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Supplementary information on the Republic of Uganda scheduled to be reviewed by the Committee on the Elimination of Discrimination Against Women during its 81st Session on 7th- 25th Februruary 2022
Dear Honorable members of the Committee, 
Introduction
The Center for Reproductive Rights (“the Center”) and the Human Rights Awareness and Promotion Forum (“HRAPF”) submit this letter to provide the Committee on the Elimination of Discrimination Against Women (“the Committee”) with relevant information about the status of compliance by the Republic of Uganda (“Uganda”) with its obligations under the Convention on the Elimination of All Forms of Discrimination Against Women (“CEDAW”). The Center is an international non–governmental legal advocacy organization that uses the law to advance reproductive freedom as a fundamental human right that all governments are legally obligated to respect, protect and fulfil. HRAPF is a non-governmental organization working towards the protection, promotion and respect of the human rights of most at risk populations and marginalized persons in Uganda.
Background
This letter shall focus on the right to health, particularly the right to the highest attainable standards of sexual and reproductive health. 
Uganda is a party to both regional and international human rights instruments which impose on it the obligation to recognize, protect, respect, and realize women and girls’ right to the highest attainable standard of health. On an international level, these instruments include the International Covenant on Economic, Social and Cultural Rights at Article 12; CEDAW also at Article 12; and the Convention on the Rights of the Child at Article 24. On a regional level, the relevant instruments include the African Charter on Human and People’s Rights at Article 16; the Protocol to the African Charter on Human and People’s Rights on the Rights of Women in Africa (“the Maputo Protocol”) at Article 14; and the African Charter on the Rights and Welfare of the Child at Article 14. 
This letter shall canvas the challenges that women and girls face in Uganda, specifically adolescent and young women and girls, when seeking to realize their sexual and reproductive rights. In particular, this letter shall canvas:
1. lack of access to sexual and reproductive health information and services;
2. criminalization of consensual, non-exploitative and non-coercive sexual activity among adolescents; and
3. situations of adolescents in humanitarian settings.
1. Lack of access to sexual and reproductive health information and services
Women and girls, including adolescent girls, have a right to free, confidential, responsive and non-discriminatory sexual and reproductive health services[endnoteRef:2] including contraceptive information and services; safe abortion care; maternal health care; prevention, diagnosis and treatment of sexually transmitted infections including HIV/AIDS; physical and mental health care for survivors of sexual and domestic violence including access to post-exposure prevention, emergency contraception and safe abortion services.[endnoteRef:3] They also have a right to comprehensive, age-appropriate, evidence based, scientifically accurate and inclusive information and education on sexual and reproductive health.[endnoteRef:4] The recognition and codification of these rights in international laws that are binding on Uganda has not resulted in the recognition, respect for or protection of these rights in Uganda.  [2:  Committee on the Rights of the Child, General Comment No. 20 on the Implementation of the Rights of the Child During Adolescence (2016). Paragraph 59, U.N. Document CRC/C/GC/20.]  [3:  Committee on Economic, Social and Cultural Rights, General Comment No. 22 on the Right to Sexual and Reproductive Health (Article 12 of the International Covenant on Economic, Social and Cultural Rights) (2016), Paragraph 45, U.N. Document E/C.12/GC/22.]  [4:  Committee on Economic, Social and Cultural Rights, General Comment No. 22 on the Right to Sexual and Reproductive Health (Article 12 of the International Covenant on Economic, Social and Cultural Rights) (2016), Paragraph 47, U.N. Document E/C.12/GC/22.] 

a. Lack of access to contraception
In Uganda, 20% of adolescent girls aged 15-19 are married;[endnoteRef:5]18% of girls have had their first sexual experience by the age of 15; and 62% of girls have had their first sexual experience by the age of 18.[endnoteRef:6] Despite this, modern contraceptive use among adolescents in Uganda is quite low at 9.4% among girls and 20.7 among boys.[endnoteRef:7] Consequently, Uganda has a high rate of teenage pregnancy: 25% of adolescent girls have had their first child by age 19.[endnoteRef:8] Half of these pregnancies are unintended resulting in 15% of them ending in induced abortion.[endnoteRef:9] [5:  Uganda Demographic and Health Survey (2016), Pg. 71.]  [6:  Uganda Demographic and Health Survey (2016), Pg. 73.]  [7:  Uganda Demographic and Health Survey (2016), Table 7.3 at pg. 120.]  [8:  Uganda Demographic and Health Survey (2016), Pg. 89.]  [9:  Sully E., Atuyambe l. et al., Estimating Abortion Incidence Among Adolescents and Differences in Postabortion Care by Age: A Cross-Sectional Study of Postabortion Care Patients in Uganda, Contraception Journal (2018). Accessed on 1st December 2021. Available at: https://www.contraceptionjournal.org/action/showPdf?pii=S0010-7824%2818%2930388-3.] 

In addition, varying background characteristics operate to disadvantage women and girls differently. For instance: because of economic and information inaccessibility, married adolescents and adolescents who have had their first child by the age of 15 are more likely to have access to contraception, while adolescents from low-income backgrounds have the least access to contraceptive information and services. Economic inaccessibility exists because adolescents are in the lowest wealth quintile in the country and most adolescent girls are only able to access modern contraceptives from private healthcare providers, where they must pay out of pocket. Thus, married adolescents who have the option of securing financial support from their partners to purchase contraception are more likely to afford contraception. Economic inaccessibility also operates to the disadvantage of rural adolescents as there are less job opportunities in rural areas than urban areas, which means that there is less likelihood that either the adolescent girl or her partner makes enough to afford contraception. Additionally, urban areas have a higher concentration of health facilities thus minimising indirect costs  of accessing contraception such as travel costs.[endnoteRef:10]  [10:  Sserwanja Q., Musaba M., et al, Prevalence and factors associated with modern contraceptives utilization among female adolescents in Uganda, BMC Women’s Health Journal (2021). Accessed on 1st December 2021. Available at: https://bmcwomenshealth.biomedcentral.com/track/pdf/10.1186/s12905-021-01206-7.pdf.] 

In addition to the cost, unmarried adolescents’ access to contraception is also hindered by the need for third party authorisation to access contraceptives. Research has shown that 38%, that is, over one third of healthcare providers from both private and public institutions will not provide contraceptive services to any persons below the age of 18, without consent from either a parent or spouse.[endnoteRef:11] [11:  Nalwadda G., Mirembe F. et al., Constraints and Prospects for Contraceptive Service Provision to Young People in Uganda: Providers’ Perspectives, BMC Women’s Health Journal (2011). Accessed on 3rd January 2022. Available at: https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-11-220.] 

Furthermore, there is a failure to guarantee access to the full range of contraceptive options and as a result, women and adolescent girls are unable to access and utilize appropriate contraceptive methods that suit their particular situation and needs. For instance, research shows that the available contraceptive options have various unwanted side effects including irregular periods, cramping, pain from insertion or removal, lowered libido, and amenorrhea (absence of menstrual period). These side effects dissuade women from using modern contraception and, for those already using modern contraceptives, these side effects are a big push factor towards discontinuation.[endnoteRef:12] [12:  M. Potasse and S. Yaya, Understanding perceived access barriers to contraception through an African feminist lens: a qualitative study in Uganda, BMC Public Health (2021), at pg. 5. Accessed on 14th December 2021. Available at: https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-021-10315-9.] 

There are also insufficient efforts to ensure access to scientifically accurate information on contraceptives thus misinformation and misconceptions are widespread. For instance, it is a common belief among women and girls that using modern contraception causes cancer, permanent infertility, foetal abnormalities in future children and even death.[endnoteRef:13] Among adolescents, in particular, misinformation on contraception is widespread because most of them receive information on contraceptives from their peers, family or community many of whom are unlikely to have accurate information partly due to negative attitudes towards contraceptives as a result of religious and cultural influences. Others learn through self-experimentation, which is not a source of comprehensive information. Few adolescents receive information from credible sources, such as schools and healthcare providers. In any case, it is notable that schools have been reported to give information that is too general to be useful. Healthcare providers, on the other hand, have been reported to have negative attitudes towards adolescents who seek information about contraceptives or to require authorisation from third parties before they are willing to provide information or services.[endnoteRef:14] These findings also explain why there is higher contraceptive prevalence among adolescents who have had their first child, as these adolescents have access to family planning counselling when they are receiving antenatal, delivery and post-natal services.[endnoteRef:15] [13:  M. Potasse and S. Yaya, Understanding perceived access barriers to contraception through an African feminist lens: a qualitative study in Uganda, BMC Public Health (2021) at pg. 6. Accessed on 14th December 2021. Available at: https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-021-10315-9.]  [14:  Mulubwa C., Munakampe M. et al., Framing Contraceptive Use Motivations Among Adolescents and Young Adults Living in Informal Settlements in Kira Municipality, Wakiso District, Uganda, Frontiers in Global Women’s Health (2021). Accessed on 3rd January 2022. Available at: https://www.frontiersin.org/articles/10.3389/fgwh.2021.658515/full.]  [15:  Sserwanja Q., Musaba M., et al, Prevalence and factors associated with modern contraceptives utilization among female adolescents in Uganda, BMC Women’s Health Journal (2021). Accessed on 1st December 2021. Available at: https://bmcwomenshealth.biomedcentral.com/track/pdf/10.1186/s12905-021-01206-7.pdf.] 

b. Lack of access to safe abortion services
As noted above, half of the pregnancies occurring in Uganda are unintended and 15% of these pregnancies end in abortion.[endnoteRef:16] Majority of these abortions are conducted in unsafe conditions, with unmarried adolescents suffering worse complications from unsafe abortion that their married counterparts.[endnoteRef:17] This high rate of unsafe abortion contributes to 26% of the maternal deaths in the country. Although the rate of short-term and long-term morbidity arising from complications from unsafe abortion is unknown, it is estimated to be higher than the incidences of death.[endnoteRef:18]  [16:  Sully E., Atuyambe l. et al., Estimating Abortion Incidence Among Adolescents and Differences in Postabortion Care by Age: A Cross-Sectional Study of Postabortion Care Patients in Uganda, Contraception Journal (2018). Accessed on 1st December 2021. Available at: https://www.contraceptionjournal.org/action/showPdf?pii=S0010-7824%2818%2930388-3.]  [17:  Sully E., Atuyambe l. et al., Estimating Abortion Incidence Among Adolescents and Differences in Postabortion Care by Age: A Cross-Sectional Study of Postabortion Care Patients in Uganda, Contraception Journal (2018). Accessed on 1st December 2021. Available at: https://www.contraceptionjournal.org/action/showPdf?pii=S0010-7824%2818%2930388-3.]  [18:  Facing Uganda’s Law on Abortion: Experiences from Women & Service Providers, the Center for Reproductive Rights and the Center for Health Human Rights and Development (2016), at pg. 10. Accessed on 16th December 2021. Available at: https://www.reproductiverights.org/sites/crr.civicactions.net/files/documents/Uganda-Abortion-Law-Experiences.pdf.] 

Furthermore, anecdotal data also suggests that there has been a significant increase (+34%) in incidences of unsafe abortions among adolescents during the COVID-19 pandemic period.[endnoteRef:19] [19:  Makumbi F., Kibira S., Access to Contraceptive Services Among Adolescents in Uganda During the COVID-19 Pandemic, Guttmacher Institute (2021). Accessed on 1st December 2021. Available at: https://www.guttmacher.org/report/impact-covid-19-on-adolescent-srh-uganda.] 

The above situation prevails because access to safe abortion services in Uganda is hindered by legislative barriers, misinformation, lack of information and stigma.[endnoteRef:20]  [20:  Facing Uganda’s Law on Abortion: Experiences from Women & Service Providers, the Center for Reproductive Rights and the Center for Health Human Rights and Development (2016), at pg. 7. Accessed on 16th December 2021. Available at: https://www.reproductiverights.org/sites/crr.civicactions.net/files/documents/Uganda-Abortion-Law-Experiences.pdf.] 

With regards to legislative barriers, although the Constitution of Uganda in Article 22(2) allows abortion in circumstances that are authorised by law, twenty-five years after its promulgation, no law has been passed to provide for the circumstances in which abortion would be allowable in the country. In addition, the Penal Code (CAP 120), in Section 141-143, criminalises specific attempts and actions related to procurement of an abortion; providing abortion services; and supplying the medicines and implements required to provide abortion services. Although, a thorough reading of these provisions shows that they only criminalise abortion outside the confines set out in the law, in reality, they operate and are enforced as a blanket criminalisation against abortion care in all circumstances, as well as post-abortion care.[endnoteRef:21]  [21:  Facing Uganda’s Law on Abortion: Experiences from Women & Service Providers, the Center for Reproductive Rights and the Center for Health Human Rights and Development (2016), at pg. 17. Accessed on 16th December 2021. Available at: https://www.reproductiverights.org/sites/crr.civicactions.net/files/documents/Uganda-Abortion-Law-Experiences.pdf.] 

In addition to the lack of information and misinformation regarding the provisions of Sections 141-143 of the Penal Code, there is also lack of information about the instances in which abortion is legal.[endnoteRef:22] For instance, there is little awareness on the provisions of Section 224 of the Penal Code, which excludes from criminal liability, trained healthcare professionals who, in good faith, perform surgical operations on any woman or unborn child for the purpose of preserving the woman’s life. Thus, by virtue of this section, surgical abortions are permitted to save the life of the woman.  [22:  What The Law Says About Abortion: A Guide for Sex Workers and Women Living with HIV/AIDS In Uganda, Human Rights Awareness and Promotion Forum (2016), at pg. 1. Accessed on 15th December 2021. Available at: https://www.hrapf.org/index.php/resources/legal-policy-analyses/49-09-08-16-what-the-law-says-about-abortion-draft/file.] 

There is also very little awareness on the National Policy Guidelines and Service Standards for Sexual and Reproductive Health and Rights which were adopted by the Ministry of Health in 2006 which provide that abortion services can be legally accessed where: a woman has a severe maternal illness which threatens her life (e.g. severe cardiac disease or severe pre-eclampsia); the foetus has severe abnormalities which prevent the foetus from being able to survive outside the womb; the woman has cervical cancer; the woman is HIV+; and the pregnancy is as a result of rape, incest or defilement.[endnoteRef:23] The guidelines also provide that post-abortion care shall be legal to all women who have suffered or undergone an abortion, regardless of the cause, as well as women who have had abortion complications.[endnoteRef:24] [23:  National Policy Guidelines and Service Standards for Sexual and Reproductive Health and Rights (2006), ay pg. 45.]  [24:  National Policy Guidelines and Service Standards for Sexual and Reproductive Health and Rights (2005), at pg.46.] 

This misinformation about the legality of abortion is also encouraged by State actions, such as the indefinite staying of the 2015 Standards and Guidelines on Reducing Maternal Morbidity and Mortality from Unsafe Abortions, which allowed for access to safe abortion services where a woman’s mental or physical health is endangered by continuing the pregnancy. Additionally, the guidelines expressly provided that women and girls regardless of age or marital status could access safe abortion services where they met the other criteria.[endnoteRef:25]  [25:  Unsafe Abortion and Refugees in Uganda, Human Rights Awareness and Promotion Forum (2020) at pg. 4. Accessed on 14th December 2021. Available at: https://www.hrapf.org/index.php/resources/research-reports/161-issue-paper-on-unsafe-abortion-and-refugees-in-uganda/file.] 

c. Insufficient availability of and access to maternal health services
There have been positive developments in the provision of maternal health services in Uganda as it is evidenced by the decrease of the maternal mortality rate from 438 deaths per 100,000 live births in 2011[endnoteRef:26] to 336 deaths per 100,000 live births in 2016.[endnoteRef:27] However, as it was noted by the Ugandan Constitutional Court in its 2020 judgement in the case of Center for Health, Human Rights and Development (CEHURD) and 2 others v Attorney General,[endnoteRef:28] this progress still falls short of Uganda’s obligations under the Constitution of Uganda and international law. In this case, the Constitutional Court noted that the government of Uganda is still failing to: adequately provide basic maternal healthcare and emergency obstetric care in public health facilities; prioritise maternal health in its budgeting processes; and ensure that staff in maternal health facilities are fully trained and that the facilities are sufficiently equipped.[endnoteRef:29] These failings have led to insufficient access to quality maternal health for women and girls in Uganda. [26:  Uganda Demographic and Health Survey (2011), Pg. 238.]  [27:  Uganda Demographic and Health Survey (2016), Pg. 308.]  [28:  (Constitutional Petition 16 of 2011) [2020] UGCC 12 (19 August 2020).]  [29:  Pg. 57-59, Center for Health, Human Rights and Development (CEHURD) and 2 others v Attorney General (Constitutional Petition 16 of 2011) [2020] UGCC 12 (19 August 2020).] 

While these challenges in accessing maternal healthcare affect all women and girls in Uganda, women and girls with disability are disproportionately affected. Research shows in addition to the above challenges, women and girls with disabilities have to contend with physical inaccessibility of services and negative attitudes from healthcare providers. For instance, women with disabilities have reported being unable to access maternal health services even at national referral hospitals, which have a reputation of having the best facilities and most skilled healthcare providers, because they are unable to navigate the stairs. 
Also, similar to the finding of the report of the Special Rapporteur on violence against women,[endnoteRef:30] women living with disabilities in Uganda are subjected to rude and insulting treatment by healthcare workers especially when they are seeking maternal health services. This treatment arises in part from the assumption that, because they have disabilities, they must be asexual or sexually inactive. Women report being treated like they have done “something wrong” by being pregnant and being told that sexual and reproductive health information is not useful to them because of their disabilities. These negative attitudes and poor treatment are further compounded by the inability of many healthcare providers to provide services to women with disabilities. For instance, women with disabilities report being made to deliver by c-section rather than through vaginal delivery because providers are lack the skills, knowledge to assist them to deliver vaginally.[endnoteRef:31] [30:  Special Rapporteur on violence against women, its causes and consequences, A human rights-based approach to mistreatment and violence against women in reproductive health services with a focus on childbirth and obstetric violence, Paragraph 45, U.N. Document A/74/137.]  [31:  Ahumuza S., Matovu J. et al., Challenges in Accessing Sexual and Reproductive Health Services by People with Physical Disabilities in Kampala, Uganda, Reproductive Health Journal (2014). Accessed on 4th January 2021. Available at: https://reproductive-health-journal.biomedcentral.com/track/pdf/10.1186/1742-4755-11-59.pdf.] 

d. Lack of access to comprehensive, evidence-based, scientifically accurate sexual and reproductive health information 
In the List of Issues (“LoIs”), the Committee has asked Uganda to explain the measures that it has taken to introduce mandatory, age-appropriate, comprehensive education on sexual and reproductive health to girls in schools. In its State Report, the Government of Uganda has stated that it introduced the National Sexuality Education Framework (2018) that is purposed to standardize sexuality education with a view to reduce teenage pregnancy, presumably through education.
The framework to its credit recognizes the challenges faced by the youthful population of the country, emphasizing the need to equip young people with appropriate knowledge, attitudes, values and skills. The framework, as well, recognizes the several gaps particularly in the delivery of sexuality education.[endnoteRef:32] The framework, however, is anchored on several principles that influence its interpretation and application. Key among which is the principle of being ”God fearing”. However, according to Article 7 of the 1995 Constitution of the Republic of Uganda, Uganda shall not adopt a state religion and as such reference to the same is irrelevant to any national document or policy. Be that as it may, the principle influences the interpretation of the information to be relayed using the framework.  [32:  Ministry of Education and Sports, National Sexuality Education Framework, 2018.] 

The framework is as well limited in that it makes reference to male and female and relations between male and female, leaving out all persons that do not conform to heteronormativity thereby violating the right to equality and non-discrimination, the right to access information and education.[endnoteRef:33] Of particular concern is the reference to the undefined term ”deviant sexual behavior“, a term subject to abuse and misinterpretation.[endnoteRef:34]  The framework does not provide for information on the use and abuse of drugs and other substances. [33:  Constitution of Uganda, Articles, 21, 41 and 30.]  [34:  Centre for Health, Human Rights and Development v Attorney General and Family Life Network Miscellaneous Cause 309 of 2016.] 

Whereas Uganda has the National Sexuality Education framework in place, the same is limited in content, information and application. Fortunately, the High Court of Uganda has ruled and required the Government to put in place a comprehensive sexuality education policy, for purposes of both compliance with regional and international obligations as well as for the purposes of observing the rights to information and education accorded to all Ugandans.[endnoteRef:35] [35:  Centre for Health, Human Rights and Development v Attorney General and Family Life Network Miscellaneous Cause 309 of 2016.] 

2. Criminalization of consensual, non-exploitative and non-coercive sexual activity among adolescents
The 2016 Uganda Demographic and Health Survey reveals that 18% of girls have had their first sexual experience by the age of 15 and that 62% of girls have had their first sexual experience by the age of 18.[endnoteRef:36] A significant number of these experiences are consensual, non-exploitative and non-coercive and occurring between adolescents themselves. Such sexual conduct is a part of developmentally normal sexual expression among adolescents and is typically not harmful to them, provided they have access to appropriate and quality sexual and reproductive health information and services.[endnoteRef:37] In recognition of this, states’ obligation to protect the rights of adolescents includes the obligation to find a balance between protecting children and respecting their evolving capacities when legislating on sexual violence. This balance is fostered, in part, by not criminalizing consensual, non-exploitative, non-coercive sexual conduct between adolescents.[endnoteRef:38]  [36:  Uganda Demographic and Health Survey (2016), Pg. 73.]  [37:  Paragraph 48, General Comment No. 7 on Article 27 of the ACRWC: Sexual Exploitation]  [38:  Paragraph 40, General Comment No. 20 (2016) on the Implementation of the Rights of the Child During Adolescence.] 

Despite these statistics and the interpretive guidance, Uganda still criminalizes all sexual conduct that involves minors, including consensual, non-exploitative and non-coercive sexual conduct between adolescents. Section 129 of the Penal Code creates the offence of defilement, which is the act of engaging in sex with any person who is below the age of 18. Defilement attracts a penalty of life imprisonment. There is also the offence of aggravated defilement, provided for in Section 129 (4), which attracts the death penalty. Circumstances that escalate defilement to aggravated defilement include where the victim is below the age of 14 or the offender is a person living with HIV. Section 129A of the Penal Code provides that where both parties are children above the age of 12, the offence shall be dealt with in accordance with Part X of the Children’s Act which provides for children offenders. The Children’s Act does not decriminalize the conduct but rather provides for lenient treatment of child offenders such as allowing arrested children to be unconditionally released by police officers or be released on bond.[endnoteRef:39] [39:  Section 89, Children’s Act (CAP 59).] 

Uganda had an opportunity to address this failure in its obligations with the enactment of a new sexual offences law. Unfortunately, it did not: the Sexual Offences Bill, which was passed by Parliament in May 2021 still had the same provisions in Sections 13 and 14. Fortunately, on August 3rd, 2021, the President refused to assent to the bill and sent it back to Parliament. Unfortunately, the President’s refusal to assent was not based on the rights violations codified therein but rather because the Bill criminalized acts that were already criminalized by the Penal Code.[endnoteRef:40] [40:  Uganda: Reject Sexual Offenses Bill, Human Rights Watch (2021). Accessed on 7th December 2021. Available at: https://www.hrw.org/news/2021/05/06/uganda-reject-sexual-offenses-bill.] 

Criminalization of consensual, non-exploitative and non-coercive sexual conduct among adolescents dissuades and, in some instances entirely prevents adolescents from seeking sexual and reproductive health information and services because they fear incurring criminal liability. It also dissuades healthcare providers from providing adolescents with information and services for fear of incurring liability for facilitating criminality.[endnoteRef:41] Thus, such criminalization acts as a barrier to sexual and reproductive health information and services. This barrier to access has a disproportionate effect on adolescent girls and young women as it increases the risk of teenage pregnancy, unsafe abortions, and contraction of STIs including HIV/AIDS[endnoteRef:42] which they are already more susceptible to.[endnoteRef:43] [41:  Technical Brief: Criminalization of Consensual Sexual Acts Among Adolescents in East and Southern Africa, United Nationa Population Fund (2020). Accessed on 7th December 2021. Available at: https://esaro.unfpa.org/sites/default/files/pub-pdf/technical_brief_criminalization_0.pdf.]  [42:  African Committee on Experts on the Rights and Welfare of the Child,  General Comment No. 7 on Article 27 of the ACRWC: Sexual Exploitation (2021), Paragraph 51.]  [43:  African Commission on Human and People’s Rights, General Comment on Article 14 (1) (d) and (e) of the Protocol to the African Charter on Human and Peoples’ Rights on the Rights of Women in Africa (2012), Paragraph 3.] 

In addition to violating the right to the best attainable standard of health, criminalisation of consensual, non-exploitative and non-coercive adolescent sexual conduct also violates the right to privacy; right to dignity and is inconsistent with the best interests of the child.[endnoteRef:44] [44:  G. Kangaude and A. Skelton, (De)Criminalizing Adolescent Sex: A Rights-Based Assessment of Age of Consent Laws in Eastern and Southern Africa, Sage Journal (2021), at pg. 1. Accessed on 8th December 2021. Available at: https://journals.sagepub.com/doi/full/10.1177/2158244018806036.] 

3. Situations of Adolescents in Humanitarian Settings
Uganda is home to approximately 1.5 million refugees.[endnoteRef:45] 81% of the refugees are women and children, with 9% of these being adolescent girls aged between 12-17 years and 21 % being adult women aged between 18-59 years.[endnoteRef:46] Unfortunately, despite constituting approximately 52% of the refugee population in Uganda, women and girls lack access to sexual and reproductive health services. The challenges in accessing sexual and reproductive health services are exacerbated in the case of refugees living with disabilities who face additional stigmatisation and discrimination from healthcare providers because of their disabilities.[endnoteRef:47] [45:  Uganda Comprehensive Refugee Response Portal, United Nations High Commissioner for Refugees (2021)]  [46:  Uganda - Refugee Statistics May 2021, United Nations High Commissioner for Refugees. Accessed on 16th December 20231. Available at: https://reliefweb.int/sites/reliefweb.int/files/resources/Uganda%20-%20Refugee%20Statistics%20May%202021.pdf.]  [47:  Tanabe M., Nagujjah Y., Intersecting Sexual and Reproductive Health and Disability in Humanitarian Settings: Risks, Needs, and Capacities of Refugees with Disabilities in Kenya, Nepal, and Uganda, PubMed (2015). Accessed on 4th January 2021. Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4643110/pdf/11195_2015_Article_9419.pdf.] 

Key challenges include:
a. Lack of access to safe abortion services and confidential post abortion care services
The lack of access to safe abortion services by women and adolescent girls in humanitarian settings in Uganda forces these women and girls to resort to unsafe methods of termination of pregnancy including using detergents, crushed bottles, herbs and teas, pain medications such as paracetamol, and large doses of oral contraceptive pills.[endnoteRef:48]  [48:  R. Nara, A. Banura et al., Exploring Congolese refugees’ experiences with abortion care in Uganda: a multi-methods qualitative study, Sexual and Reproductive Health Matters Journal (2019). Accessed on 16th December 2021. Available at: https://www.tandfonline.com/doi/pdf/10.1080/26410397.2019.1681091?needAccess=true.] 

In addition, adolescents cannot seek post-abortion care confidentially in some settlements. This is because healthcare workers in some health facilities in refugee settlements inform adolescents’ families whenever they provide post-abortion care services to adolescents in order to prevent a situation where they (the healthcare workers) get a reputation in the community, for “carrying out abortion”.[endnoteRef:49] [49:  Implementing Rights-Based Accountability for Sexual and Reproductive Health and Rights in Humanitarian Settings: Good-practice case study from Adjumani District, Northern Uganda, Center for Reproductive Rights (2019).] 

b. Lack of access to contraception
Particularly among refugee adolescents, use of contraceptives is quite low at 8.7% because of lack of access to acceptable contraception and lack of autonomy in controlling their fertility.[endnoteRef:50] When compounded with negative societal attitudes towards contraceptives, the lack of autonomy puts women at risk of violence where their husbands discover they are using contraception. For instance, research conducted by the Center revealed numerous cases of women’s husbands cutting out contraceptive implants from their arms or beating them where they discovered they were using contraception.[endnoteRef:51] [50:  R. Bakesiima, A. Cleeve et al., Modern contraceptive use among female refugee adolescents in northern Uganda: prevalence and associated factors, Reproductive Health Journal (2020). Accessed on 16trh December. Available at: https://reproductive-health-journal.biomedcentral.com/track/pdf/10.1186/s12978-020-00921-y.pdf]  [51:  Implementing Rights-Based Accountability for Sexual and Reproductive Health and Rights in Humanitarian Settings: Good-practice case study from Adjumani District, Northern Uganda, Center for Reproductive Rights (2019).] 

The lack of information and misinformation on contraceptives also persists among populations of women and adolescent girls in humanitarian settings. This results in women and adolescent girls avoiding or discontinuing the use of modern and effective forms of contraceptives. For instance, it is a common fear among refugee communities that using condoms can cause disease or make a woman infertile or that condoms can get stuck in inside a woman’s body.[endnoteRef:52] [52:  Tanabe M., Nagujjah Y., Intersecting Sexual and Reproductive Health and Disability in Humanitarian Settings: Risks, Needs, and Capacities of Refugees with Disabilities in Kenya, Nepal, and Uganda, PubMed (2015). Accessed on 4th January 2021. Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4643110/pdf/11195_2015_Article_9419.pdf.] 

c. Lack of access to quality and respectful maternal healthcare
Research conducted by the Center shows that refugee women face a number of barriers when seeking maternal and post-natal healthcare including: delays in receiving care from midwives, which results in women giving birth outside maternity wards without receiving the necessary support; being sent away from healthcare facilities because the women delivered at home or by roadsides when they were unable to make it to the facility in time, although they live in far flung areas in settlements that are great distances from health facilities and the facilities are therefore not easily accessible; and discrimination in favour of women who are not refugees for instance, there are reports of refugee women being directed to go to private clinics and pharmacies to purchase commodities, such as razor blades, gloves, catheters and medication when such commodities are already available at the facilities and are readily provided to pregnant women from local communities.
There is also the challenge of disrespectful and undignified treatment from healthcare providers, especially during the intrapartum period such as verbal abuse including insults; being told “not to make noise” and to “tolerate the pain” during particularly painful deliveries rather than being assisted to manage the pain.[endnoteRef:53] [53:  Implementing Rights-Based Accountability for Sexual and Reproductive Health and Rights in Humanitarian Settings: Good-practice case study from Adjumani District, Northern Uganda, Center for Reproductive Rights (2019).] 

d. Lack of access to redress mechanisms
Despite suffering these challenges, women and girls in humanitarian settings are unable to access redress because of:[endnoteRef:54] [54:  Implementing Rights-Based Accountability for Sexual and Reproductive Health and Rights in Humanitarian Settings: Good-practice case study from Adjumani District, Northern Uganda, Center for Reproductive Rights (2019).] 

i. language barriers as refugee women are not fully able to communicate their needs and grievances in the local languages and facilities do not have healthcare providers who speak the languages that the refugee women are most conversant in. Additionally, there are few interpreters and, where interpreters are provided, they are requested to leave by nurses especially during the second and third stages of labour; 
ii. complaint mechanisms that are not responsive to their realities, e.g. the use of suggestion boxes and complaint boxes, which cannot be used by women with low literacy levels who can hardly write; 
iii. lack of confidentiality as, in some settlements, there is a practice of reading complaints aloud in public barazas/meetings. Although the complaints are not attributed to specific people, it still causes tension between the healthcare providers and the women as the health workers dislike being complained about in public forums.
Questions and Recommendations
The Center and HRAPF hope that the Committee will consider addressing the following questions to the Government of Uganda:
1. What measures are being put in place to address the inequalities in access to contraceptives, particularly by adolescents?
2. What measures are being put in place to ensure access to acceptable contraception for women and adolescent girls in Uganda?
3. What measures are put in place to ensure access to scientifically accurate and evidence-based information on contraceptives to women and adolescent girls in Uganda?
4. What progress has been made in enacting a law that provides for safe abortion services for women and adolescent girls in Uganda? 
5. What measures have been put in pace to promote awareness of the existing laws and guidelines on circumstances in which women and adolescent girls can access safe, legal abortion?
6. What measures have been put in place to address the stigma around abortion, especially in the circumstances where abortion is allowed by law?
7. What measures has the state taken to address the improper enforcement of the provisions of Sections 141-143 of the Penal Code?
8. What measures has the state taken to ensure the availability, accessibility and quality of basic maternal healthcare including emergency obstetric care in all health facilities?
9. What measures has the state taken to ensure the provision of quality and dignified maternal healthcare to women and adolescent girls, particularly those with disabilities?
10. What measures have been taken to decriminalize consensual, non-exploitative and non-coercive sexual activity between adolescents?
11. What measures have been put in place to ensure access to sexual and reproductive health services (including contraception, safe abortion, confidential post-abortion care and respectful maternal health care) and information for women and adolescent girls in the refugee settlements?
The Center and HRAPF also hope that the Committee will consider making the following recommendations to the Government of Uganda:
1. The Government of Uganda should put in place measures to ensure universal access to affordable and acceptable contraception, as well as evidence-based and scientifically accurate information on contraceptive services. These measures can include access to free or subsidized contraceptives and removal of barriers such as the need for third party consent to access contraceptive information and services. 
2. The Government of Uganda should reinstate the 2015 Standards and Guidelines on Reducing Maternal Morbidity and Mortality from Unsafe Abortions and promote awareness on the guidelines among the public, healthcare providers and law enforcement.
3. The Government of Uganda should enact a law that enshrines the provision of safe abortion services as they are set out in the 2015 Standards and Guidelines on Reducing Maternal Morbidity and Mortality from Unsafe Abortions and the 2006 National Policy Guidelines and Service Standards for Sexual and Reproductive Health and Rights.
4. The Government of Uganda should put in place measures to ensure access to safe abortion services to the full extent allowed by law. These should include training healthcare providers on the laws and policies which govern access to legal abortion and equipping healthcare facilities with trained staff and the necessary medicines and equipment required to provide safe abortion services in accordance with WHO standards.
5. The Government of Uganda should put in place measures to promote awareness on the provisions of the law on circumstances in which safe abortion services can be provided to the public, healthcare providers and law enforcement. These should include implementation of information campaigns and development of IEC materials that educate the public on the instances in which abortion is allowed under Ugandan law.
6. The Government of Uganda should put in place measures to ensure the availability and accessibility of basic and emergency maternal health services for women and adolescent girls including increasing the funds allocated to maternal health.
7. The Government of Uganda should put in place measures to ensure that women and girls living with disability, can access maternal health services including provision of quality basic and emergency maternal health services on floors that are accessible to them
8. The Government of Uganda should decriminalize consensual, non-exploitative and non-coercive sexual activity between adolescents and ensure universal access to sexual and reproductive health services for adolescents.
9. The Government of Uganda should put in place measures to ensure accessibility, availability, acceptability, and quality of sexual and reproductive healthcare for all women and girls living in the refugee settlements (including women and girls living with disability and ensure that these measures are non-discriminatory and responsive to their circumstances (e.g., address language and literacy barriers).
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