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Center for Reproductive Rights: 

Submission to the Committee on the Rights of Persons with Disabilities 

Half Day of General Discussion on Women with Disabilities 

 

I. Introduction and Foundational Principles 

 

The Center for Reproductive Rights (“the Center”), an international non-governmental legal advocacy 

organization dedicated to the advancement of reproductive freedom as a fundamental human right, submits this 

paper to the Committee on the Rights of Persons with Disabilities (CRPD Committee) in order to call attention to 

the overlap between reproductive rights and disability rights, particularly as these issues affect women with 

disabilities. The Center is an ECOSOC-accredited non-governmental organization and has worked with treaty 

monitoring bodies at the UN for over 20 years, submitting shadow reports and letters during state reviews, using 

complaint mechanisms to bring individual cases to the committees, and helping to develop general 

recommendations that address reproductive rights. The Center also undertakes fact-finding missions and legal 

casework at the national and regional levels across the globe. The Center is based in New York and has offices in 

Geneva, Kathmandu, Nairobi, and Bogota. 

 

The exercise of reproductive rights, including the right to decide freely on the number and spacing of one’s 

children, is essential to ensuring that women can achieve equality and overcome discrimination by exercising 

their autonomy and self-determination. Too often, however, women face restrictions, in law and/or in practice, on 

the exercise of their reproductive rights, and state failure to take positive measures to ensure access to 

reproductive health services and to prevent and punish violations contribute to the barriers women face in 

exercising their reproductive rights.  

 

Autonomy is also one of the foundational principles and core legal obligations outlined in the Convention on the 

Rights of Persons with Disabilities (CRPD). And although all women and girls face barriers to accessing 

reproductive health information and services, women and girls with disabilities may have particular difficulty 

ensuring their reproductive rights, though the ways in which barriers to access affect women with disabilities have 

not yet been widely studied.  

 

As the CRPD recognizes, women with disabilities are subject to multiple discrimination because of both their 

gender and disability statuses.1 The CRPD requires states to take measures to address this multiple discrimination, 

which also manifests itself in the exercise of reproductive rights and poses additional barriers for women with 

disabilities in exercising their autonomy, including through the provision of information and services that support 

that autonomy. The CRPD recognizes the importance of fulfilling reproductive rights for persons with disabilities, 

particularly women and girls, and includes the most expansive language on reproductive rights of any UN human 

rights convention. The reproductive rights specifically enumerated in the CRPD include the rights “to decide 

freely and responsibly on the number and spacing of their children and to have access to age-appropriate 

information, reproductive and family planning education,” 2  to retain fertility on an equal basis with others, 

including for children with disabilities,3 and to health on an equal basis with others, “including in the area of 

sexual and reproductive health and population-based public health programs.”4  

 

These obligations imposed by the CRPD give the CRPD Committee the opportunity and the imperative to set 

important and progressive standards in the field of reproductive rights. Additionally, the CRPD Committee can 

encourage states to document, gather disaggregated data, and report on barriers to accessing reproductive health 

information and services for women and girls with disabilities, which the CRPD has done for collecting general 

data on women with disabilities,5 thereby filling an important gap in the understanding of reproductive rights for 

this population. 

 

This submission explores some of the reproductive rights issues affecting women and girls with disabilities, 

including access to information in healthcare settings and through sexuality education, and access to services such 

as contraception and abortion on the basis of free and informed consent. The submission addresses how the CRPD 
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can be used to address many of these violations, including examples of how other UN treaty bodies and human 

rights mechanisms have addressed reproductive rights issues. Finally, the submission includes recommendations 

to the CRPD Committee about how to strengthen its comments on reproductive rights to ensure autonomy, 

equality, and non-discrimination for women and girls with disabilities. 

 

II. Access to Sexual and Reproductive Health Information for Women and Girls with Disabilities 

 

In order for women with disabilities to fully exercise their reproductive autonomy, they must have access to the 

accurate and timely information they need to make important life decisions. This information, however, is often 

not provided to women with disabilities because they are unable to physically access healthcare facilities, the 

information provided to them is biased by a perception that they are unable to take care of children,6 or the 

information they receive is not in accessible formats.7 And although sexuality education, both in and out of 

schools, is an important part of ensuring that women and girls are empowered to protect their reproductive rights, 

sexuality education is often effectively denied to women and girls with disabilities because of stereotypes about 

their sexuality, lack of accessibility of information, and exclusion from mainstream schools.8  

  

A. Access to reproductive health information in healthcare settings 

 

Access to information in healthcare settings is an issue that affects all women, as laws often restrict what 

information is available or require healthcare professionals to provide unnecessary or misleading information to 

women about their health. In some circumstances, the information that is provided reflects biases and prejudices 

about the role of women and the health services that should be available to them. 9  Accurate and timely 

information is essential to exercising autonomy and making an informed choice to undergo medical procedures. 

When accurate and evidence-based information, free from biases and prejudices, is denied to individuals in 

healthcare settings, including reproductive healthcare, it is a human rights violation.   

 

Women with disabilities may face barriers to accessing information about their reproductive health distinct from 

other women, because of physical barriers to entry into healthcare facilities or to the use of transportation,10 and 

communication barriers or lack of reproductive health information in accessible formats.11 For example, two 

women with physical disabilities in Northern Uganda reported that they were not able to seek reproductive health 

information and services following rape because the facilities were too far away, and they had no accessible 

means to get to them.12 

 

The information that is provided to women with disabilities about reproductive healthcare and parenting may 

undermine their rights, exposing a bias in the community that persons with disabilities are not able to care for 

their children.13 Social science research has documented that women with disabilities face skepticism about their 

ability to care for children from family members and healthcare professionals. 14  Parents of children with 

intellectual disabilities in particular may be biased against the ability of their children to become parents, 

sometimes resulting in abusive practices such as forced sterilization.15  
 

B. Access to Sexuality Education 

 

Comprehensive and accurate sexuality education is a key component of ensuring that reproductive rights are 

fulfilled, by providing needed information at an early age so that people can make decisions about their 

reproductive health. Sexuality education is also important as a means to empower women and girls to protect 

themselves from unwanted pregnancies and STIs, such as HIV/AIDS, as well as to access reproductive health 

services.16 However, according to the World Health Organization, adolescents with disabilities are more likely to 

be excluded from sexuality education programs than other children.17 

 

According to the UNESCO technical guidelines on sexuality education, sexuality education should be 

comprehensive and at minimum include information about anatomy and physiology, puberty, pregnancy, and 

STIs, including HIV/AIDS. 18  Additionally, these programs should address the relationships and emotions 
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involved in sexual experiences, promote self-esteem, respect for the rights of others, gender equality,19 and avoid 

“reinforcing demeaning stereotypes and perpetuating forms of prejudice.” 20   Inadequate sexuality education, 

including abstinence-only programs, creates barriers to youth exercising their reproductive rights because these 

programs provide adolescents with neither accurate nor sufficient information to make decisions about preventing 

STIs and to determine the timing and spacing of their children.21 Sexuality education should also be available to 

women and girls both in school and outside of formal school settings in order to reach the widest possible 

audience.22 

 

Sexuality education for all is not only a means to empower women and girls with disabilities to understand their 

reproductive health but also to educate the public about the sexuality of persons with disabilities. For instance, 

accurate sexuality education can help dispel myths that pervade communities about women and girls with 

disabilities, such as that they are asexual, or in some instances over-sexual. 23  On the other hand, lack of 

information on sexuality may in turn make persons with disabilities more susceptible to sexual abuse.24 

 

Children with disabilities, particularly girls, are often shut out of education, including sexuality education. The 

World Bank estimates that as many as 97 percent of all individuals with disabilities – and 99 percent of women 

with disabilities – are illiterate.25 Thus, it is imperative that sexuality education not only begin at the earliest 

stages in school, but that governments initiate programs to reach the large number of young people outside the 

school system.26 

 

C. International Human Rights Standards for Access to Sexual and Reproductive Health Education and 

Information 

 

UN human rights bodies have recognized that states have a legal obligation to provide sexual and reproductive 

health information to women and girls in an accessible manner.27 Indeed, the Committee on Economic, Social, 

and Cultural Rights (ESCR Committee) has considered that the right to health includes “access to health-related 

education and information, including on sexual and reproductive health.” 28  According to this Committee, 

accessibility of health information includes “the right to seek, receive and impart information and ideas 

concerning health issues” and the provision of this information without discrimination.29 In order to ensure that 

women do not face discrimination in accessing health information, the ESCR Committee has required “the 

removal of all barriers interfering with access to health services, education and information, including in the area 

of sexual and reproductive health.”30 
 

The Committee on the Elimination of all forms of Discrimination against Women (CEDAW Committee) has 

recognized the importance of reproductive health information in the exercise of decision-making autonomy, 

noting that “women must have information about contraceptive measures and their use, and guaranteed access to 

sex education and family planning services” to be able to make informed decisions regarding their reproductive 

health. 31  Additionally, the Committee on the Rights of the Child (CRC Committee) has emphasized the 

importance of such information for adolescents, indicating that “States parties should provide adolescents with 

access to sexual and reproductive information, including on family planning and contraceptives, the dangers of 

early pregnancy, the prevention of HIV/AIDS and the prevention and treatment of sexually transmitted diseases 

(STDs).” 32  In his most recent report to the Human Rights Council, the UN Special Rapporteur on Torture 

classified denial of reproductive health information as a potential form of cruel, inhuman or degrading treatment 

(CIDT), 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.”33 

 

Several UN treaty monitoring bodies have acknowledged the importance of sexuality education to fulfilling basic 

human rights. These bodies have recognized the importance of accurate and objective sexuality education as a 

means to reduce maternal mortality, abortion rates, adolescent pregnancies, and HIV/AIDS prevalence and to 

promote gender equality in education, generally.34 In its General Comment No. 4 on adolescent health and 

development, the CRC Committee states that countries must ensure that “all adolescent girls and boys, both in and 

out of school, are provided with, and not denied, accurate and appropriate information on how to protect their 
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health and development and practice healthy behaviors.”35 The UN Special Rapporteur on the Right to Education 

has stated that sexuality education “is especially important in ensuring the enjoyment of women’s right to live free 

of violence and gender discrimination…”36 and has highlighted that sexual education should be accurate and 

comprehensive and provided on a non-discriminatory basis.37 

 

According to the CRC Committee, part of the obligation to ensure access to sexuality education is training of 

teachers to provide accurate information.38 As part of ensuring women’s health, the CEDAW Committee has also 

recommended that “States parties should ensure the rights of female and male adolescents to sexual and 

reproductive health education by properly trained personnel in specially designed programmes that respect their 

right to privacy and confidentiality.”39  

 

In addition to the rights in the CRPD to access reproductive and sexual health information described above, the 

CRPD also provides a right for persons with disabilities “to seek, receive, and impart information and ideas on an 

equal basis with others” through the provision of information in accessible formats.40 States are obligated under 

the CRPD to ensure that facilities and transportation, including medical facilities and emergency services, are 

accessible to persons with disabilities,41 an important part of ensuring access to needed health information.  

 

Although the CRPD Committee has yet to comment on the need for sexuality education or reproductive health 

information for persons with disabilities, the Committee has taken some steps to ensure that the rights to health 

and information in the CRPD are fulfilled. The Committee has commented on “systemic barriers that make it 

impossible for persons with disabilities to access health services…,” including “physical barriers, a dearth of 

accessible materials, a lack of health-care professionals trained in the human rights model of disability …”42 The 

CRPD Committee has also expressed concern about lack of available health services, particularly in rural areas, 

and its effect on access for persons with disabilities.43  
 

III. Access to Reproductive Health Services 
 

As noted above, one of the foundational principles of both reproductive rights and disability rights is the idea that 

individuals should be able to exercise their autonomy and make important decisions about their lives for 

themselves. But in reproductive healthcare settings, restrictions on reproductive health services in law and in 

practice often undermine women’s autonomy. Women and girls with disabilities face particular barriers to 

accessing services because they are too often denied the opportunity to decide for themselves whether to have 

children or face stereotypes about their capabilities that undermine the exercise of their reproductive rights. This 

section explores the discrimination women and girls, including those with disabilities, face when trying to access 

contraception and abortion, as well as the violence perpetrated against them in the forms of forced sterilization or 

forced abortion, and the international human rights and medical standards surrounding access to these services. 

 

A.  Access to Contraception 

 

Lack of access to modern contraceptive information and services means that women and adolescents are often 

unable to protect themselves from HIV and other sexually transmitted infections (STIs) or to control their fertility 

and reproduction, with attendant negative consequences for their health and lives.44 Of the approximately 80 

million women who annually experience unintended pregnancies, 45 million have abortions.45 Many of those are 

clandestine and unsafe due to laws that restrict or ban abortions, making unsafe abortion a leading cause of 

maternal mortality and morbidity.46 Satisfying the current unmet need for contraceptives—for women who are 

sexually active and do not want children but do not use modern contraceptives47—could prevent roughly 150,000 

maternal deaths and 25 million induced abortions worldwide annually.48  

 

Because of limited data, it is unclear how women with disabilities are affected by lack of access to contraception; 

however, given the barriers to healthcare that they experience, it is likely that women with disabilities have 

serious challenges in accessing contraceptive information and services. Contraceptive information and services 

may be unavailable to individuals with disabilities due to physical barriers, lack of accessible information, stigma 
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and discrimination.49 It is commonly assumed that individuals with disabilities are not sexually active, and so not 

in need of contraception, but research shows that they are as likely to be sexually active as their non-disabled 

peers.50 However, they are less likely to receive information about HIV prevention and safe sex, and are less 

likely to have access to prevention methods such as condoms.51  

 

Lack of access to and information about contraception, including emergency contraception, can have particularly 

severe physical and mental consequences for women who are victims of sexual violence. 52  Women with 

disabilities experience violence, including sexual violence, at higher rates than other women,53 making access to 

contraception essential for the exercise of their reproductive rights. But as the Center for Reproductive Rights has 

documented, women are often unable to access these services, because of legal restrictions on access to 

emergency contraception in some countries 54  or, for women with disabilities, lack of accessible services. 55 

Emergency contraceptive services must be reached as quickly as possible, and generally no later than 120 hours 

after unprotected intercourse, in order for them to be effective at preventing pregnancy, 56  which may be 

particularly difficult for women with disabilities that impact their mobility.57   

 

1. International Human Rights Standards for Access to Contraception 

 

Women’s and adolescents’ right to modern contraceptives and information about contraceptives is grounded in 

basic human rights protections. These human rights include the rights to equality and non-discrimination, to 

privacy, to determine the number, timing, and spacing of children, to life and health, to education and 

information, to be free from torture or CIDT, and to benefit from scientific progress.58 Contraceptives are also 

included on the World Health Organization’s (WHO) Model List of Essential Medicines, medicines the WHO 

considers necessary for a basic healthcare system.59 

 

The ESCR Committee has stated that lack of access to contraception is a violation of the right to health.60
 States 

thus have an obligation to provide all women with access to affordable, acceptable, accessible, and good quality 

contraceptives. To this end, the ESCR Committee has called upon states parties to ensure that all drugs on the 

WHO Model List of Essential Medicines, which include a range of contraceptives, be made accessible61 and has 

noted that access to drugs on this list is a core state obligation under the right to health.62
 In addition, states have 

core obligations to ensure minimum essential levels of the right to health,63 and this includes the duty to ensure 

access to contraceptive information and services “on a non-discriminatory basis, especially for vulnerable or 

marginalized groups” and “[t]o provide essential drugs, as . . . defined under the WHO Action Programme on 

Essential Drugs,”64
 which includes contraceptives.  

 

The CEDAW Committee has also affirmed that, to avoid discrimination against women, states need to ensure 

family planning services, which include contraception. 65 As part of this obligation, states should themselves 

provide family planning services, not obstruct women in accessing those services, and ensure that those who 

attempt to obstruct access face legal sanctions.66 In addition, the CEDAW Committee has recommended that 

states take special measures to ensure that women with disabilities have equal access to healthcare, including 

reproductive health services.67 

 

Treaty bodies have also acknowledged that lack of access to contraception, particularly emergency contraception, 

may cause severe physical or mental suffering for women and girls and put their lives and health at risk. The CRC 

Committee raised the issue of access to emergency contraception in Ecuador, where some forms of emergency 

contraception are illegal, stating that access to emergency contraception is an important part of preventing unsafe 

abortions or suicides and recommending that the state make all forms of emergency contraception available to 

adolescents.68 Treaty bodies have also recognized the additional traumatization of being forced to carry unwanted 

pregnancies for victims of sexual violence. In its 2012 concluding observations for Peru, the Committee against 

Torture expressed concern at the lack of access to oral emergency contraception to victims of rape, classifying the 

practice as potential torture or CIDT.69 The Committee against Torture then called on Peru to remove legal 

restrictions on the distribution of emergency contraception to rape victims in order to protect its citizens from 

torture or CIDT.70  
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Under the CRPD, people with disabilities have the right to health, with specifications that health services should 

be “gender sensitive” and that persons with disabilities should have equal access to services “in the area of sexual 

and reproductive health and population-based public health programs.”71 People with disabilities also have the 

right to found a family and “decide freely and responsibly on the number and spacing of their children,” including 

through access to “reproductive and family planning education … and the means necessary to enable them to 

exercise these rights…”72 These rights strongly indicate that women with disabilities should have access to 

modern contraceptives, though the CRPD Committee has not yet addressed the issue of access to elective 

contraceptive services for women with disabilities. 

 

B. Forced Sterilization and Forced Abortion 

 

In many parts of the world, women rely on access to a range of methods to control their fertility, including 

voluntary sterilization. Sterilization is defined as “a process or act that renders an individual incapable of sexual 

reproduction.” 73  Voluntary sterilization is an important part of ensuring that a wide range of contraceptive 

methods are available to women, including women with disabilities, who do not want children or do not want 

more children and is a widely-used form of voluntary contraception throughout the world.74  

 

Too often, however, sterilization is not a choice. Forced and coerced sterilization, 75  which takes away 

reproductive capacity without free and informed consent, is often targeted at women with disabilities. 

Additionally, women with disabilities are often subject to forced abortion as a result of discriminatory beliefs 

about who should have children or unjustifiable state policies.  

 

Forced or coerced sterilization of women and girls with disabilities is often undertaken as a way to control 

menstrual cycles76 or because of misconceptions and discriminatory attitudes about the ability of women with 

disabilities to take care of children.77 Women with disabilities are particularly vulnerable to forced sterilizations 

performed under the auspices of legitimate medical care or as the result of decisions made by their parents, 

guardians, or doctors without the individual woman’s consent. The Special Rapporteur on Violence against 

Women in her most recent report called forced sterilization of women with disabilities a form of violence and 

classified it as a “global problem.”78 The UN Special Rapporteur on the Right to Health recognized that “[f]orced 

sterilizations, rape and other forms of sexual violence, which women with mental disabilities are vulnerable to, 

are inherently inconsistent with their sexual and reproductive health rights and freedoms.”79 

 

Research has indicated that parents of children with intellectual disabilities may consider sterilization for their 

children because of perceptions that their children would not be good parents themselves, that other means of 

contraception would not be effective at preventing unwanted pregnancies, or that pregnancy may result from 

sexual abuse.80 In reality, however, parents may feel they need to sterilize their children because the parents lack 

support in caring for children with disabilities undergoing menstruation,81 or because supports are not available in 

the community for persons with disabilities who decide to have children. And contrary to parents’ reasoning 

concerning sexual abuse, forced sterilization is itself a form of abuse.82  

 

Although the issue of forced abortion for women with disabilities is not yet widely studied, news reports indicate 

that when women and girls, particularly with intellectual or mental disabilities, become pregnant, they are 

sometimes forced or coerced into undergoing an abortion.83 The European Disability Forum (EDF) noted in a 

submission to OHCHR on sexual and reproductive rights that “[i]n some countries where therapeutic sterilization 

of women with disabilities has become illegal, the practice of coerced abortion of women with intellectual or 

psychosocial disabilities or women and girls with intensive support needs has become even more common….”84  

EDF explains that, because of the widespread societal notion that women with disabilities should not become 

mothers,85  “women with disabilities sometimes have to argue with the medical personnel that they actually want 

to keep their baby [and] often feel pushed by their own families, or persons close to them/personnel in the 

institutional setting where they live to undergo an abortion.”86 Women with disabilities who live in institutional 

settings may be particularly vulnerable to forced abortion.87 
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1. International Human Rights and Medical Standards on Forced Sterilization and Forced Abortion 

 

Numerous reports from UN bodies and medical associations indicate that the only valid form of informed consent 

is that which stems from the patients themselves. The International Federation for Gynecology and Obstetrics 

(FIGO), a global organization of professionals in these fields seeking to promote the wellbeing of women and 

improve practice standards,88 recently released guidelines on female contraceptive sterilization that stress that 

surgical sterilization must be preceded by “the patient’s informed and freely given consent.”89 The guidelines note 

that “[m]edical practitioners must recognize that, under human rights provisions and their own professional codes 

of conduct, it is unethical and in violation of human rights for them to perform procedures for prevention of future 

pregnancy on women who have not freely requested such procedures or who have not previously given their free 

and informed consent.”90 

 

According to the UN Special Rapporteur on Health’s report on informed consent and the right to health, informed 

consent is “not mere acceptance of a medical intervention but a voluntary and sufficiently informed decision 

protecting the right of the patient to be involved in medical decision-making, and assigning associate duties and 

obligations to health-care providers, its ethical and legal normative justifications stem from its promotion of 

patient autonomy, self-determination, bodily integrity and well-being.”91 For women and girls with disabilities, 

however, “informed consent” for sterilization or abortion often comes from parents, guardians, or medical 

professionals rather than themselves. This practice is the result of the widespread and worldwide practice of 

depriving them of legal capacity and thus the right to make important life decisions, or because individuals 

assume that women with disabilities lack capacity to make choices about their reproductive health.92  

 

The CRPD Committee has interpreted Article 12, which includes the right to full exercise of legal capacity on an 

equal basis with others, to mean that persons with disabilities should not be deprived of legal capacity and that 

states should replace current regimes of substituted decision-making, such as guardianship, with systems to 

support persons with disabilities in making decisions.93 The Committee has explicitly stated that “a substitute 

decision-making model that overrides the wishes of the persons concerned … runs counter to article 12 of the 

Convention.”94 

 

The CRPD Committee has considered forced sterilization and forced abortion as violations of the rights to bodily 

integrity, family and fertility, health, or legal capacity.95 Although the CRPD protects persons with disabilities 

from torture or ill-treatment,96 the CRPD Committee has not yet addressed forced or coerced sterilization or 

abortion of women and girls with disabilities as a form of torture or ill-treatment. Other UN human rights bodies 

have taken this step. The Committee against Torture in its 2012 concluding observations for Peru condemned the 

practice of forced sterilization of persons with intellectual or mental disabilities as potentially amounting to 

torture or CIDT and called for the repeal of administrative decrees that allowed the practice. 97 The Special 

Rapporteur on Torture, in his recent report on torture and ill-treatment in healthcare settings, specifically set out 

that forced sterilization or abortion of vulnerable or marginalized groups, including persons with disabilities, may 

amount to torture or ill-treatment, and called for the repeal of laws allowing this practice.98 

 

C. Access to Abortion 

 

Lack of access to safe and legal abortion services has a devastating impact on women’s health and lives.  

Historically, women have been denied the right to choose to terminate a pregnancy and as such, the ability to 

make decisions about their lives and bodies. Moreover, gaps in the implementation of abortion laws or procedural 

barriers placed in the way of abortion services have undermined women’s access to this reproductive health 

service.99 

 

Evidence has shown that women who wish to terminate their pregnancies will do so regardless of the legality of 

this service.100 However, the legal status of abortion will largely determine whether they can access abortion 

services in safe or unsafe conditions.101 In circumstances in which abortion is legally restricted, women are more 

likely to seek out clandestine and unsafe abortions, which are associated with increased rates of maternal 
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mortality and morbidity.102 Moreover, in countries in which women are unable to access the abortion services to 

which they are legally entitled, they may also be forced to seek clandestine and unsafe abortions. An estimated 22 

million women undergo unsafe abortions each year and 47,000 women die from unsafe abortions annually,103 

accounting for up to 13 percent of maternal deaths worldwide.104    

 

Human rights bodies have increasingly recognized women’s access to safe and legal abortion as a human rights 

issue,105 calling on states to remove legal restrictions on abortion and ensure women’s access to safe abortion 

services.106 Since the adoption of the International Conference on Population and Development Programme of 

Action, which called on governments to support a woman’s right to make decisions about her reproductive 

capacity and her body,107 thirty countries worldwide have liberalized their abortion laws.108 They have generally 

done so by amending penal code provisions criminalizing women who seek or healthcare providers who offer 

abortions in order to decriminalize this service in certain circumstances.109 During this time, only a few countries 

have legally restricted abortion.110 This trend toward the liberalization of abortion laws and increasing women’s 

access to abortion services has been a major victory in recognizing women’s, including women with disabilities’, 

right to have their decisions and autonomy respected.  

The abortion laws in 60 countries throughout the world permit a woman to terminate her pregnancy without 

restriction as to reason within certain gestational limits, thereby recognizing a woman’s capacity to make 

decisions about her body and reproduction.111 Beyond the gestational limit for which a woman can terminate her 

pregnancy without restriction as to reason, abortion is normally permitted on specific grounds, such as in 

circumstances in which the pregnancy poses a risk to the woman’s life or health or in cases of rape, incest or fetal 

impairment.112 Conversely, approximately 125 countries maintain restrictive abortion laws, banning this service 

altogether or only authorizing it in limited circumstances, such as to protect a woman’s life or health or in cases of 

rape, incest or fetal impairment.113 These abortion laws not only deprive women of their autonomy concerning 

decisions about their reproductive lives; they also pose significant risks to women’s health and lives. 

Women choose to continue or terminate their pregnancies for myriad reasons that are personal to them. These 

decisions vary immensely and depend on a variety of factors that affect women’s health and well-being, such as 

their health, family relationships, economic resources, and the availability of medical care. Given the complexity 

of this decision, the only person equipped to make it is the pregnant woman herself, with support provided by 

people of her choice if she requests it.  

All women, including women with disabilities, have difficulty navigating through restrictive environments to 

ensure the full exercise of their reproductive rights, 114 but women with disabilities are placed at a particular 

disadvantage because of barriers to accessing reproductive health services, as described above. In countries with 

restrictive abortion laws, women are often unable to access abortion services in the limited circumstances for 

which they are permitted due to a variety of factors including lack of clarity about the legal grounds for abortion, 

lack of training for health care workers, lack of information about legal abortion services, stigma around 

performing abortion, criminal penalties attached to performing illegal abortions, and health care workers’ fear of 

prosecution for performing even legal abortions.115 Coupled with the barriers already experienced by women with 

disabilities in accessing reproductive health services, including barriers to physical access, the absence of 

alternative formats of information and communication, lack of disability-related support services, and stigma,116 

abortion services may be virtually inaccessible for women with disabilities in practice. 

Moreover, restrictive abortion laws affect the rights of women with disabilities in other ways. For example, many 

countries with restrictive abortion laws do not permit women to terminate pregnancies that result from sexual 

violence, leaving them with a choice between carrying the pregnancy to term or undergoing a clandestine, unsafe 

abortion. Since women with disabilities experience sexual violence at higher rates than other women,117 they may 

more often be subjected to carrying a pregnancy resulting from rape.  

1. International Human Rights Standards for Access to Abortion 
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As noted above, the CRPD contains the strongest and most explicit language of any UN human rights treaty on 

reproductive rights, providing the CRPD Committee with an opportunity to advance the commentary in this 

important area for ensuring the rights of women, including women with disabilities. An important aspect of 

ensuring reproductive rights is providing access to safe and legal abortion services to ensure that women have 

control over their lives and bodies.  

 

Nearly all of the UN treaty monitoring bodies have framed maternal deaths due to unsafe abortion as a violation 

of women’s rights and recognized the detrimental consequences of criminalizing abortion on women’s lives, 

health, and well-being. 118  As such, they have called on states to review and repeal laws that criminalize 

abortion.119 Among other rights, they have analyzed this issue in the context of the right to non-discrimination, 

noting that the problem of maternal mortality due to unsafe abortion is evidence of discrimination against 

women.120 Moreover, they have called on states to ensure women’s access to safe abortion services where legal, 

recognizing that the failure to do so constitutes discrimination.121 Notably, the CEDAW Committee has also 

indicated that, in certain circumstances, forcing a woman to continue a pregnancy constitutes discrimination.122 

  

As per above, no UN treaty monitoring body has ever recommended that a state party eliminate a legal grounds 

for abortion, recognizing that women will procure abortions regardless of its legal status, with attendant risks to 

their health and lives. Instead, as described above, UN treaty monitoring bodies have called on States to liberalize 

their abortion laws in order to support women’s reproductive rights. The recent concluding observations from the 

CRPD Committee on Hungary and Spain could be interpreted to contravene these well-established human rights 

standards. In these concluding observations, the CRPD Committee recommended that each state party eliminate 

the fetal impairment ground for abortion,123 characterizing the law that explicitly allows for abortion on this 

ground as a form of discrimination “on the basis of disability” with respect to Hungary. 124  As previously 

discussed, restricting women’s access to legal abortion services will not prevent them from seeking to terminate a 

pregnancy if they wish to do so; such restrictions will only force them to resort to clandestine and unsafe 

abortions, which may place their lives and health at risk. Furthermore, seeking to restrict the fundamental rights of 

women by limiting their access to abortion does not address the core problem of discrimination against persons 

with disabilities.  

 

Persons with disabilities have historically been, and continue to be, subjected to discrimination that has devalued 

their lives, and laws that list fetal impairment as a grounds for abortion may reinforce feelings of exclusion.125 The 

CRPD Committee has sought to address this subject in its concluding observations by recommending that states 

eliminate specific reference to fetal impairment as a ground for abortion. However, eliminating grounds for 

abortion will not resolve this problem. The most effective ways to promote the rights of individuals with 

disabilities and to combat discrimination against them is to implement policies and practices that support the 

autonomy and rights of all persons, as outlined in the CRPD and other human rights instruments. This includes 

providing families the support they need to raise children with disabilities and ensuring that persons with 

disabilities are included in their communities, instead of restricting reproductive autonomy for women, including 

women with disabilities 

 

Moreover, framing abortion on the ground of fetal impairment as a form of discrimination also opens the door to 

the recognition of prenatal legal personhood. The histories of the negotiations of the major human rights treaties 

and the jurisprudence of the UN treaty monitoring bodies clarify that human rights protections do not apply before 

birth and recognize that bestowing rights before birth could contradict human rights protections for women.126 

Recognizing rights for a fetus, such as the right to non-discrimination, could jeopardize many women’s rights, 

including their rights to life, health, non-discrimination, privacy, and freedom from cruel, inhuman or degrading 

treatment, among others. For example, it could prevent doctors from administering emergency medical treatment 

to pregnant women for fear of harming the fetus, or lead to the prohibition of abortion in all circumstances, which, 

as discussed above, poses grave risks to women’s health and lives. 
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IV. Conclusions 

 

Women cannot fully exercise their human rights without reproductive autonomy. State obligations to ensure 

reproductive autonomy are particularly important for women and girls with disabilities, who have historically 

faced, and continue to face, discrimination in forming families, including in deciding the number and spacing of 

children, and making important decisions about their own lives.  

 

The CRPD provides a framework for tackling many of the reproductive rights violations facing women and girls 

with disabilities. The CRPD Committee could strengthen its jurisprudence promoting the rights of women and 

girls with disabilities by ensuring that these important issues, including access to information and essential 

services such as contraception and abortion, are part of its analysis of state compliance with the CRPD, and by 

condemning these violations using the strongest means possible. 

 

V. Recommendations to the CRPD Committee 

 

A. Foundational Principles 

 Include in lists of issues provided to states questions about access to reproductive health information 

and services for women with disabilities, including concerns about accessibility of information and 

services, legal restrictions on access to abortion and contraception, and restrictions on the exercise of 

autonomy and legal capacity in healthcare settings. 

B. Access to Information 

 Recommend that states ensure that healthcare facilities are accessible to persons with disabilities, 

including by providing facilities in rural locations, so that persons with disabilities can access 

essential reproductive health services in a timely manner.  

 Recommend that states train and sensitize doctors and other healthcare providers and staff on 

disability rights and the reproductive rights requirements of the CRPD to ensure that women with 

disabilities receive unbiased and accurate information about their reproductive health. 

 Recommend that states produce reproductive health materials in accessible formats and provide 

assistance to women with disabilities who are seeking reproductive health information so that they 

can more effectively communicate with healthcare professionals and staff. 

 Recommend that states provide comprehensive, accurate, and accessible sexuality education to all 

young women and girls with disabilities, inside and outside of school, in order to ensure that women 

can exercise their rights to health and life, to found a family, and to be free from violence, 

exploitation, or abuse. 

C. Access to Services 

 Recommend that states ensure access to all forms of contraception, including emergency 

contraception, to women with disabilities without restrictions. Recommend that states overcome 

barriers to accessibility by ensuring that contraceptives are available in locations close to all 

communities, including rural communities. 

 Recognize that women with disabilities are more often victims of sexual violence, and recommend 

that states remove restrictions on access to reproductive health services such as emergency 

contraception and abortion in order to avoid further violations of their human rights. Classify denial 

of these services in cases of sexual violence as a violation of the rights to health, to decide on the 

number and spacing of children, and to be free from torture or CIDT. 

 Strengthen jurisprudence on forced sterilization and forced abortion by recognizing these acts as 

torture or CIDT under Article 15 of the CRPD.  

 Refrain from recommending that states restrict women's access to legal abortion services on grounds 

of fetal impairment and instead encourage states to fulfill their obligations by taking measures to 

ensure that individuals, women and families have the support they need to raise children with 

disabilities. 
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