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Implementing Reproductive Rights: Population Debats and Institutional Responses to the New
Agenda

This paper briefly traces the evolution of popuatdevelopment debates and discusses
related changes in international population polidhe politics of the latest shift — the
consensus around reproductive rights — are explaredhore detail. The paper then
reviews the way in which three very different oligations concerned with
reproductive health policy have responded to thpraductive rights agenda. The
organisations included were the Women’s Global Metwfor Reproductive Rights
(WGNRR), the International Federation of Family i&ng Associations (IPPF) and
the UK’s Department for International DevelopmeBt=(D). An informal interview
with policy staff and secondary materials were usedescribe how the WGNRR, IPPF
and DFID respectively saw their roles with respégtestablishing and promoting
reproductive rights in developing countries

Introduction

During the early years of implementing donor-speedopopulation control programmes, heated
debates between the developing and developed wacklsred over the relationship of population and
development. Since the late-1980s, however, thdralenoncerns of the population-development
discourse have been significantly reoriented towaeproductive health and rights. This paper traces
the trajectory of the population-development debated discusses changes and shifts in international
population policy. We argue that population hasemeseen a neutral issue, and the evolution of the
population debates has reflected complicated oglatin terms of ideology, power, resources, nationa
interests, gender and the influences of social mevds. The more recent shift of focus in the
population debates has been closely associatedtigtincreasing influences of feminist perspectives
on the issue, an international rethinking of theanmieg of development, and the international women’s
health movement. All this has contributed to theréased incorporation of a reproductive rights and
health agenda into population and health progranbyelfferent international policy forums.

A Brief History of the Population and Development [2bates

Few issues in the world have ever caused so muetiedh@cademic and political debates as population
and development. Perceptions of the relationshipbvden population growth and economic
development have inevitably surrounded Malthusiemalgraphic theory, which, in its simple version,
predicts a much faster rate of population increhaa that of food production. In this perspectie
threat posed by the rapid population growth coully dbe mitigated by such natural or human disasters
as war, famine and disease. Despite Malthus’ latedification of this thesis, his earlier writings
continued to exert influences on social and palittbinking and practices during the 19th centurgl a
beyond.

Accordingly, the Malthusian school of thought infed and rationalised many Western-sponsored
population control programmes in developing coastfrom the 1950s to the 1980s. This was a major
source of the prolonged debates on the populatimh development issue both in academia and
between the developed and developing worlds. Aljhotlnere has been much diversity in views and
policies within either of the “worlds”, a broad éncan be drawn between the two with respect to
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broadly shared political and economic interesthatglobal level. Northern donor governments led by
the United States initiated population control pemgmes in Southern countries as a component of aid
on the grounds that unchecked population growth was major cause of poverty and
underdevelopment experienced in the South. In asfitmany developing countries, rather than seeing
poverty as associated with natural population gnpovemphasised Western political domination,
economic exploitation and the unfair world econoroider as mainly responsible for developing

countries’ poverty and development problems (Gulkd@ates, 1994).

This division was evidenced in the UN Populatiomnféoence held in Bucharest in 1974, when the
international support for population control pragraes in the South started to gain prominence. The
developing countries’ position was partially exmed by the Indian delegation’s claim that
“development is the best contraceptive” and thateel perception that poverty and under-development
functioned as the cause rather than effect of rapigulation growth (Gulhati & Bates, 1994: 53).
Similarly, the Chinese government strongly denikdt tpopulation was a development issue under
socialism, which it considered the best economid social structure for development. Many other
developing countries, e.g. the Group of 77, demdmddistribution of resources between the rich and
poor countries on an international scale in thppeal for a new international economic order (Fénkl
& Crane, 1975; Hartmann, 1987; Ratcliffe, 1978).

Commentators pointed out that developing countresspicion of the donor-sponsored population
programmes of the time was not groundless. Theedn8tates, which played a leading role in the
international population policy making (e.g. funglinwas ideologically driven in designing its aid
packages (Gulhati, 1994). It was reported thatrmbline U.S. support for population programmes in
the South were its strong Cold-War ideology agateshmunism, its profound fear that high birth rates
may facilitate the spread of communist influenge thus threaten the power of the West. The Udb. ai
policy, including its population control programmegas often intended to expand the U.S. sphere of
influence among Third World countries. As such, th&. international population policy-making was
regarded as largely concerned about its own ecanamil political interests instead of the declared
aims of reducing poverty and facilitating economiowth in the developing world. In practice, birth
control programmes frequently tilted towards acimgvpopulation control goals through provision of
contraceptives in the absence of demand in thelalging countries concerned. The self-oriented
motives of Western donor governments and the dpemihtext of policy implementation were one of
the reasons for the rejection of Western-promotgulifation control programmes by many developing
countries during the 1950s to the early 1980s,thadllegation that population control was a forfm o
genocide in the name of humanitarian aid by the tWese Furedi, 1997; Gulhati & Bates, 1994;
Hartmann, 1987). Despite such rhetoric, internatiopressures and domestic problems, such as
poverty and famine, led to the adoption of popalattontrol programmes by a number of developing
countries, some of which tended to go extremesasplified in the India case, [Correa, 1994 #72].

By the 1984 International Conference on PopulationMexico City, however, positions of the
Northern and Southern governments on the populdtene shifted in opposite directions. Many

developing countries started to recognise the problrelated to rapid population growth and had
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begun to introduce family planning programmes desppposition and resistance from religious,
political and social-cultural forces. On the otlrand, the United States as a leading donor retteate
from its earlier emphasis on the perceived urgenahecking rapid population growth. The so-called
“Mexico City policy” stipulated that the U.S. woultbt support any NGOs or international agencies
involved in abortion-related activities. Accordigiglthe United States withdrew its funding for the
International Planned Parenthood Federation (IP#E)biggest NGO working in the area of family
planning, for its abortion-related information aservice provisions. Shortly afterwards, in 1986 the
U.S. government further announced its decisiontap funding the activities of UNFPA, the largest
multilateral agency specialising in population atel/elopment issues, on the grounds that the latter
supported the Chinese official family planning pianmgme. Analysts have argued that this reversal of
the U.S. international population assistance poli@as largely the working of its domestic politics
[Dixon-Mueller 1993, Finkle 1985). The Mexico Cit€onference took place while the U.S.
presidential election was approaching. Thus, tH& government was ready to make compromise with
a coalition of heterogeneous groups and constitaeraf the New Right within the country, including
religious pro-life, anti-abortion groups, conseiwvatpoliticians and social forces. The working bét
domestic politics in the U.S. international popudatpolicy-making, which significantly influencetle
position of other Western donors as well, represkat typical case of the importance of interwoven
international and national politics as well as epuit and strategic interests in the design and

formulation of population policiek.

The Mexico City policy was reversed by the Clintaministration in 1993. Nevertheless, differences
between the developing and developed worlds havdeen completely removed. A recent point of
debates, for example, is around population andrenrient relations. At the 1992 UN Conference on
the Environment and Development in Rio, the U.S/iegoment emphasised demographic factors as a
major source of environmental degradation worldewith contrast, developing countries saw life-
styles and excessive consumption, including energgsumption, in Western society as largely
responsible for the “greenhouse effect” and otHeba environmental problems. The argument that
“One birth in the United States is the ecologia@ligalent of 25 [births] in India” (Collins, 19933)
reflects the latter's sentiment towards the curr@apulation debate, which is charged with

international politics leading to negotiations ovights and obligations as it has always been.

Despite the division, by the time when the Inteioval Conference on Population and Development
(ICPD) was held in Cairo in 1994, greater consermsuex the population and development issue
seemed to have been achieved. International papulablicies have gradually moved away from a

single-minded focus on fertility reduction towariereased emphasis on sexual and reproductive

1 It should be noted that the phenomenon has not dieserved in Western contexts alone. The Cold 8itaation as well as the
internal political and economic systems influenogghy developing nations with respect to their paioas and positions on
the population issue. For instance, both Russidlaénce and orthodox Marxism shaped the economicpmlitical structure
and the population policy of China, the biggest amabt populous developing country in the worldpfrthe 1950s till the late
1970s. In consequence, the term family planning twaed into a taboo following severe political ggutions of scholars and
politicians who advocated family planning in théeld950s. Abortion was strictly restricted andibsation forbidden by the
state. This policy led to a net increase of 22Qionilpeople within 12 years from 672 million in € 892 million in 1973
(Ma, 1996: 265; Tien, 1973), forcing the post-Mabir@se government to adopt the much criticisedceddamily planning
programme since the early 1980s on the groundgefaeived population explosion and welfare cfisighe nation.

3
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health, rights and empowerment of women. As sueh(airo agreement is regarded as a turning point
in the international population debates and popangpolicy. This historical shift of focus has latg
been due to the gradual incorporation of a genagspective since the mid-1980s, the intensive
lobbying by feminists prior to and at the ICPD, tp®wing influence of the international women’s
health movement, as well as mounting internatiauadcerns over the grave threat of HIV/AIDS to
human well-being (Correa, 1994). In the next sectiwwe analyse the major factors that have
contributed to the policy reorientation leadingthe Cairo agreement and a rights-based approach to
sexuality and reproduction.

International Women’s Health Movement — A New Actorwith an Alternative Agenda

The main challenge to international population paogmes has come from women’s health movement,
which gained momentum during the late 1970s andetity 1980s. Originating from second-wave
feminist campaigns for women’s health and rightgarding sexuality and reproduction in the Western
context, the women’s health movement and the pslifurrounding reproductive health and rights
have gradually expanded to include women from the@dTWorld. This was partly attributable to
increasing communication, exchanges and solidaritpng women in the North and South following
the UN Decade for the Advancement of Women from58985, which called for international
attention to gender issues in development and wtarsatus world-wide. Alongside this has been
growing awareness of the fundamental problems &socwith international population policies in
terms of the rationale, focus and implementatiordéveloping countries. The joint involvement of
feminist academics, women professionals workindhiwitand outside the population establishments
and women activist groups in both the North andt®Sdwve helped broaden the scope of the
population debates to include human developmentsssparticularly women'’s health, wellbeing and
rights.

Feminist Critiques of the International PopulatiBwolicy

Initially, feminist critiques of the internationpbpulation policy reflected earlier developing ctrigs’
concerns over the ideology and motivation of Westgvernments’ promotion of population control

in the Third World. Feminists have been criticaltbé assumption of a linear relationship between
rapid population growth and poverty and underdgualent. Instead, they have stressed the importance
of social justice and redistribution of resourcesthbnationally and internationally. The gender
perspective brought by feminists into the populati@bates has pointed to the major neglected areas
by the mainstream international population ingtitus: the low priority given to women’s reproduetiv
needs, health, rights as well as broader econonticsacial policies necessary for creating an engbli

environment (see Correa & Reichmann, 1994; Dixorelu, 1993; Hartmann, 1987).

It is true that international population programnfireen the 1950s to the 1980s facilitated a dedime
fertility in many developing countries through dissinating family planning information, popularising
related measures and providing contraceptives.dttitian, subsidised services of family planning
introduced through population programmes made $siiite for poor people to gain access to such

services (Potts & Rosenfield, 1990). However, méyinists felt uneasy with the principles and
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practices of the international population contratgaligm. Ethical issues and potential abuses & bir
control programmes and technologies particularlysed alarm among feminists, who pointed out that
international population thinking and policy-makihgd put the incidental (the much debatable causal
relationship between rapid population growth andlespread poverty) before the fundamental
(women’s health, rights and empowerment) [Corr@841#87] Such a guiding principle led to policy
practices where quantitative targets overrode tyuefiservices, family planning was provided with a
narrow focus on married women in childbearing dgeeato the neglect of the diverse health needs of
women at different life stages. Dissatisfactionshwthe demographically oriented family planning
programmes were expressed among diverse groupgjdimg clients of the services, health

professionals, feminist scholars and even somdyastanning service providers.

Parallel to the prevailing development thinkingtleé time, which defined and evaluated development
by a simple index of economic growth, populatiomtcol programmes tended to view fertility
reduction as the most effective approach to povelityination and development. Women, in this
perspective, were deemed as “excessive child-#ar@nd thus the principal programme target. In
other words, women were treated as programme abjactl perceived as means for reaching
demographic goals (Dixon-Mueller, 1993; Germain,wKaee, & Pyne, 1994; Hartmann, 1987).
Against this trend, feminists pointed out the dasgef the instrumentalist approach: possibilitiés o
normalising coercive birth control programmes; edhissues concerning contraceptive safety and the
dumping of the Northern out-of-use contraceptiveshe Southern market; the eugenic overtones in
certain population programmes, which had the catiwot of earlier Western anti-poor, racist and even
genocide policies and practices (e.g. the Nazilisggron laws and gas chambers); and the low ftyior
given to quality of services compared with the @eglming imperative placed on quantities. The
population control policy was also criticised fés top-down approach, and hence its insensitity t
cultural traditions, economic realities and théufia to meet the needs of clients, especially woareh
their families. This is deemed as being associwaitit the different aspirations, priorities and goaf
men, women, families, nations, as well as the patmn establishments in reproduction-related issues
(see Bok, 1994; Correa & Reichmann, 1994; Dixon-NMue 1993; Hartmann, 1987). Feminist
critiques of the population programmes have, tleesfre-emphasised the notion of individual rights,
particularly women’s rights to determine their owexuality and reproduction. This position is
typically expressed in the following definition oéproductive rights as “women’s right to decide
whether, when and how to have children — regardiésationality, class, race, age, religion, dighi
sexuality or marital status — in the social, ecoivoamd political conditions that make such decisibn
(Correa & Reichmann, 1994: 61)

Rethinking the Meaning of Development

The questioning and criticism of the population tcohprogrammes’ instrumentalism and narrow

focus can also be traced to the new developmenkitty since the 1980s. The conventional perception

2 See also Women's Declaration on Population Palizigtiated by over 20 women’s organisations wavide. The full text is
carried in [Germain, 1994 #84: 31-34]. The Declaratcreated in preparation for the 1994 ICPD, waseffective feminist
lobbying tool used for the incorporation of reprotive rights and health onto the ICPD agenda.
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of development as equivalent to GDP growth, incomnel wealth has been challenged by such
influential moral philosophers as Amartgan. Sen, in his examinations of poverty and dafiawm in

the development context, reinterprets developmeothfa perspective of intrinsic value of human
wellbeing. Sen perceives wellbeing as closely eeldb an individual’'s capabilities and functionings
(rather than mere possession of commodities andthyewhich refer to a person’s potentials and the
realisation of these potentials respectively (SE385a; 1987). At the community and society level,
wellbeing is seen as going beyond the conventiotilgthrian understanding of the standard of livieg
include broader notions of human development antbkwelfare.

In connection with this interpretation of wellbeirsgge Sen’s notions of entittement and extended
entittement, which are adopted to analyse such huthéares as famine and hunger, as well as intra-
household gender relations (Sen, 1985b; 1990a; M)990is generally understood that entitlement
refers to “the legitimate effective command oveterdative commodity bundles or resources: the
legally sanctioned and economically operative 8gbf access to resources” (Scott, 1999: 2). The
notion of extended entitlements takes us furthgohe the formal legal and market relations to labk
the role of informal institutions, such as sociadlgcepted rules, customary laws and arrangements,
norms and values, in determining gendered indiNgluantittements to commodity and relational
goods as well as resources. The entitlements agipraa such directs attention to both formal and
informal institutions that determine individual meand women'’s rights to the necessary goods, which
fundamentally affect their capabilities and welligpi(see Leach, 1999). Since the 1980s, this new
understanding of development as associated withahumellbeing has drawn more attention to issues
of social development, justice and gender equiityergthe considerable gaps in wellbeing outcomes
among people of different social positions and leetwmen and women (see Anand, 1994; Saith &
Harriss-White, 1999).

The International Women’s Health Movement

Sen’s capabilities and entitlements approach hdstdea rethinking of not only the meaning of
development, but also the very ends of the pomrgtirogrammes. Parallel to as well as influenced by
this theoretical advancement in development thigpkinthe emergence of an alternative approach to
reproduction and sexuality based on individualtipalarly women'’s rights and wellbeing. The shift o
emphasis from population control to a women-centrigghts-based approach promoting reproductive
health has also resulted from social movementsicparly women’s health movement starting from
the late 1970s and early 1980s.

Contrary to the population control paradigm, thierinational women'’s health movement has regarded
women as subjects, and treated women'’s wellbeing $éexual and reproductive health and rights, as
well as women’s empowerment) as of intrinsic valiee,its own sake rather than as means to attain
demographic goals. This central tenet has led & rtftovement’'s emphasis on issues relevant to
women’s health, needs and the creation of an ergklhvironment for women, including both micro
and macro policies and processes as the basierfaalé empowering conditions. It is recognised that
great diversity exists within the international wem's health movement in terms of strategies and
priorities owing to the wide range of politicalJiggous, socio-economic and cultural contexts, & w
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as the relevant (context-dependent) issues. Ndesthea common cause has linked individual women
and women’s organisations involved in the movembrgughout the world, that is, the struggle for
women'’s rights to make decisions on matters coregrtheir own bodies, to gain access to quality
health services and wellbeing, as well as to leawaningful and fulfilled reproductive and sexuifd |
(see Dixon-Mueller & Germain, 1993; Doyal, 1996).

The principal feature of the movement is identifeedindividuals, groups and movements, which share
similar concerns, communicating through journald esgional and international networks, meeting on
a regular basis to discuss and plan actions amdegtes, and launching regional and international
campaigns on issues regarding women'’s reproduetimhsexuality (Garcia-Moreno & Claro, 1994).
The movement has also been characterised by grass-activities such as organised demands for
meeting the basic reproductive health needs of woamel their families, including food, clean water,
fuel, as well as basic hygiene, sanitation, trartgion and housing facilities (Doyal, 1996). Leagli
organisations and forums active in the movementjgudarly in the area of reproductive rights and
health, include, among others, the Amsterdam-ba¥edhen’s Global Network for Reproductive
Rights (WNGRR), the New York-based International Mém’s Health Coalition (IWHC), the
Caribbean Women’s Health Network, the Woman anditAddetwork for East and Southeast Asia,
and the Development Alternatives with Women forewNera (DAWN). Originated from second-wave
feminist campaigns for reproductive rights in thed of religious pro-life negation of and conseameat
political and social opposition to women’s abortinghts in the North, the international women’s
health movement has extended to Southern couranidsegions. Since the mid-1980s, it has grown
into a global political force exerting substanti@luences. The movement has advanced from voicing
critiques at the margin towards swaying policieshvalternative, women-centred agendas at major
international conferences, international convergjoand different policy forums at local, national,

regional and global levels.
Taking Reproductive Health and Rights on Board

Diverse actors, players and stakeholders are iedoilv the area of population and reproductive healt
including, among others, national governments, ecacs and research institutions, activist groups,
national and international NGOs, and multilateiitdteral agencies. In this section, we analyse how
reproductive rights have been interpreted and pm@ted into the agendas of three distinct policy
forums. These are Women’s Global Network for Repotigle Rights (WGNRR), which is largely an
activist network advocating women’s health and tighthe International Planned Parenthood
Federation (IPPF), the largest NGO in the worldvimg family planning and reproductive health
information and services; and the British governmBepartment for International Development
(DFID), which is a major bilateral agency and siipaint player in the area. The analysis is based on
discussions with policy personnel of the organ@seticoncerned and data and information, including
internal documents, collected therein during Julgt September 2000. We hope that such an analysis,
though not sufficient to fully reflect the wide @éisity of the actors and players in the field, will
nonetheless provide insights into the ways in whieproductive rights and health have been
interpreted and brought onto the agendas of varmgmnisations and institutions prior to and
following the international agreement reached iir&Ca



Wellbeing, Rights and Reproduction Research Paper |

Women'’s Global Network for Reproductive Rights (VRR)

WGNRR is an autonomous international network cdimgjsof locally active individuals and groups,
who are connected to one another in solidarityssneés related to reproductive rights and healths&h
individuals and groups are from all walks of lifacluding suppliers and providers of reproductive
health services; academics and professionals; gliste and other media personnel; trade unionists,
politicians and civil servants; human rights adlisj feminists and reproductive rights activists
(WGNRR, 1995). The Network’s co-ordination officeliased in Amsterdam and functions to facilitate
this linkage and exchange of information and idedsstorically, WGNRR originated from a
feminist/socialist activist group called Internat& Campaign for Abortion Rights founded in 1977
and based in London. The Campaign focused on wamemtrol over their own bodies from the
perspective of individual rights and choice. Astpaf the second-wave feminist movement, the
Campaign fought for women’s abortion rights in iWestern context, where abortion was still illegal

in many countries and clandestine operations weleaccessible for those with better means.

With the influence of some Latin American womeririy in Europe, the Campaign soon expanded to
include issues of women'’s rights to safe contrdoapand against forced sterilisation. A new name —
International Contraception, Abortion and Stertiisa Campaign (ICASC) — was adopted to reflect
this broadened scope of themes and activities984 1ICASC organised The 4th International Women
and Health Meeting (IWHM) convened in Amsterdam,ickhwas devoted to issues related to
reproductive rights, including contraception, alwort sterilisation and population control. Although
still dominated by Western feminist experiences, iiteeting incorporated onto its agenda other issues
that were more relevant to women in developing tées) including infertility, safe motherhood, tirt
spacing, breast feeding as well as Islam and worAsnsuch it drew women’s involvement from
countries in Asia, Africa and Latin America. As aim actor in the women’s health movement,
especially through organising The 4th IWHM, ICAS@aned its linkages and contacts with women
of varied cultural and socio-economic background fram countries and regions at different stages of
development. To reflect this diverse and cosmogwolitature, the name ICASC was again changed into
Women'’s Global Network for Reproductive Rights (WBRI) with its co-ordinating office moved
from London to Amsterdam due to practical consitiens? “Think globally, act locally” has since
then become the motto of the Network (WGNRR, 180see also WGNRR, 1993a).

As a forerunner in promoting women’s reproductivghts locally, regionally and internationally,
WGNRR has actively participated in and significardbntributed to the international debates on the
notion of reproductive rights and appropriate sg#s to realise such rights. An example of thissis
organisation of the International Conference omRecing Reproductive Rights held in India in May
1993. At the Conference, women representatives freendifferent regions (Africa, Asia, the Pacific,

Latin America and Europe and North America) bothhimi and outside the Network were invited to

% Discussions in this section are based on infointatviews and conversations with WGNRR’s policgfsand the Network’s
Newsletters from 1980 — 2000.

4 These included the availability of funding andardination staff, as well as the lack of enthusiasnong members with the
idea of a co-ordinating office based in a differdfgstern European country by rotation.
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present their interpretations and reflections oa tbncept of reproductive rights. Critiques of the
notion, in particular by women from the South, sashSouth Asia and Africa, raised the question of
whether the “rights”/"choice” discourse had muckevance to women'’s real lives in underdeveloped
countries, where women were often preoccupied thithmore imminent needs of physical survival for
themselves and their families. Frequently, insteffeedom to choose, many poor women were left
with limited choice by the structures of societyesh they lived. Socio-economic, political, cultyral
and religious factors, as well as the prevailingdgs and reproductive norms affect women'’s decssion
in this respect as well. Furthermore, given theagheterogeneity of women even at the local lewel i
terms of ethnicity, class, religion, culture, etand the diversified perceptions of reproductivedse
questions regarding whether the notion of reprddectights had any universal content arose
(WGNRR, 1993b).

It was also argued that formal rights, whose ratibs is frequently dependent on resources and powe
in relation to private property, tended to be thatesl into social and political privilege for uppemd
middle class women alone. It may mean little fag goor and disadvantaged if the socio-economic
conditions were not changed. It was suggestedrbtdad of focusing on individuals’ rights to cheps

in developing countries, health and the right thie sense of entitlement — to health make moreesens
to women living in poverty, and thus should be enpassed in the notion of reproductive rights.
Based on this awareness, WGNRR has been paying andrenore attention to issues of basic needs
and sexual and reproductive health of women anidireim. These include clean water, fuel and food
supply, housing, infectious diseases, STDs and MIY5, unsafe abortion, sexual abuse and violence,
as well as the lack of basic health services, dhioly sexual and reproductive health services
(WGNRR, 1993b).

Discussions on the concept of reproductive righittha 1993 Conference covered a wide range of
issues, such as legal rights, sexuality, choice seifidetermination, reproductive health, as well a
fertility and population control policies. The dédsand dialogues between women from the North and
the South around reproductive rights resulted brasic consensus that despite the problems with the
notion (e.g. lack of clarity, its abstract indivaism and universality, as well as the enormous gap
between legal rights and reality), the polemicalvep of rights for social movements to make
collective claims for substantive issues of ecomoarid social justice across social strata and r@lltu
differences cannot be denied or replaced (WGNRR3BYR This recognition, combined with concerns
over the everyday experiences of women in the TWiatld, has led WGNRR to reconstruct rather
than abandon the concept of reproductive rightschvimvolves integrating feminist analysis of right
into its understanding and practiceShe interpretation of reproductive rights has gedly gone
beyond a legal perspective in relation to fertilitipne (e.g. legal abortion) to include all aspexfts

reproductive health and sexuality, such as acaessproductive health services and quality of care.

® Feminist debates on the notion of rights have tedirto several important shifts away from the dtadsliberal thinking
focusing entirely on the individual. These includggreater emphasis on the social nature of rights holding public agencies
rather than individuals accountable for protectamgl realising such rights; 2) acknowledgement ef rédational contexts in
which individuals act to exercise or pursue thaghts; 3) highlighting the substantive basis ohtiin human needs, whose
satisfaction calls for equity, social justice aratlistribution of resources; 4) recognition of tights’ bearers’ self-defined,
multiple identities based on gender, ethnicityuséxrientation and social positions [see \Cort®®4 #87].
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Questioning the dominant international populatiod development policies, and campaigning for the
creation of enabling conditions, which may empowemen, are also deemed as important elements
of the international struggle for women'’s reproduetrights (WGNRR, 1993b). To WGNRR, the
notion of reproductive rights has two related bistidct dimensions. One is the conceptualisation of
such rights, which defines it as a universal ppleiof women’s self-determination in matters redate
to their sexuality and reproduction. The othertiategic approaches to the realisation of suchtsjgh
which are not globally homogenous, but locally egionally developed in accord with the specific
conditions and contexts (see WGNRR Newsletter 18@3,43: Part 2, No. 44). Such an interpretation
has enabled WGNRR to transcend the dualism of vsaV&laims versus context-dependent strategies

and to adopt an integrated approach to women'sdetive health issues.

The earlier focus of WGNRR on abortion rights haadgally extended to include examinations and
critiques of the international development, popatatand health policies, as well as a wide range of
relevant issues such as women’s sexual and repreeueeds at different life stages, prevention and
treatment of HIV/AIDS and other STDs, and sexualemce, such as female genital mutilation (FGM),
rape and sexual harassment. WGNRR’s active invodwgnin the international women’s health
movement together with its broadened vision hadritnried to a gradual expansion of the Network
over the past couple of decades. From a relatiselgll (composed of 10-odd women activist groups),
European-centred feminist organisation fighting &drortion rights, it has developed to a global
network linking over 1,700 women individuals anagps committed to women’s reproductive rights
and health in more than 150 countries world-widé&5(MRR, 2000).

Representing a movement fighting for women'’s repotide and sexual rights and health, WGNRR
has initiated solidarity actions and organisedrimagdonal campaigns. The most important internation
campaign is the Campaign against Maternal Mortalitg Morbidity (MMM) started in May 1988 in
accord with a decision made at The 5th IWHM heldCsta Rica in 1987. An International Day of
Action for Women'’s Health on May 28 has since theen designated with each year having a specific
theme relevant to sexual and reproductive healtte (hajor themes selected by far include teenage
pregnancy, access to safe and legal abortion, wamdnpoverty, women'’s rights to quality health
care, health for all, and women and HIV/AIDS) (#¢6NRR’s Newsletter, various issues from 1987 —
2000). This campaign has functioned to raise avem®radvocate women'’s rights and extend political
influence of the international women'’s health moeamthrough concerted actions at the local,
national and international level. Activities cadiieut around the Action Day disseminate information
on maternal health in its broad sense, and calhternational and national attention to the rcases

of maternal mortality and morbidity, as well as tbe development of social policy to meet women’s

sexual and reproductive health needs.

WGNRR'’s activities in conjunction with the Interimtal Women’s Health Meetings, e.g. regular
participation in and organisation of the meetingss rendered it one of the most active organissiion
the women’s health movement. For the past couplieofides, the development of the movement has
gone hand in hand with the expansion of the Netwboith of which have exerted growing influences
over national, regional and international policpgesses with respect to population and development,

gender, women’s empowerment, and reproductive gigintd health. WGNRR has persevered in its
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campaigning, advocacy and lobbying activities fxual and reproductive rights through organisation
of workshops before, and active involvement inthgous NGO forums in connection with important
UN conferences, such as the 1994 ICPD in Cairotaadl995 FWCW in Beijing. One example was
the collaboration between WGNRR and other womenfgamisations including Boston Women's
Health Book Collective (USA) and the Committee ooMén, Population and the Environment (USA)
in setting up a series of workshops entitled “Frivtalthus to Cairo: What's Next?” The workshops
stimulated discussions and debates on populatieveldpment, environment and reproductive rights
and health, and attracted good attendence (WGNB&d WGNRR, 1994b; WGNRR, 1994c). It is
widely held that the ICPD Programme of Action, whimarked a new international consensus on the
issue of reproductive rights and health, was thailteof intensive negotiations and lobbying by
feminist groups and the international women’s Heaibvement, including WGNRR (see Rosenberg,
1998). Whilst WGNRR engaged with the ICPD’s NGOufor, it was according to Petchesky (2000)
one amongst a number of feminist groups who rendadtigtrustful of the official conference and even
the Women’s Caucus. She says: “These groups chéngethe whole ICPD process was an exercise in
co-option; that it used the language of reprodectiealth and rights to legitimate old-style pogdalat
control with a feminist face; and that, given thepplation establishment’s historical record, any

population policy can never be compatible with feisti goals and values” (2000:22)

Networking, solidarity, information disseminationdaexchange, and training have constituted other
important aspects of WGNRR's strategy to promotenen’s reproductive rights and health. A call for
solidarity and concerted action to support a nafiewomen’s organisation or an individual would be
issued by WGNRR when the organisation or individigafaced with legal or political obstacles to
protecting or realising reproductive rights and ItieaA follow-up report on the particular solidarit
action would be carried in a later issue of the Bletter. For instance, when a Brazilian women’s
organisation, The National Feminist Network for Refuctive Rights and Health of Brazil, launched
its campaign to stop a constitutional amendmenighvivas to further restrict women'’s (limited) right
to abortion, WGNRR issued its call for solidarityithvthe Brazilian women. The repercussions
produced by women world-wide provided solidaritydasupport for Brazilian women fighting to
defend their own rights. Their persistent struggled lobbying efforts led to the final dismissaltioé
amendment (WGNRR, 1996).

A major networking vehicle is the WGNRR NewslettEstablished in 1980, it is currently published
three times a year in English and Spanish. Oveyélags, it has linked women throughout the world by
co-ordinating collective actions, providing a forufor women to exchange and disseminate
information, express opinions and engage in disonssand debates on issues related to sexual and
reproductive rights and health. In addition, it hegresented women'’s voices in the internatiornsthar

in an attempt to influence policy making in intetfoaal agencies and donor governments. Since 1997,
WGNRR has introduced a new initiative called Africdet-worker Programme, which is intended to
strengthen the reproductive rights movement witharegion through capacity building for women’s
groups working on sexual and reproductive rightd &ealth. Under the Programme, a couple of
women representatives from African women’s orgdiisa have been invited to work in the

Amsterdam-based co-ordination office for a few rhentach year to exchange ideas and experiences,
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receive further training and expand linkages argivokks. Since its introduction, the Programme has
been well received by women in both the co-ordaratffice and Africa, and women from Nigeria,
Kenya, Ghana, Namibia, Mali, Rwanda, Cameroon,tetee been invited (WGNRR, 1998).

The major strategies and activities of WGNRR tonpote sexual and reproductive rights can be

summarised as follows:

« Active participation in the discussions and debat@the meaning and scope of reproductive
rights, and contributing significantly to researahd development of national, regional and

global strategies to promote reproductive rights aealth;

» Influencing international population and developingolicy-making through preparing
relevant documents, organising and participatingiankshops and NGO forums in connection
with the UN conferences in the field of reproduetiights, health and women’s empowerment,
e.g. the 1994 ICPD in Cairo and the 1995 FWCW iijif&g

 Engagement in regional and global networking, atlg solidarity and capacity building for
reproductive rights and health through dissemimatiod exchange of information, ideas and
experiences via regular publication of Newslettevsganisation of and participation in
workshops and conferences;

* Representing women’s voices and concerns in theaddll other international conferences
through active involvement in the international vweoris health movement, as well as

organisation of and participation in the IWHMs anitler related activities;

e Campaigning for women’s reproductive rights and Itheaationally and globally to raise
awareness, advocate women’s rights and extendigadlitnfluence of the international

women’s health movement.

4.2 International Planned Parenthood FederationRf°

The International Planned Parenthood FederatioRPHJFs an international NGO and the largest
voluntary organisation in the world working on féynplanning and sexual and reproductive health
with its headquarters based in London. Foundechdial by women birth control pioneers in 1952,
IPPF represented an autonomous movement, which ggméeing many years before international
population institutions were involved and startedmihating the scene. It is an independent
organisation initially concentrating on work inagbn to family planning. In the early 1950s, famil

planning promoted by IPPF was faced with strongosfifpns from conservative social and religious
forces as well as obstacles placed by political gal institutions in different societies (Corr&a

Reichmann, 1994). Nowadays IPPF has worked on bablscale through its extensive links with

® Analysis in this section is based on informal disions with IPPF staff, its publicati®ttanned Parenthood Challengekp94-
1997, electronic materials (www.ippf.org) and otiftPF's formal publications and internal documestsgsh as IPPF annual
reports, IPPF news bulletins and IPPF Vision 2008t&gic Plan.
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national voluntary, autonomous Family Planning Asstions (FPAs) in about 180 countries. Its
membership has grown from an initial small groupeight to more than 150 throughout the world in
the late 1990s ((IPPF), 1999a:'1).

IPPF has operated at three organisational levstsFPAs at the local and national level; the Regjion
Office at the regional level; and the Central Gdfldeadquarters at the international level. As a
voluntary organisation, it has been funded by donaf(IPPF), 1999b). From a single focus on family
planning in its early days, IPPF and its member §PRAve greatly expanded the scope of activities
during the past few decades to include informatma service provisions, education and training,
standard setting, as well as lobbying in a wideldfiof family planning, gender equality and women'’s
empowerment guided by the broad notion of sexudlreproductive health. It has increasingly been
involved in meeting developing countries’ needsl #re bulk of its funds now are allocated to suppor
local and national services and programmes in thiedTWorld, including countries currently under
transition (see (IPPF), 1998a; (IPPF), 1999®PF's close linkages with local volunteers, iradigus
groups and communities have enabled it to adoptinéegtualised approach to the identification and
satisfaction of local needs, particularly the neetishe most disadvantaged individuals, groups and

communities.

The policy foci of IPPF on family planning have legted the international debates on birth control,
population and development, gender and empowerofenbmen, as well as reproductive and sexual
health and rights. In the 1980s, the demographiantitative paradigm of population control with its
ethical problems and potential abuse was challelyedn alternative approach proposed by women
professionals working inside mainstream populaiistitutions. This is the quality of care framework
systematically put forward by Bruce (1990) in Papian Council, who also drew from Scrimshaw’s
earlier work on family planning services (Scrimshda®72). This framework assesses quality of family
planning services by using several key indicatsush as the range of contraceptive choice, pravisio
of full information on different methods and thedffectiveness as well as possible side effects,
providers’ professional competence, their attitugegards clients and the constellation of servites.
other words, the quality of care framework implicistresses the rights of service users, especially
female users as subjects, in contrast to the tepdapproach of population control, which treated
women as objects and means for attaining demographgets. IPPF, as a service provider, quickly
incorporated the framework by working out 10 bagihts of the client, including the rights to sgfet
information, access, choice, privacy, confidertyalidlignity, comfort, continuity and opinion (Hue&o
Briggs, 1992). The Rights of Clients have functidr@es a code of conduct for IPPF-supported family
planning clinics and services, which have beeneasingly oriented towards women-centred, health-

focused programmes.

On the occasion of the Federation’s 40th foundimgiveersary in 1992, IPPF produced/eion 2000
Strategic Plarto guide its work up to the year 2000 and beydr: Strategic Plarnset out three main

” The eight founding members are: UK, USA, HollaBdieden, West Germany, India, Singapore and HongKon

8 For the major funding sources of the Federatiea,the IPPF Annual Report 1997-1998: 24; 1999: 24.
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goals with six imminent challenges perceived byAPPhe goals are: those of advancing human rights
regarding sexual and reproductive health, of redpognto unmet needs for family planning and sexual
and reproductive health services, and of operaéindemocratic Federation, securing funding and
maintaining accountability. The six challenges &tentified as sexual and reproductive health,
empowerment of women, unsafe abortion, youth, faplihinning and quality of care ((IPPF), 1999b).
The fact that there has been considerable oveeapeen IPPF’s strategic plafision 2000and the
1994 ICPD’s Programme of Action suggests an ungiextted influence of NGOs, including IPPF, on
the direction and outcome of the Cairo conferedP®F's active role in influencing international
policies on population and development is reflea@sdvell in its involvement in the 1999 Cairo + 5
UN Special Session through co-ordinating with UNF&#l other UN organisations, and participating
in the Cairo + 5 preparatory activities. These udel, among other things, participation in the Hague
Youth and NGO Forum in February 1999, in UNFPA Ritables and Technical Meetings in June-
July 1999, to influence discussions and actionkegnissues such as adolescent sexuality, repregucti
rights, unsafe abortion and the unmet needs foiilfaplanning and reproductive health services
((IPPF), 1998e; (IPPF), 1998f).

Following the 1994 Cairo agreement, internation@lcaurse on population and development has
shifted further towards sexual and reproductivltségand health. Concerns over sexuality and figrtili
have increasingly been examined from a human rigktspective on the basis of the important
international human rights conventions and treafidgese include, among others, the International
Covenant on Civil and Political Rights, the Intdroaal Covenant on Economic, Social and Cultural
Rights, the UN Convention on the Elimination of Albrms of Discrimination against Women, and the
UN Convention on the Rights of the Child. A key ex®n of these is the 1993 Vienna World
Conference on Human Rights, which proclaimed th@ihen’s rights are human rights.

Shortly after the Cairo agreement, IPPF produceétharter on Sexual and Reproductive Rights in
1996. The Charter has been designed as a tootteaise the capacity of FPAs and other NGOs to
engage themselves in human rights advocacy andgpimmin relation to sexual and reproductive
health and well-being ((IPPF), ND). The Charter btisulated 12 basic rights, including right teelif
right to liberty and security of the person; rigiat equality and to be free from all forms of
discrimination; right to privacy; right to freedoaf thought; right to information and education;htig

to choose whether or not to marry and to foundrailfa right to decide whether or when to have
children; right to healthcare; right to the berefif scientific progress; right of freedom of asbgm
and political participation; right to be free fratmrture and inhuman or degrading treatment ((IPPF),
1996; see also Newman & Helzner, 1999). The Chagteunded in and linking reproductive rights to
major international human rights instruments astinaad above, calls for the nation states whictehav
signed the human rights treaties to respect, praieat fulfil the reproductive rights designatedréie
((IPPF), ND). Guided by the Charter, the nationBAE have committed to the removal of political,
legal and administrative barriers to the provisodrsexual and reproductive health care services. Fo
instance, in Colombia, the FPA introduces legali@linics into family planning centres, which
provide information in terms of women’s rights, sestucation for adolescents and legal help for

women suffering from domestic violence. The Pafésti FPA offers legal counselling service in
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several of its clinics, advising women on issueshsas inheritance, marriage contracts and child
custody. In Hungary, the FPA has held discussioitis the government based on the IPPF Charter on
new legislation concerning access to health cam & human rights perspective ((IPPF), 1998b).

In practice, IPPF has tried to implement thesetsighore broadly through placing greater emphasis on
sexual and reproductive health services, basicsnpesgrammes, other health-related activities (e.qg.
treatment of genealogical ailments and STDs in it@ispand clinics), as well as training, informattio
and education on sexual and reproductive healthinstance, priorities have been given to integrati
family planning into basic needs satisfaction, uid¢hg primary health care, such as safe motherhood,
maternal and child health (e.g. pre-natal and pasa care, immunisation programmes, infant sutviva
and child nutrition, contagious disease preventigte,), and the supply of food, clean water and
sanitation facilities. It is recognised that thetiow of sexual and reproductive health is much more
broader than mere family planning services. Thasgantrast to a population control programme’s
narrow focus on providing mainly contraceptives fsomen in childbearing age alone, IPPF’'s
perception of the relations between family planramgl sexual and reproductive rights and wellbeing
has led to its adoption of a comprehensive lifekeyapproach to meet diversified health needs of
women in different life stages and reproductiveditions (e.g. the young, the unmarried, women in
menopause, and those who have had sterilisatiazgrorot conceive).

It is recognised that women bear the largest buafesocial reproduction, and as a group they often
lack decision-making power in matters concerninguaéty and reproduction. In addition, young
people’s sexual and reproductive rights and hestds tend to be neglected. This has rendered youth
especially vulnerable to the HIV/AIDS pandemic. Weamand youth have, therefore, been prioritised
in IPPF’s activities to promote reproductive angusg health and rights. In 1996, the IPPF SoutlaAsi
Regional Office and BBC collaborated to introduceesies of regional radio programmes on sex
education for women and the young called “Sexwiseseries covered issues ranging from hygiene,
puberty, contraception, sexual coercion versus atutaspect in sexual relations, safe sex and
HIV/AIDS prevention to specific individuals’ sexuahd social concerns such as sexual pleasure, sex
orientation, etc. Both the broadcast programmesthenl accompanying booklets were produced in
nine languages, gaining millions of audience. Thecsss of the initiative of “Sexwise” led to the
expansion of the project beyond the South Asianidkedn 1999, the programme took off in other
regions and countries, including Albania, Bulga@yprus, Greece, Hungary, Kazakhstan, Poland,
Romania, Russia, Turkey and Uzbekistan. By theafd®99, 100 radio programmes were produced in
more than 10 languages, 187,000 booklets wereegriahd distributed in different countries involved
in the project, 50,000 page impressions were aleiate¢he “Sexwise” website and the audience size,
excluding Central Asia, reached 18.9 million ((IpPE99a: 22).

In addition, committed to promoting young peopleights to sexual and reproductive health
information, education and services, IPPF has fdren& outh Committee to tailor its services to meet
the specific needs of youth. The Youth Committes halped introduce special clinics, centres or

° See ((IPPF), 1999a: 2-3) for a detailed breakdefservices provided in clinics supported by IPRE s national FPAs.
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projects for young people, which offer youth-frigndex education, counselling and services, in
countries including Ethiopia, Uganda, Russia, Intten, Peru, Brazil and Palestine ((IPPF), 1998c).
relation to women’'s empowerment, which is deemedchievable without the support and active
participation of men, IPPF has paid attention tonmeole in sexuality and reproduction. This is
reflected partly in the shift supported by IPPFtlie provision of sexual and reproductive health
services, i.e. from delivering services geared dalyards women to services that also involve men.
Through its male participation schemes, IPPF hasngtted to influence men, especially young men, in
terms of sexual and reproductive health, genderaldgu and their sexual and reproductive
responsibilities. For instance, in countries sushSéerra Leone, India and Trinidad and Tobago,
national FPAs have set up male clinics providingifa planning services, counselling, information on
the prevention of STDs and HIV/AIDS, as well aseastilsexual and reproductive health education,
knowledge and information ((IPPF), 1998d). Anotlexample is the Brazilian FPA BEMFAM'’s
project in 1999 “Men — Participation, Health andewmtion”. In this project, BEMFAM organised
small discussion groups involving men to addressighue of male resistance to condom use in sexual
intercourse through analysing traditional sexuatesitypes, gender roles and ideas of masculinitg. T

project helped to educate men and promote safeiseeondom use ((IPPF), 1999a: 15).

The actions and measures taken by IPPF to promeateakand reproductive rights and health can be
summarised as:

e Influencing international conferences and agreemeon issues regarding sexual and
reproductive rights and health, including familamhing, through lobbying and advocacy to
ensure that women'’s rights to sexual and reprodedtiealth services, and their sexual and

reproductive well-being remain a priority in intational population and development policies;

* Representing the voices of the disadvantaged itdals, groups and communities (women,
youth, ethnic minorities, poor people, etc.) imierof their rights, needs and interests through
active NGO participation and civil society involvent in policy processes, and providing

services that are sensitive to their specific needs

e Promoting reproductive health and rights througlforimation and service provision in

collaboration with international and national NG@w private sector and nation states;

» Working with media (television, radio, newspapeisiernet technology) to increase
international media awareness of the key issueshied in population and development
policies and practices, as well as to facilitagsdmination of information and knowledge, and
education on sexual and reproductive rights, heaithgender equality;

e Formulating medium- to long-term strategic plangptomote sexual and reproductive rights
and health, and setting standards and code ofigeaict service provision and delivery to

define reproductive rights and guarantee qualityaoé;
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« Encouraging the empowerment of women and girlsutinoeducation, guidance, improved

services, as well as male participation initiatjives

e Giving special priority to young people in termstoéir sexual and reproductive rights, health
and needs through introducing youth schemes argfgrones, particularly in the face of the
HIV/AIDS threat.

Department for International Development of the Gvernment (DFIDY

The UK government is one of the leading donorsgagers in the international development arena. It
has been actively involved in the negotiation psses and signing of the major international
agreements, conventions and covenants on righttyding human rights, economic, cultural and
social rights, and children’'s and women’s rights1eCof the most significant policy documents of
DFID’s following the 1994 ICPD in Cairo is the WéaiPaper on International Development published
upon Labour Party’s assumption of power in Novenit$#97. The White Paper has laid out policies of
the UK government in response to the Cairo agre&snénviews elimination of world poverty as the
biggest challenge faced by the international conityudor the forthcoming new century. As such, it
stipulates that Britain’s international developmassistance efforts under the Labour governmemt giv
priorities to sustainable livelihoods strategiesmian development, particularly gender equality and
reproductive health, and environmental protectiauch efforts are perceived as being able to produce
more effective and fruitful outcomes if genuinetparships can be built with national governments,

multilateral and bilateral agencies, the privatet@eand other civil society actors (DFID, 1997).

The blueprint for international development and aidlined in the White Paper has been backed
especially by a rights-based approach to developaiahorated in more recent DFID’s documents and
strategy papers setting development targets onrtanmoissues such as poverty, gender and heakh (se
DFID, 2000a; 2000b; Ferguson, 1999; Hausermann,8)198 rights-based approach has been
interpreted as increased participation/inclusiontlod poor in development and decision-making
processes which have affected their lives so tiatvbices of the poor and the disadvantaged can be
heard and their perspectives incorporated in devedmt efforts and plans. Broadly speaking,
participation, inclusion and institutional capadityilding are seen as major channels for empowermen
of poor people, who, through such processes, grected to become active agents rather than mere
passive objects of the programmes and decisiordupea on behalf of them. A rights-based approach
also calls for the accountability of institutionsdagovernments to guarantee, protect and promete th
rights of citizens, particularly of the poor andativantaged ((FCO) & DFID, 1999; DFID, 2000b;
Ferguson, 1999).

The DFID’s rights-based approach to developmentimasrporated the new development thinking as
elaborated in the work of Amartya Sen and othereimphasising human development and making

people the central purpose of development. Socialusion/inclusion, and health and well-being,

1% sources of this section include discussions wiftiDs specialists in social development and heaitti population, electronic
materials from the DFID’s website (www.dfid.gov.uE)FID’s formal publications and its internal docemts.
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which are notions closely related to economic adas rights, have stood out in the DFID’s discaurs
on a rights-based approach. This may show that BFUDderstanding of a rights-based approach
within the broad human rights framework includeshbaivil and political rights and economic and
social rights. The recently formulated and publisktrategies, documents and the latest White Paper
on international development have further defirteglriotion of rights and connected rights with socia
policies in the wider context of globalisation (2FI2000b; DFID, 2000c; Ferguson, 1999). In the
sphere of reproductive rights and health, DFIDteiipretation of such rights has been interactet wit
and influenced by agreements and consensus reatclsleral important international conferences
(e.g. the 1994 ICPD in Cairo, the 1995 FWCW in Bgi, as well as the framework of human rights
established by the UN in its various declaratidrige perception by DFID of a close link of such tigh
to poverty reduction and basic needs satisfacBodeimonstrated in the fact that two of the DFID’s
international development targets have focused exua and reproductive rights, i.e. lowering
maternal mortality by 75 percent and access toaend reproductive health services for all by 2015
((FCO) & DFID, 1999: 17).

Discussions with DFID policy staff indicate that IDFhas taken the reproductive rights approach as a
sort of an umbrella covering and capturing all televant issues and their complexity on its paitic
agenda of tackling poverty and gender inequaligpi@ductive rights are frequently interpreted from
perspectives of individual choice. Strategicalhg approach is intended to work as a lobby instnime
in order to hold discussions and negotiations w#lional governments and international agencies on
how to promote reproductive rights. It is also pep up space for grassroots and civil society'sreff

to promote, defend and fight for individual and e’ rights based on ethnicity, gender, class, latc.
practice, reproductive rights tend to be perceiasdhe rights to sexual and reproductive health and
services, with priorities being granted to imprayiprimary health care, reducing child mortality,
promoting safe motherhood, access to family plamrand other reproductive health services, e.g.
contraception and abortion, quality of care, conngaHIV/AIDS, as well as meeting basic needs, e.g.
safe drinking water and sanitation ((FCO) & DFIB99; DFID, 2000d; DFID, 2000f).

To some extent, reproductive health programmes bhaem emphasised in a new framework called
sector-wide approaches (SWAPs) on the DFID’s repetide rights and health agenda. The SWAPs
have been designed to address problems of fragtitentand ineffectiveness in the international
development aid arena witnessed in the earliergiiieg practice of project aid, which was operating
outside the ministerial structures of national gaweents. It is understood that implementation ef th
sexual and reproductive health agenda within tl@adbrhuman rights and development framework
requires concerted actions both sector-wide andscedl sectors. Thus, the more recently adopted
SWAPs have advocated a practice by which internatidonors contribute to the funding of the entire
health sector. The funding is then allocated andagad by the aid-receiving government in accord
with its perceived priorities and needs. Clearhg nhew approach is in line with the DFID White
Paper’'s focus on building longer-term partnershipish both national governments and other
international donors. It also reflects DFID’s ingeatation of reproductive rights as a lobbying
instrument to influence policies at the nationalele in SWAPSs, dialogues and negotiations occur at

the level of overall policy and the institutionahdafinancial framework, within which sexual and
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reproductive health services are provided. It @gmised that the prerequisite for effectively adap
SWAPs is the existence of a relatively efficientl @guitable indigenous health care system. Thesstre
by DFID on the health sector reforms, includingltieaeare financing, can be understood as partsof it
attempts to achieve greater efficiency and sudbdityaof sexual and reproductive health programmes
in the new initiative of SWAPs (see Allison, 20@¥ 1D, 2000f).

DFID’s efforts and actions to promote sexual angreductive rights in its overall international

development plans are represented in the followtrajegies:

* Lobbying UN conferences on sexual and reproductighats and health, particularly for
women. One example of this strategy is DFID’s rimiethe UN Beijing Plus Five Special
Session, which took place in New York in June 26D@eview and assess the implementation
of the Programme for Action (PFA) reached at tharfoUN World Conference on Women.
At the Special Session, DFID advocated the usexplicit language in the final document to
link gender equality and poverty eradication, rejmative and sexual health (including
HIV/AIDS), and specific indicators of progress irogramme implementation and assessment.
It also suggested the inclusion of clear affirmatiof women’s sexual rights and strong
objection of sexual violence. Such efforts of DRiBmbined with those of other international
agencies have resulted in the inclusion in thel filewument of explicit languages on sexual
rights, sexuality and abortion — the first timettlaUN document has clearly expressed its
position on such sensitive, controversial issSUEE(), 2000).

e Advocating and supporting health sector reformarirattempt to ensure the establishment of a
sound institutional base, which encompasses thédicpylsivate and informal sectors and is
accessible and beneficial to poor people. The igod¢emed achievable through building long-
term partnerships with both developing country gowgents and international agencies. DFID
has currently established long-term partnershigtiais with more than 20 countries in Sub-
Saharan Africa, South and Central Asia, Latin Ace”nd East Europe. It has also supported
and increased its funding for international ageneiad NGOs working in the field of sexual
and reproductive rights and health, including UNFR¥HO, UNAIDS and IPPF ((FCO) &
DFID, 1999; Allison, 2000; DFID, 2000g).

* Reuvising priorities of service provision. In additi to the above-mentioned priorities of
lowering child mortality and maternal mortality feabortion, meeting contraceptive needs and
widening contraceptive choice (including emergemontraception and female condoms),
DFID has, in recent years, granted special priaotghe tasks of tackling HIV/AIDS. It has
significantly increased its financial support fatians on HIV/AIDS in developing countries,
especially in Sub-Saharan Africa. As young peopld women are identified as the most
vulnerable groups in the face of the HIV/AIDS eprde, DFID has been particularly active in
financing programmes that contribute to the reauctif vulnerability of women and the young
through raising awareness, disseminating knowlexdgk information, fighting discrimination
(e.g. protecting the rights of poor people in terofisaccess to information, knowledge and

preventative measures and those of the infecteld ne#pect to confidentiality, employment,
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education, sexual orientation, health care seryviaed most of all their rights to life) and
supporting scientific research to find effectivecei@mes. For instance, in India, DFID has
supported HIV/AIDS prevention work among commeraak workers in the Sonagachi red
light district. DFID’s efforts have helped keep tH&/ infection rate of this group in the area at
a lower level compared with the HIV prevalence ratether cities ((FCO), 2000; see also
(FCO) & DFID, 1999; DFID, 2000h).

Commitment to gender equality and women’s empowatni@FID recognises the importance
of the gender issue in promoting and guaranteeexgad and reproductive rights. It has taken
effective measures to ensure the inclusion of gemagspectives in all its bilateral and
multilateral development activities. More specifigaDFID has increased its support for the
UN Development Fund for Women (UNIFEM) and its atpg to strengthen UN’s capacity to
promote women’s rights as well as a rights-basgurageh to development. The financial
support for UNIFEM is provided through greater fungdfor it Trust Fund on Violence against
Women and other programmes that have worked ordibgilcapacity and leadership of
women’s organisations as well as strengtheningaliels between women’s organisations,
national governments and the UN system. DFID’soastion mainstreaming gender issues as a
vital approach to promoting rights is also demaatstt in its funding for a Gender Advisor post
in the Office for Democratic Institutions and HumRights (ODIHR), the Organisation for
Security and Co-operation in Europe ((FCO), 2008;®) & DFID, 1998; (FCO) & DFID,
1999).

Bringing social development expertise into populatand health work to produce better co-
ordination and promote sexual and reproductivetsigiiwo DFID’s departments, i.e. Social
Development Department and Health and PopulatiopaBment, have been involved in the
area of reproductive rights and health. Interpi@tagnd analyses of a rights-based approach
usually fall into the responsibilities of the formevidenced, among other things, in several
DFID documents stipulating its development stragegiegarding rights. The latter, in contrast,
is more concerned with practical issues, includetting priorities for DFID’s international
assistance in health, implementing DFID’s policdspopulation and reproductive health, and
working in partnership with national governmentsiltitateral agencies, the private sector and
civil society. It seems that the two departmentdu® work rather separately. Our discussions
with DFID policy staff suggest that, increasinglijere are more exchanges and co-ordination
between the two departments. There have been redegmrtmental interactions, particularly
during the policy implementation process at thentqulevel. A more integrated approach has
been adopted in most DFID’s health, including rejpiciive health, programmes for the past
few years. For instance, a reproductive healthegtoyill be undertaken by several advisers,
i.e. the main population and reproductive healtbcggist, a social development adviser, a
gender specialist, etc. The so-called “procedunalck” through guidance and technical notes
used in appraisal and development of programmeslse applied to ensure that new
development ideas and relevant issues identifiecdippropriately considered and incorporated.
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Conclusions

The contrasting histories, structures and objestiMethe organisations studied above are refleicted
the varying ways in which they have approached adyetive rights. All have been involved in
renegotiating population and development policy tla international level but from different
perspectives: the WGNRR as an advocacy networkionffgprobably the most radical position, IPPF
representing the largest INGO provider of reprohachealth services, and DFID as a bilateral donor
agency. The greatest space for negotiation aboudt whproductive rights mean in different
circumstances has been within the network struafi®@GNRR, although unsurprisingly WGNRR is
undoubtedly the most woman-focused of the orgapisatwith strong feminist politics. IPPF has
invested considerable effort in facilitating dissiosis between members from different countries sbou
client rights and have also developed a Charteé®exual and Reproductive Rights that is intended to
assist partner organisations to broaden their abyoefforts. Reproductive rights have only been
really prominent within DFID approaches more relyesince the Labour government came to power
in the UK in 1997.

All three organisations recognise the need to mosgrvice priorities. IPPF has probably been most
involved in bringing men into reproductive healtidehas paid special attention to the needs of young
people. DFID has been involved in inserting consexhout rights, including reproductive rights, into
sector wide approaches, particularly relating taltihe but also in relation to other areas and imglso

by linking these concerns with issues around pgvand social exclusion. As a broad based donor
agency with a formal role in international policyaking, DFID has the most scope to tackle directly
other dimensions of reproductive rights that lidsale the traditional population policy arena: thes
dimensions include most significantly gender empoment, governance and accountability,
international debt as well as the conventional@scbf government action. However, IPPF and its
partners despite their focus on service provisiawehengaged in a surprisingly broad range of
activities and WGNRR'’s lobbying also situates rejuative rights concerns within wider inequalities.
In conclusion, these organisations have varioutdyqu important roles in shaping and interpreting
reproductive rights in practice.
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