women as women."”

The June 2002 announcement by U.S. President George Bush of a funding initia-
tive for Africa that provides anti-retroviral drugs (ARV) to pregnant women, is a clear
example of a policy that unduly limits concern over a woman’s health to her role as a
mother. Such policies diminish the inherent importance of women’s health, particu-
larly when so little is known about the effects of pregnancy or ARVs taken only during
pregnancy, on the health of HIV-positive women.$

Furthermore, policies aimed at curbing MTC'T may also hold women solely account-
able for their child’s HIV infection, completely disregarding the role that men must
play to prevent the transmission of HIV to children. Singling out mothers and ignoring
fathers poses the added risk of alienating women who, to avoid blame and stigma, may
forgo treatment that could improve their health and reduce the risk of transmission.




FORMULA VS. BREASTMILK: IMPACT ON HIV-POSITIVE WOMEN LOST IN THE DEBATE

The international health community is still debating whether the threat of HIV transmis-
sion to an infant through breastfeeding outweighs the risks of contracting pneumonia,
diarrhea or other illnesses from ingesting formula that is defective or mixed with contami-

National Policies Discriminate against HIV-
Positive Mothers

Some countries have enacted national policies meant to
curb MTCT that not only rely on inconclusive evidence,
they curtail women'’s rights:

e |n Bolivia, it is a crime for a mother to infect her child with
HIV through breastfeeding.14

e Ghana has severely limited access to breastmilk sub-
stitutes for HIV-positive women by banning the sale,
advertising or promotion of infant formula in public
health facilities.15

e |[n Kenya, HIV-positive women are advised against
breastfeeding, but are not ensured access to breast milk
substitutes, nor given specific counseling on the merits
and risks of substitute feeding.16

nated water. Current international guidelines
recommend that HIV-positive women "be
empowered to make fully informed decisions
about infant feeding [through counseling about
the risks and advantages of breastfeeding| and
that they be suitably supported in carrying them
out."

Yet, lack of decisive data on the relative risks
and benefits of breastfeeding to infants and HIV-
positive mothers continues to plague the debate
on formula versus breastmilk.

One 2001 study conducted in four clinics in
Nairobi, Kenya found no differences in the
incidence of diarrhea, pneumonia, or other ill-
nesses between breast and formula fed infants.
Researchers concluded that formula-feeding to
prevent HIV transmission can be a "safe and
viable option even in resource poor settings"
contingent on the availability of "maternal
education, clean water, a supply of formula, and

access to health care."10 Other studies suggest that manipulating the type, duration and
amount of breastfeeding has protective benefits for newborns that outweighs the risk of

HIV transmission.!!

Research is still needed to assess the impact of breastfeeding and pregnancy in general
on the health of HIV-positive mothers. The United Nations Inter-Agency Task Force on
MTCT has called for analysis on whether breastfeeding impacts the disease progression

and mortality of HIV-infected women.!2 Though little discussed, the high-energy demands
and sleep deprivation associated with infant care, including breastfeeding, have been cited
as factors that undermine the already weakened immune systems of HIV-positive women.
In Kenya, for example, researchers found that the maternal mortality rate of HIV positive
women who breastfeed is three times higher than that of women who formula feed.!3

RIGHT TO PREGNANCY AND EVEN MARRIAGE AT RISK
Once a woman becomes HIV-positive, some national policies restrict her right to become
pregnant, carry her pregnancy to term, or even marry:
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e In Ethiopia, where abortion is severely lim-
ited and only 13% of women use contracep-
tives, the country’s HIV/AIDS and Human
Rights Policy states that "prevention of preg-
nancy shall be encouraged among HIV-posi-
tive individuals" without specifying how this
policy will be implemented in an appropriate
and non-coercive way.??

® A 1999 Indian Supreme Court decision held
that it is the duty of HIV-positive individu-
als not to marry, implying that HIV-positive
people should not conceive.2t

e In January 2001, lawmakers made it a crime
to marry anyone living with HIV/AIDS, in
Chendgu, the capital of China’s Sichuan
province. The provincial regulations also
suggest that pregnant HIV-positive women
should be persuaded to have an abortion.?>

¢ In sub-Saharan Africa common findings sug-
gest a general "emergence of doubts about
continuing reproduction after HIV infection
is confirmed."26

LIMITED RIGHT TO ABORTION

In countries with restrictive abortion laws—
where nearly 39% of the world’s population
resides—a woman’s HIV status has not gained
widespread recognition as grounds for obtaining
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Nevirapine: A Safe and Accessible Alternative
for HIV-Positive Mothers?

Nevirapine, combined with safe infant feeding methods
has been shown to decrease the risk of MTCT by as much
as 50%.17 But questions remain about its impact on
women’s health.

In April 2002, the World Health Organization (WHO)
issued treatment guidelines for HIV/AIDS in resource-poor
countries, which included anti-retroviral drugs (ARV) in its
"essential medicines list."18 WHO defines "essential drugs"
as those needed to "satisfy the health care needs of the
majority of the population; they should therefore be avail-
able at all times . . . and at a price that individuals and the
community can afford."19

According to WHO, nevirapine treatment costs only U.S.
$4 per pregnancy.20 But in South Africa, activists had to
petition the country’s highest court to defeat government
claims that the drug was too expensive for distribution in
public hospitals.2! The next challenge facing all countries
is to extend ARVs to all HIV infected people.

Meanwhile, studies must be conducted on viral resistance
to ARVs and their impact on pregnancy and delivery,
especially for HIV-positive women who have had multiple
pregnancies.?? The dearth of such studies suggests that
women are only obtaining ARVs when and because they
are pregnant.

a legal abortion under existing exceptions for risks to a woman’s life, physical or mental
health, or fetal impairment. Though the Center for Reproductive Rights urges all coun-
tries to liberalize their abortion laws, countries with restrictive laws must at a minimum
regard HIV status as grounds for a legal abortion. Governments could either interpret
existing exemptions for abortion to include HIV-positive status or list HIV status as a new

exemption to abortion bans.

Only a few countries have abortion laws that allow HIV-positive women to terminate their

pregnancies:

e Guyana’s 1995 Medical Termination of Pregnancy Act permits abortion in cases
"where the pregnant woman is known to be HIV-positive."?7
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¢ In Poland, though not specified by law, HIV status has been interpreted as legiti-
mate grounds for an abortion to protect the health of the woman. The policy has
not been consistently applied.?s

¢ In Thailand, where abortion is only permitted to preserve the life and health of the
pregnant woman, the Medical Council has recommended that a woman’s HIV-
positive status be recognized as a specific ground for obtaining an abortion.2’

In countries with liberal abortion laws, it remains unclear whether pregnant HIV-posi-
tive women receive complete and unbiased counseling about abortion and the risks
of pregnancy and delivery to the health of both the woman and the fetus. In South
Africa, for instance, providers are not required to discuss abortion with HIV-positive
pregnant women even though 1999 statistics indicate that 23% of women attending
antenatal clinics in urban areas carry the virus.30

DANGER OF COERCED ABORTIONS

In India, there is an increasing tendency for women living with HIV/AIDS to opt for
abortions.3! Many of these women say that medical providers advised them to undergo
the procedure without full and accurate information on MTCT, which introduces an
element of pressure.32 According to the Office of the High Commissioner for Human
Rights (OHCHR) and the Joint United Nations Program on HIV/AIDS (UNAIDS),
India is not alone in using this tactic; programs targeting pregnant women "often
emphasize coercive measures directed towards the risk of transmitting HIV to the fetus,
such as mandatory . . . testing followed by coerced abortion or sterilization."3

The International Guidelines on HIV/AIDS issued by UNAIDS and the OHCHR man-
date that "[w]omen should be provided with accurate information about the risk of perina-
tal transmission to support them in making voluntary, informed choices about reproduc-
tion."34

UNAIDS has outlined a three-prong strategy to reduce MTCT that includes the pre-
vention of "unwanted pregnancies in HIV-positive women and women at risk for HIV
infection through [v]oluntary [c]ounseling and [t]esting of women and their partners in
the context of family planning services.">> The World Health Organization (WHO) has
stated that when pregnant women test positive for the virus they should be counseled,
among other things, on the option of continuing the pregnancy and must be referred

to an appropriate clinic. WHO further specifies that women should have access to safe
abortion, where legal, and be given "the information to make an informed decision
without undue influence from health care workers and counselors."36

Abortion policies pertaining to HIV-positive women should also account for unin-
tended pregnancies that result from violence or unavailable or failed contraceptives.
Specific counseling should be devised for women who discover their HIV status once
they are already pregnant and secking antenatal care.
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WOMEN'S INFECTION RATE AS PERCENTAGE OF TOTAL HIV/AIDS CASES IN EVERY REGION

Sub-Saharan Africa 55%
North Africa and the Middle East

Latin America

Caribbean

East Europe and Central Asia
Western Europe

North America
IVSIEIEVAlew Zealand 10%

Source: UNAIDS &
WHO, AIDS epidemic

Global Total Percentage 47?’»
0 10 20 30 40 50 60 update (2001)

MANDATORY TESTING PROMOTES STIGMAS

Requiring pregnant women to be tested for HIV discourages them from seeking prenatal care.
Mandatory testing requirements may also put women at risk of physical abuse, abandonment,
neglect or even ostracism by their husbands, partners or community. Studies from Kenya report
that 20% of HIV-positive women suffer violence after revealing their status to their partners.3” A
study conducted in Tanzania found that more than half of the 242 women who were tested for
HIV did not tell their partners about the test, regardless of their HIV status, because of "fear of
their partner’s reaction, principally fear of abuse or abandonment."38

Despite such harmful consequences, some countries maintain policies for mandatory HIV test-
ing and status notification, which disproportionately affect women. The Romanian Ministry

of Health adopted a policy of targeting pregnant women for mandatory testing in 1998.39 In
Zimbabwe, the HIV/AIDS policy advocates enacting legal provisions that enable health profes-
sionals to disclose a patient’s HIV status to "those who have critical reasons to know," even if the
patient refuses.*0
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Mandatory testing and reporting is also practiced in the U.S. states of New York and
Connecticut. New York’s law requires the reporting of persons with HIV, HIV-related
illness and/or AIDS. The law permits health providers to notify sexual or needle-sharing
partners of the HIV-

positive individual of their exposure and requires that pregnant women who take a
confidential HIV-test and test positive are reported to the health department.#! In New
York and Connecticut, all newborns are subject to mandatory testing for HIV, which
effectively exposes the HIV status of their mothers.*2

WOMEN’S SEXUALITY UNDER ATTACK

Despite evidence that men’s sexual practices play a far greater role in the high preva-
lence of HIV, government and traditional leaders around the world have demonized
and stigmatized women’s sexuality, identifying it as the key to both prevention and con-
tainment:*

¢ A Zimbabwean chief has launched an annual event "honoring" local women with
"virginity certificates."+

¢ In South Africa, a few HIV-positive men have raped girls as young as 9 months old
because of a myth that sexual intercourse with a female virgin will cure HIV.#

¢ The Swazi king has announced a five-year ban on sex for young women.

Efforts to control women’s sexuality rely on discriminatory social and cultural stereotypes
and fail to address men’s role in driving the pandemic. They constitute violations of the
sexual and reproductive rights of women and girls.

Conservative forces in many countries have seized on the pandemic to promote absti-
nence-only sexuality education, which often targets young girls and women. When
resources are allocated for abstinence-only education, it is at the expense of more
comprehensive sexuality education programs that present a "balanced, medically cor-
rect program including both abstinence and protection against disease and unintended
pregnancy."t’ Sexual health programs likewise suffer as a result of such skewed budget-
ary priorities. Apart from denying adolescents critical and often life-saving information,
abstinence-only programs have not succeeded in curbing the sexual behavior of adoles-
cents.* A 2001 study by the U.S. Surgeon General, found "no scientific support" for
concerns that sexual education in the classroom results in earlier sexual activity among
teens. The study also revealed that students receiving comprehensive sexual education
are more likely to use condoms or contraceptives if they become sexually active.®
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RESPONSE FROM THE INTERNATIONAL COMMUNITY

In June 2001, the United Nations (UN) held a landmark Special Session of the
General Assembly on AIDS. 189 governments adopted a Declaration of Commitment
that outlined tangible steps governments must take to combat the global HIV/AIDS
crisis. Among its time-bound targets, the Declaration also called for governments to
"ensure the development and implementation of multi-sectoral national strategies and
financing plans for combating HIV/AIDS that . . . fully promote all human rights and
fundamental freedoms, including the right to the highest attainable standard of physi-
cal and mental health" by 2003.50° A Global AIDS Fund, with a fundraising goal of
seven to ten billion dollars a year, was also established for HIV/AIDS prevention, care
and treatment programs.”!

The Declaration also recognized the strong link between gender equality and rates of
HIV infection.52 While the Declaration did not explicitly highlight reproductive rights,
it did acknowledge that gender discrimination and barriers to young people’s access

to sexuality information, education, and communication have been key to the spread
of HIV/AIDS. It also reaffirmed the commitments made at the 1994 International
Contference on Population and Development in Cairo, the 1995 Fourth World
Conference on Women in Beijing, and their five year reviews, to promote women’s
empowerment in matters related to sexual and reproductive health, particularly HIV/
AIDS. 53

www.reproductiverights.org 7

The Center for
Reproductive Rights
urges governments
to accept their
international legal
obligations to protect
the sexual and
reproductive rights of
HIV-positive women
and girls.



CENTER
FOR

REPRODUCTIVE

RIGHTS

Endnotes

1 See Joint UNITED NATIONS PROGRAMME ON HIV/AIDS
(UNAIDS) & WorLD HeaLTH ORGANIZATION (WHO),
AIDS EpmEmic UpDATE DECEMBER 2001 2-3, 7
(2001), available at http://www.unaids.org/
worldaidsday/2001/Epiupdate2001/Epiupdate2001_
en.pdf.

2 Seeid.

3 Seeid.

4 See CoMMISSION ON GENDER EQUALITY, A FRAMEWORK
FOR TRANSFORMING GENDER RELATIONS IN SOUTH
AFrRICA § 4.6.1 (2000), available at http://www.gov.za/
reports/2000/transformation.pdf.

5 See Divisions of HIV/AIDS Prevention, National
Center for HIV, STD, and TB Prevention, Center for
Disease Control and Prevention, Young People at Risk:
HIVIAIDS Among America’s Youth, available at http:/www.
cde.gov/hiv/pubs/facts/youth.htm (last visited June 7,
2002).

6 See Joint United Nations Programme on HIV/AIDS
(UNAIDS), MoTHER-TO-CHILD TRANSMISSION OF HIV
(2001) available at http://www.unaids.org/fact%5Fsheets/
ungass/html/fsmotherchild%5Fen.htm.

7 See OrricE oF AIDS RESEARCH, NATIONAL INSTITUTE
or HeartH, U.S. DEP'T oF HEALTH AND HUMAN
ServicEs, FiscaL YEAR 2003 Pran rorR HIV-RELATED
ResearcH: X: WoMEN & Girrs anp HIV/AIDS 5
(2001), available at http://www.nih.gov/od/oar/public/
pubs/fy2003/x_womengirls.pdf.

8 See e.g., Carmen Retzlaff, A Tapestry of Women's Experiences-
Xl Interational AIDS Conference Presents Vital Information
about Women and HIVIAIDS: No Clear Consensus on Key
Mother-to-Child Transmission Issues, IAPAC MoNTHLY, Oct.
2000, available at http:/www.iapac.org/clinmgt/women/
retzlaff010m.html.

9 World Health Organization (WHO), United Nations
Children’s Fund (UNICEF), & Joint United Nations
Programme on HIV/AIDS (UNAIDS), Statement on
Current Status of WHO/UNAIDS/UNICEF Policy Guidelines
(Sept. 4, 1999), at http://www.unaids.org/publications/
documents/mtct/mtetpolicy99.html.

10 See Dorothy Mbori-Ngacha et al., Morbidity and Mortality
in Breastfed and Formula-Fed Infants of HIV-I-Infected Womnen,
286 JAMA 2413, 2413 (Nov. 2001).

11 See Laura A Guay et al., Editorial: HIV and Infant
Feeding- An Ongoing Challenge, 286 JAMA 2462, 2462
(Nov. 2001), available at http://[jama.ama-assn.org/issues/
v286n19/ffull/jed10067.html.

12 WorLD HEALTH ORGANIZATION TECHNICAL
CONSULTATION ON BEHALF OF THE UNFPA/
UNICEF/WHO/UNAIDS INTER-AGENCY TAsk
TEAM ON MOTHER-TO-CHILD TRANSMISSION OF HIV,
NEW DATA ON THE PREVENTION OF MOTHER-TO-
CHILD TrANSMISSION OF HIV anND THEIR PoLicy
ImPLICATIONS: CONCLUSIONS AND RECOMMENDATIONS
13 (2000).

13 See Ruth Nduati et al., Effect of Breastfeeding on Mortality
Among HIV-1 Infected Women: A Randomized 'liial, 357
LANCET 1651, 1651-55 (May 2001).

14 See CENTER FOR REPRODUCTIVE LAW AND PoLICY,
WOMEN OF THE WORLD: Laws AND PoOLICIES
AFFECTING THEIR REPRODUCTIVE LIVES—LATIN
AMERICA AND THE CARIBBEAN 42 (1997).

15 See CENTER FOR REPRODUCTIVE RicHTS, WOMEN

8 June 2002

OF THE WORLD: LAWS AND POLICIES AFFECTING
THEIR REPRODUCTIVE LIVES —ANGLOPHONE AFRICA
Procress REPORT 40 (2001) , ANGLOPHONE AFRICA
PrOGRESS REPORT].

16 Seeld, at 59.

17 See WorLD HEALTH ORrGANIZATION (WHO), FaCT
SHEET 10: WoMEN AND HIV AND MOTHER TO CHILD
TransmrssioN 2000, available at www.who.int/health-
services-delivery/hiv_aids/English/factsheet-10/index.
html [hereinafter WHO, Fact SueeT 10].

18 See UN Wire, WHO Releases Guidelines for Developing
World Treatment (Apr. 23, 2002), at http://www.unfounda-
tion.org/unwire/2002/04/23/
current.asp#25895.

19 World Health Organization (WHO), Essential Drugs
and Medicine Policy, at http://www.who.int/medicines (last
visited June 7, 2002).

20 WHO, Fact SHEET 10, supra note 17.

21 See Treatment Action Campaign v. Minister of Health
etal., Cas. 21182/2001 (High Ct. S. Afr., Transvaal
Prov. Div. 2001), available at http:/fwww.tac.org.za/.

22 See Retzlaff, supra note 8.

23 Center for Reproductive Rights, ANGLOPHONE AFRICA
Procress ReEporT 2001, supra note 15, at 23.

24 See Anand Grover, HIV/AIDS Persons’ Right to Marny
Suspended: Supreme Court Judgment Needs Reconsideration, at
http://www.hri.ca/partners/lc/unit/SCJUDGART .shtml.

25 See Chinese City is First To Enact Law On AIDS: Controversial
Rules Set for Infected People, High Risk Groups, WasH. Posr,
Jan. 15, 2001, at Al6.

26 See UN SECRETARIAT, PoPuLATION Division, Dep'T
or E.coNowmic AND SociaL AFraIrs, HIV/AIDS anp
FERTILITY IN SUB-SAHARAN AFRICA: A REVIEW OF THE
RESEARCH LITERATURE 3 (March 2002) (preliminary
version).

27 Guy. Medical Termination of Pregnancy Act No. 7 of
1995, § 6(d).

28 See Federation for Women and Family Planning
(Poland), Women’s Hell — Contemporary Stories (July
2001) (unofficial translation) (on file with Center for
Reproductive Rights).

29 See Aphaluck Bhatiasevi, Abortion law likely to be
amended, BANGKOK Posrt, Feb. 3, 2001, available at
http://scoop.bangkokpost.co.th/bkkpost/2001/feb2001/
bp20010203/030201 _news06.html.

30 See H. Schneider & J. Stein, Implementing AIDS Policy in
Post-Apartheid South Africa, WOMEN’s HEALTH NEWS AND
Views 11 (May 2000).

31 See HIV Positive Women Prefer Abortions, 'THE TTMES OF
INDIA, May 13, 2001.

32 See Living in Hope, THE HiNDU, Apr. 1, 2001.

33 Orrict oF THE HicH ComMISSIONER OF HumaN
RiGHTS AND JOINT UNITED NATIONS PROGRAMME ON
HIV/AIDS, HIV/AIDS anp HumaN RicHTS:

INTERNATIONAL GUIDELINES: SECOND INTERNATIONAL
ConsurtatioN oN HIV/AIDS anp Human RicuTs,
Sept. 23-25, 1996, € 92 (1998).

34 1d, € 96.

35 See UNAIDS, Technical Background Note on the Draft
Declaration of Commitment (prepared for UN Special
Session on HIV/AIDS) (May 11, 2001), available at
http://www.unaids.org/whatsnew/others/un_special/
TechNotel105.htm.

36 WHO, Fact SHEET 10, supra note 17.

37 See Press Release, World Health Organization



(WHO), Breaking the Silence on Violence and HIV
(July 13, 2000), available at http://www.who.int/inf-pr-
2000/en/pr2000-49.html.

38 See Suzanne Maman et al., Women’s Health: Study
Investigates Links between HIV and Partner Violence, 7 Pop.
Briers 1 (June 2001), available at http://www.popcouncil.
org/publications/popbriefs/pb7(2)_1.html.

39 CENTER FOR REPRODUCTIVE LAw & Poricy, WoMmEN
OF THE WORLD: LAWS AND POLICIES AFFECTING THEIR
RePrODUCTIVE LivES-EAST AND CENTRAL EUROPE 137
(2000).

40 CENTER FOR REPRODUCTIVE RIGHTS, ANGLOPHONE
Arrica PROGRESS REPORT 2001, supra note 15, at 138.

41 See New York State Department of Health, New York
State’s HIV Reporting and Partner Notification Law, available at
http://www.health.state.ny.us/nysdoh/hivaids/hivpartner/
intro.htm (last visited June 7, 2002).

42 See Bruce Mirken, HIV Testing 101 (Part 2 of 2), AIDS
TrREATMENT NEWS, Nov. 23, 2001.

43 See JointT UNITED NAaTIONS PROGRAMME ON HIV/AIDS
(UNAIDS), GENDER AND HIV/AIDS (2001) available at
http://www.unaids.org/fact_sheets/ungass/pdf/FSgender_
en.pdf.

44 See BBC News Online, Virgins Honoured in Zimbabwe AIDS
Capital (July 23, 2001), available at http://news.bbe.co.uk/
hi/english/world/africa/mewsid_1451000/1451238.stm.

45 See AIDS Myth Fuels S. Africa’s Child Rape Scourge, REUTERS,
Nov. 6, 2001.

46 See Swaziland King Orders Young Women to Obey Five-Year
Celibacy to Stem Spread of HIV, Kaiser DarLy HIV/AIDS
REP., Oct. 1, 2001, available at http://www kaisernetwork.
org/Daily_reports/rep_index.cfm?DR_ID=7198.

47 See Susan Wilson, Viewpoint-Sexuality Education: Our
Current Status, and an Agenda for 2010, 32 Fam. PLAN. PERsP.
252, 252 (Sept./Oct. 2000), available at http://www.guttm-
acher.org/pubs/journals/3225200.pdf.

HIV/AIDS: Reproductive Rights on the Line

48 See e.g. Douglas Kirby et al., The Impact of Postponing
Sexual Involyement Curriculum among Youths in California, 29
Fam. Pran. Persp. 100, 100 (May/June 1997) available at
http://www.guttmacher.org/pubs/journals/2910097.html.

49 See DEP'T OF HEALTH AND HUMAN SERVICES, THE
SURGEON GENERAL’S CALL TO ACTION TO PROMOTE
SexuAL HEALTH AND RESPONSIBLE SEXUAL BEHAVIOR
11 (2001) available at http:/Avww.surgeongeneral.gov/
library/sexualhealth/call.pdf.

50 Id. at 37. (emphasis added).

51 Declaration of Commitment on HIVIAIDS, G.A. Res. A/S-26/
L.2, UN. GAOR, 26th Special Sess., New York, U.S.A,,
June 25-27, 2001, ¢ 80, U.N. Doc. A/Res/S-26/2 (2001)

52 Id. at 14, 47, and 59.

53 See Tue CENTER FOR REPRODUCTIVE RIGHTS,
UNGASS on HIV/AIDS: WOMEN'S EMPOWERMENT
EMBRACED, REPRODUCTIVE RIGHTS SLIGHTED (2001),
available at http://www.crlp.org/pub_art_hivungass.html.

54 Beijing Declaration and the Platform for Action, Fourth World
Conference on Women, Beijing, China, Sept. 4-15, 1995, ¢
99, U.N. Doc. DPI/1766/Wom (1996).

55 Committee on the Elimination of Discrimination
against Women, General Recommendation No. 15, Avoidance
of Discrimination against Women in National Strategies for the
Prevention and Control of Acquired Immunodeficiency Syndrome

(AIDS), 4 (a), U.N. Doc. CEDAW/A/45/38 (1990).

www.reproductiverights.org 9



