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Reproductive and Sexual Rights:
A Feminist Perspective

Sonia Correa and Rosalind Petchesky

In current debates about the impact of popula-
tion policies on women, the concept of reproduc-
tive and sexual rights is both stronger and more
contested than ever before. Those who take issue
with this concept include religious fundamental-
ists, as well as opponents of human rights in
general, who associate human rights with indi-
vidualist traditions deriving from Western capi-
talism. Some feminists, too, are skeptical about
the readiness with which advocates of fertility
reduction programs, whose primary concern is
neither women'’s health nor their empowerment,
have adopted the language of reproductive rights
to serve their own agendas.

As a Southern and a Northern feminist who
have written about and organized for women’s
reproductive health for many years, we are con-
scious of the tensions and multiple perspectives
surrounding this conceptual territory. Our pur-
pose in this chapter is not to impose a concept, but
to explore a different way of thinking about it in
order to advance the debate. We define the terrain
of reproductive and sexual rights in terms of
power and resources: power to make informed
decisions about one’s own fertility, childbearing,
child rearing, gynecologic health, and sexual ac-
tivity; and resources to carry out such decisions
safely and effectively. This terrain necessarily
involves some core notion of “bodily integrity,”

or “control over one’s body.” However, it also
involves one’s relationships to one’s children,
sexual partners, family members, community,
caregivers, and society at large; in other words, the
body exists in a socially mediated universe.
Following a review of the epistemological and
historical underpinnings of this concept, we ad-

dress several fundamental problems that critics /
have raised about rights discourse: its indetermi- /
nate language, its individualist bias, its presump- |
tion of universality, and its dichotomization of |
“public” and “private” spheres. We argue that/

rather than abandoning rights discourse, we should|
reconstruct it so that it both specifies gender,
class, cultural, and other differences and recog:j
nizes social needs. Our principal point is that
sexual and reproductive (or any other) rights;
understood as private “liberties” or “choices,” are
meaningless, especially for the poorest and most

disenfranchised, without enabling conditions )\

through which they can be realized. These condi-
tions constitute social rights and involve social
welfare, personal security, and political freedom.
Their provision is essential to the democratic
transformation of societies to abolish gender,
class, racial, and ethnic injustice.

We then analyze the ethical bases of reproduc-

tive and sexual rights, and propose four compo-
nent principles: bodily integrity, personhood,



equality, and respect for diversity. In examining
each of these principles, we emphasize the broader
social implications that ethicists, legal scholars,
and demographers often ignore. All four prin-
ciples, as we interpret them, both derive from and
further society’s interest in empowered and po-
litically responsible citizens, including all women.
By thus linking reproductive and sexual rights to
development, we challenge legalistic notions of
civil and political rights that still dominate the
human rights field.

Throughour this discussion, we raise a num-
ber of policy-related issues. When are reproduc-
tive and sexual decisions freely made and when
coerced? What is the relationship between
women’s reproductive and sexual rights and re-
sponsibilities and men’s, and should women's
social and biological positioning in reproduction
give us a privileged voice in the construction of
rights? Is there a “right to procreate” ora “socially
responsible” way to make procreative decisions?
What conditions predicate “socially responsible”
decisionmaking? Whatare the obligations of state
governments and international organizations to
provide the necessary conditions for “free and
responsible choices™?

We are suggesting not that reproductive and
sexual rights are absolute or that women have the
right to reproduce under any circumstances, but
that policies to enforce those rights must address
existing social conditions and begin to change
them. We conclude by proposing a feminist social
rights approach to population and development
policies.

Epistemological and Historical Premises
Contrary to many social critics, we are not
convinced that reproductive and sexual rights (or
human rights) are simply a “Western” concept.
As Kamla Bhasin and Nighat Khan (1986) have
argued with regard to feminism in South Asia,
“an idea cannot be confined within national or
geographic boundaries.” Postcolonial writers and
Southern governments have readily adopted, and
adapted, the theories of Marx, Malthus, or Milton
Friedman to suit their own purposes. Democracy
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movements in postcolonial societies easily invoke
rights when it comes to voting, or forming politi-
cal parties or trade unions. Why should concepts
like “reproductive rights,” “bodily integrity,” and
women’s right to sexual self-determination beany
less adaptable?

Second, we assume that ethical norms and
language itself are always subject to historical
variation and political contestation. Feminist
engagement in the debate over the meanings of
rights, including reproductive and sexual rights,
is a necessary part of our efforts to transform
women’s situation as citizens, nationally and in-
ternationally. Changing the rhetoric of legal in-
struments or official policies can be one strategic
step toward transforming the conditions of
people’s lives.

The term “reproductive rights” is of recent —
and probably North American' — origin, but ts
roots in ideas of bodily integrity and sexual self-
determination have a much older and culturally
broader genealogy. The idea that women in par-
ticular must be able “to decide whether, when, and
how to have children” originated in the feminist
birth control movements thatdeveloped at leastas
early as the 1830s among the Owenite socialists in
England and spread to many parts of theworld over
the course of a century (Chesler 1992; Gordon
1976; Huston 1992; Jayawardena 1993;
Ramusack 1989; Weeks 1981). Leaders of these
movements in Western countries, like Margaret
Sanger in North America and Stella Browne in
England, linked “the problem ofbirth control” not
only with women’s struggle for social and politi-
cal emancipation, butalso with their need to “own
and control” their bodies and to obtain sexual
knowledge and satisfaction (Sanger 1920). Their
counterparts among women’s rights advocates in
19th-century Europe and Americaandamong the
early birth control pioneers in 20th-century Asia,
North Africa, and Latin America were more reti-
centabout women’s sexuality, emphasizing instead
anegative right: that ofwomen (married or single)
to refuse unwanted sex or childbearing.

Underlying both the defensive and the affir-

mative versions of these early feminist prototypes




of reproductive rights language were the same
basic principles of equality, personhood, and bodily
integrity. They held a common premise: in order
for women to achieve equal status with men in
society, they must be respected as full moral
agents with projects and ends of their own; hence
they alone must determine the uses — sexual,
reproductive, or other — to which their bodies
(and minds) are put.’

In the late 1970s and early 1980s, women'’s
health movements emerged throughout Asia,
Latin America, Europe and North America
(DAWN 1993; Garcia-Moreno and Claro in this
volume). These movements aimed at achieving
the ability of women, bozh as individuals and in
their collective organizational forms and commu-
nity identities, to determine their own reproduc-
tive and sexual lives in conditions of optimum
health and economic and social well-being. They
did not imagine women as atoms completely
separate from larger social contexts; rather, they
consciously linked the principle of “women’s
right to decide” about fertility and childbearing to
“the social, economic and political conditions
that make such decisions possible” (Women’s
Global Network for Reproductive Rights 1991).

Increasingly, as women of color in Northern
societies and women from Southern countries
have taken leadership in developing the meanings
of sexual and reproductive rights for women,
these meanings have expanded. They have come
to encompass both a broader range of issues than
fertility regulation (including, for example, ma-
ternal and infant mortality, infertility, unwanted
sterilization, malnutrition of girls and women,
female genital mutilation, sexual violence, and
sexually transmitted diseases); and a better under-
standing of thestructural conditions that constrain
reproductive and sexual decisions (such as reduc-
tions in social sector expenditures resulting from
structural adjustment programs; lack of transpor-
tation, water, sanitation, and child care; illiteracy;
and poverty). In other words, the concept of
sexual and reproductive rights is being enlarged to
address the social needs that erode reproductive
and sexual choice for the majority of the world’s

women, who are poor (Desai in this volume;
Petchesky and Weiner 1990).

In the past decade, the integral tie between
reproductive rights and women’s sexual self-
determination, including the right to sexual plea-
sure, has gained recognition not only in the
North, but in Latin America, Africa and Asia.? As
the Women’s Resource and Research Center
(WRRC) in the Philippines states in its Institu-
tional Framework and Strategies on Reproduc-
tive Rights (Fabros 1991), “self-determination
and pleasure in sexuality is one of the primary
meanings of the idea of ‘control over one’s body’
and a principal reason for access to safe abortion
and birth control.” Anchoring the possibility of \
women’s individual right to health, well-being,
and “self-determined sexual lives” to the social
changes necessary to eliminate poverty and em-
power women, this framework dissolves the
boundary between sexuality, human rights, and
development. It thus opens a wider lens not only
on reproductive and sexual rights, buton rights in
general.

Rights Discourse: Rethinking Rights as
Individual and Social

The discourse of (human) rights has come un-
der heavy assault in recent years, from, among
others, feminist, Marxist, and postmodernist
sources (Olsen 1984; Tushnet 1984; Unger 1983).
Critics point out, first, that the value and mean-
ing of rights are always contingent upon the
political and social context; even the most tradi-
tional, authoritarian, patriarchal regimes will have
some notion of correlative rights and duties that
may be turned to the advantage of the state or
corporate powers and made to perpetuate the
burdens of citizens or the powerless. Second,
rights language is indeterminate; if women de-
mand their sexual and reproductive rights, male
partners can demand theirs, fetuses (or fetal advo-
cates) can demand theirs, clinicians and pharma-
ceutical companies theirs, and so forth. Finally
there is the problem of abstract individualism and
universality typically ascribed to rights language.
In the classical liberal model of supposedly equal
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individuals choosing and bargaining to get satis-
faction of their rights, differences of economic
condition, race, gender, or other social circum-
stance that structure real people’s lack of choice
are rendered invisible (Rosenfeld 1992).

While these criticisms are theoretically com-
pelling, they offer no alternative discourse for
social movements to make collective political
claims. Whatever its theoretical weaknesses, the
polemical power of rights language as an expres-
sion of aspirations for justice across widely differ-
ent cultures and political-economic conditions
cannot easily be dismissed (Heller 1992). In
practice, then, the language of rights remains
indispensable but needs radical redefinition.

Feminist theorists and activists have figured
prominently in efforts to shed the abstractuniver-
sality, formalism, individualism and antagonism
encumbering rights language (Bunch 1990;
Crenshaw 1991; Friedman 1992; Nedelsky 1989;
Petchesky 1994; Schneider 1991; Williams 1991).
Allying themselves with worldwide struggles for
democratization among indigenous peoples, eth-
nic minorities, sexual minorities, immigrant
groups, and oppressed majorities — all of whom
invoke the language of “human rights” — they
seek to recast rights discourse in a more inclusive
“referential universe” (Williams 1991). The pur-
pose is to transform the classical liberal rights
model in order: (1) to emphasize the social, not
just individual, nature of rights, thus shifting the
major burden of correlative duties from individu-
als to public agencies; (2) to acknowledge the
communal (relational) contextsin which individu-
als act to exercise or pursue their rights; (3) to
foreground the substantive basis of rights in hu-
man needs and a redistribution of resources; and
(4) to recognize the bearers of rights in their self-
defined, multiple identities, including their gen-
der, class, sexual orientation, race, and ethnicity.

Classical liberal rights discourse has tradition-
ally assumed a sharp division between “public”
and “private” spheres and a tendency of individu-
als to act only with reference to narrow self-
interests rather than any concept of public good.
According to this dualistic vision of society, rights
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exist in a “private” domain where “individuals”
ought to be pretty much left alone by the state to
maximize their self-interests according to market
demands. Feminist political theorists have amply
criticized this presumed public-private division,
pointing out that both domains in most societies
tend to be dominated by men and that male
dominance in one sphere reinforces it in the other
(Eisenstein 1983; Elshtain 1981; Kelly 1984;
Okin 1979). Thus the construction of a legal and
normative boundary between “public” and “pri-
vate” insulates the daily, routine practices of
gender subordination — in the home, the work-
place, the streets, and religious institutions. It
masks the ways in which women’s labor and
services as caretakers and reproducers provide the
material and emotional basis for “publics” to
survive:

For many girls and women, the most se-
vere violations of their human rights are
rooted deeply within the family system,
bolstered by community norms of male
privilege and frequently justified by reli-
gious doctrines or appeals to custom or
tradition. These hidden injuries of gender
are rarely addressed in public policies and
international assemblies because they
threaten collective beliefs in the “sanctity,
harmony, and stability” of the family unit.
(Dixon-Mueller 1993)

Feminist writings and actions in defense of
women’s human rights build on these critiques to
challenge the customary reluctance of states and
international agencies to intervene in tradition-
ally defined “family matters.” Through vigorous
international campaigns leading up to and be-
yond the United Nations Human Rights Confer-
ence in Vienna in 1993, they have called for
national and international sanctions against
gender-based violations of human rights, and
they have shown how such violations occur most
frequently in the supposedly private realms of
family, reproduction, and sexuality (for example,
through endemic violence against women). Inac-
tion by public authorities in response to such




violations—whether at the hand of state officials,
nongovernmental organizations (NGOs), or
spouses — constitutes, they argue, a form of
acquiescence (Bunch 1990; Cook 1993b; Copelon
1994; Freedman and Isaacs 1993; Heise 1992).

By prying open the “citadel of privacy,” femi-
nist legal and political theory offers a wedge with
which to challenge the claims of “tradition” and
“local culture” used to defeat domestic applica-
tion of international human rights norms (see
Boland, Rao and Zeidenstein, in this volume).
Feminist deconstructions of the public-private
division also point to a model of reproductive and
sexual behavior that is socially contextualized,
contrasting sharply with the assumption of the
classical liberal model and of many family plan-
ners and demographers (echoing Malthus) that
women's reproductive decisions reflect only nar-
row self-interest. Supported by sociological and
anthropological data, they show, on the contrary,
that such decisions are usually made under enor-
mous pressures from family, community, and
society to comply with prevailing gender and
reproductive norms, as well as internalized com-
mitments to act responsibly toward others.

A social model of human behavior does not
assume that individuals make decisions in a
vacuum or that “choices” are equally “free” for
everyone. Group identities that are complex and
“intersectional” (across gender, class, ethnicity,
religion, age, nationality) pull women’s decisions
in multiple directions. Moreover, because of ex-
isting social inequalities, the resources and range
of options women have at their disposal differ
greatly, affecting their ability to exercise their
rights (Crenshaw 1991; Eisenstein 1994; Will-
iams 1991).

How does this interactive, socially embedded
model of personal decisionmaking apply to the
realm of sexual and reproductive rights? Qualita-
tive data across a variety of cultural and historical
settings suggest that the extent to which repro-
ductive and sexual decisions are “freely” made
eludes easy classification; but “free” or “volun-
tary,” whatever its meaning, is not the same as
isolated or individualistic. In each concrete case

we must weigh the multiple social, economic, and
cultural factors that come to bear on a woman’s
decision and constitute its local meaning.
Women’s decisions about whether or not to bring
a pregnancy to term are most frequently made in
consultation with, under the constraint of, and
sometimes in resistance against networks of sig-
nificant others — mothers, mothers-in-law, sis-
ters, other kin, neighbors; sometimes husbands or
male partners, sometimes not (Adams and Castle
in this volume; Ezeh 1993; Gilligan 1982; Jeffery,
Jeffery, and Lyon 1989; Khattab 1992; Petchesky
1990). While some communities or female kin
networks may function as sites of support for
women’s reproductive freedom — for example,
facilitating clandestine abortion or contracep-
tion, or refusal of unwanted sex — others may
present direct barriers or antagonisms. Jealous or
violent husbands or vigilant in-laws may prevent
women from visiting clinics, using condoms,
getting abortions, or attending workshops on
women'’s health, thus not only constricting their
“choices” but increasing their risks of unwanted
pregnancy, maternal mortality, sexually trans-
mitted diseases (STDs), and AIDS (Heise 1992
Protacio 1990; Ramasubban 1990). Indeed, right-
wing religious movements to restore “family val-
ues” and “community traditions” may harbor
some men’s distrust of the communities women
make and their aim to refortify the conjugal dyad,
where women are isolated from natal and friend-
ship bonds.

Here we confront the nagging problem, al-
ways a dilemma for feminist advocates, of how to
critique the kinds and range of choices available to
women without denigrating the decisions women
do make for themselves, even under severe social
and economic constraints.* The debate concern-
ing sterilization prevalence rates in Brazil pro-
vides a striking illustration. In a context of rapid
fertility decline, female sterilization has become a
“preferred” method in Brazil, used by 44 percent
of current contraceptors. In some regions, the
sterilization rate reaches more than 64 percent, as
in the case of the Northeast, and the average age
of sterilization has rapidly declined since the early

Reproductive and Sexual Rights: A Feminist Perspective 111




1980s (15 percent of sterilized women in the
Northeast are under 25 years of age). A complex
mix of factors explains this trend: concerns about
the side effects or effectiveness of reversible con-
traception, failure of the public health system to
provide adequate information aboutand access to
other methods, severe economic conditions,
women’s employment patterns, and cultural and
religious norms making sterilization less “sinful”
than abortion (Correa 1993; Lopez 1993;
Petchesky 1979).

In their analysis of the sterilization trends,
Brazilian feminists are caught between the urgent
need to denounce the inequities in sterilization
rates — particularly among black women — and
the evidence of research findings that many
women have consciously chosen and paid for the
procedure and are satisfied with their decision.
On the one hand, this is a clear example of the
“constrained choices” that result from circum-
stances of gender, poverty, and racism; the very
notion that women in such conditions are exercis-
ing their “reproductive rights” strains the mean-
ing of the term (Lopez 1993). On the other hand,
the call for criminal sanctions against sterilization
by some groups in Brazil seems a denial of women’s
moral agency in their search for reproductive self-
determination.

We need to develop analytical frameworks that
respect the integrity of women’s reproductive and
sexual decisions, however constrained, while also
condemning social, economic, and cultural con-
ditions that may force women to “choose” one
course over another. Such conditions prevail in a
range of situations, curtailing reproductive choices
and creating dilemmas for women’s health activ-
ists. Women desperate for employment may know-
ingly expose themselves to reproductively hazard-
ous chemicals or other toxins in the workplace.
Women hedged in by economic dependence and
the cultural preference for sons may “choose”
abortion asa means of sex selection. Where female
genital mutilation isa traditional practice, women
must “choose” for their young daughters between
severe health risk and sexual loss on the one hand,
and unmarriageable pariah status on the other.
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For reproductive decisions to be in any real
sense “free,” rather than compelled by circum-
stance or desperation, requires the presence of
certain enabling conditions. These conditions con-
stitute the foundation of reproductive and sexual
rights and are what feminists mean when they
speak of women’s “empowerment.” They include
material and infrastructural factors, such as reli-
able transportation, child care, financial subsi-
dies, or income supports, as well as comprehen-
sive health services that are accessible, humane,
and well staffed. The absence of adequate trans-
portation alone can be asignificant contributor to
higher maternal mortality and failure to use con-
traceptives (see Asian and Pacific Women'’s Re-
source Collection Network 1990; and McCarthy
and Maine 1992). They also include cultural and
political factors, such as access to education,
earnings, self-esteem, and the channels of
decisionmaking. Where women have no educa-
tion, training, or status outside that which comes
from bearing sons, childbearing may remain their
best option (Morsy 1994; Pearce 1994; Ravindran
1993).

Such enabling conditions, or social rights, are
integral to reproductive and sexual rights and
directly entail the responsibility of states and
mediating institutions (for example, population
and development agencies) for their implementa-
tion. Rights involve not only personal liberties
(domains where governments should leave people
alone), buralso social entitlements (domains where
affirmative publicaction is required to ensure that
rights are attainable by everyone). They thus
necessarily imply public responsibilities and a
renewed emphasis on the linkages between per-
sonal well-being and social good, including the
good of public support for gender equality in all
domains of life.

This is not meant to suggest a mystical “har-
mony of interests” between individual women
and public authorities, nor to deny that conflicts
between “private” and “public” interests will con-
tinue to exist. In societies governed by competi-
tive market values, for example, middle-class
couples and entrepreneurs may raise serious ethi-
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child.” Meanwhile, under repressive or dictato-
rial regimes, the reproductive desires of individu-
als may be sacrificed altogether to an ethics of
public expediency: witness the harsh antinatalist
campaign in China. These realities prompt us to
rethink the relationship between the state and
civil society, and to map out an ethical framework
for reproductive and sexual rights in the space
where the social and the individual intersect.

The Ethical Content of
Reproductive and Sexual Rights

We propose that the grounds of reproductive
and sexual rights for women consist of four ethical
principles: bodily integrity, personhood, equality,
and diversity. Each of these principles can be
violated through acts of invasion or abuse — by
government officials, clinicians and other provid-
ers, male partners, family members, and so on —
or through acts of omission, neglect, or discrimi-
nation by public (national or international) au-
thorities. Each also raises dilemmas and contra-
dictions that can be resolved only under radically
different social arrangements from those now
prevailing in most of the world.

Bodily Integrity

Perhaps more than the other three principles,
the principle of bodily integrity, or the right to se-
curity inand control over one’sbody, liesat the core
of reproductive and sexual freedom. As suggested
in our introduction, this principle isembedded in
the historical development of ideas of the self and
citizenship in Western political culture. Yetitalso
transcends any one culture or region, insofar as
some version of it informsall opposition to slavery
and other involuntary servitude, torture, rape, and
every form of illegitimate assault and violence. As
the Declaration of the International Women'’s Year
Conference in Mexico City put it in 1975, “the
human body, whether that of women or men, is
inviolable and respect for it is a fundamental ele-
ment of human dignity and freedom” (quoted in
Freedman and Isaacs 1993).

To affirm the right of women w0 “control
over” or “ownership of " their bodies doss not
mean that women’s bodies are mere things. sepa-
rate from themselves or isolated from social nes-
works and communities. Rather, it connotes the
body as an integral part of one’s self, whose healeh
and wellness (including sexual pleasure) are 2
necessary basis for active participation in social
life. Bodily integrity, then, is not just an indi-
vidual but a social right, since withourt it women
cannot function as responsible community mem-
bers (Freedman and Isaacs 1993; Petchesky 1990,
1994). Yet in its specific applications, the bodily
integrity principle reminds us that while repro-
ductive and sexual rights are necessarily social,
they are also irreducibly personal. While they can
never be realized without attention to economic
development, political empowerment, and cul-
tural diversity, ultimately their site is individual
women’s bodies (DAWN 1993; Petchesky 1990).

Bodily integrity includes both “a woman’s
right not to be alienated from her sexual and repro-
ductive capacity (e.g., through coerced sex or
marriage, ... [genital mutilation], denial of access
to birth control, sterilization without informed
consent, prohibitions on homosexuality)
and...her right to the integrity of her physical
person (e.g., freedom from sexual violence, from
false imprisonment in the home, from unsafe
contraceptive methods, from unwanted pregnan-
cies or coerced childbearing, from unwanted
medical interventions)” (Dixon-Mueller 1993).
Such negative abuses occur at multiple levels or
sites, including not only relations with sexual
partners and kin, clinicians and other providers,
but also state or military campaigns (for example,
coercive fertility reduction programs or the rape
of women as a tool of “ethnic cleansing”).

But bodily integrity also implies affirmarize
rights to enjoy the full potential of one’s body —
for health, procreation, and sexuality. Each of
these raises a host of complex questions we can
only touch upon here. In regard to health. the
very term “integrity” connotes wholeness — treat-
ing the body and its present needs as 2 unity, not
as piecemeal mechanical functions or fragments.

113

Reproductive and Sexual Rights: A Feminist Perspective




D Rami Bane in India found that in one district
= Misharachera State, 92 percent of the women
who used local family planning clinics suffered
fom untreated gynecologic infections or diseases
(Bang 1989, cited in Bruce 1990). How can this
happen if clinicians are treating women'’s bodies
and reproductive health as a whole? Similarly,
family planning programs that emphasize so-
called medically efficacious methods of contra-
ception at the cost or even to the exclusion of
barrier methods fail to offer women protection
against STD and Human Immunodeficiency
Virus (HIV) infection, thus exposing them to
morbidity, infertility, or death.

The question of whether there is a “funda-
mental right to procreate” based in one’s biologi-
cal reproductive capacity is clearly more compli-
cated than whether one has a right, as a matter of
bodily integrity, to prevent or terminate a preg-
nancy. Yet we can recognize that childbearing has
consequences for others besides an individual
woman, man, or lineage without subscribing to
the claim that women have a duty to society (or
the planet!) to abstain from reproducing. Such a
duty could begin to exist only when all women are
provided sufficient resources for their well-being,
viable work alternatives, and a cultural climate of
affirmation outside of childbearing so that they
no longer depend on children for survival and
dignity (Berer 1990; Freedman and Isaacs 1993).
And even then, antinatalist policies that depend
on coercion or discriminate against or target
particular groups would be unacceptable.

Our hesitancy about a “right to procreate” is
not based on any simple correlation between
population growth, environmental degradation,
and women’s fertility, persuasively refuted else-
where in this volume. Rather, it comes from
apprehensions about how patriarchal kinship sys-
tems throughout history have used such claims to
confine and subordinate women, who alone have
bodies that can be impregnated. Procreative rights
are, however, an important part of reproductive
and sexual rights. They include the right to par-
ticipate in the basic human practice of raising and
nurturing children; the right to bring wanted
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pregnancies to term in conditions of safety, de-
cency, and good health, and to raise one’s chil-
dren in such conditions; and the right of gay and
lesbian families to bear, foster, or adopt children
in the same dignity as other families. They also
include a transformation in the prevailing gender
division of labor so that men are assigned as much
responsibility for children’s care as women.

Finally, what shall we say of the body’s capac-
ity for sexual pleasure and the right to express itin
diverse and nonstigmatized ways? If the bodily
integrity principle implies such a right, as we
believe, its expression surely becomes more com-
plicated and fraught with dangers for women and
men in the context of rising prevalence of HIV
and STD infection (Berer 1993a; DAWN 1993).
In addition to these immediate dangers — com-
pounded by the now well-documented fact that
many STDs increase women’s susceptibility to
HIV — there is the “vicious cycle” in which
“women suffering the consequences of sexually
transmitted disease find themselves in a social
circumstance that further increases their risk of
exposure to sexually transmitted infections and
their complications” (Elias 1991). This cycle cur-
rently affects Sub-Saharan African women most
drastically, but is rapidly becoming a worldwide
phenomenon. It includes women’s lack of sexual
self-determination; the high risk they incur of
infertility and ectopic pregnancy from STD in-
fection; their dependence on men and in-laws for
survival; the threat of ostracism or rejection by the
family or male partner following infection or
infertility; then the threat of unemployment,
impoverishment, and prostitution, followed by
still greater exposure to STD and HIV infection
(Elias 1991; Wasserheit 1993).

The global crisis of HIV and AIDS compli-
cates but does not diminish the right of all people
to responsible sexual pleasure in a supportive
social and cultural environment. For women and
men of diverse sexual orientations to be able to
express their sexuality without fear or risk of
exclusion, illness, or death requires sex education
and male and female resocialization on a hitherto
unprecedented scale. This is why bodily integrity




has a necessary social rights dimension that, now
more than ever, is a matter of life and death.

Personhood

Listening to women is the key to honoring
their moral and legal personhood — that is, their
right to self-determination. This means treating

_§ = them as principal actors and decision makers in

matters of reproduction and sexuality — as sub-

"¢ jects, not merely objects, and as ends, not only

means, of population and family planning poli-
~ cies. As should be clear from our earlier discussion

() emphasizing a relational-interactive model of

women’s reproductive decisions, our concept of
decisionmaking autonomy implies respect for
how women make decisions, the values they bring
to bear, and the networks of others they choose to
consult; it does not imply a notion of solitude or
isolation in “individual choices.” Nor does it
preclude full counseling abour risks and options
regarding contraception, prenatal care, child-
bearing, STDs and HIV, and other aspects of
gynecologic health.

abortion is denied, respect for women’s
personhood is systematically abused. “Quality of
care” guidelines, which originated in women s
health activism and were codified by Judith Bruce,
reflect not only good medical practice butan ethic
of respect for personhood (Bruce 1990; DAWN
1993; Jain, Bruce and Mensch 1992; Mintzes
1992).

At the level of national and international
policiesand programs, treating women as persons
in sexual and reproductive decisionmaking means
assuring that women’s organizations are repre-
sented and heard in the processes where popula-
tion and health policies are made and that effec-
tive mechanisms of publicaccountability, in which
women participate, areestablished to guard against
abuses. It also means abandoning demographic
targets in the service of economic growth, cost
containment, or ethnic or nationalist rivalries and
replacing them with reproductive health and
women’s empowerment goals (see Jain and Bruce
in this volume). Demographic targeting policies
that encourage the use of material incentives or

3,7 At the clinical level, for providers to respect disincentives often work to manipulate or coerce
- Q : ? ; .
<~ women’s personhood requires that they trust and  women, particularly those who are poor, into
. j take seriously women’s desires and experiences, ~ accepting fertility control methods they might
~ < for example, concerning contraceptive side ef-  otherwise reject, thus violating their decision-

©

making autonomy.
The question of “incentives” is clearly a com-

fects. When clinicians trivialize women’s com-
| plaints aboutsuch symptomsas headaches, weight
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gain, or menstrual irregularity, they violate this
principle. Qualitative studies of clinical practices
regarding the use of Norplant® in the Dominican
Republic, Egypt, Indonesia, and Thailand found
that women’s concerns about irregular bleeding
were often dismissed, and their requests for re-
moval of the implant not honored (Zimmerman
etal. 1990).

Respect for personhood also requires that
clients be offered a complete range of safe options,
fully explained, without major discrepancies in
cost or government subsidization. When some
contraceptive methods are de fucto singled out for
promotion (for instance, long-acting implants or
sterilization), or clinical practices manifest strong
pronatalist or antinatalist biases (as in programs

plicated one, since in some circumstances they
may expand women’s options and freedom
(Dixon-Mueller 1993). Feminists and human
rights activists have justly criticized programs that
promote particular fertility control methods or
antinatalist campaigns through monetary induce-
ments or clothing to “acceptors,” fines or denials
of child care or health benefits to “offenders,” or
quotas reinforced with “bonuses” for village offi-
cials or clinic personnel (Freedman and Isaacs
1993, Ravindran 1993). What would be our
reaction, however, to a system of women-man-
aged comprehensive care clinics that provided
child care or free transportation to facilitate clinic
visits? A distinct difference exists between these
two cases, since the former deploys the targeting

and promotional strategies that undermine

o

- governed by demographic targets), or safe legal
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women’s personhood, whereas the latter incorpo-
rates the kinds of enabling conditions we earlier
found necessary for equalizing women’s ability to
exercise their reproductive rights. To distinguish
supportive or empowering conditions from coercive
incentives or disincentives, we need to assure that
they respect all four ethical principles of repro-
ductive rights (bodily integrity, personhood, equal-
ity, and diversity). When poor or incarcerated
women are expected to purchase other rights “for
the price of their womb” (for example, a job for
sterilization or release from prison for Norplant®),
“incentives” become corrupred into bribes (Wil-
liams 1991). Women's social location determines
whether they are able to make sexual and repro-
ductive decisions with dignity.

Equality

The principle of equality applies to sexual and
reproductive rights in two main areas: relations
between men and women (gender divisions), and
relations among women (conditions such as class,
age, nationality, or ethnicity that divide women
as a group). With respect to the former, the
impetus behind the idea of reproductive rights as
it emerged historically was to remedy the social
bias against women inherent in their lack of
control over their fertility and their assignment to
primarily reproductive roles in the gender divi-
sion of labor. “Reproductive rights” (or “birth
control”) was one strategy within a much larger
agenda for making women'’s position in society
equal to men’s. At the same time, this notion
contains the seeds of a contradiction, since women
alone are the ones who get pregnant, and in that
sense, their situation — and degree of risk — can
never be reducible to men’s.

This tension, which feminists have conceptu-
alized in the debate over equality versus “differ-
ence,” becomes problematic in the gender-
neutral language of most United Nations docu-
ments pertaining to reproductive rightsand health.
For example, article 16(e) of the Convention on
the Elimination of All Forms of Discrimination
against Women (CEDAW) gives men and women
“the same rightsto decide freely and responsibly on
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the number and spacing of their children and to
have access to the information, education and
means to enable them to exercise these rights
[emphasis added].” Might this article be used to
mandate husbands’ consent to abortion or con-
traception? Why should men and women have
“the same” rights with regard to reproduction
when, as not only child-bearers but those who in
most societies have responsibility for children’s
care, women have so much greater stake in the
matter — when, indeed, growing numbers of
women raise children without benefit of male
partners? (The language of “couples” in family
planning literature raises the same kinds of ques-
tions.)

If we take the issue of contraception as an
illustration, the principle of equality would seem
to require that, where contraceptive methods
carry risks or provide benefits, those risks and
benefits must be distributed on a fair basis be-
tween women and men, as well asamong women.
This would suggest a population policy that puts
greater emphasis on encouraging male responsi-
bility for fertility control and scientific research
into effective “male” contraceptives. In fact, many
women express a sense of unfairness that they are
expected to bear nearly all the medical risks and
social responsibility for avoiding unwanted preg-
nancies (Pies n.d.). But such a policy might also
conflict with the basic right of women to control
their own fertility and the need many women feel
to preserve that control, sometimes in conditions
of secrecy and without “equal sharing” of risks.

On the surface, this dilemma seems to be a
contradiction within feminist goals, between the
opposing principles of equality and personhood.
The feminist agenda that privileges women’s con-
trol in reproductive rights would seem to rein-
force a gender division of labor that confines
women to the domain of reproduction. Yet ex-
ploring the problem more deeply reveals that
women’s distrust of men’s taking responsibility
for fertility control and reluctance to relinquish
methods women control are rooted in other kinds
of gendered power imbalances that work against
a “gender equality” approach to reproductive




health policies. These include social systems that
provide no educational or economic incentives
toward men’s involvement in child care and cul-
tural norms that stigmatize women’s sexuality
outside the bounds of heterosexual monogamy.
Thus, while a reproductive health policy that
encourages the development and use of “male
methods” of contraception may increase the total
range of “choices,” in the long run it will not help
to realize women’s social rights nor gender equal-
ity until these larger issues are also addressed.

Applying the equality principle in the imple-
mentation of sexual and reproductive rights also
requires attention to potential inequalities zmong
women. This means, at the least, that risksand ben-
efits must be distributed on a fair basisand that pro-
viders and policy makers must respect women’s
decision-making authority without regard to dif-
ferences of class, race, ethnic origin, age, marital
status, sexual orientation, nationality, or region
(North-South). Returning to our example of con-
traception, there is certainly ample evidence that
access to safe methods of fertilitycontrol can play
a major role in improving women'’s health, but
some contraceptive methods can have negative
consequences for some women’s health (National
Research Council 1989). Issues of equal treatment
may arise when certain methods — particularly
those that carry medical risks or whose long-term
effectsare notwell known — are tested, targeted, or
promoted primarilyamong poor women in South-
ern or Northern countries. Indeed, when clinical
trials are conducted among poor urban women,
who tend to move frequently or lack transporta-
tion, the necessary conditions for adequate medical
follow-up may not exist, and thus the trials them-
selves may bein violation of the equality principle.
Meanwhile, issues of discrimination arise when
safe, beneficial methods such as condoms or dia-
phragms, low-dose hormonal pills, or hygienic
abortion facilities are available only to women with
the financial resources to pay for them.

For governments and international organiza-
tions to promote sexual and reproductive rights in
ways that respect equality among women requires
addressing at least the most blatant differences in
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power and resources that divide women within —
countries and internationally. In the case of safe.~
effective methods of contraception, laws thar =
guarantee the “freedom” of all women 1o use._
whatever methods they “choose” are gratuitous
without geographic access, high-quality services
and supplies, and financing for all women who
need them. We are saying that the economic and
political changes necessary to create such condi-
tions arera matter not just of development, burof =
(social) rights; indeed, they are a good example
of why development 75 a human right and why i
women’s reproductive rights are inseparable from R

this equation (Sen 1992). __Z)
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Diversity

While the equality principle requires the miti-
gation of inequities among women in their access
to services or their treatment by health providers
and policy makers, the diversity principle requires
respect for differences among women — in val-
ues, culture, religion, sexual orientation, family
or medical condition, and so on. The universaliz-
ing language of international human rights in-
struments, reflecting a Western liberal tradition,
needs to be reshaped to encompass such differ-
ences (see Freedman and Isaacs 1993; Cook
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1993 a, b). While defending the universal appli- ‘55.
cability of sexual and reproductive rights, we 2 9
must also acknowledge that such rights often have %
different meanings, or different points of priority, ¢
in different social and cultural contexts. S ¢
Differences in cultural or religious values, for &=~
example, affect attitudes toward children and < =
childbearing, influencing how diverse groups of o J
women think about their entitlements in repro- -

duction. In her study of market women in Ile-Ife,
Nigeria, anthropologist Tola Olu Pearce (1994)
found that the high value placed on women’s
fertility and the subordination of individual de-
sires to group welfare in Yoruba tradition made
the notion ofawoman’s individual right to choose
alien. Yet Yoruba women in Ile-Ife have also used
methods of fertility control to space their chil-
dren and “avoid embarrassment” for untold gen-
erations and no doubt consider it part of their
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collective “right” as women to do so. A similar
communal ethic governing women’s reproduc-
tive decisions emerges in a study of Latina single
mothers in East Harlem (New York City), who
consider their “reproductive rights” to include
the right to receive public assistance in order to
stay home and care for their children (Benmayor,
Torruellas, and Juarbe 1992).

Local religious and cultural values may also
shape women’s attitudes toward medical tech-
nologies or their effects, such as irregular men-
strual bleeding. Clinic personnel involved in dis-
seminating Norplant® have not always under-
stood the meanings menstrual blood may have in
local cultures and the extent to which frequent
bleeding — a common side effect of Norplant®
— may result in the exclusion of women from sex,
rituals, or community life (Zimmerman et al.
1990). Imposing standards of whatis “normal” or
“routine” bleeding (for example, to justify refusal
to remove the implant upon request) could con-
stitute a violation of the diversity principle, as well
as the bodily integrity and personhood prin-
ciples.’

It is important to distinguish between the
feminist principle of respect for difference and the
tendency of male-dominated governments and
fundamentalist religious groups of all kinds to use
“diversity” and “autonomy of local cultures” as
reasons to deny the universal validity of women’s
human rights® Inall the cases cited above, women'’s
assertion of their particular needs and values,
rather than denying the universal application of
rights, clarifies what those rights mean in specific
settings. Women’s multiple identities — whether
as members of cultural, ethnic, and kinship groups,
or as people with particular religious and sexual
orientations, and so forth — challenge human
rights discourse to develop a language and meth-
odology that are pluralistic yet faithful to the core
principles of equality, personhood, and bodily
integrity. This means that the diversity principle
is never absolute, but always conditioned upon a
conception of human rights that promotes
women’s development and respects their self-
determination. Traditional patriarchal practices
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that subordinate women — however local or
time-worn, or enacted by women themselves (for
example, genital mutilation) — can never super-
sede the social responsibility of governments and
intergovernmental organizations to enforce
women’s equality, personhood, and bodily integ-
rity, through means that respect the needs and
desires of the women most directly involved.

Bringing a Feminist Social Rights Approach
to Population and Development Policies

The above analysis has attempted to show that
the individual (liberty) and the social (justice)
dimensions of rights can never be separated, as
long as resources and power remain unequally
distributed in most societies. Thus theaffirmative
obligations of states and international organiza-
tions become paramount, since the ability of
individuals to exercise reproductive and sexual
rights depends on a range of conditions not yet
available to many people and impossible to access
without public support. In this respect, the lan-
guage of “entitlement” seems to us overly narrow,
insofaras it implies claims made by individuals on
the state without expressing the idea of a mutual
public interest in developing empowered, edu-
cated, and politically responsible citizens, includ-
ing all women. Likewise, the language of “choos-
ing freely and responsibly” still contained in most
international instruments thataddress family plan-
ning and reproductive rights is at best ambiguous
and at worst evasive (see Boland, Rao, and
Zeidenstein in this volume). What does it mean
to choose “responsibly”? Who, in fact, is respon-
sible, and what are the necessary conditions —
social, economic, cultural — for individuals to act
in socially responsible ways? The correlative du-
ties associated with sexual and reproductive rights
belong not only to the bearers of those rights, but
to the governmental and intergovernmental agen-
cies charged with their enforcement.

Health policies and programs that treat repro-
duction and women holistically, across the life
cycle and through means appropriate to women’s
social situations, require comprehensive services
with well-trained staff and adequate facilities for




all women. If women are to be empowered to
speak out in clinical settings and to make claims
about their sexual and reproductive health needs
— particularly where the quality of care is inad-
equate — they must have “a culture of health
awareness,” which may in turn rest on their
having opportunities for economic independence
and political self-determination (Basu 1990).
Ultimately such ends are a question not so much
of economic transformations as of political priori-
ties and values. As the participants in the Expert
Group Meeting on Population and Women, held
in Botswanain 1992, stated: “Equality forwomen
depends not on the level of development or the
economic resources available but on the political
will of Governments and on the cultural setting
in which women have to live” (1992).

The necessary conclusion is that governments
and population agencies professing to uphold
women’s reproductive and sexual rights must do
alot more than avoid abuses. They must do more
even than enforce “quality of care” guidelines,
which reach only to conditions in the clinic and
not to local communities and the larger society.
Beyond this, they must seek a reordering of inter-
national economic policies (including so-called
structural adjustment programs), national budget-
ary priorities, and national health and population
policies to deemphasize debt servicing and milita-
rism in favor of social welfare and primary health
care. And they must adopt affirmarive programs
that promote “acultureof healthaware-ness” and
empowerment among women and an attitude of
respect, nonviolence, and responsibility toward
women and children among men.

Documents developed in preparation for the
1994 International Conference on Population
and Development (ICPD), in Cairo, have begun
to reflect the vision of reproductive and sexual
rights as social rights that we have presented here.
This is true not only of documents produced by
women’s NGOs, but also of official conference
preparatory meetings and summaries, where for
the first time in international population dis-
course, issues of gender equality and women’s
empowerment overshadow demographic targets

and economic growth and are recognized as part
of “sustainable development.” In both the topical
outline adopted for the new World Population
Plan of Action and the Second Preparatory Com-
mittee chairman’s summary, issues of gender
equality, women’s rights, and reproductive rights
cutacross all sections, rather than being limited to
the customary one or two token references. In
sharp contrast to the previous World Population
Plan of Action, the Preparatory Committee chair-
man’s summary emphasizes the importance, in
relation to family planning and reproductive
health, of sexuality, sexual health, and STD and
HIV/AIDS prevention. Unlike most UN docu-
ments, moreover, it includes “sexual orientation”
in listing conditions that “many delegations”
recognized should not be discriminated againstin
women’s “access to information, education and
services to exercise their reproductive and sexual
rights.”

We need to see this marked shift from the
emphases of the plans of action adopted in 1974
and 1984 as a direct consequence of the strength
and global impact of the women’s health and
rights movements during the last decade (see
Garcfa-Moreno and Claro in this volume). Years
of organizing and advocacy by women’s health
groups throughout the world have clearly had
an important effect at the level of official rhetoric
on intergovernmental forums concerned with
“population” issues. To what extent are we likely
to see governments, UN agencies, and interna-
tional population organizations move from aware-
ness to action to translate this rhetoric into con-
crete policies and programs that truly benefit
women?

Many women’s health groups, in both the
South and the North, are concerned thar femi-
nist-sounding rhetoric is being used by interna-
tional population agencies to legitimare and gloss
over what remain instrumentalist and narrowly
quantitative ends. Perceiving the history of popu-
lation control policies and programs as all oo
frequently oblivious to women’s needs and the
ethical principles outlined above, they fear the
language of reproductive rights and health may
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simply be co-opted by the Cairo process to sup-
port business as usual.

Our position is slightly more optimistic but
nonctheless cautious. Feminists are putting pres-
sure on population and family planning agencies
to acknowledge women'’s self-defined needs and
our conceptions of reproductive and sexual rights.
This should move us closer to social and policy
changes that empower women, but whether it
does will depend on even more concerted action
by women’s NGOs, including alliances with
many other groups concerned with health, devel-
opment, and human rights. One such action
should be to insist on full participation by women’s
rights and health groups in all relevant decision-
making bodies and accountability mechanisms.
In the long run, however, it is not enough that we
call population agencies to account. To bridge the
gap between rhetoric about reproductive and
sexual rights and the harsh realities most women
face demands a much larger vision. We must
integrate, but not subordinate, those rights with
health and development agendas that will radi-
cally transform the distribution of resources,
power, and wellness within and among all the
countries of the world (DAWN 1993; Sen 1992).
These are the enabling conditions to transform
rights into lived capacities. For women, Cairo is
just a stop along the way.

Notes

I The term seems to have originated with the founding of
the Reproductive Rights National Network (R2N2) in
the United States in 1979. R2N2 activists brought it to
the European-based International Campaign for Abor-
tion Rights in the early 1980s; at the International
Women and Health Meeting in Amsterdam in 1984, the
Campaign officially changed its name to the Women’s
Global Network for Reproductive Rights (Berer 1993b).
Thereafter, the concept rapidly spread throughout
women's movements in the South (for example, in 1985,
under the influence of feminist members who had at-
tended the Amsterdam meeting, the Brazilian Health
Ministry established the Commission on the Rights of
Human Reproduction). See also Garcfa-Moreno and
Claro in this volume.

2 In fac, the principle of “ownership of one’s body and
person” has much deeper roots in the history of radical
libertarian and democratic thought in Western Europe.
Historian Natalie Zemon Davis traced this idea to 16th-

120 Population Policies Reconsidered

century Geneva, when a young Lyonnaise girl, brought
before the Protestant elders for sleeping with her fiancé
before marriage, invoked what may have been a popular
slogan: “Paris est au roi, et mon corps est & moi.” (Paris is
the king’s, and my body is mine). The radical Levellers
in 17th-century England developed the notion of a
“property in one’s person,” which they used to defend
their members againstarbitrary arrestand imprisonment
(Petchesky 1994). But the principle is not only of
European derivation. Gandhi’s concept of Brahmacharya,
or “control over the body,” was rooted in Hindu ascetic
traditions and the Vedas’ admonition to preserve the
body’s vital fluids. Like that of 19th-century feminists
and the Catholic church, Gandhi’s concept was theoreti-
cally gender-neutral, requiring both men and women to
engage in sexual restraint except for purposes of procre-
ation (Fischer 1962; O’Flaherty 1980). Islamic law goes
further toward a sexually affirmative concept of self-
ownership. Quranic provisions not only entitle women
o sexual satisfaction in marriage, as well as condoning
abortion and contraception; they also allow that, upon
divorce — which wives as well as husbands may initiate
— awoman regains her body. (Ahmed 1992; Musallam
1983; Ruthven 1984)

In Latin America, a new resolution of the Colombian
Ministry of Public Health “orders all health institutions
to ensure women the right to decide on all issues that
affect their health, their life, and their sexuality, and
guarantees rights ‘to information and orientation to
allow the exercise of free, gratifying, responsible sexual-
ity which cannot be tied to maternity’” (quoted in Cook
1993a). In North Africa, Dr. Hind Khattab’s field
research among rural Egyptian women has revealed
strong sentiments of their sexual entitlement to pleasure
and gratification from husbands (Khattab 1993).

Feminist theory and practice have witnessed a long
history of division over this question. Whether with
regard to protective labor legislation, prostitution, por-
nography, or providing contraceptive implants to teen-
agers or poor women, conflicts between “liberals” (advo-
cates of “freedom to choose”) and “radicals” (advocates
of social protection or legal prohibition) have been bitter
and protracted.

Notonly clinicians but feminist activists may be guilty of
imposing their own values and failing to respect diver-
sity. Feminist groups that condemn all reproductive
technologies (for example, technologies that artificially
assist fertility) as instruments of medical control over
women and against “nature” ignore the ways that such
technologies may expand the rights of particular women
(for example, lesbians seeking pregnancy through artifi-

cial insemination or in vitro fertilization).

Itseems crucial tous to recognize that religious fundamen-
talist movements are on the upswing in all the world’s
regions and major religions — Catholicism, Protestant-
ism, Judaism, and Hinduism as well as Islam. Despite vast




culrural and theological differences, these fundamental-
isms share a view of women as reproductive vessels that
is antipathetic to any notion of women'’s reproductive
rights. In an otherwise excellent discussion of the clash
berween religious and customary law and human righrs,
Lynn Freedman and Stephen Isaacs (1993) place undue
emphasis on Muslim countries and Islamic law.
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