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Submission for the CEDAW Committee’s 

Half Day of General Discussion on Rural Women 

 

I. Introduction and Background 

 

The Center for Reproductive Rights (“CRR”), an international human rights organization dedicated to the 

advancement of reproductive freedom worldwide, submits this paper to the Committee on the Elimination of 

Discrimination against Women (“CEDAW Committee”), calling attention to the barriers that rural women 

face in exercising their reproductive rights, for its upcoming half-day of general discussion on rural women. 

 

The exercise of reproductive rights, including the rights to life, to health, to decide freely on the number and 

spacing of one’s children, to privacy and confidentiality, to access information and exercise informed 

consent, and to be free from violence against women and torture or ill- treatment, is essential to ensuring that 

rural women can achieve substantive equality and overcome discrimination. Too often, however, women, 

particularly marginalized women, face restrictions, in law and in practice, on the exercise of their 

reproductive rights. State failure to take positive measures to ensure access to reproductive health services 

and to prevent and punish human rights violations contributes to the barriers women face in exercising their 

reproductive rights. Because reproductive health services are services that are essential to women’s health, 

life, autonomy, dignity and equality, and are also services that primarily women need, it is incumbent on 

states to ensure access to the full range of these services in order to respect, protect, and fulfill women’s 

human rights. 

 

Rural women make up a substantial part of the world’s population but are disproportionately affected by a 

lack of realization of human rights.
1
 For instance, according to the UN Secretary General in the lead-up to 

the 56th session of the Commission on the Status of Women, there are “serious urban/rural discrepancies as a 

result of poor service delivery in rural areas and rural underdevelopment,” which include higher rates of 

poverty.
2
 Rural women also report more physical abuse than urban women, with more difficulty accessing 

police or other services because of their geographic location.
3
 Rural girls in particular face more significant 

pressure to submit to harmful traditional practices, such as early and forced marriage and early pregnancy, 

which put their rights at risk.
4
 

 

The barriers that all women face in exercising their reproductive rights are compounded for rural women 

who may experience multiple layers of discrimination that result in additional obstacles and marginalization. 

Studies have found that only 35 percent of rural women in Africa and developing parts of Asia have physical 

access to needed reproductive health services.
5
 The additional barriers that account for this disparity include 

lack of nearby health facilities, lack of affordability of services, discrimination within traditional families and 

societies, and the disproportionate impact of legal restrictions on accessing reproductive health services. 

Rural women are also a very diverse group and include women with disabilities, women with HIV, women 

from minority and indigenous groups, women living in poverty, as well as adolescent girls, all of whom have 

unique experiences of discrimination which are compounded by their rural status. 

 

As this submission illustrates, although women across the world face barriers or encounter abuse when 

accessing reproductive health services, rural women often experience violations of reproductive rights more 
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acutely than other women. This submission first outlines the scope of states’ legal obligations to respect, 

protect, and fulfill rural women’s reproductive rights, based on the rights to non-discrimination and 

substantive equality. Second, the submission examines specific areas of concern for the reproductive health 

and rights of rural women, including access to contraception and abortion. Finally, the submission provides a 

short list of recommendations to states as they seek to ensure rural women’s reproductive rights under the 

Convention on the Elimination of Discrimination against Women (“CEDAW Convention”). 

 

II. Nature and Scope of Key State Obligations Regarding the Reproductive Rights of Rural Women 

 

A. Non-Discrimination and Substantive Equality  

 

Reproductive rights lie at the heart of human rights for women, as they are essential to ensuring women’s 

self-determination and to achieving substantive as well as formal equality. Under Article 1 of the CEDAW 

Convention, states are obligated to ensure that, when combating gender discrimination, they tackle laws or 

policies that have either the purpose of negating a woman’s rights or the effect of doing so.
6
 According to 

Article 2 of the CEDAW Convention, states parties must “condemn discrimination against women in all of 

its forms.”
7
 As part of the requirement to end discrimination, the CEDAW Convention also calls on states to 

ensure the “equality of men and women” in all realms of life, including in legislation, education, 

employment, health care, social life, and marriage and family life.
8
 

 

As the CEDAW Committee has noted, discrimination against women includes both direct discrimination, 

which encompasses laws and policies that make unjustified distinctions based on gender that disadvantage 

women in the exercise of their rights, and indirect discrimination, which encompasses laws, policies, and 

practices (or the lack thereof) that are ostensibly gender neutral but result in a disparate impact on women, or 

particular groups of women.
9
 The CEDAW Committee has recognized that equality in fact, or substantive 

equality, is required to adequately address historic and systemic discrimination against women.
10

 Formal 

models of equality regard women and men as the same and require laws to be formulated in a gender-blind 

manner.
11

 Substantive equality on the other hand is less concerned with equal treatment and focuses on equal 

access and equal benefits.
12

 Substantive equality requires that states are accountable not only for the 

measures they have taken, but also for the effectiveness of those measures in improving women’s equality in 

fact.
13

 It also requires states to take positive measures, including allocation of resources, which eliminate 

conditions that perpetuate discrimination,
14

 to take proactive measures which seek to transform the context 

that gave rise to the violation in the first place, and to provide access to effective remedies to realize 

women’s human rights.
15

   

 

B. Right to Health 

 

The CEDAW Convention obligates states to ensure that women are free from discrimination and can achieve 

substantive equality in exercising the right to health. The right to health is broadly defined in the 

International Covenant on Economic, Social, and Cultural Rights (“ICESCR”), which recognizes the right 

“of everyone to the highest attainable standard of physical and mental health.”
16

 As the CEDAW Convention 

outlines, this includes reproductive health care, in which states are obligated to “ensure, on the basis of 

equality of men and women, access to health care services, including those related to family planning.”
17

 As 

the CEDAW Committee noted in its General Recommendation No. 24, women have reproductive health 

needs that men do not, due to their different reproductive capacities,
18

 making the provision of these services 

essential for ensuring comparable outcomes and thus also substantive equality. 

 

The CEDAW Committee has found in its General Recommendation No. 24 that, in order to achieve non-

discrimination and substantive equality, states must ensure that their health systems have services “to 

prevent, detect and treat illnesses specific to women.”
19

 Further, the CEDAW Committee has stated that “[i]t 

is discriminatory for a State party to refuse to legally provide for the performance of certain reproductive 

health services for women.”
20
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The CEDAW Convention recognizes the particular vulnerability of rural women to discrimination in the 

right to health, including in the area of reproductive health. Article 14 of the Convention requires that states 

take into account the particular barriers that rural women face in exercising their rights and calls on states to 

take proactive measures to ensure that rural women “have access to adequate health care facilities, including 

information, counseling and services in family planning.”
21

 

 

C. Reproductive Self-Determination  

 

Self-determination is one of the core principles underscoring women’s rights, particularly realization of 

reproductive rights. In order to enable self-determination in the exercise of reproductive rights, states must 

work to ensure that women have the freedom to make informed decisions about all aspects of their lives. As 

such, achieving self-determination for women requires states to ensure the right to non-discriminatory 

exercise of legal capacity
22

 so that women can make important life decisions, including decisions with legal 

effect, for themselves. Additionally, the right to decide on the number and spacing of children
23

 is 

particularly important to self-determination in a number of spheres because, as the CEDAW Committee has 

noted, it affects a woman’s access to education and employment, as well as physical and mental health, and 

determines whether a woman carries an inequitable burden of uncompensated work.
24

 At the same time, the 

rights to physical integrity and to be free from violence, including torture and ill-treatment,
25

 are central to 

women’s decision-making power. Finally, the right to physical integrity
26

 guarantees that women are not 

forced to undergo pregnancy or childbirth, matters with significant implications for their bodies and personal 

liberty, and the right to privacy ensures that women can make decisions free from undue influence, including 

by requiring medical confidentiality.
27

  

 

Substantive equality is a necessary precondition to women’s ability to exercise self-determination, 

particularly in relation to sexual and reproductive healthcare decisions. As the CEDAW Committee has noted 

in its General Recommendation No. 28, “[i]nherent to the principle of equality between men and women, or 

gender equality, is the concept that all human beings, regardless of sex, are free to develop their personal 

abilities, pursue their professional careers and make choices without the limitations set by stereotypes, rigid 

gender roles and prejudices.”
28

 

 

III. Specific Areas of Concern in Access to Reproductive Health Information and Services for Rural 

Women  

 

Access to reproductive health information and services is essential for ensuring women’s substantive 

equality, including in areas that affect their reproductive rights. Rural women, however, face particular 

barriers to accessing reproductive health services that put their health and lives at risk. Because of these 

barriers to accessing services, rural women experience higher rates of maternal mortality and morbidity, are 

less likely to access needed contraception, and face a greater risk of unsafe abortion.
29

 Further, rural women 

are disproportionately impacted by laws that restrict access to reproductive health services for all women, 

including third-party authorization requirements, waiting periods, and criminalization of abortion.
30

  

 

This section describes some of the general barriers that rural women face in accessing reproductive health 

services, as well as particular issues in accessing contraception and abortion, and provides examples of where 

countries have fallen short on ensuring the full range of reproductive rights for rural women. This section 

also describes some legal restrictions that are commonly placed on reproductive health services and how 

those restrictions disproportionately affect rural women. 

 

A. General Barriers to Accessing Reproductive Health Information and Services 

 

As noted above, rural women are more likely to experience poverty and less likely to have formal education 

or paid employment, while many also face language barriers, which can result in multiple impediments to 



 4 

accessing reproductive health services. These barriers include the distance of health providers from their 

communities, which may require women to travel long distances, as well as access to transportation to get to 

services.
31

 Costs associated with traveling long distances to services, such as loss of income, transportation, 

or accommodation costs, can also disproportionately limit rural women’s access to reproductive health 

services, as rural women are more likely to live in poverty.
32

 Further, the disparate geographical access to 

health services means that women may not have another provider or health facility that they can turn to for 

reproductive health services if their closest provider does not have access to the proper or appropriate 

medicines or tools or if the provider refuses to administer certain reproductive health services such as in 

instances of conscientious objection.
33

 

 

Physical accessibility can be a particular issue for rural women. Rural women in Uganda report at two times 

the rate of their urban counterparts that their unmet need for contraceptives results from lack of access to 

family planning services and information.
34

 Official statistics from rural, post-conflict northern Uganda 

indicate that, in one district, only one-fourth of the population lives within five kilometers of a health center, 

while only 40 to 60 percent of women in the other two main districts were able to access health services.
35

 In 

rural Mali, more than 80 percent of women and girls live more than 30 kilometers from the nearest health 

center.
36

  

 

Rural women from minority groups may face additional barriers to accessing reproductive health services, 

due to discrimination and social exclusion. For example, Romani women face discrimination in accessing 

social services such as social registration. In many states, social registration in the state or city where one 

lives is a pre-requisite to accessing other social services, including state-provided health information and 

services. This places Romani women who need to access reproductive health services at a particular 

disadvantage.
37

  

 

Barriers to accessing reproductive health services have a negative impact on rural women’s health, leading to 

persistent problems that to date states have failed to address, such as high rates of maternal mortality. States 

pledged through the Millennium Development Goals (“MDGs”), specifically MDG5, to lower maternal 

mortality by 75 percent by 2015 but have mostly failed to do so.
38

 The failure to achieve MDG5 is largely 

due to inequalities, including disparities between rural and urban women. For instance, rural women are less 

likely to have access to skilled birth attendants
39

 or to be able to reach hospitals in cases of complications, 

due to poor road infrastructure and transportation to often distant medical facilities.
40

 This can be a particular 

problem for rural adolescent girls and young women. For instance, in India, rural women are twice as likely 

as urban women to have had their first child before age 18,
41

 a situation that places them at greater risk of 

pregnancy complications.
42

 Moreover, access to antenatal care in India is significantly worse in rural areas, 

with less than half of women aged 15-24 receiving proper care,
43

 thus putting their health and lives at risk. 

 

Access to reproductive health information can be especially difficult for rural women but is essential to 

ensuring their reproductive self-determination, and thus also their substantive equality. The CEDAW 

Committee in its General Recommendation No. 21 has recognized the importance of adequate access to 

information and sexuality education to support women’s reproductive decision-making.
44

 For adolescents, 

international human rights bodies have found that reproductive health information is essential and that, in 

order to realize their right to health, adolescents have the right to confidential, universal access to sexual and 

reproductive health services that enable them to make free and responsible decisions in accordance with their 

evolving capacities.
45

 The Special Rapporteur on Torture has outlined the importance of access to 

information, stating that “[a]ccess to information about reproductive health is imperative to a woman’s 

ability to exercise reproductive autonomy, and the rights to health and to physical integrity.”
46

  

 

In many countries, rural women, particularly from other marginalized groups, lack the information they need 

to make reproductive health decisions. Girls who are subjected to early marriage, which in many countries is 

more common in rural areas,
47

 may be more are risk for HIV infection but are less likely to have access to 

information about how to avoid HIV.
48

 According to a UN Inter-Agency Report on Rural Women and the 
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MDGs, young women in rural areas are almost always less likely to know about methods to prevent 

transmission of sexually-transmitted diseases or to use condoms.
49

 In India, only 6.8 percent of women in 

rural areas know about the uses for emergency contraception (compared with 11.3 percent in urban areas).
50

 

 

B. Access to Contraceptive Information and Services 

 

International human rights standards require that, as part of their core obligations to fulfill the right to health 

and eradicate discrimination against women, states must provide access to essential medicines, as defined on 

the WHO Model List of Essential Medicines.
51

 This list contains many forms of modern contraception, 

including emergency contraception.
52

 The CEDAW Committee has also acknowledged that states have an 

obligation to provide access to affordable family planning services in order to promote a woman’s 

reproductive self-determination and equality.
53

 However, women in rural areas worldwide, as well as women 

who are poor or who have low levels of education, have a higher unmet need for contraceptives than women 

in urban areas.
54

 A survey of 22 countries in sub-Saharan Africa revealed that rural women, poor women, and 

women with limited schooling were up to four times less likely than other women to use contraceptives to 

avoid or delay pregnancy.
55

  

 

Rural women have some of the highest unmet need for contraceptives because they face the greatest barriers 

to accessing and effectively using modern contraceptives.
56

 As described above, one of the most significant 

barriers for rural women in accessing contraceptives is the lack of physical accessibility of health facilities 

near their homes. This lack of physical accessibility may combine with other barriers to further limit rural 

women’s access to effective contraception. 

 

For instance, rural women who live far from health facilities may prefer longer-term methods of 

contraception in order to reduce the amount they need to travel, but because of shortages or ill-equipped 

facilities those methods are not always available. In rural areas of Nigeria, where women have to travel long 

distances to the nearest health care facility, rural women report that they prefer to receive contraceptive 

injections, which will last for several months, but clinics often face shortages of these injections.
57

 In Nepal, 

where more than 80 percent of the population lives in rural areas, rural women have limited contraceptive 

choices,
58

 particularly for long term methods,
59

 while transportation issues during the rainy season lead to 

shortages in supplies.
60

 

 

Discrimination against women in their families and stigma associated with reproductive health services have 

also created barriers that lead to an unmet need for contraceptives in rural areas. A women’s health advocate 

in Uganda reported to CRR that many rural women in Uganda cannot access family planning services 

because of fear that their husbands will subject them to abuse.
61

 Stigma surrounding contraceptive services 

for rural women in some countries stems from the strong influence of the Catholic Church hierarchy, which 

condemns the use of contraceptives. CRR found that some doctors in Slovakia, who in rural areas may be the 

only providers in the area, invoke conscientious objection when asked to provide a contraceptive prescription 

based on Catholic beliefs, giving women little recourse to other providers because there are no others 

available in their communities.
62

 Rural women may also feel more uncomfortable going to providers for 

contraceptives because of fears that, in a small community, confidentiality may be breached.
63

 An advocate 

for women’s health issues in rural Slovakia reported to CRR that girls in rural areas have a harder time 

admitting that they use or would like to use contraceptives, because the strong influence of religion means 

that sexual activity before marriage is stigmatized.
64

  

 

As noted above, rural women are also more likely to be subjected to physical abuse, including sexual 

violence, a situation that makes access to emergency contraception particularly imperative. The CEDAW 

Committee has stated that States should ensure women and girls affordable and timely access to emergency 

contraception.
65

 The Committee against Torture has also found that denying victims of rape access to 

emergency contraception could amount to torture or cruel, inhuman or degrading treatment.
66
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In some countries, rural women have been offered sterilization without adequate information about or access 

to other forms of contraception. In India, the most widely used form of contraception is female sterilization,
67

 

a situation compounded by poverty and caste. There have been reports of mass sterilizations in rural areas of 

impoverished states in India, such as Bihar.
68

 Members of the Romani minority, many of whom live in rural 

areas and often in informal settlements, have been sterilized without free and informed consent in at least 

three countries in Europe: the Czech Republic, Hungary, and Slovakia.
69

 For many Romani women, 

sterilization occurred during cesarean sections without prior discussion, or consent to sterilization was sought 

during labor without fully explaining the procedure or offering any alternatives.
70

 The CEDAW Committee 

has found that forced or coerced sterilization, where a woman is denied informed consent to a procedure that 

may permanently deprive her of reproductive capacity, “adversely affects women’s physical and mental 

health, and infringes the right of women to decide on the number and spacing of their children.”
71

 

 

The CEDAW Committee has specified in its General Recommendation No. 24 that, in order for a state to 

meet its obligation to ensure acceptable health services for women, those services must be “delivered in a 

way that ensures that a woman gives her fully informed consent, respects her dignity, guarantees her 

confidentiality and is sensitive to her needs and perspectives.”
72

 The CEDAW Committee has in particular 

highlighted the importance of health confidentiality and how breaches of confidentiality disproportionately 

affect women: 

 

While lack of respect for the confidentiality of patients will affect both men and women, it may deter 

women from seeking advice and treatment and thereby adversely affect their health and well-being. 

Women will be less willing, for that reason, to seek medical care for diseases of the genital tract, for 

contraception or for incomplete abortion and in cases where they have suffered sexual or physical 

violence.
73

 

 

Both the CEDAW Committee and the ESCR Committee have identified many of the barriers that rural 

women face in accessing reproductive health services and called on states to address those barriers. The 

ESCR Committee has commented on the barriers that place the largest burden on rural women’s access to 

contraceptives by calling on states to remove fees for services, fund free access to contraceptives, ensure 

information accessibility by raising public awareness, and provide sexuality education.
74

 The CEDAW 

Committee has further called on states to remove sociocultural barriers to rural women’s access to 

reproductive health services.
75

  

 

As these provisions indicate, in order for states to meet their obligations to facilitate rural women’s access to 

contraception, they must take positive measures, including through increased allocation of resources, to 

address the particular concerns that rural women face, including physical and financial barriers to access, 

barriers to providing free and informed consent, breaches of confidentiality, and stigma associated with 

reproductive health services. 

 

C. Access to Abortion Information and Services 

 

Rural women in many countries face unique barriers that make them disproportionately unable to access safe 

abortion services.
76

 In addition to the many general barriers to accessing reproductive health services 

outlined above, rural women may be unable to access abortion services at their primary health center due to 

providers’ lack of accurate information about legal abortion, lack of necessary equipment to safely induce 

abortion, or providers’ refusal to provide abortion services, based on conscientious objection or fear of 

stigma and harassment.
77

 When rural women cannot access abortion care at their local health facility, they 

are forced to travel farther than their urban counterparts to access another facility.
78

 Further, because health 

care services in rural communities are frequently provided by community members, women may be deterred 

from seeking such abortion services from local providers due to concerns about confidentiality, particularly 

in light of stigma surrounding abortion, a problem the CEDAW Committee has recognized in its General 

Recommendation No. 24.
79
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As the World Health Organization (“WHO”) has made clear, when women cannot access abortion services, 

they may seek out clandestine, unsafe abortions that can result in elevated levels of maternal mortality and 

morbidity.
80

 In many countries, due to lack of access to trained providers and the fact that they live in 

poverty, rural women are more likely to either seek abortion services from untrained providers, such as 

traditional healers, lay practitioners, or pharmacists, or induce abortion themselves.
81

 As hormonal drugs that 

can induce abortion may be less accessible in rural areas, providers may instead use herbs or sharp objections 

to induce abortion, which can be far more dangerous.
82

  

 

Treaty monitoring bodies have repeatedly addressed rural women’s lack of access to abortion services, 

linking it to elevated rates of unsafe, clandestine abortion and maternal mortality.
83

 The CEDAW Committee 

has urged states to guarantee rural women effective access to sexual and reproductive health services to 

prevent women from resorting to unsafe abortion.
84

 As noted above, rural women and girls face a heightened 

risk of physical abuse, including sexual violence, a situation in which it is critical that, where pregnancy 

results, they have access to safe, legal abortion services. Treaty monitoring bodies, including the CEDAW 

Committee, ESCR Committee, Committee against Torture, and Human Rights Committee, agree that 

abortion should be legal where pregnancy results from sexual violence.
85

 

 

Further, regional and international human rights bodies have made clear that where abortion is legal, states 

have an obligation to ensure that it is accessible.
86

 In the case of LC v. Peru, the CEDAW Committee 

determined that the state’s failure to ensure an adolescent access to legal abortion services, even though 

abortion was legal in cases in which a pregnancy placed a woman’s health at risk and L.C.’s pregnancy 

posed serious risks to her health, violated the right to health, the right to be free from sex roles and 

stereotyping,
87

 the right to be free from discrimination,
88

 and the right to a remedy.
89

 In KL v. Peru, the 

Human Rights Committee found that compelling a pregnant adolescent to carry a fetus with a fatal fetal 

anomaly to term, in spite of the risk that it posed to her health, amounted to cruel, inhuman and degrading 

treatment.
90

  

 

Domestic courts have also taken measures to realize the right to access legal abortion services for rural 

women. For example, in the case of Lakshmi Dhikta v. Nepal, Nepal’s Supreme Court addressed the state’s 

failure to ensure a poor, rural woman access to legal abortion services, finding that the right to equality 

requires the state to ensure that abortion services are affordable and accessible for all women.
91

 The court 

further noted that individuals must have information about their rights in order to exercise them.
92

 In 

particular, the Supreme Court called on the government to introduce a comprehensive abortion law, expand 

and decentralize abortion services, establish a government fund to cover abortions, and launch an awareness 

program to educate the public about abortion rights, all with the aim of increasing accessibility and 

availability of this essential reproductive health service.
93

 

 

D. Disproportionate Impact on Rural Women of Legal Restrictions on Reproductive Health 

Services 

 

Despite international human rights norms recognizing women’s right to comprehensive sexual and 

reproductive health services and states’ affirmative duties to ensure that such services are accessible in 

practice, including in the CEDAW Committee’s General Recommendation No. 24,
94

 a number of states 

nonetheless impose discriminatory restrictions on women’s access to these services. Such restrictions include 

third-party authorization requirements, such as judicial, parental, spousal or medical commission 

authorizations; waiting periods; and restrictive abortion laws. These legal restrictions have a further 

disproportionate effect on rural women, as they compound the already substantial time and other resources 

that rural women must expend to access reproductive health services.
95
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1. Third Party Authorization 

 

A number of states across the globe require third-party authorizations – such as spousal, parental, judicial or 

medical authorizations – for women to access particular sexual and reproductive health services.
96

 In addition 

to being inherently discriminatory, as they deprive women and adolescents of their right to autonomous 

decision-making, they also disproportionately affect rural women for a variety of reasons.  

 

Spousal and parental authorization requirements may prevent or deter women and adolescents from 

accessing reproductive health services, as they may not want to disclose that they are seeking such services 

to their parent or spouse due to the stigma surrounding sexual and reproductive health services or fear of 

abuse.
97

 The distance that rural women must travel to access sexual and reproductive health services can 

make complying with parental or spousal authorization requirements particularly cumbersome, as these 

requirements can compel both the woman seeking services and her spouse or her parent to expend significant 

time and resources traveling to the requisite health center for such services. Furthermore, recognizing that 

early and forced marriage is more common in rural areas,
98

 spousal authorizations are particularly 

detrimental to married adolescents, who are frequently under intense pressure to prove their fertility and bear 

children.
99

 As a result, married adolescents who decide to terminate a pregnancy may not want to disclose 

this to their husbands, out of fear of being compelled to carry the pregnancy to term. 

 

Judicial authorization requirements can appear either as an alternative to parental authorization, wherein the 

adolescent obtains permission from a judge in lieu of permission from a parent or guardian,
100

 or under 

restrictive abortion laws that permit abortion in instances of rape. In the latter case, the woman may be 

required to demonstrate within particular evidentiary parameters that she was the victim of sexual 

violence.
101

 Rural women’s disparate geographical access to courts can hinder their ability to seek judicial 

authorization, due to both the time and money required to travel to where the judiciary is located.
102

 Further, 

many rural women have never interacted with formal judicial mechanisms,
103

 and the prospect of doing so 

may be insurmountably daunting under such circumstances, particularly in light of the stigma surrounding 

both abortion and rape.  

 

Medical authorizations require women to receive approval from either multiple doctors or a formal hospital 

commission prior to accessing legal abortion services under particular circumstances.
104

 Women in rural 

areas may face particular difficulty obtaining authorization from multiple health service providers as health 

clinics may be smaller and therefore not employ multiple staff members with the authority to make such a 

determination. Traveling to a different facility or a larger health clinic in order to obtain permission delays 

women’s access to critical healthcare and may not be a possibility due to the costs and time required. 

  

The CEDAW Committee, the WHO, and other treaty monitoring bodies have made clear that women should 

not be required to obtain permission or authorization from third parties – including from parents, spouses, 

judicial figures, or medical authorities – in order to obtain sexual and reproductive health services.
105

 As the 

CEDAW Committee noted in its General Recommendation No. 24, “States parties should not restrict 

women's access to health services or to the clinics that provide those services on the ground that women do 

not have the authorization of husbands, partners, parents or health authorities, because they are unmarried or 

because they are women.”
106

 Such requirements can deter women from seeking care and delay women from 

accessing care, thereby posing a serious threat to their lives and health.
107

  

 

2. Waiting Periods 

 

The CEDAW Committee has reinforced that, in order for states to guarantee accessibility of health services 

for women, they should not force women to comply with medically-unnecessary waiting periods.
108

 The 

WHO has further noted that mandatory waiting periods demean women’s decision-making capacity, delay 

care, and jeopardize women’s access to abortion services.
109

 However, a number of states require women 

seeking abortion services to wait a certain number of days between their initial consultations and when they 
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can terminate their pregnancies. For example, in Russia, depending on the pregnancy’s gestation, women 

must wait a minimum of either two or seven days between the time they request the termination and when it 

can be performed.
110

 These waiting periods require women to make two visits to the health center, which 

may be particularly burdensome for rural women traveling to health facilities. One study on mandatory 

waiting periods found that women in U.S. states with 24-hour waiting periods were also more likely to travel 

greater distances to access abortion services as compared to women in other states.
111

 This demonstrates that 

in some places where waiting periods are in place, states may also be unwilling to ensure that health facilities 

providing abortion services are geographically accessible, thereby compounding the effects of the waiting 

period.  

 

3. Laws restricting legal abortion services 

 

As the WHO recognizes, laws restricting the circumstances under which women can access legal abortion 

services do not reduce the incidence of abortion.
112

 In some instances, laws that restrict access to abortion 

compel women to seek unsafe, clandestine procedures, while other women may seek abortion services 

abroad in a state with a less restrictive abortion law. Traveling abroad to terminate a pregnancy requires 

significant amounts of time and money and this requirement is amplified for rural women. The CEDAW 

Committee has outlined that, as part of a state’s obligation to ensure that health services are accessible to 

women, measures to end discrimination against women in health must work to “prevent, detect, and treat 

illnesses specific to women” and that “[i]t is discriminatory for a State party to refuse to provide legally for 

the performance of certain reproductive health services for women.”
113

 Further, treaty monitoring bodies 

have expressed concern about women being forced to travel abroad to access abortion services,
114

 and the 

CEDAW Committee has noted that this creates hardship for marginalized groups.
115

  

 

IV. Conclusions and Recommendations 

 

The realization of reproductive rights is essential to ensuring the equality and well-being of rural women, 

including their rights to life, to health, to decide freely on the number and spacing of one’s children, to 

privacy and confidentiality, to access information and exercise informed consent, and to be free from 

violence against women and torture or ill-treatment. Although all women face barriers to accessing 

reproductive health services, rural women’s access is further hindered by their remote geographic location, 

higher levels of poverty, and stereotypes related to women’s traditional reproductive and caretaking roles. In 

order to achieve substantive equality for rural women in the context of reproductive health, states must take 

positive measures to address these disparities, ensuring rural women’s access to health services and 

information as well as their autonomy and privacy in obtaining those services. 

 

To ensure the full realization of reproductive rights for rural women, CRR suggests the following 

recommendations to the CEDAW Committee to include in its guidelines for states: 

 

 States should uphold rural women’s right to health and support women’s reproductive self-

determination by ensuring that reproductive health services are physically accessible, including by 

providing a sufficient number of medical facilities or mobile clinics that are trained to provide 

reproductive health services near rural communities, as well as transportation options for women. 

 States should also refrain from imposing burdensome requirements on access to these services, 

including waiting periods or third-party authorization requirements. 

 States should take proactive measures to ensure that reproductive health services are affordable, 

including by eliminating user fees and covering reproductive health services under national health 

insurance schemes. 

 States should guarantee an adequate supply of reproductive health services in rural areas, including 

by taking all reasonable measures to avoid shortages of medication and trained health personnel. In 

particular, states should ensure that a range of modern contraception is available to rural women, so 

that they can exercise full reproductive self-determination. 
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 States should take special measures in line with their obligations to ensure substantive equality for 

women to provide reproductive health services to rural women with cultural sensitivity and 

guarantees of confidentiality, including information and services in forums to which rural women 

have access and in ways they can understand, with particular regard to marginalized groups of rural 

women. 

 States should support the self-determination of rural women by ensuring that all forms of 

reproductive health care, including abortion, are legal and accessible for rural women. This includes 

removing third-party authorization requirements, such as spousal, parental, judicial, and medical 

authorizations, which undermine women’s decision-making autonomy and pose particular barriers to 

accessing services for rural women. It also includes eliminating mandatory waiting periods for 

individuals seeking abortion services, in order to ensure that rural women are not disproportionately 

burdened by unnecessary restrictions on their access to reproductive health services. 

 States should guarantee rural women’s right to non-discrimination and substantive equality by 

actively combating negative stereotypes of women and harmful cultural practices, such as early 

and forced marriage, that may be prevalent in rural communities and which place further barriers in 

the way of rural women’s access to reproductive health services. 
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