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September 19, 2014 


CESCR Secretariat
8-14 Avenue de la Paix
CH 1211 Geneva 10
Switzerland 


Re: Supplementary Information on Romania Scheduled for Review by the Committee on Economic, Social and Cultural Rights During its 53rd Session

Distinguished Committee Members: 
This letter is intended to supplement the combined third, fourth and fifth periodic reports submitted by Romania, which are scheduled to be reviewed by the Committee on Economic, Social and Cultural Rights (the Committee or ESCR Committee) during its 53rd session. The Center for Reproductive Rights and Euroregional Center for Public Initiatives (Romania), both independent non-profit organizations, hope to assist the Committee by providing independent information concerning the implementation of the rights protected in the International Covenant on Economic, Social and Cultural Rights (the ICESCR).[endnoteRef:1] We hope that the Committee’s review will cover several areas of concern related to the status of the reproductive rights of women and adolescents in Romania. [1:  International Covenant on Economic, Social and Cultural Rights, adopted Dec. 16, 1966, G.A. Res. 2200A (XXI), U.N. GAOR, Supp. No. 16, U.N. Doc. A/6316 (1966) (entered into force Jan. 3, 1976) [hereinafter ICESCR].  ] 

Key Reproductive Rights Issues in Romania (Arts. 2(2), 3, 12, 13(1) of the ICESCR)
This letter highlights the following key concerns that violate a number of human rights obligations under ICESCR: (1) the lack of state action to prevent maternal mortality, (2) the absence of mandatory comprehensive sexuality education based on evidence and human rights standards, (3) the barriers to access to contraceptive services and information, (4) the state’s failure to ensure access to safe and legal abortion services demonstrated through the occurrence of preventable abortion-related complications and the wide-spread and inadequately regulated practice of conscientious objection, and (5) discrimination against women living with HIV/AIDS in access to reproductive health services. In addition, Romania does not have a national strategy on sexual and reproductive health. The previous strategy, which was adopted after the issuance of the Regional Strategy on Sexual and Reproductive Health by the WHO, expired in 2007.

Legal, procedural, and practical barriers to sexual and reproductive health services violate couples’ and individuals’ reproductive rights as they hinder, prevent, or delay them from accessing services that are necessary to enjoy their right to sexual and reproductive health. This Committee has recognized that the right to health in Article 12 includes “the right to control one’s health and body, including sexual and reproductive freedom,”[endnoteRef:2] and requires states to remove all barriers that interfere with couples and individuals’ access to sexual and reproductive health services, education, and information.[endnoteRef:3] [2:  Committee on Economic, Social and Cultural Rights (ESCR Committee), General Comment No. 14: The right to the highest attainable standard of health (Art. 12), (22nd Sess., 2000), in Compilation of General Comments and General Recommendations Adopted by Human Rights Treaty Bodies, at 78, para. 8, U.N. Doc. HRI/GEN/1/Rev.9 (Vol. I) (2008) [hereinafter ESCR Committee, Gen. Comment No. 14].]  [3:  Id. para. 21.] 


Cutting across all of these violations is the government’s failure to ensure the rights to non-discrimination and substantive equality for women in Romania. Under the right to equality in the ICESCR, it is not sufficient for states to merely guarantee women formal equality, as it does not adequately account for, and may even perpetuate, existing economic, social and cultural inequalities between men and women.[endnoteRef:4] Instead, states must ensure women substantive equality,[endnoteRef:5] which seeks to remedy entrenched discrimination by addressing inequalities that women face. In fulfilling women’s right to substantive equality, states must ensure that laws, policies and practices alleviate the inherent disadvantages that particular groups face,[endnoteRef:6] and ensure men and women equal enjoyment of economic, social and cultural rights.[endnoteRef:7] [4:  ESCR Committee, General Comment No. 16: The equal right of men and women to the enjoyment of all economic, social and cultural rights (Art. 3), (34th Sess., 2005), in Compilation of General Comments and General Recommendations Adopted by Human Rights Treaty Bodies, at 113, paras. 7-8, U.N. Doc. HRI/GEN/1/Rev.9 (Vol. I) (2008) [hereinafter ESCR Committee, Gen. Comment No. 16].]  [5:  Id. paras. 6-7.]  [6:  Id. para. 7.]  [7:  Id. para. 9.] 


The right to equality requires states to address gender-based social and cultural prejudices,[endnoteRef:8] as “gender-based assumptions and expectations generally place women at a disadvantage with respect to substantive enjoyment of rights,”[endnoteRef:9] including their ability “to be recognized as autonomous, fully capable adults, to participate fully in economic, social and political development, and to make decisions concerning their circumstances and conditions.”[endnoteRef:10] States must also create equality in the allocation of resources; promote shared responsibilities in family, community and public life; identify and eliminate the underlying causes of pay differentials; and reduce the constraints faced in balancing professional and family responsibilities.[endnoteRef:11] This Committee recognizes that states may need to adopt temporary special measures “in order to bring disadvantaged or marginalized persons or groups of persons to the same substantive level as others,”[endnoteRef:12] which may include “tak[ing] measures in favour of women in order to attenuate or suppress conditions that perpetuate discrimination.”[endnoteRef:13] [8:  Id. para. 22.]  [9:  Id. para. 14.]  [10:  Id.]  [11:  Id. paras. 22 & 24.]  [12:  Id. para. 15.]  [13:  Id. ] 


The United Nations (UN) Treaty Monitoring Bodies (TMBs) have expressed concern about discrimination against women in Romania as well as the inadequacy of reproductive health information and services.[endnoteRef:14] In addition to violating the rights to health and education, the examples below show that Romania has failed to take effective and proactive measures to ensure that women do not continue to suffer systemic discrimination in access to reproductive health care. In clarifying the obligations of the Romanian government with respect to the issues raised in this letter, it is critical for the Committee to identify both positive and negative duties to ensure women’s rights to equality and non-discrimination in the enjoyment of their rights under the Covenant.  [14:  Human Rights Committee, Concluding Observations: Romania, para. 7, U.N. Doc. CCPR/C/79/Add.111 (1999); Committee on the Elimination of Discrimination Against Women (CEDAW Committee), Concluding Observations: Romania, paras. 303 & 313-315, U.N. Doc. A/55/38 (2000).] 

1. Lack of State Action to Prevent Maternal Mortality 
A. Issue Summary
Despite a noticeable decline in the maternal mortality rate in Romania since the 1990s, the rate continues to be high compared to other European Union (EU) Member States. According to the official data, in 2012, twenty-three women died in Romania due to direct or indirect causes related to pregnancy, out of which eleven women died due to a direct obstetrical cause.[endnoteRef:15]   [15:  NATIONAL CENTER FOR STATISTICS AND INFORMATION IN THE FIELD OF PUBLIC HEALTH, MINISTRY OF HEALTH, MORTALITATEA MATERNA ÎN ROMANIA ANUL 2012 [Maternal Mortality in Romania the Year 2012] 41 annex 7 (2013) (Rom.) [hereinafter MINISTRY OF HEALTH, MATERNAL MORTALITY], available at http://www.ccss.ro/public_ html/sites/default/files//Mortalitatea%20Materna%20in%20Romania%20in%20Anul%202012.pdf.] 

In 2012, the number of maternal deaths per 100,000 live births was 11.44.[endnoteRef:16] This is twice the average rate at the level of the EU (5.05),[endnoteRef:17] making the maternal mortality rate in Romania one of the highest out of all EU countries. For instance, in 2012, the maternal death rate in Slovakia was 3.6, in Bulgaria 4.34, and in Croatia 7.18.[endnoteRef:18]  [16:  European Health for All Database (HFA-DB), WORLD HEALTH ORGANIZATION (WHO) REGIONAL OFFICE FOR EUROPE, http://data.euro.who.int/hfadb/ (last updated April 2014).]  [17:  Id. ]  [18:  Id.] 

According to the National Center for Statistics and Information in the Field of Public Health of the Ministry of Health, the extent and causes of maternal deaths remain insufficiently analysed due to inadequate reporting and analysis.[endnoteRef:19] The reporting and analysis of maternal deaths is not carried out in a consistent and reliable manner by the relevant health care authorities. Despite the existence of a confidential administrative investigation procedure into the causes of maternal deaths,[endnoteRef:20] the local inspectors responsible for carrying out this investigation have failed to report properly to the Ministry of Health. For example, in 2012, in three out of the eleven maternal deaths mentioned above that resulted from a direct obstetrical cause, the inspectors failed to provide any information at all about the maternal deaths to the Ministry of Health.[endnoteRef:21] In another three cases the information was delivered late.[endnoteRef:22]  [19:  MINISTRY OF HEALTH, MATERNAL MORTALITY, supra note 15, at 12.]  [20:  Id.]  [21:  Id. at 12.]  [22:  Id.] 

The inconsistent and unreliable reporting on maternal deaths and their ineffective analysis prevent the state from identifying the real causes behind maternal mortality and accurately assessing the extent of the problem, which ultimately inhibit the government from adopting effective measures. 
B. International Human Rights Standards
The ICESCR explicitly grants special protection to women “during a reasonable period before and after childbirth.”[endnoteRef:23] This Committee has made clear that states are under the obligation to introduce “measures to improve … maternal health … , including access to … pre- and post-natal care”[endnoteRef:24]  and that states who fail to reduce its maternal mortality rate violate a woman’s right to health under the Covenant.[endnoteRef:25] Accordingly, it has on several occasions expressed concerns over high mortality rates[endnoteRef:26] and urged states to give a higher priority to reducing maternal deaths.[endnoteRef:27] With respect to Romania, the Committee on the Elimination of Discrimination against Women (CEDAW Committee) has repeatedly noted the high maternal mortality rates.[endnoteRef:28]  [23:  ICESCR, supra note 1, art. 10, para. 2.]  [24:  ESCR Committee, Gen. Comment No. 14, supra note 2, para. 14.]  [25:  Id. para. 52.]  [26:  See, e.g., ESCR Committee, Concluding Observations: Azerbaijan, para. 30, U.N. E/C.12/1/Add.104 (2004); Bolivia, para. 23, U.N. Doc. E/C.12/1/Add.60 (2001); Brazil, para. 27, U.N. Doc. E/C.12/1/Add.87 (2003); People’s Republic of China (including Hong Kong and Macao), para. 36, U.N. Doc. E/C.12/1/Add.107 (2005); Nepal, para. 32, U.N. Doc. E/C.12/1/Add.66 (2001); Paraguay, para. 21, U.N. Doc. E/C.12/PRY/CO/3 (2008); Republic of Moldova, para. 27, U.N. Doc. E/C.12/1/Add.91 (2003); Russia, para. 35, U.N. Doc. E/C.12/1/Add.94 (2003).]  [27:  See, e.g., ESCR Committee, Concluding Observations: India, para. 73, U.N. Doc. E/C.12/IND/CO/5 (2008); Nepal, para. 45, U.N. Doc. E/C.12/NPL/CO/2 (2008).]  [28:  CEDAW Committee, Concluding Observations: Romania, para. 314, U.N. Doc. A/55/38 (2000); Romania, para. 24, U.N. Doc. CEDAW/C/ROM/CO/6 (2006). ] 


Furthermore, part of the duty to reduce maternal mortality is an obligation to properly assess and report maternal deaths. According to the World Health Organization (WHO), “[i]dentifying maternal deaths is the first step in the surveillance process. Women die at home, on the road and in health facilities. They die before, during and after delivery, as well as in early pregnancy from complications of abortion and ectopic pregnancy. To gain a representative picture of the causes of maternal deaths in an area or population, there needs to be as complete a picture of the women who died as possible.”[endnoteRef:29] In recognition of the importance of proper documentation of maternal deaths, the ESCR Committee has urged states to give detailed information on maternal mortality that is based on disaggregated and comparative data.[endnoteRef:30] Romania’s failure to adequately and consistently report on and assess maternal mortality data runs counter to this obligation under the Covenant.  [29:  WORLD HEALTH ORGANIZATION (WHO), BEYOND THE NUMBERS: REVIEWING MATERNAL DEATHS AND COMPLICATIONS TO MAKE PREGNANCY SAFER 26 (2004).]  [30:  ESCR Committee, Concluding Observations: India, para. 73, U.N. Doc. E/C.12/IND/CO/5 (2008); Brazil, para. 29, U.N. Doc. E/C.12/BRA/CO/2 (2009). ] 


C. Recommended Questions
1. Please provide statistical data and other information on the causes and extent of maternal deaths in Romania and highlight the steps that the government is taking to address and eliminate obstetrical risks, as well as other direct and indirect factors contributing to maternal deaths. 
2. Please include information on reporting requirements and procedures for documenting maternal deaths by health care authorities and indicate what measures the government is taking to ensure consistent and reliable reporting and analysis of maternal deaths in Romania based on a human rights framework.
2. Absence of Mandatory Comprehensive Sexuality Education Based on Evidence and Human Rights Standards 
A. Issue Summary
Sexuality education is not a mandatory subject in schools in Romania. Education for Health was introduced in the national curricula for public education in 2004. However, this subject is not mandatory and addresses only a few topics related to sexuality education. Issues such as sexual orientation, gender norms, gender identity, prevention of unwanted pregnancies and safe and legal abortion are not discussed.[endnoteRef:31] Moreover, Education for Health is only offered when the school headmaster decides that it will be taught in that particular school; sometimes making such decision only to ensure full teachers’ working hours rather than to meet educational needs. The number of pupils enrolled in Education for Health is still very low, with only 12% attending the subject in 2011 – 2012.[endnoteRef:32] [31:  Ministry of Education, Order No. 4496/11.08.2004 on the Adoption of Programa şcolară revizuită pentru disciplina opţională Educaţie pentru sănatate, clasele I-XII [Revised School Curricula for the Optional Subject Education for Health, Grades I-XII] (Rom.), available at http://administraresite.edu.ro/index.php/articles/c597/.]  [32:  Andreea Ofiteru, Ce învaţă elevii români din manualul de educaţie sexuală. „Priveşte-te în oglindă. Este un semn pe faţa ta? Scrie pe faţa ta virgin?" [What do Romanian Pupils Learn in the Manual of Sexuality Education. “Look into the Mirror. Is There a Sign on Your Face? Does It Say Virgin?”], GANDUL (Apr. 6, 09:00 AM), http://www.gandul.info/stiri/ce-invata-elevii-romani-din-manualul-de-educatie-sexuala-priveste-te-in-oglinda-este-un-semn-pe-fata-ta-scrie-pe-fata-ta-virgin-10695889 (Rom.).] 

Education for Health is taught in the 1st to 4th grade by primary education teachers and in the 5th to 9th grade by biology teachers.[endnoteRef:33] The teachers lack specific training and skills for teaching issues related to sexuality education, and are particularly reluctant to discuss issues related to puberty and sexuality.[endnoteRef:34] The information pupils receive is not rights-based and age-appropriate.  [33:  Ministry of Education, Response to ECPI No.54239 of 28 August 2012 (Rom.).]  [34:  Andreea Archip, În ţara fetiţelor-mame, educaţia sexuală e un tabu [In the Country of Girl-Mothers, Sexuality Education Is a Taboo], EVENIMENTUL ZILEI (Jan. 14, 2011), http://www.evz.ro/detalii/stiri/educatia-sexuala-tabu-pentru-profesori-918133.htm (Rom.).] 

The lack of comprehensive, evidence-based sexuality education is reflected in high rates of teenage pregnancies in Romania. In 2012, Romania reported the highest number of live births among girls under 15 years of age and the third highest number of live births among 15 – 19 year olds out of all EU countries.[endnoteRef:35] According to the state’s statistics, every year about 20,000 girls in the age group 15 – 19 years of age give birth, while about 4,000 of them have their second child. For instance, in 2013, 747 girls under 15 years of age gave birth and 19,143 girls of 15-19 years old gave birth (3,923 gave birth to their second child, 658 gave birth to their third child, 65 gave birth to their fourth child, and 3 gave birth to their fifth child).[endnoteRef:36]  [35:  Live Births by Mother's Age at Last Birthday and Legal Marital Status, EUROSTAT, http://appsso.eurostat.ec. europa.eu /nui/submitViewTableAction.do (last updated Feb. 17, 2014).]  [36:  POP201B – Live-Births by Father’s and Mother’s Age Group, by Macroregions, Development Regions and Counties, NATIONAL INSTITUTE OF STATISTICS, https://statistici.insse.ro/shop/index.jsp?page=tempo3 &lang=en&ind=POP201B (last updated Jun. 18, 2014); In 2013, 527,849 girls under the age of 15 and 562,868 girls of 15-19 years lived in Romania. POP101C – Stable (de facto) Population, by Age Group, Ages, Sex and Urban and Rural Areas, at January 1st, NATIONAL INSTITUTE OF STATISTICS, https://statistici.insse.ro/shop/index.jsp?page=tempo3&lang=en&ind= POP101C (last updated Jun. 3, 2014).] 

B. International Human Rights Standards
TMBs, including this Committee, have repeatedly highlighted that the states’ failure to provide sexuality education violates adolescents’ basic human rights and called on states to implement sexuality education programs in schools.[endnoteRef:37] Accordingly, this Committee has urged several states to “include in the school curricula sex education among the adolescents, to prevent early pregnancy and the control of sexually transmitted infections, including HIV/AIDS, and reproductive and sexual healthcare education.”[endnoteRef:38]  [37:  See, e.g., ESCR Committee, Concluding Observations: Armenia, para. 22(b), U.N. Doc. E/C.12/ARM/CO/2-3 (2014); Bolivia, para. 43, U.N. Doc. E/C.12/1/Add.60 (2001); People’s Republic of China (including Hong Kong and Macao), para. 100, U.N. Doc. E/C.12/1/Add.107 (2005); Poland, paras.  28 & 50, U.N. Doc. E/C.12/1/Add.82 (2002); Senegal, para. 47, U.N. Doc. E/C.12/1/Add.62 (2001); Ukraine, para. 31, U.N. Doc. E/C.12/1/Add.65 (2001); Human Rights Committee, Concluding Observations: Poland, para. 9, U.N. Doc. CCPR/CO/82/POL (2004); CEDAW Committee, Concluding Observations: Burundi, para. 62, U.N. Doc. A/56/38 (2001); Republic of the Congo, para. 228, U.N. Doc. A/55/38 (2000); Jamaica, para. 224, U.N. Doc. A/56/38 (2001); Kazakhstan, para. 106, U.N. Doc. A/56/38 (2001); Slovakia, para. 19, CEDAW/C/SVK/CO/4 (2008); Committee on the Rights of the Child, Concluding Observations: Bhutan, para. 45, U.N. Doc. CRC/C/15/Add.157 (2001); Cambodia, para. 52, U.N. Doc. CRC/C/15/Add.128 (2000); Comoros, para. 36, U.N. Doc. CRC/C/15/Add.141 (2000); Egypt, para. 43-44, U.N. Doc. CRC/C/15/Add.145 (2001).]  [38:  ESCR Committee, Concluding Observations: Russian Federation, para. 30, U.N. Doc E/C.12/RUS/CO/5 (2011); see also Bolivia, para. 27(f), U.N. Doc. E/C.12/BOL/CO/2 (2008); Slovakia, para. 25, U.N. Doc. E/C.12/SVK/CO/2 (2012).] 


The CEDAW Committee has expressly recommended that sexual and reproductive health  education  be  made  a  mandatory  and  robust  component  of  all  students’ schooling,[endnoteRef:39] including vocational schools.[endnoteRef:40] According to the WHO, sexuality education should “start[] early in childhood and progress[] through adolescence and adulthood[,] … gradually equip[ping] and empower[ing] children and young people with information, skills and positive values to understand and enjoy their sexuality, have safe and fulfilling relationships and take responsibility for their own and other people’s sexual health and well-being.”[endnoteRef:41] Moreover, it is crucial that sexuality education is age appropriate, comprehensive, non-discriminatory and based on scientifically accurate information[endnoteRef:42] and that teachers receive “training in the specific skills needed to address sexuality clearly, as well as the use of active, participatory learning methods.”[endnoteRef:43]  [39:  See, e.g., CEDAW Committee, Concluding Observations: Lithuania, para. 81, U. N. Doc. A/63/38 (2008); Republic of Moldova, para. 31, U.N. Doc. CEDAW/C/MDA/CO/3 (2006); Turkmenistan, para. 31, U.N. 
Doc. CEDAW/C/TKM/CO/2 (2006).]  [40:  See CEDAW Committee, Concluding Observations: Republic of Moldova, para. 31, U.N. Doc. CEDAW/C/MDA/CO/3 (2006).]  [41:  WHO REGIONAL OFFICE FOR EUROPE & FEDERAL CENTRE FOR HEALTH EDUCATION (BZGA), STANDARDS FOR SEXUALITY EDUCATION IN EUROPE: A FRAMEWORK FOR POLICY MAKERS, EDUCATIONAL AND HEALTH AUTHORITIES AND SPECIALISTS 20 (2010). ]  [42:  UNITED NATIONS EDUCATIONAL, SCIENTIFIC AND CULTURAL ORGANIZATION (UNESCO), INTERNATIONAL TECHNICAL GUIDANCE ON SEXUALITY EDUCATION: AN EVIDENCED-INFORMED APPROACH FOR SCHOOLS, TEACHERS AND HEALTH EDUCATORS 2, 7, 8 tbl.1, 11, 19-22  (2009).]  [43:  Id. at 10; see also CEDAW Committee, Concluding Observations: Turkmenistan, para. 31, U.N. Doc. CEDAW/C/TKM/CO/2 (2006).] 


C. Recommended Questions
1. Please explain what measures the state has taken to establish comprehensive, rights- and evidence-based and age-appropriate sexuality education as a mandatory subject in the national school curricula. 
2. Please explain what measures the state has taken to ensure that teachers of Education for Health are properly trained to address issues related to sexuality education such as sexual orientation, gender norms, gender identity, prevention of unwanted pregnancies and safe and legal abortion.

3. Barriers to Access to Contraceptive Services and Information
A. Issue Summary
Since the 1990s access to contraceptives has improved in Romania. This is primarily due to the state subsidization policy. In 1996, the Romanian government in cooperation with international donors and non-governmental organizations introduced a national program on free contraceptives (today this program is part of the “Subprogram for the Woman’s Health”). Under this program, some contraceptive methods have been provided for free[endnoteRef:44] to certain groups of women (unemployed women, pupils and students, poor women, women from rural area, and women who undergo abortion on request in a public health unit).[endnoteRef:45] In addition, family planning centers were established in certain counties, where women can obtain information on contraceptives and contraceptives for free.[endnoteRef:46] As a result, the use of modern contraceptives increased from 10% of women in reproductive age (15 – 44 years old) in 1993 to 33.9% in 2004.[endnoteRef:47] [44:  For information, see SOCIETATEA DE EDUCATIE CONTRACEPTIVA SI SEXUALA (SECS) [The Society of Education on Contraceptives and Sexuality], http://www.secs.ro/index.php?option=com_content&task=view&id =49&Itemid=33 (Rom.) (last visited Sept. 17, 2014). ]  [45:  See Government Decision No.124/2013 Regarding the Approval of National Health Programs for the Years 2013 and 2014 (Rom.).]  [46:  The network of family planning centers was established by Ministry of Health Order No.136/1994 (Rom.). ]  [47:  MINISTRY OF HEALTH, STUDIUL SANATATII REPRODUCERII ÎN ROMANIA [The Study of Reproductive Health in Romania] 27 (2005) (Rom.) [hereinafter MINISTRY OF HEALTH, STUDIUL SANATATII REPRODUCERII ÎN ROMANIA], available at http://www.unicef.org/romania/ro/Studiul_Sanatati_Reproducerii.pdf .] 

These important achievements have been under threat in the past few years. Although the national program on free contraceptives mentioned above is still in place, in 2013 the Ministry of Health did not allocate funds for purchasing contraceptives. As a result, the family planning centers have been providing free contraceptives exclusively from their reserves.[endnoteRef:48] Moreover, according to the Association for Family Planning in Romania, there were around 230 family planning centers throughout the country in 2010.[endnoteRef:49] Today, unofficial information indicates that the number has decreased by half due to the budgetary cuts related to the free contraceptives program.[endnoteRef:50]  [48:  Ministry of Health, Order No.1549/2013 on the Amendment of Annex 1 of the Technical Norms for the Implementation of National Health Programs for the Years 2013 and 2014, approved by Ministry of Health Order No.422/2013 (Rom.).]  [49:  For information, see ASOCIAŢIA DE PLANIFICARE FAMILIALĂ DIN ROMÂNIA (APFR) [Association of Family Planning in Romania], http://www.planificarefamiliala.ro/reteaua.php?lang=ro (Rom.) (last visited Sept. 17, 2014).]  [50:  Discussions with Dr. Borbala Koo, Director of SECS [The Society of Education on Contraceptives and Sexuality] (Mar. 2014) (Rom.).] 


The government’s failure to allocate funds to continue providing free contraceptives and to ensure sufficient number of family planning centers in the country, as well as the absence of a comprehensive national strategy on sexual and reproductive health demonstrates its lack of commitment to sexual and reproductive rights. This lack of commitment is also demonstrated by the fact that the state does not collect data, on a systematic basis, on contraceptive use and related indicators such as unmet need for contraception. The latest official data available is from 2004, where the last comprehensive official study on reproductive health was carried out with external donors’ support.[endnoteRef:51] As a result, it is difficult to effectively identify measures that should be taken to meet the contraceptive needs of women and adolescent girls.  [51:  MINISTRY OF HEALTH, STUDIUL SANATATII REPRODUCERII ÎN ROMANIA, supra note 47.] 


B. International Human Rights Standards

This Committee has consistently expressed concern that lack of access to contraceptive information and services violates women’s right to health,[endnoteRef:52] and that low contraceptive prevalence contributes to increased rates of unsafe abortion and maternal deaths.[endnoteRef:53] The Committee’s General Comment No. 14 obliges states to ensure access to sexual and reproductive health services, including contraceptive information and services.[endnoteRef:54]  [52:  CENTER FOR REPRODUCTIVE RIGHTS, Family Planning is a Human Right: Government Duties to Ensure Access to Contraceptive Services and Information, in BRINGING RIGHTS TO BEAR 9 (2008). This is supported by the Committee’s Concluding Observations to the following countries as cited in this publication: ESCR Committee, Concluding Observations:  Armenia, para. 15, U.N. Doc. E/C.12/1/Add.39 (1999); Cameroon, para. 25, U.N. Doc. E/C.12/1/Add.40 (1999); Dominican Republic, para. 15, U.N. Doc. E/C.12/Add.16 (1997); Honduras, para. 27, U.N. Doc. E/C.12/1/Add.57 (2001); Poland, para. 12, U.N. Doc. E/C.12/1/Add.26 (1998); Saint Vincent and the Grenadines, para. 12, U.N. Doc. E/C.12/1/Add.21 (1997).  ]  [53:  ESCR Committee, Concluding Observations:  Dominican Republic, para. 29, U.N. Doc. E/C.12/DOM/CO/3 (2010); Philippines, para. 31, U.N. Doc. E/C.12/PHL/CO/4 (2008); Azerbaijan, para. 30, U.N. Doc. E/C.12/1/Add.104 (2004).  ]  [54:  Gen. Comment No. 14, supra note 2, para. 14.] 


Availability under ICESCR imposes an obligation on states to provide all essential drugs on the WHO’s List of Essential Medicines, including the full range of contraceptives.[endnoteRef:55] This Committee has emphasized the high priority of physical and economic access to reproductive healthcare services, including contraceptives, especially in rural areas.[endnoteRef:56] The Committee made clear that contraceptives must be “affordable for all”[endnoteRef:57] and noted on several occasions that economic barriers to contraceptive access constitute a violation of the Covenant.[endnoteRef:58] It specifically called on state parties to ensure to “adequately fund[] the free distribution of contraceptives”[endnoteRef:59] and to “include the costs of modern contraceptive methods in the public health insurance scheme.”[endnoteRef:60]   [55:  ESCR Committee, Gen. Comment No. 14, supra note 2, paras. 12(a) & 43(d). The full range of contraceptive methods is included in the WHO List of Essential Medicines. WHO, MODEL LIST OF ESSENTIAL MEDICINES 26-27 (18th ed., 2013).]  [56:  ESCR Committee, Concluding Observations:  Nepal, para. 46, U.N. Doc. E/C.12/NPL/CO/2 (2008).  ]  [57:  ESCR Committee, Gen. Comment No. 14, supra note 2, para. 12(b).  ]  [58:  See, e.g., ESCR Committee, Concluding Observations: Poland, para. 27, U.N. Doc. E/C.12/POL/CO/5 (2009); Poland, paras. 28 & 50, U.N. Doc. E/C.12/1/ADD.82 (2002); Nepal, para. 26, U.N. Doc.  E/C.12/NPL/CO/2 (2008); Armenia, para. 22(b), U.N. Doc. E/C.12/ARM/CO/2-3 (2014); Kenya, para. 33, U.N. Doc. E/C.12/KEN/CO/1 (2008); Russian Federation, para. 30, U.N. Doc E/C.12/RUS/CO/5 (2011). ]  [59:  ESCR Committee, Concluding Observations: Kenya, para. 33, U.N. Doc. E/C.12/KEN/CO/1 (2008).]  [60:  ESCR Committee, Concluding Observations: Russian Federation, para. 30, U.N. Doc E/C.12/RUS/CO/5 (2011).] 


The obligation to fulfil also requires states to adopt and implement programs and policies to ensure that women fully enjoy their right to sexual and reproductive health.[endnoteRef:61] As this Committee has noted repeatedly, this obligation encompasses enacting national policies, strategies or action plans on sexual and reproductive health.[endnoteRef:62] As highlighted in General Comment No. 14, such a plan should aim at ensuring universal access for all individuals, including those from marginalized groups, to a full range of quality sexual and reproductive health services, such as maternal health care, contraceptive information and services, safe abortion care, and comprehensive sexuality education.[endnoteRef:63]  [61:  See ESCR Committee, Gen. Comment No. 16, supra note 4, para. 21.]  [62:  See, e.g., ESCR Committee, Concluding Observations: Bolivia, para. 43, U.N. Doc. E/C.12/1/Add.60 (2001);  People’s Republic of China (including Hong Kong and Macao), para. 100, U.N. Doc. E/C.12/1/Add.107 (2005); Guatemala, para. 43, U.N. Doc. E/C.12/1/Add.93 (2003); Kuwait, para. 43, U.N. Doc. E/C.12/1/Add.98 (2004); Ukraine, para. 31, U.N. Doc. E/C.12/1/Add.65 (2001); Yemen, para. 34, U.N. Doc. E/C.12/1/Add.92 (2003). ]  [63:  See ESCR Committee, Gen. Comment No. 14, supra note 2, paras. 14 & 21. ] 


C. Recommended Questions
1. What governmental efforts are being made to increase access to a wide range of modern contraceptive methods by making them affordable for all, given the recent lack of funds allocation to the program on free contraceptives? What specific measures have been taken to improve access to accurate and comprehensive contraceptive information, and what is the impact of these measures on women’s access to modern contraceptives? What impact has the decrease in the number of family planning centers had on women’s access and use of modern contraceptives, and what are the reasons behind this decrease?
2. Please explain what measures have been adopted to ensure collection, on a systematic basis, of comprehensive data on reproductive health, using reproductive health indicators such as the number of unintended pregnancies, rate of contraceptive use, and unmet need for contraception. 
3. Please indicate what steps the government is taking to formulate and implement a comprehensive national strategy in the field of sexual and reproductive health and rights. 

4. Barriers in the Access to Safe and Legal Abortion Services 
Barriers inhibiting women’s access to legal abortion services – such as mandatory or biased counseling, conscientious objection, and limitations on information about abortion services – institutionalize discriminatory stereotypes that women are not competent decision-makers and that their primary role is motherhood. Such restrictions are based on the notion that women themselves are not competent to make informed, rational decisions about their bodies; in this sense, they demean women as decision-makers.[endnoteRef:64] Lack of access to safe abortion services particularly affect women who are already burdened by inequality. This has been recognized by the WHO, which has stated that restrictions on and unavailability of induced abortion result in unequal access to safe abortion services, disproportionately forcing poor women to seek abortion services from unsafe providers.[endnoteRef:65]   [64:  For more information on how restrictions on women’s access to reproductive health services perpetuate discrimination and stereotypes, see Rebecca J. Cook, Human Rights and Reproductive Self Determination, 44 AM. U. L. REV. 975 (1995); Simone Cusack & Rebecca J. Cook, Stereotyping Women in the Health Sector: Lessons from CEDAW, 16 WASH. & LEE J. CIVIL RTS. & SOC. JUST. 47 (2009). ]  [65:  WHO, SAFE ABORTION: TECHNICAL AND POLICY GUIDANCE FOR HEALTH SYSTEMS 1 &18 (2nd ed., 2012) [hereinafter WHO, SAFE ABORTION (2nd ed., 2012)]; see also CENTER FOR REPRODUCTIVE RIGHTS ET AL., FULFILLING UNMET PROMISES: SECURING AND PROTECTING REPRODUCTIVE RIGHTS AND EQUALITY IN THE UNITED STATES 21 (2013).] 


4.a. Occurrence of Preventable Abortion-Related Complications
A. Issue Summary
In Romania, the right of a woman to decide on whether to have a child or not is codified in Article 28 of the Law 46/2003 on Patient’s Rights.[endnoteRef:66] The new Penal Code was adopted in 2009 and entered into force on 1 February 2014. Article 201 of the new Penal Code criminalizes anyone who performs an unlawful abortion. Abortion is considered unlawful when it is performed outside the health care units specially authorized to provide abortion; when it is provided without a woman’s consent; or when the pregnancy is over 14 weeks, except in cases when abortion is necessary for therapeutic reasons.[endnoteRef:67] Abortion without restriction as to reason is thus allowed in the first 14 weeks. However, abortion on request is not subsidized; a woman must pay an out-of-pocket fee that ranges between 100 - 200 Euros. [66:  Legea nr.46/2003 privind drepturile pacientului (Rom.).]  [67:  Legea nr. 286/2009 privind Codul penal [Law No. 286/2009 Regarding the Penal Code], art. 201, published in Official Journal No. 510/24.07.2009 (entered into force Feb. 1, 2014) (Rom.). ] 

Despite the relatively liberal abortion legislation, women in Romania continue to resort to illegal and unsafe abortions. According to the state’s official data, the number of illegal abortions (i.e. abortions performed outside the legal framework), after which women needed post-abortion care due to complications, has increased over the last years. There have been 53 such cases of illegal abortions requiring post-abortion care registered in 2009, 54 cases in 2010, 83 cases in 2011 and 119 cases in 2012.[endnoteRef:68]  [68:  NATIONAL CENTER FOR STATISTICS AND INFORMATION IN THE FIELD OF PUBLIC HEALTH, MINISTRY OF HEALTH, ASISTENTA GRAVIDELOR SI EVIDENTA INTRERUPERII CURSULUI SARCINII IN 2012 COMPARATIV CU 2011 [The Assistance of Pregnant Women and the Supervision of Pregnancy Interruption in 2012 Compared to 2011] 18 tbl.7 (2013) (Rom.).] 

The state has an obligation to assess the reasons for women resorting to illegal and unsafe options despite the fact that abortion is legal and should be made available and widely accessible in Romania. Those reasons may include lack of knowledge among women about the conditions for obtaining a legal abortion, lack of information on and access to emergency contraception.  
B. International Human Rights Standards
The TMBs, including this Committee, have clearly stated that the failure to provide women access to legal abortion constitutes serious human rights violations.[endnoteRef:69] The ESCR Committee has recognized the connection between unsafe and illegal abortions and maternal mortality and morbidity, in particular in rural areas.[endnoteRef:70] Thus, it has called on states to remove all barriers to safe and legal abortion.[endnoteRef:71] Such barriers include high cost of abortion services,[endnoteRef:72] the failure of states to provide information on sexual and reproductive health services and develop reproductive health information programs,[endnoteRef:73]  as well as any form of barrier to access to emergency contraception.[endnoteRef:74]  [69:  See, e.g., ESCR Committee, Gen. Comment No. 14, supra note 2, para. 3, 14 & 21; ESCR Committee, Concluding Observations: Kenya, para. 33, U.N. Doc. E/C 12/KEN/CO/1(2008); K.L. v. Peru, Human Rights Committee, Commc’n No. 1153/2003, paras 6.3-6.6, U.N. Doc. CCPR/C/85/D/1153/2003 (2005); L.C. v. Peru, CEDAW Committee, Commc’n No. 22/2009, paras. 8.15-8.17, U.N. Doc. CEDAW/C/50/D/22/2009 (2011); L.M.R. v. Argentina, Human Rights Committee, Commc’n No. 1608/2007, paras. 9.2-9.4, U.N. Doc. R/C/101/D/1608/2007 (2011); Committee on the Rights of the Child, General Comment No. 15: The right of the child to the enjoyment of the highest attainable standard of health (art. 24), (62nd Sess., 2013), paras. 54 & 56, U.N. Doc. CRC/C/GC/15 (2013).]  [70:  ESCR Committee, Concluding Observations: Nepal, para. 32, U.N. Doc. E/C.12/1/ADD.66 (2001).]  [71:  See ESCR Committee, Gen. Comment No. 14, supra note 2, para. 21 (calling on states to remove all barriers to reproductive and sexual health services, which includes abortion); see also Human Rights Committee, General Comment No. 28: Article 3 (The equality of rights between men and women), (68th Sess., 2000), in Compilation of General Comments and General Recommendations Adopted by Human Rights Treaty Bodies, at 228, para. 10, U.N. Doc. HIR/GEN/1/Rev.9 (Vol. I) (2008); Committee on the Elimination of Discrimination against Women, General Recommendation No. 24: Article 12 of the Convention (women and health), (20th Sess., 1999), in Compilation of General Comments and General Recommendations Adopted by Human Rights Treaty Bodies, at 358, paras. 14 & 27, U.N. Doc. HRI/GEN/1/Rev.9 (Vol. II) (2008) [hereinafter CEDAW Committee, Gen. Recommendation No. 24]. ]  [72:  ESCR Committee, Concluding Observation: Slovakia, para. 24, U.N. Doc. E/C.12/SVK/CO/2 (2012).]  [73:  ESCR Committee, Gen. Comment No. 14, supra note 2, paras. 11 & 21; ESCR Committee, Concluding Observations: Azerbaijan, para. 56, U.N. Doc. E/C.12/1/Add.104 (2004); Panama, para. 37, U.N. Doc. E/C.12/1/Add.64 (2001); Senegal, para. 47, U.N. Doc. E/C.12/1/Add.62 (2001); Ukraine, para. 31, U.N. Doc. E/C.12/1/Add.65 (2001).]  [74:  See ESCR Committee, Gen. Comment No. 14, supra note 2, paras. 12(a) & 43(d) (urging states to ensure access to all medication on the WHO List of Essential Medicines). Emergency contraceptives are included in the WHO List of Essential Medicines. WHO, MODEL LIST OF ESSENTIAL MEDICINES, supra note 55, at 26-27; see also ESCR Committee, Concluding Observations: Peru, para. 21, U.N. Doc. E/C.12/PER/CO/2-4 (2012); Ecuador, para. 28, U.N. Doc. E/C.12/ECU/CO/3 (2012).] 


Furthermore, the WHO has established that “medical methods of abortion have been proved to be safe and effective,”[endnoteRef:75] and “[r]egistration and distribution of adequate supplies of drugs for medical abortion … are essential for improving the quality of abortion services, for any legal indication”[endnoteRef:76] - a suggestion that is in line with women’s right to the enjoyment of the benefits of scientific progress under the Covenant.[endnoteRef:77]  [75:  WHO, SAFE ABORTION (2nd ed., 2012), supra note 65, at 42. ]  [76:  Id. at 96.]  [77:  ICESCR, supra note 1, art. 15.1. ] 


C. Recommended Questions
1. Please provide information on the reasons why women resort to illegal and unsafe abortions in Romania despite the legality of the procedure. Please explain how the government is collecting and assessing data on the underlying causes of illegal and unsafe abortions. 

2. Please provide information on measures taken by the government to ensure that women have access to accurate information about the availability of legal and safe abortion, including low-income women, women living in rural areas, and adolescents. In that regard, please provide information on measures that the government is taking to improve access to emergency contraception and medical abortion.

4.b. Wide-Spread and Inadequately Regulated Practice of Conscientious Objection to Abortion 
A. Issue Summary
While abortion on request is legally permitted in Romania in the first 14 weeks, women’s access to safe and legal abortion is obstructed by the practice of conscientious objection among individual health professionals and even entire hospitals. According to research conducted by Euroregional Center for Public Initiatives (ECPI) between December 2010 and May 2011, out of 67 public hospitals 6 hospitals did not perform abortions on request at all, 13 hospitals did not perform abortions during religious holidays such as Christmas and Easter, 39 hospitals did not perform abortions during Easter (including the week before Easter), and 25 hospitals did not perform abortions during Christmas holidays (out of which 12 continued not to provide abortions up to 2 – 3 weeks after holidays). Only 5 hospitals out of the 67 performed abortions in accordance with the law irrespective of any religious holidays.[endnoteRef:78] In December 2013 ECPI updated this research finding that conscientious objection to abortion on request is still widely practised in public healthcare units. Moreover, the number of hospitals not performing abortion at all increased from 6 in 2011 to 13 hospitals in 2013. [78:  For more information, see EUROREGIONAL CENTER FOR PUBLIC INITIATIVES (ECPI), REFUSAL ON THE GROUND OF RELIGION OR CONSCIENCE TO UNDERGO ABORTION ON REQUEST IN ROMANIA (2011) (Rom.), available at http://www.ecpi.ro/resurse/publicatii/. ] 

Some of the hospitals that refuse to provide abortion services are located in remote, predominantly rural areas (e.g. Orǎştie, Reghin, Roman, Călineşti, Târgu Neamţ, Alexandria), forcing women to travel long distances and incur significant costs to access abortion services.[endnoteRef:79] Adolescent girls and women belonging to disadvantaged groups such as rural women, women living with HIV, women living in violent relationships, low-income women, and women who as children were under state custody in the childcare protection system, are particularly affected by this practice, since they lack resources, information, and skills to overcome such barriers.   [79:  Id.] 

The exercise of conscientious objection in health care settings is regulated in the Medical Doctors’ Deontological Code.[endnoteRef:80] According to the Code, a doctor may refuse to provide health care assistance if the health service requested by the patient is affecting the doctor’s moral values. The objecting doctor should inform the patient about the reasons behind the refusal and “make sure that the life or health of the respective person is not endangered.”[endnoteRef:81] The Code also stipulates that “when the refusal is based on moral convictions, [the objecting doctor should] direct the person to another colleague or another health care unit.”[endnoteRef:82]  [80:  Medical Deontological Code of 30 March 2012, published in Official Journal No. 298/ art. 33/ 07.05.2012 (Rom.), available at http://www.cmb.ro/legislatie/codulDeontologic/cod.pdf. ]  [81:  Id. ]  [82:  Id.] 

The Code is adopted by the Medical Doctors’ Association and is not legally binding. In fact conscientious objection in health care settings is not regulated by law and a refusal of care based on conscience is not included in the limited list of instances when a doctor may legally refuse to treat a patient.[endnoteRef:83] Moreover, the Code’s guidelines related to conscientious objection are also inadequate since they do not set forth minimal requirements related to conscientious objection to abortion such as a duty to inform a woman of all existing alternatives. In addition, the state should adopt safeguards to ensure that health care providers committed and able to provide abortion care are available.  [83:  Law 95/2006 on Healthcare Reform, arts. 653-654 (Rom.). ] 

Furthermore, the state has failed to adopt legislation banning institutions from invoking conscientious objection. Conscientious objection is based on personal or spiritual conscience and thus “is not available to institutions, such as hospital corporations, which [do not have] a spiritual personality protected by human rights laws.”[endnoteRef:84]  [84:  Bernard M. Dickens & Rebecca J. Cook, Ethical and Legal Issues in Reproductive Health: The Scope and Limits of Conscientious Objection, 71 INT’L J. GYNECOLOGY & OBSTETRICS 71, 72 (2000).] 

B. International Human Rights Standards
The TMBs have expressed concern about the impact of the exercise of conscientious objection on access to legal abortion and have repeatedly urged states that permit the practice to adequately regulate it to ensure that it does not limit women’s access to abortion services.[endnoteRef:85] The ESCR Committee has specifically noted with dismay that women would have to turn to clandestine abortions in response to doctors’ and clinics’ refusal—based on conscientious objection—to provide legal abortion services.[endnoteRef:86] Thus, it called on the state to take all necessary steps to ensure that women can enjoy their right to sexual and reproductive health.[endnoteRef:87] The Special Rapporteur on the Right to Health has also remarked that the practice of conscientious objection makes safe abortions unavailable, especially to poor, displaced and young women and that such restrictive mechanisms reinforce the stigma that abortion is an objectionable practice.[endnoteRef:88]  [85:  ESCR Committee, Concluding Observations: Poland, para. 28, U.N. Doc. E/C.12/POL/CO/5 (2009); CEDAW Committee, Concluding Observations: Poland, para. 25, U.N. Doc. CEDAW/C/POL/CO/6 (2007); Slovakia, para. 29, U.N. Doc. CEDAW/C/SVK/CO/4 (2008); Human Rights Committee, Concluding Observations: Poland, para. 12, U.N. Doc. CCPR/C/POL/CO/6 (2010).]  [86:  ESCR Committee, Concluding Observations: Poland, para. 28, UN Doc. E/C.12/POL/CO/5 (2009).]  [87:  Id.]  [88:  Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and mental health, Interim rep. of the Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and mental health, transmitted by Note of the Secretary-General, para. 24, U.N. Doc. A/66/254 (Aug. 3, 2011) (by Anand Grover).] 


Minimum requirements for adequate regulation include passing laws and policies to implement appropriate referral mechanisms in cases where health care providers apply conscience-based refusals of care,[endnoteRef:89] ensure that conscientious objection cannot be invoked in emergency situations,[endnoteRef:90] that women are provided with information on available alternatives,[endnoteRef:91] and that there are providers available in the country who do not invoke conscientious objection.[endnoteRef:92] States should also put in place effective remedies to ensure that exercise of conscientious objection does not obstruct the enjoyment of sexual and reproductive rights and monitor the practice to ensure that all services are available and accessible.[endnoteRef:93] This also means that states must ensure that conscientious objection is a personal, not institutional, practice.[endnoteRef:94]  [89:  ESCR Committee, Concluding Observations: Poland, para. 28, UN Doc. E/C.12/POL/CO/5 (2009); Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and mental health, Rep. of the Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and mental health, Anand Grover – Addendum – Mission to Poland, paras. 50 & 85(f), U.N. Doc. A/HRC/14/20/Add.3 (May 20, 2010) ) [hereinafter SRRH, Mission to Poland (2010)].]  [90:  SRRH, Mission to Poland (2010), supra note 89, para. 50.]  [91:  CEDAW Committee, Concluding Observations: Hungary, para. 31(d), U.N. Doc. CEDAW/C/HUN/CO/7-8 (2013).]  [92:  SRRH, Mission to Poland (2010), supra note 89, paras. 50 & 85(f).]  [93:  Id. para. 50.]  [94:  CEDAW Committee, Concluding Observations: Hungary, para. 31(d), U.N. Doc. CEDAW/C/HUN/CO/7-8 (2013). ] 


C. Recommended Questions
1. Please provide information on the regulation of conscientious objection to abortion in Romania and the measures that the government is taking to ensure that the exercise of conscientious objection does not jeopardize women’s access to lawful abortion services, especially for women living in rural areas, adolescent girls and other disadvantaged groups. 

5. Discrimination against Women Living with HIV/AIDS in Access to Reproductive Health Services

A. Issue Summary

Approximately 10,000 children contracted HIV within the health care system in Romania between 1986 and 1991.[endnoteRef:95] Their infections are attributable to breaches of safety standards by Romanian health care facilities. Twenty years later, these children are adults with sexual and reproductive health care needs. However, these needs are not met by the Romanian health care system. An ECPI and Uniunea Nationala a Organizatiilor Persoanelor Afectate de HIV/SIDA report, published in June 2011, documents various human rights violations against women living with HIV/AIDS in Romania.[endnoteRef:96] The report shows that women living with HIV/AIDS are often denied access to sexual and reproductive health services,[endnoteRef:97] such as medical assistance during childbirth, gynecological consultations, post-abortion care, abortion on request, and antiretroviral treatment.[endnoteRef:98] Health care facilities also frequently fail to comply with medical and safety standards[endnoteRef:99] and do not take special measures to prevent HIV transmission from mother to child.[endnoteRef:100] Furthermore, women frequently face discrimination from medical personnel because of their HIV status, including discriminatory behaviour, segregation away from Obstetrics-Gynecology hospitals to Infectious Disease hospitals or isolation in separate room.[endnoteRef:101] The report also shows that the right to confidentiality of women living with HIV/AIDS is often breached by health care providers.[endnoteRef:102]  [95:  HUMAN RIGHTS WATCH, “LIFE DOESN’T WAIT”: ROMANIA’S FAILURE TO PROTECT AND SUPPORT CHILDREN AND YOUTH LIVING WITH HIV 4 (2006), available at http://www.hrw.org/sites/default/files/reports/romania0806 webwcover.pdf.]  [96:  ECPI, DREPTURILE SEXUALE ŞI ALE REPRODUCERII. CAZUL FEMEILOR CARE TRĂIESC CU HIV [Sexual and Reproductive Rights. The Case of Women Living with HIV] (2011) (Rom.) [hereinafter ECPI, SEXUAL AND REPRODUCTIVE RIGHTS], available at http://www.ecpi.ro/wp-content/uploads/2012/01/Raport_femei-cu-HIV_website.pdf.]  [97:  According to The HIV during Pregnancy Clinical Guide, pregnant women are entitled to ARV throughout pregnancy and postpartum and the newly born are entitled to ARV treatment immediately after birth; this treatment is free. See Ministry of Health Order No. 1.524/2009 Ghidul clinic privind infecţia HIV în sarcinǎ [The HIV During Pregnancy Clinical Guide], published in Official Journal No. 88/09.02.2010 (Rom.).]  [98:  ECPI, SEXUAL AND REPRODUCTIVE RIGHTS, supra note 96, at 16-25.]  [99:  Safety standards are laid out in the Order of the Ministry of Health No. 994/2004 Regarding the Approval of the Guidelines for the Supervision and Control of Nosocomial Infections in Sanitary Units, Annex V, pt.1 (Rom.).]  [100:  Legea 584/2002 privind măsurile de prevenire a răspândirii maladiei SIDA în România şi de protecţie a persoanelor infectate cu HIV sau bolnave de SIDA [Law 584/2002 Regarding Preventive Measures Against AIDS Spread in Romania and for the Protection of Persons Infected with HIV or Having AIDS], art. 6.f (Rom.). See ECPI, SEXUAL AND REPRODUCTIVE RIGHTS, supra note 96, at 20-22.]  [101:  ECPI, SEXUAL AND REPRODUCTIVE RIGHTS, supra note 96, at 26-28.]  [102:  Id. at 32-34.] 


Discrimination of women living with HIV/AIDS in access to reproductive health care is also demonstrated in the case of a woman who was refused birth assistance by caesarean section for eight days by the chief of an Obstetrics and Gynecology Clinic in Bucharest due to her HIV status. Only after several non-governmental organizations pleaded for her being accepted to give birth by caesarean section, the woman was provided the necessary health care to prevent HIV transmission from mother to child. In 2013, a district court found that she was discriminated on the grounds of her HIV status in access to health care;[endnoteRef:103] however, an appeal decision overturned in part the first instance judgment[endnoteRef:104] and the case is still pending before national courts. [103:  Judecatoria Sector 2 Bucuresti, Sentinta civilă No. 4999 of 2 Mar. 2013 (Rom.).]  [104:  Tribunalul Bucuresti, Decizia civila of 582A of 12.05.2014 (Rom.).] 


B. International Human Rights Standards
Several TMBs, including this Committee, have noted that states have an obligation to prevent discrimination against women and girls based on their HIV status.[endnoteRef:105] The ESCR Committee has called on states to ensure that individuals living with HIV know their human rights and the laws that afford them protection,[endnoteRef:106] and has stressed that states’ obligations toward women living with HIV encompass the duty to guarantee access to reproductive health care information, goods, and services.[endnoteRef:107]  [105:  See ESCR Committee, Concluding Observations: Belarus, para. 24(b), U.N. Doc. E/C.12/BLR/CO/4-6 (2013); Angola, para. 15, U.N. Doc. E/C.12/AGO/CO/3 (2008); Kenya, para. 32, U.N. Doc. E/C 12/KEN/CO/1 (2008); CEDAW Committee, General Recommendation No. 15: Avoidance of discrimination against women in national strategies for the prevention and control of acquired immunodeficiency syndrome (AIDS), (9th Sess., 1990), in Compilation of General Comments and General Recommendations Adopted by Human Rights Treaty Bodies, at 327, para. (d), U.N. Doc. HRI/GEN/1/Rev.9 (Vol. II) (2008) [hereinafter CEDAW Committee, Gen. Recommendation No. 15]; Committee on the Rights of the Child, General Comment No. 3: HIV/AIDS and the rights of the child, (32nd Sess., 2003), in Compilation of General Comments and General Recommendations Adopted by Human Rights Treaty Bodies, at 398, paras. 5-7, U.N. Doc. HRI/GEN/1/Rev.9 (Vol. II) (2008); Human Rights Committee, Concluding Observations: Trinidad and Tobago, para. 11, U.N. Doc. CCPR/CO/70/TTO (2000).]  [106:  See ESCR Committee, Concluding Observations: Cameroon, para. 30, UN Doc. E/C.12/CMR/CO/2-3 (2012).                                    ]  [107:  See ESCR Committee, Gen. Comment No. 14, supra note 2,  paras. 12(b) & 16; ESCR Committee, Concluding Observations: Kenya, para. 32, U.N. Doc. E/C 12/KEN/CO/1(2008).] 


Women living with HIV have the right to be guaranteed non-discriminatory reproductive health care, including treatments to reduce the risk of parent-to-child HIV transmission.[endnoteRef:108]  TMBs have advised states that strategies to address HIV/AIDS should target high-risk groups,[endnoteRef:109] such as young women,[endnoteRef:110] people in rural areas, and ethnic minority groups,[endnoteRef:111] as well as older persons.[endnoteRef:112] In accordance with human rights standards, states should take a gender-sensitive approach to the HIV epidemic,[endnoteRef:113] emphasizing the rights and needs of women.[endnoteRef:114] [108:  See, e.g., ICESCR, supra note 1, art. 12(c); ESCR Committee, Gen. Comment No. 14, supra note 2, para. 16; see also CEDAW Committee, Concluding Observations: Congo, para. 35, U.N. Doc. CEDAW/C/COG/CO/6 (2012); Albania, paras. 34-35, U.N. Doc. CEDAW/C/ALB/CO/3 (2010).]  [109:  See, e.g., CEDAW Committee, Concluding Observations: Republic of Moldova, para. 31, U.N. Doc. CEDAW/C/MDA/CO/3 (2006).]  [110:  See Human Rights Committee, Concluding Observations: Lithuania, para. 12, U.N. Doc. CCPR/CO/80/LTU (2004); CEDAW Committee, Myanmar, para. 96, U.N. Doc. A/55/38 (2000).]  [111:  See ESCR Committee, Concluding Observations: People’s Republic of China (including Hong Kong and Macao), para. 60, U.N. Doc. E/C.12/1/Add.107 (2005); CEDAW Committee, Concluding Observations: Albania, paras. 34-35, U.N. Doc. CEDAW/C/ALB/CO/3 (2010).]  [112:  CEDAW Committee, Concluding Observations: Zambia, para. 36(a), U.N. Doc. CEDAW/C/ZMB/CO/5-6 (2011); Uganda, para. 46, U.N. Doc. CEDAW/C/UGA/CO/7 (2010).]  [113:  See CEDAW Committee, Concluding Observations: Italy, para. 54(a), U.N. Doc. CEDAW/C/ITA/CO/6 (2011); Antigua and Barbuda, para. 261, U.N. Doc. A/52/38/Rev.1, Part II (1997).]  [114:  CEDAW Committee, Gen. Recommendation No. 15, supra note 105, para. (b).] 


C. Recommended Questions

1. Please provide information on access to sexual and reproductive health services for women living with HIV/AIDS, including maternal health care. Please highlight the measures the government is taking to ensure the access of women with HIV/AIDS to such services and to eliminate discrimination against them within the health care system. In this regard, please also comment on the prevention of discriminatory attitudes of health care providers towards women living with HIV/AIDS. 
 
6.  Suggested Recommendations

We respectfully suggest that the Committee consider issuing the following recommendations to the Government of Romania:  

· Adopt measures to reduce and prevent maternal mortality and to ensure consistent and reliable reporting and analysis of maternal deaths in Romania based on a human rights framework.
· Establish comprehensive, rights- and evidence-based and age-appropriate sexuality education as a mandatory subject in the national school curricula and equip teachers with the necessary skills to teach the subject.
· Increase access to affordable contraceptive methods for everyone by allocating sufficient funds for the program on free contraceptives. Improve knowledge of contraceptive methods by organizing and supporting awareness-raising campaigns on contraception that provide accurate and non-judgmental information on use and effectiveness, and by securing that all health care providers in the field of sexual and reproductive health provide this information to their clients.
· Remove barriers in the access to safe and legal abortion services and ensure access to affordable abortion services by including the cost of abortion on request in the public health insurance scheme. 
· [bookmark: _GoBack]Ensure that access to reproductive health services is not limited by health professionals’ exercise of conscientious objection by adopting necessary regulations and putting in place effective oversight and monitoring mechanisms, in order to ensure ready and timely access to lawful reproductive health care. Ensure that the health care institutions do not use conscientious objection as an excuse for not providing legal abortion services. 
· Ensure non-discriminatory access to sexual and reproductive health services for women living with HIV/AIDS, including maternal health care, and adopt measures to prevent discriminatory attitudes of health care providers towards women living with HIV/AIDS. 
· Adopt a comprehensive national strategy on sexual and reproductive health and rights based on international human rights and WHO standards and allocate sufficient financial and human resources for its implementation. Involve rights holders and women’s and reproductive rights non-governmental organizations in the preparation and implementation of this program. 

There remains a significant gap between the provisions of the International Covenant on Economic, Social and Cultural Rights and the reality of women’s reproductive lives in Romania. We appreciate the active interest that the Committee has taken in the reproductive rights of women in the past, stressing that governments are under an obligation to ensure the realization of these rights.    

We hope that this information will be useful during the Committee’s review of the Romanian Government’s compliance with the provisions of ICESCR. If you have any questions, or would like further information, please do not hesitate to contact us.

Sincerely, 
[image: ]				[image: ]
		
Adriana Lamačková				Iustina Ionescu
Senior Legal Adviser for Europe		Director of Programs
Center for Reproductive Rights			Euroregional Center for Public Initiatives
New York, USA				Bucharest, Romania
alamackova@reprorights.org 			iionescu@ecpi.ro
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