January 24, 2013
CEDAW Secretariat
Office of the High Commissioner for Human Rights (OHCHR)
Palais Wilson
52, rue des Paquis
CH-1201 Geneva
Switzerland
Re:

Supplementary information on Pakistan, scheduled for review by the Committee on the
Elimination of Discrimination against Women during its 54th session

Dear Committee Members:
This letter intends to supplement the fourth periodic report of the Government of Pakistan (state
party), scheduled for review by this Committee during its 54th session. The Center for Reproductive
Rights (the Center) hopes to further the work of the Committee on the Elimination of Discrimination
against Women (CEDAW Committee) by reporting information concerning reproductive rights in
Pakistan protected in the Convention on the Elimination of All Forms of Discrimination against
Women (CEDAW). In this letter, the Center also respectfully proposes questions to pose to the state
party during the session and recommendations to include in Concluding Observations to Pakistan.
Since the 2007 review, several reproductive health-related recommendations made previously by this
Committee to Pakistan remain unaddressed. Pakistan remains amongst the top ten countries
accounting for the most maternal deaths worldwide and has the highest maternal mortality rate
in South Asia, with an estimated 14,000 women dying annually.1 Pakistan’s restrictive abortion law,
coupled with a lack of national policies and guidelines on abortion and post-abortion care and the
state party’s failure to effectively address the root causes leading to unwanted pregnancies, claims the
lives of thousands of women each year. In addition, the state party maintains a sweeping declaration
to CEDAW that states its accession to the Convention is subject to the provisions of its own
Constitution.2
The first part of this letter will provide updated information on three issues highlighted by the
CEDAW Committee during the previous review: high rates of maternal mortality and morbidity, lack
of access to safe abortion, and the unmet need for contraceptive information and services. The second
part of this letter will discuss areas where women and girls, particularly adolescents, poor women,
and rural women, experience discrimination in their enjoyment of their reproductive rights as
guaranteed under CEDAW. The letter concludes with suggested questions and recommendations for
the Committee’s consideration.
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I.

The Right to Reproductive Health Information and Services (Articles 12, 10(h), &
16)

Reproductive health information and services remain inaccessible to many women in Pakistan due to
lack of investment in health programs, restrictive laws relating to abortion, lack of information on
family planning, and religious and traditional influences. These barriers violate CEDAW Articles
12,3 10(h),4 and 16.5 Additionally, through General Recommendation 24, Concluding Observations,
and more recently in Alyne da Silva Pimentel Teixeira v. Brazil, the CEDAW Committee has
repeatedly reaffirmed state obligations arising from the right to survive pregnancy and childbirth.6
The CEDAW Committee recognized in Alyne that the “lack of appropriate maternal health services
has a differential impact on the right to life of women.”7 The CEDAW Committee has noted that it is
“discriminatory for a State party to refuse to provide legally for the performance of certain
reproductive health services for women.”8
A. Maternal Mortality and Morbidity
Maternal mortality and morbidity are important indicators of women’s access to reproductive health
care and represent deeply entrenched gender discrimination and social injustice. The CEDAW
Committee has framed the issue of maternal mortality as a violation of women’s rights to life, health,
and non-discrimination.9 According to the state party’s 2011 fourth periodic report to the CEDAW
Committee, it has reduced its maternal mortality ratio (MMR) from 500 per 100,000 live births in
1994 to 280 in 2007-2008.10 Pakistan’s MMR is in stark contrast to countries where women have
access to a full range of reproductive health services, such as Sweden, which has a MMR of 4.11 By
this estimation, one in 89 Pakistani women will die during her lifetime of maternal causes.12
Unsurprisingly, the country is not on track to achieving its Millennium Development Goal (MDG) 5
on maternal health. While its MMR has been declining at an annual rate of 3%, it would have to
reduce its MMR by at least 5.5% each year in order to meet MDG 5.13
The inconsistencies in available MMR statistics reflect the state party’s failure to collect national
data on maternal mortality. A report produced by the United Nations Population Fund (UNFPA) in
2010 estimates Pakistan’s MMR to be significantly higher than what is stated in the state party’s
report to the Committee. 14 Another recent report by the World Health Organization (WHO),
UNICEF, UNFPA, and The World Bank notes a MMR of 260, but classifies Pakistan as a country
“lacking good complete civil registration data” on maternal deaths, qualifying estimates of a range of
MMR from 150 to as high as 500.15
The state party’s estimated decline in MMR is noteworthy; however, it is small in relation to the
scope of the problem and does not reflect the deep disparities and inequities that remain within
Pakistan. Estimates of progress cannot mask the fact that poor, rural, and marginalized women are
suffering maternal mortality at rates far higher than the national average. 16 The heightened impact on
these vulnerable populations is discussed in greater depth below. Moreover, the dearth of
disaggregated data on maternal health in Pakistan impedes the state party’s ability to effectively
improve the maternal health status and outcomes of the most vulnerable sub-groups of women and
shows a lack of urgent prioritization for the same.
The CEDAW Committee has previously expressed concern about the persistence of maternal
mortality in Pakistan, which continues to be an obstacle to compliance with CEDAW and MDG 5. In
its last set of Concluding Observations, the Committee urged Pakistan to reduce maternal mortality
rates by identifying and addressing its causes.17 It has linked high rates of maternal mortality to lack
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of access to and insufficient availability of comprehensive reproductive health services; 18 lack of
availability of safe abortion services; 19 and lack of access to quality post-abortion care for
complications resulting from unsafe abortion.20 The Committee has also recognized that high MMRs
are an indicator of underlying gender discrimination.21
1. Maternal Health Services Must Be Expanded and Improved in Order to Reduce Maternal
Mortality
The state party has introduced a series of health policies designed to improve maternal health
throughout the country. In 2005, Pakistan established the Maternal, Newborn and Child Health
Programme (MNCH) with an accompanying National MNCH Strategic Framework (2005-2015) to
serve as a unified national policy on maternal health. 22 The MNCH Framework focuses on improving
accessibility of quality health services and strengthening existing district health systems. 23 The
National Health Policy 2009 was enacted to provide better access to and quality of essential health
services for preventive care, maternal and child health, and nutrition. 24 In the National Population
Policy – 2010, the state party acknowledged that lack of access to and affordability of quality family
planning services contribute to unwanted pregnancies,25 and set out to reduce population growth by,
among other initiatives, minimizing the unmet need for family planning. 26 The Poverty Reduction
Strategic Plan II includes maternal and child health and family planning in its essential health
services package. 27 Lastly, the National Policy for Development and Empowerment of Women
promotes non-coercive family planning methods through a rights-based approach.28
Despite these policies and programs, women in Pakistan continue to face extremely high risks of
maternal mortality and morbidity. Pakistan has the fourth highest number of maternal deaths in
the world,29 even though its population size ranks sixth.30 Data on maternal mortality indicates
that Pakistan is far from meeting its international and national commitments to reduce its MMR.
Notably, the MNCH Framework called for a reduction of MMR to 200 by 2011, which it failed to
meet. In addition, the state party would need to halve its MMR to reach its MDG of 140 by 2015,
which, it states, “will be challenging and require immense resources and efforts.” 31 Additionally, the
state party has recognized maternal morbidity as a common outcome of maternal health
complications, stating that one in 16 suffer from chronic and long-lasting reproductive tract
diseases.32
The failure to translate policy commitments into the desired outcomes in reducing maternal mortality
and morbidity reflects serious gaps in implementation. Notably, the health system in Pakistan
continues to suffer from a lack of investment by the national government. According to WHO
statistics, Pakistan’s investment in the health sector is amongst the lowest in the world. 33
Specifically, the state party’s total health expenditure has consistently decreased over the past ten
years, from 0.72% of total GDP in 2000-2001 to 0.23% in 2010-2011.34 The percent change from
2009-2010 to 2010-2011 alone amounted to a 47% decrease in government health expenditures
– its largest change in health spending over the last ten years. 35 The CEDAW Committee
obligates states to “take appropriate legislative, judicial, administrative, budgetary, economic and
other measures to the maximum extent of their available resources to ensure that women realize their
rights to health care,” and links high maternal mortality and morbidity rates with a failure to do so. 36
The decreasing trend in health spending indicates that this obligation is not being met by Pakistan.
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2. Limited Access to Reproductive Health Services and Low Prevalence of Skilled Birth
Attendants
The CEDAW Committee has emphasized the importance of skilled birth attendants in ensuring safe
pregnancy and childbirth, 37 and Article 12(2) of CEDAW requires states parties to provide free
maternal health services where necessary.38 Pakistan should be applauded for the success of its Lady
Health Workers (LHW) Programme, which trains female health workers to provide primary health
services, including family planning services, within their communities, particularly in rural and poor
urban areas.39 According to Pakistan’s Demographic and Health Survey (DHS), they have improved
hygiene, contraceptive use, and iron supplementation.40 The CEDAW Committee and the Committee
on the Rights of the Child (CRC Committee) have acknowledged this service as a positive
development, 41 and the state party claims it has expanded the program to every district in the
country.42
Despite this progress, the program continues to fall short of meeting its goals. The increase in LHWs
has not sufficiently expanded to remote and under-developed districts where there continues to be a
lack of qualified health providers.43 While it aimed to employ 100,000 LHWs by 2005, 44 as of 2009
only 95,000 had been recruited;45 even less are currently working.46 In addition, their level of training
remains inadequate; according to a government report, “one in three LHWs failed to identify
life-threatening conditions.”47 Additionally, LHWs only provide 1% of women with prenatal care.48
A recent evaluation of the program concluded that, “several reported weaknesses that need to be
addressed include irregular supply of drugs, delayed disbursement of remuneration, poor district
health system referral support. . . . Moreover, a need was felt to improve their communication skills
and in their involvement in Basic Emergency Obstetric care services.” 49 Pakistan must increase
skilled birth attendance to 90% by 2015 in order to achieve MDG 5.50 According to the DHS, the
percent of women who receive prenatal care from a skilled health provider has steadily increased,
from 33% in 1996 to 61% in 2006-2007.51 Although this is an improvement, over one-third of
women still receive inadequate prenatal care.52
Place of delivery is another indicator of the quality of maternal health services available and
accessible to women. The MNCH Programme aims to reduce the number of maternal deaths by
ensuring prenatal and postnatal care and availability of emergency obstetric services within
reasonable distance.53 In Pakistan, only 34% of births occur in health facilities, while the rest of
women give birth at home.54 Reasons for not giving birth in a health facility mirror those cited for
not obtaining prenatal care; more than half believed it was not necessary, while others cited factors
such as cost, distance from the health facility, prohibition by families, and that it was not
customary. 55 Additionally, traditional birth attendants assist over 50% of deliveries, while
skilled providers assist just 39%.56 These trends reveal that the majority of Pakistani women do not
have access to appropriate maternal health care services.
B. Restrictive Abortion Laws and Barriers to Safe Services Contribute to Maternal
Mortality
Abortion is criminalized in Pakistan’s Penal Code unless it is to save the life of the woman or
provide “necessary treatment” before the organs of the fetus have been formed.57 Once the organs
have been formed, abortion is only permitted to save the life of the pregnant woman.58 Aside from
these two exceptions, abortion in Pakistan remains criminalized on all other commonly
recognized grounds, including in cases of rape, incest, and fetal impairment. 59 Penalties for
illegal abortion depend on the developmental stage of the fetus at the time of the abortion. Before
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organs are formed, the offense is penalized under civil law (ta’zir) by imprisonment for up to three
years if the woman consented and up to ten years if she did not.60 After organs are formed, penalties
are in the form of compensation to the heirs of the victim (diyat), and depending on the outcome of
the abortion, imprisonment may be imposed as well.61
The only national study on the incidence of abortion in Pakistan62 estimates that there were 890,000
induced abortions in 2002, making the estimated annual abortion rate 29 per 1,000 women ages 1549.63 At this rate, a Pakistani woman will have one abortion in her lifetime. 64 By contrast, in Western
Europe, where abortion is generally legal under broad grounds, the abortion rate is 12 per 1,000
women.65 A 2002 national study estimates that nearly 200,000 Pakistani women are hospitalized each
year for complications from abortion, a self-admitted “heavy burden on the national public health
system.”66 Restrictive abortion laws discriminate against women. Such laws especially discriminate
against young and low-income women who are more vulnerable to unplanned pregnancies and less
likely to have the resources to access safe abortion in Pakistan.
1. High Rates of Unsafe Abortion as a Cause of Maternal Mortality and Morbidity
In Pakistan, an estimated 6% of maternal deaths are caused by complications from abortion. 67
However, there is an absence of data on the incidence of abortion which points to the likelihood that
this is a very conservative estimate68 and many abortion-related deaths are not officially reported.69
The language providing for the provision of abortion contained in the Penal Code lacks clarity, and in
the absence of government-issued medical guidelines on service provision, is interpreted narrowly by
providers. Furthermore, there is evidence of misreporting about the incidence of abortion: the
Pakistan DHS concludes that some induced abortions might have been reported as miscarriages. 70
Meanwhile, Pakistan’s 2010 MDG Report does not even contain information on the prevalence of
abortion or on access to safe abortion services, revealing the state party’s failure to even
acknowledge this important public health crisis.71 As a Population Council study notes, in countries
with restrictive abortion laws such as Pakistan, women are reluctant to report abortion in surveys and
as a result, “official statistics are unavailable.”72 General Recommendations 9 and 24 require states to
take responsibility for providing detailed statistical information on the degree of their fulfillment of
CEDAW obligations, yet there is a clear absence of data on unsafe abortion in Pakistan.73
The majority of women who seek out clandestine abortions under Pakistan’s restrictive abortion law
is married, over the age of 30, and already has three or more living children. 74 Almost one-fourth of
women who undergo an abortion go to traditional providers, also known as dais, exacerbating their
risk of complications,75 with the figure significantly higher for poor and rural women.76 Abortion in
Pakistan is dangerous in part due to the methods employed by untrained providers. The most
common ones are dilation and curettage and the insertion of various kinds of objects, which include
knitting needles, catheters, and bamboo sticks.77 Notably, manual vacuum aspiration, a safe and lessinvasive procedure, is rarely used to induce abortion.78 Immediate complications from such unsafe
abortion methods include uterine perforation, heavy bleeding, injury to bladder and bowel, infection,
and death. 79 Cost is a significant factor that drives women to seek abortions from traditional
providers. While an abortion provided by a nurse-midwife was US $21-48 in 2002, traditional
providers charged US $8-17 for services.80
The harsh impact of the restrictive and unclear abortion law is compounded by the difficulties faced
by Pakistani women in obtaining access to post-abortion care for often life-threatening complications
after resorting to unsafe abortions. An estimated 197,000 women, or more than one-third of women
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who induce an abortion,81 are admitted to public health facilities and private teaching hospitals each
year for treatment of complications.82 Of these women, 19% first try to treat themselves for postabortion complications83 and wait 17 days on average before seeking treatment at a health
facility.84 Yet the most commonly suffered complications require immediate treatment from skilled
health care providers that have adequate access to medicines and other supplies. 85 Even so, only
about half of poor women who are in need of post-abortion care receive treatment in hospitals.86 The
state party has even recognized the “high rate of (largely unacknowledged) morbidities associated
with illegal abortions,” 87 demonstrating that complications resulting from unsafe abortion are
widespread. However, the state party has yet to introduce any national policy or guidelines on postabortion care.
In its previous Concluding Observations to Pakistan, the Committee expressed its deep concern that
abortion is a punishable offense under Pakistani law, which may compel women to seek unsafe,
illegal abortions that put their health and lives at risks. 88 Furthermore, the Committee called on the
state party “to take measures to ensure that women do not seek unsafe medical procedures, such as
illegal abortion, because of lack of appropriate services in regard to fertility control.”89 Echoing its
recommendations to other states parties, it recommended that Pakistan review its abortion laws to
remove penalties for women who obtain abortions; provide them with access to quality post-abortion
care; and reduce maternal mortality rates.90
2. Legal Restrictions and Lack of a Regulatory Framework for Safe Abortion and Postabortion Care
As noted by the CEDAW Committee, illegal and unsafe abortions are prevalent in countries that
have restrictive abortion laws, such as Pakistan.91 The sweeping nature of the law and the lack of
clarity on the scope of a possible exception have further complicated access to safe abortion. The
harsh nature of Pakistan’s restrictive abortion law is illustrated by the lack of a rape and incest
exception which means that a woman who becomes pregnant as a result of rape or incest is not
eligible for a legal abortion and must either procure one illegally, putting her life and health at
risk, or carry an unwanted pregnancy to term. Furthermore, the lack of clarity surrounding the
demarcation of the two stages of pregnancy outlined in the Penal Code and the definition of
“necessary treatment” has drawn criticism92 and hindered the provision of legal abortion services.
The gestational limit, defined in the Penal Code only as when “limbs or organs have been formed,”93
has been interpreted under Islamic law as the fourth month of pregnancy.94 There are no governmentissued medical guidelines to clarify this, though, despite the responsibility of the state to provide
them. As a result, health care providers are reluctant to perform induced abortions due to the general
lack of awareness about the law, in addition to the social stigma around abortion.95 The ambiguity of
the term “necessary treatment,” considered applicable to protect the health of the woman, is also
conservatively interpreted by providers, who tend to only provide abortions for those with a “serious
medical ailment.”96 Despite the criminalization of abortion and lack of clarity around the existing law,
about one in six pregnancies ends in abortion, indicating that induced abortion is an extremely
common method of preventing unwanted births.97
In 1997, the Commission of Inquiry for Women, set up through a resolution of the Senate to address
various issues impacting women, issued a report recommending that “a woman’s right to obtain an
abortion by her own choice within the first 120 days of pregnancy should be unambiguously declared
an absolute legal right.”98 The state party has not yet implemented this recommendation. In addition,
in 2009, the Ministries of Health and Population Welfare in Pakistan signed the Karachi Declaration,
a national strategy for scaling up family planning and maternal, newborn, and child health best
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practices.99 Among other priorities, the Karachi Declaration resolves to institutionalize post-abortion
care “in policies, guidelines, protocols and standards for health facilities at national level.” 100
However, the pledge made in the Karachi Declaration has yet to be translated into policies or
institutional and monetary support to strengthen post-abortion care services in Pakistan.101
C. Barriers to access to the full range of modern contraceptives and related information
and services
As has been recognized by the CEDAW Committee, lack of access to contraceptives contributes to
maternal mortality by denying women the ability to prevent unwanted pregnancies and by exposing
them to the risk of pregnancy complications as well as unsafe abortion complications. 102 The
CEDAW Committee has explicitly linked the rate of abortion with low contraceptive use in
Pakistan.103 Despite having family planning programs in place since the late 1950s there continues to
be a high level of unmet need for family planning, and progress has remained generally stagnant.
The state party recently launched the National Population Policy – 2010, which aims to achieve
universal access to safe family planning services by 2015. 104 However, in its 2011 report to the
CEDAW Committee, the state party stated that the contraceptive prevalence rate (CPR) declined
from 36% in 2005-2006 to 30% in 2006-2007.105 Additionally, it seeks to reduce the unmet need for
family planning services from 25% to 10%.106 The 2007 DHS reports a 25% unmet need for family
planning among currently married women, however a report published by UNFPA in 2010 reports a
30% unmet need.107 Meanwhile, more than 70% of married women are currently not using any
form of contraception,108 and almost half of non-users do not intend to use contraception in the
future.109 As such, Pakistan is not on track to meeting targets specified under MDG 5 for
contraceptive usage by 2015, nor is it set to meet similar national commitments.
The government sector continues to be the major source of contraception, with 48% of users of
modern methods obtaining them from a public source compared with 30% who go to private medical
sources. 110 Accordingly, it is critical that the state party take heed of the CEDAW Committee’s
recommendation to make a comprehensive range of contraceptive information and services available
and affordable without restrictions.111
1. Contraceptive Usage Impacted by Inaccurate Reproductive and Sexual Health
Information
Lack of information and misinformation are significant barriers to contraceptive use in Pakistan.
Twenty-five percent of women believe they are not at risk of pregnancy, while 15% have a fear of
side effects or do not have adequate information about contraception.112 Indeed, only 33% of those
who are using a modern method were informed about potential side effects, and about the same
number of users was told about other available methods.113 Furthermore, as discussed above, LHWs
are intended to provide family planning services to those who may have less access to them. The
DHS, however, shows that less than one-quarter of non-users had received a visit from them in the 12
months preceding the survey.114 Of those that did, only 9% were provided with information on family
planning, while only 3% received family planning supplies.115 In addition, the Population Welfare
Programme primarily used electronic media to inform the population about family planning issues. 116
However, 56% of currently married women had not been exposed to a family planning message
through either radio or television.117
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The CEDAW Committee stresses in General Recommendation 21 the importance of access to
information concerning contraceptives, stating that “[i]n order to make an informed decision about
safe and reliable contraceptive measures, women must have information about contraceptive
measures and their use, and guaranteed access to sex education and family planning services. . . .”118
2. Disproportionate Burden of Contraceptives on Females
Condom use is low in Pakistan; less than 7% of currently married women from 15-49 years old use
condoms.119 Low condom use indicates that women are almost exclusively responsible for family
planning in comparison with men. Because condom use is the only modern contraceptive method that
also protects against sexually transmitted infections (STIs), low condom use also puts women at risk
for STIs, jeopardizing their right to health. Further, female sterilization is the most widely used
method of family planning, while only 0.1% of males use sterilization as a means of family
planning. 120 The state party’s failure to alleviate the burden of contraceptive use experienced by
women violates CEDAW. The CEDAW Committee has criticized states parties where contraception
policies disproportionately burden women rather than ensuring contraceptives are the responsibility
of both males and females.121
3. Access to and Information about Emergency Contraception is Limited
Emergency contraception is an essential medicine intended as a back-up contraceptive method in the
event of unprotected intercourse or contraceptive failure. 122 As such, treaty monitoring bodies,
including the CEDAW Committee, have recognized that emergency contraception fills a unique role
in the range of modern contraceptive methods and is particularly valuable for survivors of sexual
violence, adolescents, and other marginalized groups who may face greater barriers in accessing
other contraceptive methods. 123 This Committee has urged states parties to make emergency
contraception available.124
Although it is available in Pakistan, the least known method of contraception is emergency
contraception – only about 18% of married or ever-married women have heard of it. 125 Not
surprisingly, less than 1% of women who have heard of it have ever used emergency
contraception.126 Lack of information on emergency contraception contributes to its low usage: in
one study, almost 90% of respondents said either they did not know if anything could be done to
prevent pregnancy in 3 days after unprotected intercourse or thought that nothing could be done. 127
Furthermore, about one-third of women surveyed had a religious objection to using emergency
contraception.128 Limited access to and knowledge about emergency contraception further highlights
the lack of access to a full range of contraceptive information and services for Pakistani women,
counter to the CEDAW Committee’s recommendations and CEDAW Article 12.129
II.

Right to Non-discrimination (Articles 1, 2, 5, 12, 14, and 16)

CEDAW contains equality provisions which call for the elimination of discriminatory practices, such
as early marriage130 and violence against women,131 and establishes a special obligation for states
parties to ensure that marginalized women, including rural women132 and adolescent girls,133 do not
suffer discrimination. The CEDAW Committee has expressed concern that forced and early
marriages persist in Pakistan,134 and it has asked the state party to implement measures to eliminate
forced marriages.135 Additionally, it has noted its “concern that violence against women and girls
persists, including domestic violence, rape and crimes committed in the name of honour,” 136 and
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urged the state party “to accord priority attention to the adoption of a comprehensive approach to
address all forms of violence against women and girls.”137
Despite these Concluding Observations to Pakistan as well as the CEDAW Committee’s clear
condemnation of discriminatory practices, early marriage and violence against women continue to
impede the fulfillment of women’s right to non-discrimination in Pakistan. In fact, many of these
harmful practices are enshrined in national law, in contravention of CEDAW. Additional barriers to
accessing reproductive health services exist for rural women, poor women, and adolescent girls. This
section will elaborate upon each of these issues.
A. Marriage-Related Discrimination
The CEDAW Committee has taken a strong stance against women’s inequality within marriage. The
Committee has been particularly critical of traditional patriarchal gender stereotypes in the family
and attitudes toward women’s roles and responsibilities.138 It has linked harmful cultural practices to
women’s unequal status in marriage and family relations, and has urged systematic and sustained
action to eliminate stereotypes and negative cultural practices. Article 5(a) of CEDAW specifically
calls on states parties to take “all appropriate measures” to eliminate practices that promulgate “the
idea of the inferiority or the superiority of either of the sexes or on stereotyped roles for men and
women.” 139 The Committee has also recommended that states parties monitor and assess the
measures that are implemented with adjustments to improve their progress towards the achievement
of stated goals.140
1. Early Marriage
Early marriage is legally permitted in Pakistan under the Child Marriage Restraint Act (1929)
(CMRA), which sets the minimum age for marriage at 16 years for girls. 141 According to the 2007
DHS, nearly 40% of women ages 25-49 were married by 18 years of age.142 Early marriage puts
adolescent girls at risk for early pregnancy. The DHS underscores this point, noting that “[i]n
Pakistan, marriage defines the onset of the socially acceptable time for childbearing.” 143 Giving birth
at an early age puts girls and adolescents at high risk of maternal death and morbidity, as this
Committee, other treaty monitoring bodies, the WHO, and UNFPA have repeatedly emphasized.144
In addition, girls aged 10-14 are five times more likely to die in pregnancy than women in their
twenties, while girls aged 15-19 are twice as likely to die.145 Given that 12-13% of Pakistani girls are
married before age 15 and more than one-third marry before age 18, 146 girls and adolescents are
increasingly susceptible to complications from pregnancy, including maternal mortality. When it
does not cause death, early pregnancy takes a toll on young women’s bodies and can lead to
pregnancy-related morbidities, including uterine prolapse and fistula.147
Tradition places significant emphasis on marriage and family, and this is reflected in Pakistan’s laws.
While the Constitution of Pakistan states, “there shall be no discrimination on the basis of sex,”148
and that “[n]othing in this Article shall prevent the State from making any special provision for the
protection of women and children,”149 its laws on marriage contradict these provisions. The CMRA
sets the legal age for marriage at age 16 for females and 18 for males,150 thereby violating women’s
right to equality under Article 1 of CEDAW. 151 In addition, it contains lenient punishments for
violators of the law. If found guilty, one would receive a sentence of up to just one month in
prison, a fine of up to 1,000 rupees (US $10), or both.152
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The Dissolution of Muslim Marriages Act of 1939 (DMMA) offers a woman married under Islamic
law grounds to dissolve her marriage if, according to section 2(vii), “she, having been given in
marriage by her father or other guardian before she attained the age of sixteen years, repudiated the
marriage before attaining the age of eighteen years: Provided that the marriage has not yet been
consummated.”153 This provision, however, denies a legal remedy for a young girl given away in
marriage before the legal age of 16 once she has turned 18 years of age. Furthermore, from a
practical standpoint, given the pressure to start childbearing immediately after marriage and the lack
of autonomy of married girls, it is difficult to meet the requirement that a marriage not be
consummated in order for the option of dissolution to be valid.154 Even more problematic is the fact
that the consummation requirement for dissolution effectively promotes non-consensual sexual
intercourse or marital rape of young girls by making it a basis for denying the dissolution of a
marriage entered into as a child before 16 years of age.155 Only 1% of women ages 15-49 are
divorced or separated, indicating how uncommon it is for a woman to leave her spouse.156
CEDAW Article 16 stipulates that women and men should have equal rights to enter into as well as
dissolve a marriage.157 In its latest Concluding Observations to Pakistan, the CEDAW Committee has
specifically expressed concern that under DMMA “women do not enjoy equal rights with men during
the dissolution of marriage.”158
The CEDAW Committee considers 18 years of age to be the minimum age for marriage for men and
women.159 General Recommendation 21 acknowledges that countries such as Pakistan have different
age requirements for marriage for men and women. It emphasizes that, “such provisions assume
incorrectly that women have a different rate of intellectual development from men, or that their stage
of physical and intellectual development at marriage is immaterial,” and calls for their abolition.160
General Recommendation 24 requires states parties to enact and enforce laws that prohibit the
marriage of girl children.161 In Concluding Observations to Pakistan, the Committee urged the state
party to raise the minimum legal age of marriage to 18 years of age for girls and amend
discriminatory provisions in DMMA to comply with CEDAW Articles 1 and 16(2), and General
Recommendation 21.162 The state party has yet to comply.
Registration of marriages and births are necessary to identify violations of the CMRA. Prior to 1961,
marriages were not legally registered and therefore not reviewed by Pakistani civil authorities.163 The
Muslim Family Laws Ordinance, 1961 provides that, “[e]very marriage solemnized under Muslim
Law shall be registered,”164 and those who fail to are punishable with simple imprisonment for up to
three months, a fine of up to 1,000 rupees, or both.165 While this law has increased active registration
of marriages, child marriages persist in defiance of the CMRA because of lack of proper screening of
registration documents. 166 One study reports that parents register the underage child as being of
legally marriageable age on paper, while others bribe the registrars. 167 Low birth registration further
perpetuates the practice of registering illegal child marriages, as often there is no other way to prove
that a girl is younger than 16 years of age.168
General Recommendation 21 requires that all marriages be registered, “whether contracted civilly or
according to custom or religious law,” to ensure equality between partners, compliance with a
minimum age requirement for marriage, and the protection of children’s rights. 169 The CEDAW
Committee commented on the “inadequacy” of birth and marriage registrations and urged Pakistan to
ensure the universal registration of both in its previous Concluding Observations. 170 The CRC
Committee also raised this issue in Concluding Observations to Pakistan, stating that, “the
Committee is concerned that more than 70 per cent of children are not registered at birth, especially
girls, children belonging to a religious or minority group, refugee children and children living in rural
areas.”171 The lack of registration of marriages and births in Pakistan enables child marriage to persist
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and go unpunished, in contravention of CEDAW and multiple recommendations by treaty monitoring
bodies.
The CEDAW Committee links the practice of forced marriage with “custom, religious beliefs or the
ethnic origins of particular groups of people” and states that a woman’s right to choose to enter into a
marriage should be enshrined in law.172 The Special Rapporteur on Violence against Women affirms
that forced marriage “is a violation of internationally recognized human rights standards and cannot
be justified on religious or cultural grounds.” 173 In Concluding Observations to Pakistan, the
CEDAW Committee asked the state party to implement measures to eradicate forced marriages174
and expressed concern about the “deep-rooted traditional and cultural stereotypes regarding the roles
and responsibilities of women and men in the family” in Pakistan. 175 Tradition and culture in
Pakistan place significant emphasis on marriage and the family. As a result, whether the cause is
poverty or protecting honor or religion, forced and early marriages continue to persist. 176 More
specifically, stereotyped gendered roles tie girls to the home and leave them completely dependent on
men.
Early and forced marriages have a significant health impact on young girls and women. Married girls
ages 15-19 are the least informed about contraceptive methods, 177 and also exhibit the lowest
contraceptive use of any age group. 178 The CRC Committee, in Concluding Observations on
Pakistan, noted with concern “that the notion of adolescent’s health and in particular adolescent
reproductive health has still little acceptance in the Pakistani society.” 179 Early marriages are
significantly more prevalent in rural areas than urban ones.180 The CRC Committee referred to the
“lack of access to sexual and reproductive health counselling and services, especially in rural
areas, and at the link between the high rate of abortion and low contraceptive use” and noted with
concern that “clandestine abortion is a major cause of maternal mortality.” 181
The state party has attempted to prevent situations of forced and child marriage through a number of
legislative bills. The Prevention of Anti-Women Practices (Criminal Law Amendment) Act, 2011
adds a new chapter to the Penal Code entitled “Offences against Women” that includes articles on the
prohibition of forced marriage and marriage to the Quran. 182 The punishments for each are more
stringent than those for child marriage, with stricter prison sentences and higher monetary
penalties. 183 While the passage of this Act is commendable, there is urgent need for serious
implementation. Lax enforcement of laws in Pakistan enables the continuance of harmful traditional
practices with impunity. Additionally, although not yet passed, the Child Marriage Restraint
(Amendment) Bill, 2009 would amend the CMRA to raise the minimum age for marriage to 18 years
for girls and impose harsher penalties for violations of this law. 184 However, the entrenchment of
child marriage as a traditional, religious, cultural practice and the prominent position that religion
holds in the Pakistani judicial system are challenges to the passage of this amendment. 185 Until the
bill becomes law girls will continue to legally enter into marriage at 16 years of age.
General Recommendation 21 affirms that customs, traditions, and lack of enforcement of laws
enshrined in national constitutions that do not comply with CEDAW violate the Convention. 186
While Part II, “Fundamental Rights and Principles of Policy,” of Pakistan’s own Constitution
establishes that, “[a]ny law, or any custom or usage having the force of law, in so far as it is
inconsistent with the rights conferred by this Chapter, shall, to the extent of such inconsistency, be
void,”187 laws and practices that discriminate against women and girls remain in place.
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2.

Marital rape

Marital rape is not recognized as a crime under the Penal Code in Pakistan.188 Following the
passage of the Offence of Zina (Enforcement Of Hudood) Ordinance, 1979 (Hudood Ordinance),
rape became excluded from the Pakistan Penal Code,189 only to be put back in 2006. Moreover, no
national law on domestic violence exists.190 Statistically, married women constitute the majority of
survivors of violence.191 Furthermore, one study emphasizes that domestic violence and rape are the
“most concealed and under-reported” forms of violence against women.192 In the absence of national
legislation that criminalizes domestic violence and marital rape these crimes remain invisible and,
despite their prevalence, women have no means of seeking effective remedies for violence
committed against them by their husbands and family members.
General Recommendation 19 establishes violence against women as discrimination, describing
family violence as “one of the most insidious forms of violence against women,” and acknowledges
that women are subject to rape as well as other types of violence that are “perpetuated by traditional
attitudes.” 193 The CEDAW Committee has recommended that governments enact legislation to
criminalize violence such as marital rape,194 or repeal or amend legislation that discriminates against
married women by not penalizing marital rape.195 Accordingly, the state party has an obligation to
provide greater protection to women, especially adolescent girls, against specific forms of sexual
violence within the private sphere, including marital rape.
B. Efforts to prevent violence against women and girls fall short
The Committee has explicitly stated that gender-based violence is a “form of discrimination that
seriously inhibits women's ability to enjoy rights and freedoms on a basis of equality with men.”196
Violence against women can pose a significant barrier to accessing reproductive health services, and
unintended pregnancies and sexually transmitted diseases are among the numerous health-related
consequences of sexual violence.197 When women are subjected to sexual or domestic violence, their
ability to control their fertility is severely undermined.198
Recent legislative bills that aim to address gender-based violence and promote women’s rights
should be commended. These include the passage of the Criminal Law (Amendment) Act 2004,
which enhanced punishment for the offence of murders carried out in the name of honor, and the
Protection of Women (Criminal Laws Amendment) Act, 2006, which notably made rape an offence
under the Penal Code and made convictions based on collected evidence valid. Prior to the bill, under
the Hudood Ordinance women who accused men of rape required evidence from four men as eyewitnesses for a conviction, and failing that, faced the possibility of being punished for having sex
outside of marriage.199 Penalties for committing adultery, or zina, included receiving sentences as
severe as death by stoning, public whipping, and imprisonment. 200 The Protection of Women
(Criminal Laws Amendment) Act, 2006 now provides for improved access to redress for rape
survivors. In 2011, the Prevention of Anti-Women Practices Bill became part of national law,
explicitly recognizing practices from acid violence and forced marriage to so-called honor killings as
criminal acts, and affording protection and legal action for survivors. The Acid Control and Acid
Crime Prevention (Amendment) Act was passed in the Senate on December 2011, and for the first
time gives guidance on how the state should punish offenders and support survivors of this violent
gender-based crime. More recently, the President of Pakistan signed the National Commission on the
Status of Women Bill 2012 into law, which has afforded the Commission new financial and
administrative autonomy, and therefore better scope to investigate women’s rights violations.
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Despite the adoption of new legislation and debates around current bills, violence against women is
rampant, and much goes unpunished due to lack of enforcement of existing laws or is treated as a
societal norm. Notably, the Qisas and Diyat Ordinance, passed in 1990, amended and added
definitions of murder and bodily harm and their punishments to be in accordance with Islamic law in
the Penal Code.201 Under the Ordinance, relatives of a murder victim can demand retribution or carry
out a punishment directly with the perpetrator instead of leaving prosecution up to the legal
system.202 Consequently, the Qisas and Diyat Ordinance negatively impacts prosecution of honor
killings as it not only exempts relatives who are perpetrators from certain punishments; it also makes
crimes of murder compoundable, meaning a charge is settled between the alleged victim and the
accused without going through the judicial system.203 While the Criminal Law Amendment Act 2004
criminalizes honor killings,204 it does not stipulate that they cannot be compounded. As such, under
the current Penal Code provisions, a family member who kills his/her relative in the name of honor
can be pardoned by other relatives.205 In essence, the impunity for murders of women is enshrined
in national law making even the most extreme forms of violence against women an acceptable
social trend. In addition, the Domestic Violence (Prevention and Protection) Bill that was passed by
the National Assembly in 2009 but subsequently failed to be passed in the second chamber of
parliament, the Senate, within the prescribed period of time, continues to be stalled following
objections from Islamist groups. The bill defines domestic violence as acts of physical, sexual or
mental assault, force, criminal intimidation, harassment, hurt, confinement, and deprivation of
economic or financial resources and would afford protection to women and children where none
existed prior.
Under CEDAW, the state has a duty of due diligence to prevent violations of rights, to investigate
and punish acts of violence, and to provide compensation to survivors.206 As part of this obligation,
the state is required to establish effective legal and protective measures for the support and
rehabilitation of survivors of sexual violence. 207 Yet as previously pointed out by the CEDAW
Committee, Pakistan has, until now, not taken a comprehensive approach to effectively eliminate
gender-based violence in the country. In 2007, the CEDAW Committee raised its concern with
Pakistan about the persistence of violence against women, specifically domestic violence, honor
crimes, and rape.208 It took particular issue with the Qisas and Diyat Ordinance, and urged Pakistan
to refrain from applying it to cases of violence against women, especially honor crimes, so women or
their family members may seek redress for crimes committed against them and punishment for
perpetrators.209 Additionally, it highlighted the “lack of accountability for crimes of violence against
women within the criminal justice system,” 210 and the “pervasive patriarchal attitudes and deeprooted traditional and cultural stereotypes regarding the roles and responsibilities of women and men
in the family . . . and in society, which constitute serious obstacles to women’s enjoyment of their
human rights and impede the full implementation of the Convention.” 211
C. Discrimination in fulfillment of the right to reproductive health services including
maternal health services, family planning, and safe abortion for poor women, rural
women, and adolescents
Rural women in Pakistan face greater discrimination in access to reproductive health services than
urban women. The MMR in rural areas is 319, significantly higher than the national average of
260, yet it is 175 in urban areas.212 An estimated 23% of deaths of rural women of reproductive age
are attributed to pregnancy and childbirth-related complications, in comparison to 14% of urban
women.213 Significantly less rural women receive prenatal care from a skilled provider and give birth
in health facilities than urban women.214 As such, births in rural areas are half as likely to be assisted
by a skilled birth attendant when compared with urban areas.215 Furthermore, twice as many urban
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women use contraceptives.216 Inequitable access to family planning services for rural women violates
Article 14 of CEDAW, which specifies that states must take special steps to provide rural women
with access to adequate health care and family planning services.217
The CEDAW Committee has previously urged Pakistan to “pay special attention to rural women,
ensuring that they . . . have access to health care.”218 Yet in its 2011 report to the Committee, the
state party acknowledged that, “[i]n some rural areas the only available expertise on childbirth
resides in Traditional Birth Attendants (TBAs).”219 It also recognized lack of access to basic health
care for rural women, emphasizing sexual and reproductive health services, as a result of skilled
providers’ preference to work in urban areas.220
The state party recognized that poor women tend to have high fertility rates and high rates of
miscarriage.221 Women from the poorest wealth quintile have nearly three more children than
the wealthiest women, 222 and poorer women tend to begin childbearing at an earlier age. 223
Furthermore, almost half of poor women resort to unsafe methods and untrained providers, and
experience a larger proportion of serious abortion-related complications in comparison with non-poor
women.224 As mentioned previously, the cost of abortion from a nurse or midwife ranges from US
$21-30 for poor women, yet traditional practitioners charge between US $8-17.225 For an abortion
performed by a physician, the average cost is US $50-104.226 Given that 66% of Pakistanis live on
less than US $2 a day,227 poor women are more likely to obtain unsafe procedures from unskilled
providers. Of those who require treatment for complications resulting from abortions, only
50% of poor women receive hospital-based care.228 Pakistan has an obligation to provide free
services where necessary to ensure that all women have adequate access to health care, including
lifesaving reproductive health care, yet it continues to fall short.229
As discussed above, adolescent girls are at risk for early marriage and early pregnancy in Pakistan,
due in large part to traditional practices and the legal age of marriage for girls being 16 years.230 Over
one-third of Pakistani women marry before age 18 and 12-13% of girls are married before they turn
15 years old.231 Most married adolescents have never used contraception, and few are currently using
any method.232 Childbearing often begins soon after a girl is married; 23% of 19 year olds having
already begun childbearing.233 Infant mortality is also highest amongst women younger than 20 years
of age.234 General Recommendation 24 requires states parties to pay special attention to the health
needs and rights of vulnerable groups, including the girl child,235 yet in Pakistan adolescent girls face
multiple barriers to accessing reproductive health services that are extremely harmful to their health
and lives and amount to discrimination.
III.

Conclusion: Suggested Questions and Recommendations

We respectfully request that this Committee pose the following questions to the delegation
representing the Government of Pakistan during its 54th Session.
1. What steps have been taken by the state party to improve maternal health for rural, adolescent,
and poor women since the last periodic review and what are some of the positive results of those
steps? What is the state party specifically doing to address leading causes of maternal death and
morbidity such as early marriage and unsafe abortion?
2. What measures have been taken by the state party since the last periodic review to ensure
women’s access to safe abortion services? What can the state party do to provide clarity on the
legal exception to abortion to save a woman’s life and in the course of necessary treatment?

14

3. What steps have been taken by the state party to ensure dignified treatment and timely access to
post-abortion care for women suffering complications from unsafe abortion?
4. What steps have been taken by the state party since the last periodic review to establish universal
access to a full range of contraceptives, including emergency contraception, in order to reduce
the unmet need for contraceptives and risk of unplanned pregnancies, especially among
adolescents, rural women, and poor women?
5. What measures have been taken by the state party since the last periodic review to discourage
child marriage in society and introduce an effective legal framework for the prevention of child
marriage? What has the state party done to ensure access to contraceptive information and
services for married girls who are at risk of early pregnancy?
6. What measures have been taken by the state party since the last periodic review to address
violence against women and girls, including forced marriage, honor crimes, and marital rape, and
to provide legal protection and recourse? How does the state party intend to ensure the
implementation of existing legislation to protect women and girls from sexual violence,
particularly within marriage?
The Center further respectfully submits the following recommendations for the Committee to
consider incorporating into the Concluding Observations for Pakistan that should be
applicable to national and provincial government bodies.
1. Prioritize ensuring access to a full range of maternal health services, including antenatal,
postnatal, and emergency obstetric care, particularly for poor women, rural women, and
adolescent girls. Increase funding for national maternal health policies and programs and provide
appropriate training to health service providers including traditional birth attendants based in
rural areas.
2. Take steps to clarify the parameters of legal exceptions for abortion. Remove punitive provisions
for abortion in line with the Committee’s General Recommendation 24 (1999) on women and
health in cases of rape, incest, fetal malformation, and a woman’s physical and mental health.
Introduce policies and protocols on post-abortion care services and take steps to establish postabortion care services throughout the country.
3. Address the unmet need for contraception by prioritizing universal access to the full range of
contraceptive methods, information, and services, including emergency contraception, with a
particular focus on rural women, poor women, and married and unmarried adolescent girls.
Improve access to emergency contraception, especially for survivors of sexual violence.
4. Eliminate discriminatory practices against women and girls that jeopardize their reproductive
health. Adopt the Child Marriage Restraint (Amendment) Bill, 2009 to increase the legal age of
marriage for girls to comply with CEDAW and reduce child marriage through proper
implementation of the legal ban on child marriage.
5. Address violence against women through law reform by ensuring that provincial legislatures
adopt similar laws to the federal statute and by: amending the Penal Code to include marital rape;
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amending the Qisas and Diyat Ordinance to remove impunity for crimes against women; and
adopting the Domestic Violence (Prevention and Protection) Bill, 2006.

Sincerely,

Melissa Upreti
Regional Director for Asia
Center for Reproductive Rights

Sofia Khan
Legal Fellow for Asia
Center for Reproductive Rights
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