
     
 
 

January 28, 2013 

 

CEDAW Secretariat 

Office of the High Commissioner for Human Rights (OHCHR) 

Palais Wilson 

52, rue des Pâquis 

CH-1201 Geneva 

Switzerlans 

 

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

 

Re: Supplementary information on Hungary scheduled for review by CEDAW during its 54
th
 Session 

 

Distinguished Committee Members:  

 

This letter is intended to supplement the combined seventh and eighth periodic reports submitted by 

Hungary, which are scheduled to be reviewed by the Committee on the Elimination of Discrimination 

against Women (the Committee) during its 54th session. The Center for Reproductive Rights (New 

York), and PATENT Association (Hungary) are independent non-governmental organizations, hoping to 

further the work of the Committee by providing independent information concerning the rights protected 

in the Convention on the Elimination of All Forms of Discrimination against Women (CEDAW).  

 

We hope that the Committee’s review will cover several areas of concern related to the status of the 

reproductive health and rights of women and adolescents in Hungary. This letter is intended to provide a 

summary of the issues of greatest concern regarding (I) Hungary’s failure to provide comprehensive 

health care and information to women and (II) gender stereotyping, which taints the country’s 

reproductive health care – issues all of which have had detrimental impacts on the health and rights of 

women and girls in Hungary and constitute violations of this Convention. The letter will end with a list of 

recommendations and questions that we hope the Committee will raise with the official delegation from 

Hungary. 

 

I. The Right to Comprehensive Health Care and Information (Articles 2, 10, 12, 

14(2)(b), 16(1)(e)). 

 

Reproductive rights are fundamental to women’s health and equality and an explicit part of the 

Committee’s mandates under CEDAW. As such, the obligation of state parties to guarantee these rights 

deserves serious attention. Article 12 calls on state parties to ―take all appropriate measures to…ensure 

[…] access to health care services, including those related to family planning.‖
1
 Article 14 requires that 

women are provided with ―access to adequate health care facilities, including information, counselling 

and services in family planning.‖
2
 Article 16 guarantees the ―same rights [for women as for men] to 

decide freely and responsibly on the number and spacing of their children and to have access to the 

information, education and means to enable them to exercise these rights‖
3
 and Article 10 obligates states 

to provide ―access to specific educational information to help to ensure the health and well-being of 

families, including information and advice on family planning.‖
4
 CEDAW General Recommendation 24 

on Women and Health reaffirms the crucial role reproductive health services and information play in the 
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realization of women’s equality and health. It urges state parties ―to take appropriate […] measures to the 

maximum extent of their available resources to ensure that women realize their rights to health care‖
5
 and 

to ―implement a comprehensive national strategy to promote women’s health throughout their lifespan 

[…] [including] universal access for all women to a full range of high-quality and affordable health care, 

including sexual and reproductive health services.‖
6
 To ensure these rights are guaranteed, Article 2 

obliges states, if necessary, to alter laws and regulations as well as ―customs and practices.‖
7
  

 

This Committee has urged Hungary in its last Concluding Observations to ―take concrete measures to 

enhance and monitor access to health-care services for women.‖
8
 The undersigned organizations would 

like to raise six issues of particular concern that reflect shortcomings in Hungary’s compliance with the 

provisions of CEDAW related to reproductive rights: (A) the absence of a comprehensive sexual and 

reproductive health and rights policy, (B) restrictions in the access to safe and legal abortion, (C) the 

unmet need for contraception, (D) the absence of adequate mandatory sexuality education in schools, (E) 

the inadequacy of reproductive health services for survivors of sexual violence, and (F) systematic 

Government interference with women’s sexual and reproductive health and rights.  

 

A. Absence of a Comprehensive Sexual and Reproductive Health and Rights Policy 

 

This Committee has asked Hungary in the past to provide information on the Government policy on 

health
9
 and has admonished Hungary that ―the Convention [should be] consistently used by the State 

party as a framework for all laws, policies and mechanisms aimed at achieving women’s equality with 

men.‖
10

 The Human Rights Committee equally has urged Hungary to adopt a comprehensive approach to 

preventing and addressing gender-based violence in ―all its forms and manifestations,‖
11 

which surely 

encompasses the realm of reproductive health. Despite these admonitions, the Hungarian Government has 

failed to elaborate and implement a comprehensive policy with respect to sexual and reproductive health 

and rights.  

 

B. Restrictions in the Access to Safe and Legal Abortion 

 

CEDAW guarantees women the right to reproductive health care and the ability to freely decide on the 

number and spacing of their children.
12

 Like other United Nations Human Rights Treaty Monitoring 

Bodies (UNTMBs), this Committee has called on states to remove all barriers to safe and legal abortions
13

 

so that women and girls do not face the often life and health threatening complications associated with 

undergoing them clandestinely. This Committee has repeatedly urged states to ensure access to safe 

abortion services in particular when the national law permits abortion.
14

 

 

1. Constitutional and Legal Framework 

The new Hungarian Constitution that was passed in 2011 contains numerous discriminatory and 

problematic provisions that have been criticized by civil society, the European Union, and the United 

Nations.
15

 Of particular concern, as this Committee noted in its list of questions to Hungary,
16

 is a 

provision that explicitly grants protection of life from the moment of conception.
17

 This provision creates 

grave concerns related to the exercise of women’s fundamental rights, including rights to health, privacy 

and information. 

 

As this Committee has emphasized, ―it is discriminatory for a State party to refuse to provide legally for 

the performance of certain reproductive health services for women,‖
18

 which includes laws that 

criminalize medical procedures which are only necessary for women.
19

 Hungary’s constitutional 

provision protecting life from the moment of conception encourages efforts to restrict access to abortion 

and could further limit women’s access to other reproductive health care services, such as in-vitro 

fertilization and emergency contraception. This constitutional provision has serious potential for 

criminalizing abortion and poses a threat to Hungary’s compliance with CEDAW. 
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2. Inaccessibility of Medical Abortion 
Even if abortion is legally available, in order to comply with CEDAW, this Committee has noted that safe 

abortions also have to be accessible.
20

 Although Act No. LXXIX of 1992 on the Protection of Fetal Life 

permits abortion,
21

 Hungary severely restricts women’s de facto access to abortions by curbing the 

availability of medical abortions. The World Health Organization (WHO) has established that ―medical 

methods of abortion have been proved to be safe and effective,‖
22

 and highlights that ―[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‖
23

 - a suggestion that also reflects women’s right to the 

enjoyment of the benefits of scientific progress.
24

 Medical abortion has proven acceptable in low-resource 

settings
25

 since it is relatively inexpensive; in comparison to surgical abortions, it is often safer for the 

woman; and it can reduce costs for the health care system overall.
26

   

 

Currently only the surgical method of abortion is legal in Hungary. Although Hungary registered a drug, 

Medabon,
27

 for medical abortions in May 2012,
28

 it only did so because of its obligations under EU law 

related to the decentralized procedure of drug administration.
29

 Distribution of the drug cannot start, 

however, before permission of its distribution at the national level, which thus far has not happened. At 

the same time, the Government has stated publically that the pill will not be distributed in Hungary due to 

the fact that Hungarian experts cannot agree on its benefits and risks.
30

 Hungarian human rights NGOs 

filed an official request for information with the Government asking for details of the controversial 

professional opinions expressed on the use of the abortion pill.
31

 The Government has not responded yet 

and instead has declared the whole procedure of drug administration confidential. By deciding not to 

distribute the pill the Government ignores both international medical expertise and the opinion of the 

Hungarian College of Obstetricians and Gynaecologists, which is in favor of medical abortion,
32

 and 

illustrates the Government’s intent to inhibit the availability of medical abortions.  

  

Further efforts by the Hungarian Government to obstruct women’s access to medical abortion have been 

reported. After the registration of Medabon, mentioned above, one private clinic in Budapest started 

legally to provide medical abortions on the basis of a special permission to distribute. However the 

Government commissioned the Institute for Pharmaceutical and Medical Quality Control and 

Organisational Development
33

 to develop strategies to interfere with this practice.
34

 As a result of the 

Institute’s recommendation, the National Public Health and Medical Officer Service audited the clinic in 

August 2012,
35

 and it has since stopped providing medical abortions in September to prevent becoming 

the target of a political debate.
36

 Thus, the Hungarian Government has not only hindered the distribution 

of medical abortion but also de facto interfered with private actors providing access, with serious negative 

consequences for Hungarian women’s right to health.  

  

3. Biased Counseling Requirements and Mandatory Waiting Period 
Hungary’s Act on the Protection of Fetal Life mandates two counseling sessions with a three-day waiting 

period between the sessions before a woman can obtain an abortion.
37

 The mandated counseling is 

explicitly designed to dissuade the women from obtaining an abortion. Under Article 9 of the Act the 

objective of the first counseling session is to influence the women to continue the pregnancy. Women do 

not learn about their rights and the medical procedure until the second counseling session, which follows 

after three days mandatory waiting period. 

 

Further, information provided to health care workers during trainings on counseling is aimed at deterring 

women from having abortions and invoking their maternal feelings.
38

 Research conducted by PATENT in 

2012 that was based on interviews with women and monitoring of the counseling sessions in Budapest 

and three smaller towns confirms that counseling is often biased and aimed at persuading women to 

continue their pregnancies.
39

 The counselors generally exaggerated the physical and mental negative 

effects of abortion; they appealed to the women’s so-called maternal instincts and societal role as child 
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bearers and highlighted the development of the fetus inducing feelings of guilt. Nurses who counseled the 

women often misleadingly claimed that abortion causes infertility
40

 and exaggerated risks tied to the 

procedure, such as the danger of a perforated womb. They frequently showed pictures of fetuses in the 

week of gestation of the woman and illustratively described the state of the fetus including the 

development of the fetus’s heartbeat and organs. The nurses also lectured women on their societal duty to 

bear children and downplayed the women’s financial and personal burden of carrying the pregnancy to 

term. Last, abortion counseling offices were often located in the same hallway as pregnancy care, filled 

with brochures and posters that encourage the continuation of the pregnancy and were likely to invoke 

guilt feelings in women seeking an abortion.
41

  

 

According to the former United Nations Special Rapporteur on Violence against Women (SRVAW), 

―[a]cts deliberately restraining women from using contraception or from having an abortion constitute 

violence against women by subjecting women to excessive pregnancies and childbearing against their 

will, resulting in increased and preventable risks of maternal mortality and morbidity.‖
42

 Anand Grover, 

the United Nations Special Rapporteur on Health, has reaffirmed that mandatory counseling and waiting 

periods make abortion inaccessible
43

 and therefore violate international human rights. Further, the 2012 

WHO Guidelines on Safe Abortion call on states to ensure that women’s decision to seek an abortion 

―should be respected without subjecting a woman to mandatory counselling.‖
44

 If a woman wishes to 

undergo counseling, the WHO emphasizes that it should be ―voluntary, confidential, non-directive and by 

a trained person‖
45

 and the provided information must be ―complete, accurate and easy to understand, and 

be given in a way that facilitates a woman being able to freely give her fully informed consent, respects 

her dignity, guarantees her privacy and confidentiality and is sensitive to her needs and perspectives.‖
46

 

As the European Court of Human Rights has held, when a woman seeks an abortion, biased medical 

counseling as well as the dissemination of misleading information by medical staff violates her 

fundamental human rights.
47

  

 

According to the WHO, medically unnecessary waiting periods constitute a form of administrative and 

regulatory barrier to accessing legal abortions.
48

 In addition to the unnecessary delay of the waiting 

period, requiring two medical visits often creates an undue personal and financial burden on the woman, 

as well as, according to the WHO, ―demeans women as competent decision-makers.‖
49

 The WHO 

recommends that waiting periods that are not medically indicated should be eliminated and all services 

should be received promptly.
50

 Since 85 % to 93% of women seeking an abortion in Hungary do not 

change their decision as a result of the counseling,
51

 the counseling requirement and the waiting period in 

themselves constitute unnecessary impediments which are not conform with the premises of CEDAW. In 

addition, since biased counseling in Hungary creates serious obstacles to women asserting their rights to 

health and to freely decide on the number of spacing of their children, Hungary violates their obligations 

under CEDAW to ―respect, protect and fulfill‖
52

 these rights. 

 

4. Unregulated Practice of Conscientious Objection   

Under the Act on the Protection of Fetal Life, ―[n]o physician or other health care worker may be required 

against his will to perform a pregnancy termination or to participate therein, except if the pregnant 

woman’s life is endangered.‖
53 

Although the Act mandates every state- or local government-run hospital 

with an obstetrical or gynecology ward to provide at least one medical group ready to perform abortions,
54

 

a rising number of hospitals have joined the so-called ―abortion-free days‖ initiative organized by the 

anti-choice organization Alfa Alliance. The association calls upon the hospitals to completely avoid 

performing abortions on three days of the year: 28
th
 December, the day of the Holy Innocents, 1

st
 June, 

which anti-abortion groups have entitled the International Day of Life, and 25
th
 March, which they call 

the Day of the Unborn Child. According to information provided by the association, 38 hospitals have 

joined their action up until now.
55
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The state bodies’ acceptance of this initiative, which de facto hinders women from accessing legal 

reproductive health care, is a direct consequence of the inadequately regulated practice of conscientious 

objection to abortion services. The existing regulation does not ensure oversight and monitoring 

mechanisms over the practice of conscientious objection, nor does it provide for complaint mechanisms in 

case a woman’s right to access legal abortion services has been denied. In addition, the current regulation 

does not impose the most essential duties on objecting providers such as a duty to refer a woman to a non-

objecting health practitioner and to inform her of all existing alternatives. Such regulation is inadequate, 

as it does not properly balance practitioners’ option to refuse the provision of abortion services with the 

duties of the profession and the rights of the patient to lawful and timely medical care.
56

 This Committee 

has repeatedly expressed concern over the lack of access to abortion services due to the insufficiently 

regulated practice of conscientious objection
57

 and called upon state parties to ―adequately regulate the 

invocation of conscientious objection by health professionals so as to ensure that women’s access to 

health and reproductive health is not limited.‖
 58

 

 

5. Poster Campaigns on Protection of Unborn Life (2011 & 2012) 

In the past two years, the Hungarian Government has initiated two public anti-abortion campaigns with 

the goal of solidifying anti-abortion sentiments within Hungarian society. The first poster campaign was 

launched by the Ministry of National Human Resources in May 2011
59

 as part of a larger awareness 

raising campaign on gender equality within the family. The posters, which were supposed to be displayed 

for two months in public spaces, showed the picture of a fetus with the words, ―I understand it if you 

aren’t ready for me, but rather put me up for adoption, let me live!.‖ The campaign was partly financed by 

the European Union. However, after a few weeks the European Commission asked the Hungarian 

Government to immediately remove the posters stressing that the anti-abortion campaign did not conform 

to European values.
60

 The Hungarian Government argued that the campaign was not an anti-abortion, but 

a pro-adoption campaign.
61

 Nevertheless, the Government finally succumbed to the pressure of the 

European Union and ended the campaign.  

 

The Ministry of Human Resources is currently sponsoring a second ―pro-life‖ campaign entitled ―Life is a 

Gift.‖ The campaign’s posters show happy families with newborn babies. In September 2012, the 

Government funded a large pro-life conference with international speakers as part of the campaign.
62

 The 

campaign’s website presents itself as an information source for future parents. Most of its content, 

however, focuses on abortion, and stresses its supposed harmful consequences, such as so-called post-

abortion-syndrome, bleeding, bacterial infections, sepsis, removal of the womb, and weakened cervix.
63

  

 

6. Abortion Tourism  

Women residing in Hungary have started to resort to abortion tourism, which sends a clear signal that the 

current legislation and practice of abortion is already unduly restrictive. The undersigned organizations 

have information about abortion tourism to Austria. It has been reported that approximately four to six 

Hungarian women visit a clinic in Vienna (Austria) weekly, and the number is increasing.
64

 The Austrian 

clinic conducted a survey among these women, which revealed that the primary reason why they chose to 

terminate their pregnancies in Austria is that medical abortions are available. In addition, an increasing 

number of women who are only eligible for surgical abortion consulted the clinic for the procedure to 

avoid the unnecessary waiting period, counseling and any humiliating treatment by medical staff they 

were facing in Hungary.
65

 

 

 

C. Unmet Need for Contraception 

 

In its previous Concluding Observations on Hungary, this Committee has voiced concern ―that a 

comprehensive range of contraceptives is not widely available‖
66

 and requested the state party to 

―strengthen measures aimed at the prevention of unwanted pregnancies, including by making a 
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comprehensive range of contraceptives more widely available, without any restriction, and by increasing 

knowledge and awareness about family planning.‖
67

 Despite these recommendations, the Hungarian 

Government has not taken any steps to ensure unrestricted access to contraceptive services and 

information.  

 

1. Lack of Contraceptive Coverage 

This Committee has recognized that the right to access health care encompasses the right to affordable 

contraception.
68

 In the past, this Committee has observed with concern that cost is an obstacle to access to 

contraceptives in Hungary.
69

 The Committee on Economic, Social and Cultural Rights has explicitly 

stated that governments should ensure that all drugs on the WHO Model List of Essential Medicines, 

which includes a range of modern contraceptives including emergency contraception, be made accessible 

to all.
70

 In addition, the Committee on the Rights of the Child (CRC Committee) in its Concluding 

Observations on Hungary observed ―the rising cost of contraceptives, in turn linked to the high rates of 

adolescent pregnancies.‖
 71

  

 

Although the Hungarian Government claims that it provides contraceptives ―at reduced costs depending 

on need,‖
 72

 as part of the Government’s legal obligations under the Law on Protection of Fetal Life, in 

reality this cost reduction is not implemented. Currently a monthly dose of oral contraceptive costs 

between HUF 2300 to 3000 (USD 10,5 – 13,6). Women have to pay for contraceptives out of pocket, 

which has a particularly negative impact on low-income women, adolescents and women living in violent 

relationships.  

 

2. Limited Access to Emergency Contraception 

Emergency contraception ―refers to methods of contraception that can be used to prevent pregnancy in the 

first few days after intercourse,‖
73

 which renders this method particularly beneficial for the protection of 

vulnerable groups like victims of sexual violence.
74

 This Committee has repeatedly been alarmed by 

inadequate access to emergency contraception.
75

 It has in the past requested states parties to make 

emergency contraception ―more widely available and affordable.‖
76

 

 

Several types of emergency contraception are available in Hungary, but the Government limits women’s 

access by imposing a prescription requirement.
77

 This requirement delays women’s access, since they 

have to visit either a general practitioner or a gynecologist to obtain a prescription. The change in the 

status of the emergency contraception from the prescription to over-the-counter status proposed by the 

National Institute of Pharmacy (predecessor of the Institute for Pharmaceutical and Medical Quality 

Control and Organisational Development) during the previous leadership of the institute
78

 has been 

rejected. At the latest meeting of PATENT and the Hungarian Civil Liberties Union (a Hungarian human 

rights NGO) with the representatives of the Hungarian College of Obstetricians and Gynecologists - 

which is the official body of doctors setting professional standards of medical care, and has a consultative 

status to the Ministry of Healthcare
79

 - in May 2012, the representatives of the College explained that a 

prescription for emergency contraception was necessary so that doctors can examine the women for 

potential contraindications such as blood coagulation problems.
80

  

 

Requiring a prescription for emergency contraception runs contrary to international medical standards
81

 

and is not a common practice in Europe, where emergency contraception is usually available over-the-

counter.
82

 The prescription requirement severely limits Hungarian women’s access to emergency 

contraception while contributing little to the drug’s safe administration. The prescription requirement also 

increases women’s costs in obtaining reproductive health care, and functions as a disincentive for 

obtaining care especially for adolescents and women having been subjected to sexual violence. Moreover, 

the delay caused by obtaining a prescription creates the risk of lessening the effectiveness of emergency 

contraception since the drug’s effect decreases with the time passed since the intercourse.
83
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3. Lack of Official Data on Contraceptive Need 
This Committee has repeatedly expressed concern over the lack of information and data from state parties 

regarding women’s reproductive health and access to health care services, including family planning and 

contraceptive services.
84

 Accordingly, it has requested Hungary ―to include in its next report further 

information on women’s health and on the impact of measures it has taken to improve women’s health, as 

well as information on women’s access to health-care services, including family planning.‖
85

 Since 

contraception is not subsidized by the state and the health insurances do not cover contraceptives, there is 

no official data collection on contraceptive need or use of contraception in Hungary. The only exception 

furnishes the oral contraceptive G03A –data on which revealed that its distribution has been decreased by 

50% between 2002 and 2011.
86

 

 

 

D. Absence of Adequate Mandatory Sexuality Education in Schools  

 

General Recommendation 24 mandates that ―[p]articular attention should be paid to the health education 

of adolescents, including information and counselling on all methods of family planning.‖
87

 Moreover, 

this Committee, as well as several other UNTMBs, has recognized that a lack of sexuality education is an 

obstacle to the states’ compliance with their treaty obligations to ensure the right to life, health, non-

discrimination, education and information.
88

 In its Concluding Observations on Hungary in 2006, the 

CRC Committee ―expresse[d] concern over the lack of reproductive health information available to 

teenagers‖
89

 and urged the state party to ―strengthen its efforts to promote adolescent health, including 

sexual and reproductive health education in schools.‖
90

  

 

Hungary’s failure to provide adequate sexuality education is the result of two main shortcomings: a 

flawed national curriculum as well as its lack of implementation. In its 2012 replies to this Committee, the 

Hungarian Government indicated that the Act on the Protection of Fetal Life provides for  ―[e]ducation 

about the value of health and human life, healthy living, responsible partner relationships, dignified 

family life and methods of birth control which are not harmful to health in primary and secondary 

schools‖.
91

 Indeed, a new national curriculum was issued in 2012 that makes it mandatory to cover 

sexuality education in schools as a part of other subjects such as natural science, biology and ethics 

classes instead of treating it as a separate subject. The curriculum provides for teaching about 

contraception in grades seven to eight and grades nine to twelve.
92

 Despite the fact that contraception is 

covered under the curriculum, it focuses primarily on information about healthy pregnancies, such as 

―knowledge of the stages of the full human life cycle before and after birth, understanding the value of 

these stages‖ and ―arguments supporting conscious family planning and the responsible lifestyle of the 

pregnant mother.‖
93

 The curriculum does, for example, not even specifically mention knowledge of 

sexually transmitted diseases and unwanted pregnancies, which is vital for comprehensive sexual health 

education. This approach reflects how little importance the Hungarian Government attributes to the 

dissemination of sexual health information to adolescents and raises serious doubts as to whether 

sexuality education will be implemented in classrooms and, if so, to what extent.  

 

Concerns about the proper implementation of the curriculum are further aggravated by the fact that 

Hungarian teachers have shown little initiative in the past to realize requirements under old curricula to 

address sexuality in their classrooms. A study from 2006 about sexuality education in primary and 

secondary schools
94

 showed that classes on health education took place only very sporadically. Often, not 

even the minimum number of prescribed health education classes was held. The teachers in this study 

noted that an individual teacher was responsible for these classes, and the same teachers frequently 

opposed the idea of teaching sexuality education to children in the first four classes of school, especially 

in smaller villages, and as a result, the level of health education varied drastically between schools. It is 

unrealistic to assume that the mere issuance of a new curriculum, lacking accompanying training of 
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teachers, will drastically change the attitudes of teachers and communities and dramatically increase their 

willingness to hold classes on sexuality education. 

 

As a result of the lack of comprehensive sexuality education, the level of knowledge about reproductive 

and sexual health issues among students is alarmingly low. A study from 2010, in which 5000 teenagers 

from primary and secondary schools were interviewed,
95

 showed that teenagers’ knowledge was 

insufficient in every area of sexuality and reproduction, although many of the interviewees had already 

had intercourse.
96

 Eight graders, for example, knew very little about issues such as sexual violence, 

different contraceptives methods, abortion, and sexually transmitted diseases. Although the new 

curriculum makes it mandatory to cover sexuality education, it is inadequate in the areas it covers and 

based on past research it is questionable whether the sexuality education mandated by it will be 

implemented. Therefore it is highly unlikely that Hungary will provide comprehensive sexuality 

education in schools, as its international human rights obligations mandate. 

 

E. Inadequacy of Reproductive Health Services for Survivors of Sexual Violence 

 

This Committee has repeatedly urged the states parties to provide access to medical and health services 

for survivors of sexual violence.
97

 It has acknowledged that ―gender-based violence is a critical health 

issue for women‖
98

 and called on states to ensure that appropriate health services are provided to victims 

of sexual violence.
99

 In this context, this Committee has raised particular concerns about the lack of 

accessibility to safe abortion for victims of rape.
100

 Other UNTMBs have equally admonished states that 

survivors of sexual violence deserve heightened attention in respect to their reproductive rights.
101

 The 

Committee against Torture, for example, has warned that survivors of rape or incest who are forced to 

continue their pregnancies are constantly reminded of the violation against them through their child, 

suffer from serious traumatic stress, and often have long-lasting psychological issues such as anxiety and 

depression.
102

 

 

Survivors of sexual violence are completely left on their own in Hungary. The Government has made no 

effort to ensure that reproductive health services are made available to this particularly vulnerable group. 

Health care providers usually do not even undertake basic services such as testing for pregnancy and 

sexually transmitted diseases. Whether such services are provided to victims of sexual violence strongly 

depends upon the knowledge and goodwill of the medical personnel in charge. As a result of the lack of 

proper treatment, many criminal proceedings against sexual perpetrators fail due to insufficient medical 

recording. A lack of support services as well as humiliating treatment of victims of sexual violence within 

the healthcare system are amongst the reasons why Hungary has one of the lowest reporting rate for rape 

among 33 European countries.
103

 It is also one of only two countries in Europe where the reporting rate 

has been steadily declining since 1977.
104

 The situation is so alarming that non-governmental 

organizations in Hungary that address violence against women recently published guidelines for 

professionals dealing with victims of sexual violence, due to the strong notion that these professionals 

lacked both knowledge and Government guidance on the issue.
105

 

 

F. Systematic Government Interference with Women’s Sexual and Reproductive Health and 

Rights 

 

CEDAW, Article 2, urges states ―[t]o refrain from engaging in any act or practice of discrimination 

against women‖
106

 and to ―take all appropriate measures to eliminate discrimination against women by 

any person, organization or enterprise.‖
107

 In implementing Article 2, the Committee requires that a state 

party ―[a]bstains from performing, sponsoring or condoning any practice, policy or measure that violates 

the Convention‖
108

 and actively―[t]akes steps to prevent, prohibit and punish violations of the Convention 

by third parties, including in the home and in the community.‖
109

 Since Article 2 is read in conjunction 

with all other articles
110

 including women’s right to reproductive health under Article 12(1), the 
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Hungarian Government must not acquiesce to discrimination against women’s reproductive rights by state 

actors or non-state actors and is further obligated proactively to take measures against such 

discrimination. 

 

Not only does the Hungarian Government neglect its obligations to combat discrimination in the realm of 

sexual and reproductive health and rights of women, but it actively engages in discriminatory acts itself 

by proposing legislation that is meant to curb women’s access to abortion, which violates Article 2(d) of 

the Convention. Late in 2011, Christian Democrat Members of Parliament, who are part of the 

Government coalition, sought to abolish the state subsidization of abortions for poor women and girls.
111

 

This proposed measure did not pass, but does point to a worrying trend of attempting to limit access to 

abortion. 

 

The Government has also consistently condoned Hungarian politicians’ attempts to interfere with the 

realization of women’s reproductive and sexual rights. Politicians are openly trying to sway the public 

opinion towards restricting access to abortion by spreading misleading information on the ―harmful‖ 

effects of abortion.
112

 Government officials and politicians have repeatedly voiced their views that 

abortion is murder and stressed that the fetus should be treated as a human being.
113

 The Hungarian 

Government has made no efforts to stop such behavior from its representatives and is therefore acting 

contrary to its obligations under Article 2(e) of CEDAW. As the foregoing examples show, Hungary is 

not only neglecting its duty to ensure equality and health of women, but is also blatantly disregarding its 

obligations under CEDAW and appears to actively support the deterioration of the situation of women in 

Hungary. 

 

 

II. Gender Stereotyping in Reproductive Health Care (Art. 5) 

 

Under this Convention states parties must eradicate negative ―gender-based stereotypes.‖
114

 Article 5(a) 

of CEDAW requires states ―[t]o modify the social and cultural patterns of conduct of men and women, 

with a view to achieving the elimination of prejudices and customary and all other practices which are 

based on the idea of the inferiority or the superiority of either of the sexes or on stereotyped roles for men 

and women.‖
115

 Since the right to health is one of the core tenets of this Convention, the mandate to 

eradicate stereotypes from the health sector deserves serious attention. In the realm of health care, gender 

neutrality presumes that ―women are competent decision-makers with respect to their bodies and lives, 

and capable of accepting moral responsibility for their appropriately informed choices.‖
116

 Common 

examples of gender stereotypes in reproductive health are third-party consent requirements to obtain 

reproductive health services, restrictive access to these services, or laws and attitudes among society or 

health care workers that uphold the traditional role of women as caregivers with the sole purpose of 

bearing children.
117

 

 

Hungary’s reproductive health care system is deeply tainted with gender-stereotyping. In its latest 

Concluding Observations this Committee expressed concerns ―about the persistence of patriarchal 

attitudes and deep-rooted stereotypes regarding the roles and responsibilities of women and men in the 

family and in society in Hungary‖
118

 and urged Hungary to ―take proactive measures to eliminate gender 

stereotyping.‖
119

 As highlighted in this submission (section B.3), the first mandatory counseling session 

before obtaining an abortion uses stereotypes about women’s supposed biological desire to rear children 

in order to dissuade the women from obtaining an abortion. Such biased counseling illustrates the 

presumption that women’s decision to have an abortion tend to be irrational and incompetent. The 

prescription requirement for emergency contraception highlighted in section C.2 further shows that the 

Hungarian legislator does not trust women to make a competent and responsible decision about obtaining 

this contraceptive method. Hungarian society and the Hungarian Government display deeply rooted 
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patriarchic stereotypes that can be observed in the provision of health services as well as sexuality 

education and that run afoul of the tenets of CEDAW.  

 

III. Proposed Recommendations and Questions to the Hungarian Government 

 

We would like to suggest that the Committee issues the following recommendations for the 

Government of Hungary:   

 

1. Adopt a comprehensive policy on sexual and reproductive health and rights based on the 

provisions of CEDAW and international medical standards, and allocate sufficient financial and 

human resources for its implementation. Involve women’s and reproductive rights non-

governmental organizations in the preparation and implementation of such policy. 

 

2. Remove barriers in the access to abortion services such as the unavailability of medical abortion, 

biased counseling and the mandatory waiting period requirements. Remove inaccurate, 

scientifically not supported information from the training curriculum of abortion counselors.  

 

3. Adequately regulate the practice of conscientious objection to abortion. Amend existing 

regulation, including adopt effective oversight and monitoring mechanisms in order to 

appropriately balance the exercise of conscientious objection with professional responsibility and 

the patient’s right to access lawful health care services in a timely manner. 

 

4. Ensure that the implementation of the provision on protection of life from conception in the 

Constitution does not interfere with the access to safe and legal abortion and other reproductive 

health services. End poster campaigns stigmatizing abortion and cease the interference with 

women’s sexual and reproductive health rights that seek to negatively influence the public view 

on abortion and contraception.  

 

5. Increase access to affordable contraceptive methods for all by covering the costs of a range of 

modern contraceptive methods under the public health insurance. Improve access to emergency 

contraception by eliminating the prescription requirement.  

 

6. Systematically gather data on unmet need for contraception and contraceptive use. Ensure that all 

collected data are disaggregated by sex, age, social status and other characteristics as necessary. 

 

7. Establish sexuality education as a mandatory subject in primary and secondary schools and revise 

textbooks and other teaching materials to ensure comprehensive, evidence-based sexuality 

education free of stereotypes. Sexuality education must be taught by teachers properly trained in 

this area. Ensure that sexuality education is actually taught to the same extent in all schools 

throughout Hungary. 

 

8. Increase the access to reproductive health services for survivors of sexual violence. Ensure that 

survivors of such violence receive heightened attention in the health care system including the 

provision of testing for pregnancy and sexually transmitted diseases and improve the access to 

emergency contraception and abortion for victims of sexual violence. Provide appropriate 

documentation of sexual violence to bring perpetrators of gender-based crimes to justice.  

 

9. Adopt measures aimed at eradicating gender stereotyping in reproductive health care. Ensure that 

women are seen as rational and competent decision-makers with respect to their reproductive 

health choices and eliminate patriarchic views on women’s role in society. 
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In light of the above, we hope that the Committee will consider addressing the following questions 

to the Government of Hungary:  

 

1. What  legislation  and  policies  have  been  adopted  to  improve women’s equality in   

reproductive  health  care and  family  planning services  as  well  as  information  about  these 

services? Are there laws and policies designed to incorporate CEDAW into domestic Hungarian 

law? If such legislation and policies exist, what has been their impact on women’s real access to 

reproductive health services?  

  

2.   What further measures does the state plan to undertake in order to develop a comprehensive 

sexual and reproductive health and rights policy that uses CEDAW as a framework? If further 

measures are planned, what is the timeline for their preparation and implementation? Will non-

governmental organizations working in the area of sexual and reproductive health and women’s 

rights be invited to assist in the drafting process?   

 

3. What actions does the state take to provide women with the best access to safe and legal 

abortion? How does the state ensure that the new Constitution does not restrict the access to 

abortion? Why does the state not permit the provision of medical abortions? How does the state 

guarantee access to abortion for poor women? In what way does the state curb biased counseling? 

How does the state ensure that the mandatory waiting period between the counseling sessions 

does not unduly inhibit women’s access to abortion? 

 

4. How does the Government ensure access to safe and legal abortions in the light of health care 

providers’ conscientious objections? Is the practice of conscientious objection overseen and 

monitored and is there an effective complaint mechanism in place? What measures are being 

taken to ensure that a sufficient number of non-objecting practitioners is available in all facilities 

providing abortion services, as well as within reasonable distance? How does the state guarantee 

that hospitals taking part of ―abortion-free days‖ initiative comply with their legal obligation of 

continuous service provision? 

  

5. What efforts does the state make to improve the access to modern contraception for all and what 

measures does it take to ensure its affordability? Why does the state not include contraceptives in 

its public health insurance scheme? Why does the state require prescriptions to obtain emergency 

contraception, which affects the most vulnerable groups of women such as adolescents and 

victims of sexual violence?  

 

6. What measures has the state adopted to accurately evaluate the unmet need for contraceptives and 

their use in Hungary? Has the state collected, on a systematic basis, comprehensive data on 

reproductive health, including contraceptive use and unmet need for contraceptives?   

 

7. What is the state’s plan to remedy the lack of unified, human rights based sexuality education in 

primary and secondary schools? How does the new curriculum address issues such as unwanted 

pregnancies and sexually transmitted diseases? What measures has the Government taken to 

monitor that sexuality education classes are taught in schools? Does the state offer other 

initiatives or programs to teach adolescents about sexuality and reproductive rights?  

  

8.  How does the Government ensure that victims of sexual violence receive adequate health care 

including pregnancy tests and tests for sexually transmitted diseases? What measures has the 

Government taken to monitor whether adequate medical records are created in order to prosecute 

the perpetrators of sexual violence?  
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9.   How does the Government justify its anti-abortion poster campaigns and conference in the light of 

its obligation to respect women’s reproductive choices under CEDAW? What measures has the 

Government taken to ensure that women seeking reproductive health services are not 

stigmatized? What efforts has the Government undertaken to promote the acceptability of 

reproductive health services in Hungarian society?  

 

10. How does the state intend to eradicate gender-stereotyping in its health care system? Has the state 

adopted training or other measures to sensitize health care personnel to the concept of women as 

rational and competent decision-makers in reproductive health decisions? Have there been efforts 

to ameliorate gender-based stereotypes of women by personnel in the health sector and in society 

at large? 

 

The reality of women in Hungary in respect to their reproductive rights and health still drastically 

diverges from the standards established under CEDAW. The undersigned organizations appreciate the 

active interest that the Committee has taken in the reproductive health and rights of women and the 

strong Concluding Observations and General Recommendations it has issued in the past, stressing the 

need for state parties to take steps to ensure the realization of these rights.  

   

We hope that this information is useful during the Committee’s review of the Hungarian 

Government’s compliance with the provisions of CEDAW. If you have any questions, or would like 

further information, please do not hesitate to contact us.  

  

Sincerely,     

 

              

 

Johanna Westeson 

Regional Director for Europe, Global Legal 

Program 

Center for Reproductive Rights 

http://reproductiverights.org/ 

JWesteson@reprorights.org 

Júlia Spronz, legal expert 

PATENT Association 

www.patent.org.hu 

www.abortusz.info 

julia.spronz@patent.org.hu 

 

 

       

Adriana Lamačková 

Legal Adviser for Europe, Global Legal Program 

Center for Reproductive Rights 

http://reproductiverights.org/ 

      ALamackova@reprorights.org 
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