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Abstract

Sexual and reproductive health and rights (SRHR) are essential for
achieving gender equality, empowering women and fostering sustainable
development. Despite global progress in reducing maternal mortality,
adolescent fertility, unmet contraception needs and HIV/AIDS prevalence,
discriminatory laws and harmful social norms continue to limit access to
quality SRHR services. Drawing on the OECD Development Centre's Social
Institutions and Gender Index (SIGl), this paper explores the legal and
social barriers to SRHR. It highlights the need for comprehensive metrics to
capture its multi-dimensional nature and offers actionable
recommendations, including legal reforms, transformative social norm
interventions and enhanced measurement tools. Examples of good
practices illustrate effective implementation of these recommendations.
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Executive summary

Sexual and reproductive health and rights (SRHR) are essential for achieving gender equality, empowering
women and fostering sustainable development. Significant progress has been made in recent decades,
evidenced by reductions in maternal mortality, increases in access to modern contraceptives, and
improvements in skilled birth attendance. For instance, maternal mortality declined from 339 deaths per
100 000 live births in 2000 to 223 in 2020, while the use of modern contraceptives nearly doubled between
1990 and 2020. However, over 200 million women worldwide still lack access to modern contraceptives,
and unsafe abortions account for nearly 39 000 preventable deaths annually. Fully realised SRHR not only
improve women'’s health but also enhance economic empowerment and broader human rights, contributing
to inclusive and sustainable growth for society as a whole.

Structural challenges remain a significant obstacle to achieving universal SRHR. Insufficient healthcare
infrastructure, especially in underserved areas, financial constraints, and inequitable service distribution
disproportionately affect rural and marginalised populations. Women and girls in these settings face a lack
of trained providers, essential supplies and affordable services, compounded by geographic and systemic
inefficiencies. Crises such as pandemics, conflicts and climate-related shocks further disrupt service
delivery, amplifying vulnerabilities. For instance, during the COVID-19 pandemic, interruptions in family
planning services resulted in an estimated 1.4 million unintended pregnancies globally, highlighting the
fragility of progress.

Legal frameworks present deeply entrenched barriers to SRHR. Restrictive laws, such as those requiring
spousal or parental consent for contraception or abortion, severely undermine women'’s autonomy. In many
countries, abortion is either heavily restricted or entirely prohibited, leading to unsafe procedures that
endanger women’s health and lives. Laws barring pregnant adolescents from attending school perpetuate
gender inequities, denying young mothers opportunities for education and economic advancement.
Furthermore, inadequate legal protections against gender-based violence and harmful practices, such as
child marriage and female genital mutilation/cutting (FGM/C), leave many women and girls without
recourse to justice or support. Even where progressive laws exist, weak enforcement often limits their
impact. In addition, legal rollbacks in some countries, such as restrictions on abortion rights, underscore
the precariousness of progress and the need for sustained advocacy to safeguard reproductive rights.
Reforming legal frameworks to align with international human rights standards, such as the Convention on
the Elimination of All Forms of Discrimination Against Women (CEDAW) and the Maputo Protocol, is critical
for safeguarding women’s agency and health.

Social and cultural norms exacerbate these legal and structural challenges. Patriarchal values and
restrictive gender norms often deny women and girls the ability to make autonomous decisions about their
health. Norms of masculinity that designate men as final decision makers, coupled with economic
dependency, further limit women’s SRHR choices. Social stigma and provider bias around contraception,
abortion, and adolescent sexuality deter women and girls from seeking essential care. Gender-based
violence, including intimate partner violence and sexual coercion, directly undermines access to SRHR
services and perpetuates cycles of harm. Programmes that engage communities, including men and boys,
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alongside comprehensive sexuality education, have proven successful in shifting harmful beliefs and
fostering supportive environments for SRHR.

Accurate and comprehensive data are crucial for identifying barriers and designing effective interventions.
Yet traditional SRHR indicators often fail to capture the nuanced dynamics of reproductive autonomy,
quality of care, and the influence of discriminatory norms. Innovative metrics, such as those measuring
decision-making autonomy and social attitudes, are essential for advancing evidence-based policies and
programmes. Additionally, improving data systems to ensure greater disaggregation by age, gender and
other intersecting factors is critical for uncovering disparities and targeting interventions effectively.

This paper underscores the urgent need for collective action among governments, development partners,
civil society and local communities to dismantle barriers and accelerate progress on SRHR. Drawing on
insights from the OECD Development Centre’s Social Institutions and Gender Index (SIGI) and an expert
workshop on alternative SRHR measures organised by the OECD in 2024, it provides actionable
recommendations supported by examples of good practices:

e Strengthen healthcare systems and service delivery by expanding infrastructure in underserved
areas, adopting innovative solutions like telemedicine, and training providers to deliver adolescent-
friendly and bias-free care.

e Reform legal frameworks to eliminate discriminatory laws, ensure safe and legal access to
abortion, decriminalise consensual adolescent relationships, and guarantee education for pregnant
girls and adolescent mothers.

e Transform social norms by engaging men and boys, reducing stigma, and promoting gender-
equitable decision making through community programmes and school-based initiatives.

e Deliver comprehensive sexuality education (CSE) through age-appropriate, inclusive curricula
co-designed with parents, youth and community leaders.

e Enhance data systems with comprehensive metrics and greater disaggregation to better capture
the multi-dimensional aspects of SRHR and guide effective interventions.

By addressing structural, legal and social barriers, and improving data systems, stakeholders can
transform challenges into opportunities for advancing SRHR. These efforts are essential for empowering
women, achieving gender equality, and fostering sustainable development for society as a whole.
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Abbreviations and acronyms

AIDS Acquired immunodeficiency syndrome

CEDAW Convention on the Elimination of All forms of Discrimination Against Women
CSE Comprehensive sexuality education

FGM/C Female Genital Mutilation/Cutting

GBvV Gender-based violence

GID-DB Gender, Institutions and Development Database

HIV Human immunodeficiency virus

OECD Organisation for Economic Co-operation and Development
SDG Sustainable Development Goal

SRHR Sexual and Reproductive Health and Rights

SIGI Social Institutions and Gender Index

STI Sexually transmitted infection

VAWG Violence Against Women and Girls

WHO World Health Organization
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Introduction

Sexual and reproductive health and rights (SRHR) are fundamental to achieving gender equality,
empowering women, and fostering sustainable development worldwide (Box 1). Women'’s ability to make
autonomous decisions about their bodies, access quality healthcare, and live free from discrimination and
violence is central to their well-being and societal progress. Realising SRHR leads to better health
outcomes, greater economic empowerment, and the broader fulfiiment of human rights. The United
Nations Population Fund (UNFPA) estimates that every dollar invested in SRH services yields a return of
USD 120 through reduced healthcare costs and increased productivity (UNFPA, 2022;1)).

Box 1. Defining sexual and reproductive health and rights (SRHR)

In 1968, at the International Conference on Human Rights in Teheran, reproductive rights were first
formally linked to human rights, affirming that “parents have a basic human right to determine freely and
responsibly the number and spacing of their children.”

Since then, the understanding of SRHR has evolved significantly, reflecting a growing recognition of
their centrality to human rights, gender equality, and sustainable development. While there is no
universally agreed-upon definition of SRHR, the Guttmacher-Lancet Commission (2018) provides the
most comprehensive one, framing SRHR as a state of physical, emotional, mental, and social well-
being concerning all aspects of sexuality and reproduction. Thus, achieving SRHR depends on

o the realisation of rights such as respect for bodily integrity, privacy, and personal autonomy.

e freedom to define one’s sexuality, including orientation and gender identity.

o the right to decide when and with whom to marry, have children, or engage in sexual activity.

e access to necessary information, resources, and services across a lifetime, free from
discrimination, coercion, or violence.

Source: (Guttmacher-Lancet Commission, 2018z) (UNFPA, 19943, (United Nations, 1968y)) and (WHO, 20173).

Global frameworks have driven substantial progress in advancing SRHR. The Sustainable Development
Goals (SDG) provide a significant milestone by including SRHR targets within both health (SDG 3) and
gender equality (SDG 5):

e Target 3.7 under SDG 3 calls for universal access to sexual and reproductive health-care services,
including family planning, information and education, and the integration of reproductive health into
national strategies and programmes.

e Target 5.6 under SDG 5 emphasises universal access to SRHR, aligning with the Beijing Platform
for Action and the outcomes of their review conferences.

Additionally, the SDGs address maternal mortality (SDG 3.1), preventable newborn deaths (SDG 3.2) and
the AIDS epidemic (SDG 3.3), challenges disproportionately affecting women and girls. Progress over last
the decades is evident: maternal mortality fell from 339 deaths per 100 000 live births in 2000 to 223 in
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2020, and adolescent fertility rates declined from 64.4 to 42.7 births per 1 000 women aged 15-19. Access
to reproductive health services has improved significantly, with the percentage of births attended by skilled
health staff rising from 62.3% in 2000 to 83.3% in 2020, and users of modern contraceptives nearly
doubling from 467 million in 1990 to 874 million in 2020 (UNDESA, 20225, World Bank, n.d.i7)).

Despite important progress, access to and realisation of SRHR remains inequitable due to structural,
economic and cultural barriers that disproportionately affect vulnerable groups such as rural women,
adolescent girls, and marginalised communities. In many underserved regions, insufficient healthcare
infrastructure and shortages of trained professional continue to undermine access to quality care. For
example, women in rural Cambodia face significantly higher unmet needs for family planning (13%)
compared to urban areas (9.8%) in 2021-22 (National Institute of Statistics, Ministry of Health and ICF,
2023s)). Even where services are available, a lack of essential supplies and distant facilities limit their
effectiveness.

Economic constraints further exacerbate inequalities, as women and girls in low-income settings often
cannot afford SRHR services or expenses such as transportation. For instance, while sub-Saharan Africa
has seen the fastest increase in modern contraceptive use over the past two decades, only 56% of women
of reproductive age have their need for family planning satisfied, compared to 77% globally (UNDESA,
2022)). These disparities perpetuate cycles of poverty and poor health outcomes, particularly for
adolescent girls, who are most vulnerable to unintended pregnancies and restricted access to education
and healthcare.

At the core of these structural challenges lie discriminatory social institutions, encompassing restrictive
laws, norms and practices that limit women’s autonomy and perpetuate power imbalances (Box 2). Legal
provisions requiring third-party consent for contraception, restrictions on safe and legal abortion, and laws
mandating women to obey their husbands in health-related decisions reflect these systemic barriers. In
addition, deeply ingrained gender norms reinforce male dominance in SRHR decision making, limiting
women’s agency. Cultural and religious stigmas surrounding contraception or abortion further amplify
these challenges, leaving many women without access to vital information, services, and support (OECD,
2023y9)).

These challenges are further compounded during crises — such as pandemics, conflicts, and climate-
related shocks — which disrupt essential healthcare services and heighten risks for women and
marginalised populations. For example, the COVID-19 pandemic led to significant interruptions in family
planning services, resulting in an estimated 1.4 million unintended pregnancies (UNFPA, 2020q10).
Additionally, growing pushback against women’s reproductive rights in various contexts, reflected in recent
legal rollbacks, highlights the fragility of progress and the need for sustained advocacy to protect women’s
reproductive autonomy (OECD, 20239)).

International organisations, governments, statistical institutes and researchers should increase efforts to
produce comprehensive and unbiased data to identify barriers and gaps in SRHR access in order to
overcome existing challenges. Accurate measurement is essential for designing effective policies and
programmes that respond to individuals’ needs, particularly marginalised groups. Beyond addressing data
scarcity, experts emphasise the need for measures that capture the multi-dimensional aspects of SRHR,
focusing on individuals’ agency and decision-making power regarding their health and rights. Moving
forward, data-driven approaches must also prioritise person-centred care that respects autonomy, dignity,
and the rights of all individuals, regardless of their identity or circumstances. This paper explores the legal
and social determinants of SRHR, highlights actionable recommendations, and showcases good practices
aimed at transforming entrenched barriers into opportunities for positive change. By advancing innovative
policies, fostering collaboration, and addressing systemic inequalities, SRHR progress can be both
equitable and sustainable.
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2 How laws and social norms affect
women’s SRHR

Barriers to SRHR are multifaceted and deeply entrenched. A lack of quality, affordable healthcare services
and infrastructure is a critical barrier, particularly in low-resource settings where women and girls face
significant challenges in accessing timely and adequate sexual and reproductive health care. These
barriers are further compounded by inadequate healthcare funding, workforce shortages, and disparities
in rural and urban service provision. Moreover, the intersection of poverty, geographical constraints, and
systemic inefficiencies creates a reality where SRHR services remain out of reach for many. Reports such
as the Guttmacher-Lancet Commission on SRHR and the UNFPA’s State of the World Population Report
(2024) comprehensively document these barriers, highlighting issues like inequitable service distribution,
lack of trained providers, and high out-of-pocket costs for essential SRHR services lives (Guttmacher-
Lancet Commission, 20182;; Guttmacher-Lancet Commission, 20182;; UNFPA, 202411;). This literature
provides a robust foundation for understanding the structural obstacles that undermine SRHR outcomes
globally.

Box 2. What is the Social Institutions and Gender Index?

The SIGI provides a comprehensive measure of gender equality gaps in social institutions in
179 countries. The SIGI is one of the official data sources for SDG Indicator 5.1.1. on legal frameworks,
but also provides data for almost all targets included in SDG 5, providing a comprehensive vision of
national progress on gender equality.

The SIGI looks at the gaps that legislation, attitudes and practices create between women and men in
terms of rights, justice and empowerment opportunities. The composite index is composed by
4 dimensions, 16 indicators and 25 underlying variables:

e The “Discrimination in the family” dimension captures these power dynamics within the
household and evaluates the extent to which girls and women are undervalued.

e The “Restricted physical integrity” dimension captures social institutions that make women and
girls vulnerable in these areas and limit their control over their bodies and reproductive
autonomy.

e The “Restricted access to productive and financial resources” dimension captures women’s
restricted access to and control over such critical productive and economic resources and
assets.

e The “Restricted civil liberties” dimension captures social institutions that restrict women’s access
to and participation and voice in the public and social spheres.
Source: (OECD, 2023(9)).
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Building on the SIGI framework (Box 2), this section focuses on less documented but equally impactful
factors that influence SRHR: legal and social barriers and enablers. These include discriminatory laws,
norms, and customs that directly shape women's and girls’ ability to access knowledge, make decisions,
and utilise services related to their SRHR. By examining the interplay between legal frameworks and social
norms, this section aims to shed light on how these factors can either exacerbate inequalities or serve as
pivotal enablers of gender equality and improved SRHR outcomes.

2.1. From constraints to empowerment: Harnessing the impact of legal
frameworks on SRHR

Legal and policy frameworks play a crucial role in promoting and safeguarding women’s and girls’ SRHR.
Yet, discriminatory provisions persist. These range from restrictive policies on accessing SRHR services
to laws that institutionalise gender-based discrimination. Such constraints erode women’s contraceptive
and sexual autonomy from adolescence onwards. The ripple effects of these barriers extend beyond
individual well-being, perpetuating gender disparities and hindering equitable health and development
outcomes for women and men.

Legal reforms can empower women and promote reproductive autonomy by establishing rights-based
protections. When governments enact and enforce such reforms, they embed gender equality into the legal
and policy landscape, inspiring confidence among stakeholders and driving investment in gender-
responsive policies (OECD, 2023j9)). These reforms not only address structural barriers but also create an
enabling environment for women’s empowerment.

This section highlights the importance of updating discriminatory laws, such as those limiting school
attendance for pregnant girls, restricting access to safe abortion, and requiring third-party consent for
SRHR services. Addressing these provisions is a vital first step towards achieving gender equality and
advancing reproductive autonomy.

2.1.1. Ensuring educational continuity for pregnant girls

Early pregnancy remains widespread with negative implications for adolescent girls’ health, social inclusion
and economic opportunities. In 2022, more than 12 million adolescent girls between ages 15 and 19 gave
birth. While important progress has been observed in South Asia, adolescent fertility rates remain high in
sub-Saharan Africa and Latin America and Caribbean, reaching 99 and 52 births per 1 000 women aged
15 to 19 in 2022. Besides the health risks pregnant girls face, this comes at a high socioeconomic cost as
it often results in school-dropouts. For instance, estimates reveal that 36% of school dropout cases in Latin
America and the Caribbean can be attributed to teen pregnancy or motherhood over the last decade
(UNFPA, UNICEF and PAHO/WHO, 2018i12)).

Legal and policy frameworks are crucial to keep pregnant girls in school and facilitate their re-entry after
childbirth. However, in some countries, laws prohibit pregnant girls from accessing education, violating
their rights and limiting future opportunities. Moreover, in parts of the MENA region, “morality laws” enable
authorities to prosecute girls who have had sexual relations outside marriage, making it nearly impossible
for pregnant girls or young mothers to stay in school (Human Rights Watch, 2018(13)). Such measures or
laws rarely extend to the boys or men involved, thus reinforcing gender disparities (UNICEF, 2020;14)).

Encouragingly, more countries are adopting policies to safeguard the educational rights of pregnant
adolescents and young mothers (Box 3). For instance, 26 African countries’ have adopted “continuation”
or “re-entry” policies, including six with legal protections allowing girls to resume their education post-
childbirth (Human Rights Watch, 2018[13)). Implementation and adherence to the laws and policies remain
challenging and there are differences in the acceptable length of school absence, processes for withdrawal
and re-entry, as well as the availability of support systems to help young mothers stay in school persist.
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Box 3. Good practice: Example from Sierra Leone | Keeping Pregnant Girls in School

For decades, pregnant schoolgirls in Sierra Leone faced systemic exclusion from education, reflecting
broader issues of gender inequality and social stigma. With the intent of discouraging teenage
pregnancies, the Ministry of Education introduced an informal ban for pregnant girls in 2010 which was
formalised in 2015.The policy faced widespread criticism for its discriminatory nature and failure to
address the root causes of teenage pregnancy.

In December 2019, the ECOWAS Court ruled Sierra Leone’s ban discriminatory violating both domestic
and international law, which lead to its reversal in 2020. The 2021 National Policy on Radical Inclusion
in Schools explicitly prioritises the inclusion of marginalised groups, including pregnant girls and parent
learners, ensuring they can access and remain in education until completion. In addition, increased
government investment in education underscores a commitment to inclusive education, ensuring no girl
should be left behind.

Source: (Daka, 2020p15; Amnesty International, 2020p1e;; Equality Now, 202317)).

2.1.2. Ensuring safe and legal abortion access

Women'’s right to safe and legal abortion is not only a matter of human rights but also a critical issue of
health and safety. Estimates show that every year more than 45% of abortions are unsafe (UNFPA,
2022118)) and entail severe consequences for women’s health and well-being, including infection,
haemorrhage, and long-term complications. It is further estimated that unsafe abortions lead to
39 000 deaths per year, among which 60% are concentrated in Africa and 30% in Asia (WHO, 2022/1g)).

Restrictive laws are at the heart of unsafe abortions. Data reveal that the share of unintended pregnancies
resulting in induced abortion is similar across countries irrespective of the legal status of abortion (Bearak
et al., 2020120)). However, the share of unsafe abortions is significantly higher in countries with restrictive
laws. SIGI data reveal that 15 countries fully prohibit abortion without any exceptions, and 25 countries
only permit abortion when it is necessary to save a woman'’s life, accounting together for 335 million
women. In contrast, 84 out of 178 countries, representing over 710 million women, permit abortion on
essential grounds or at the woman’s request (Figure 1).

International and regional frameworks and treaties enshrine women’s right to reproductive autonomy. For
instance, CEDAW or the Maputo Protocol, which applies to African women, establish the right to safe and
legal abortion in cases of rape, incest, threats to the life or health of the pregnant woman and severe foetal
impairment (OECD, 2023i)). Laws in many countries fall short of recognising the need to grant women the
right to abortion under these essential circumstances, and countries where abortion rights are well
established remain vulnerable to legal and political rollbacks.
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Figure 1. Access to safe and legal abortion is out of reach for many women in Africa and the
Americas

Share of women living in countries where abortion is permitted at least on essential grounds (Panel A) and where
abortion is prohibited under all circumstances or permitted only to save the mother’s life (Panel B)

Panel A. Abortion permitted at least on essential grounds Panel B. Abortion permitted only to save the mother's
life or prohibited under all circumstances
B Share of women & Number of countries Permitted only to save the mother's life
I Prohibited under all circumstances
Women (%) Countries  Women (%)
100 100 100
g | © & 80 80 |
60 60 60
40 40 40
20 20 20 I I
0 0 0 CINS) NS I : I 3 I IQ >
AN S

Note: In Panel A, essential grounds include saving the woman'’s life, preserving the physical or mental health of the mother, if the pregnancy is
the result of rape, statutory rape or incest, and the case of foetal impairment. In Panels A and B, LAC refers to Latin America and the Caribbean,
and SEA refers to Southeast Asia.

Source: (OECD Development Centre/OECD, 202321)), “Gender, Institutions and Development (Edition 2023)", OECD International Development
Statistics (database), https://doi.org/10.1787/33beb96e-en.

Abortion rights are not set in stone. Several countries have undertaken law reforms that expand women’s
access to abortion — often following years of advocacy and activism led by civil society organisations.
Reforms range from decriminalising abortion to broadening the circumstances under which abortion is
legally permitted and enshrining abortion rights in constitutions. Conversely, legal rollbacks in some
countries have recently restricted women’s access to safe abortion (see Annex A). Such trends may have
global implications, emboldening anti-abortion movements and potentially influencing policy reversals in
other regions.

Box 4. Good practice: Example from Benin | Reforming laws on abortion

In October 2021, Benin amended its Sexual Health and Reproduction Law of 2003. The reform expands
women’s access to safe abortion not only in cases of rape, incest, or severe foetal impairment but also
when the pregnancy causes material, educational, professional, or moral distress incompatible with the
well-being of the woman or the unborn child.

The amendment aimed to address Benin’s high maternal mortality rate, with unsafe abortions causing
200 deaths annually — 20% of all maternal deaths. Years of evidence-based advocacy and behind-the-
scenes lobbying drove the liberalisation of the law. Yet, continued efforts are needed to align social
norms with legal frameworks. In Benin, significant barriers remain due to cultural resistance, lack of
awareness as many women remain unaware of their rights and the taboo surrounding sex education.

Source: (Gansler, 202122;; Peltier, 2022y23;; Johnson, 2023(24;; WHO, 202425)).
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2.1.3. Empowering women and adolescents through consent-free SRHR services

Third-party consent laws represent legal barriers regarding girls’ and women’s SRHR. In some countries,
women are required to obtain their husband’s approval to access contraception or other reproductive health
services (OHCHR, 20202g)). In parts of Kenya, for example, healthcare providers demand spousal consent
before administering contraception (Solo and Festin, 20197). Moreover, medical practitioner approval
requirements exist in many countries. For instance, in 65% of countries where abortion is legal, women must
obtain approval from a medical practitioner, with some countries also requiring additional consent from their
partner. These requirements create delays, increase emotional distress, and disproportionately affect
marginalised groups, including adolescents and survivors of sexual violence (OECD, 20239)).

Parental consent laws similarly impede adolescents’ access to essential SRHR services, including
contraception and STI testing. While these laws aim to involve parents in adolescents’ health decisions,
they can erode trust in healthcare systems, particularly when confidentiality is compromised. Adolescents
fearing judgment or punishment from their families may avoid seeking necessary services altogether,
increasing their vulnerability to early pregnancies, sexually transmitted infections, and unsafe abortions
(UNFPA, UNICEF and PAHO/WHO, 201812). International guidelines, such as the Convention on the
Rights of the Child, stress the importance of balancing adolescents’ rights to confidential care with parental
roles in supporting their well-being (United Nations, 1989 2g)).

Age of consent laws for sexual activity and SRHR services add further complexity. With no international
consensus on a minimum legal age for sexual consent (United Nations, 201629)), many countries adopt
laws that criminalise consensual adolescent relationships while limiting access to SRHR information and
care. Such restrictions reflect societal discomfort with adolescent sexuality rather than prioritising their
health and rights. Promising practices from around the world demonstrate how reforms can recognise and
support adolescents’ reproductive autonomy whilst protecting simultaneously protecting them (Box 5).

Box 5. Good practice: Example from Kazakhstan | Advancing adolescents’ access to SRHR

Kazakhstan has taken significant steps to improve adolescents’ SRHR through legal and policy reforms
with the aim to address high rates of unintended pregnancies among teenagers, low contraceptive use,
and the rising spread of HIV and other sexually transmitted infections (STls) among young people.

In Kazakhstan, youth health centres were established in 2006 but faced several challenges, including
underfunding, poor regulation, and the lack of family planning services. Adolescents also faced barriers
to care as parental consent was required to access SRHR services.

In 2020, a new National Health Code introduced significant reforms:
e Reduced parental consent requirements for most SRHR services from 18 to 16 years of age,
except for surgical procedures and medical abortion.

e Guaranteed free access to family planning and contraception counselling, as well as STI/HIV
testing, under the national health insurance plan.

e Enhanced accessibility of SRHR services by integrating them into existing youth-friendly health
centres.

To operationalise these changes, a regulatory framework was enacted in 2021. This framework governs
the operation of youth-friendly health centres, ensuring the delivery of comprehensive SRHR services
aligned with the new law.

Source: (Center for Reproductive Rights, 202330; UNFPA Kazakhstan, n.d.i31))
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2.2. Transforming gender norms: Leveraging social and cultural values to
advance SRHR

Social norms, customs, and practices shape the environments in which individuals seek to realise their
SRHR. Rooted in patriarchal systems, discriminatory gender norms, attitudes and behaviours often limit
who can access information and services, make independent decisions, and lead healthy lives.

However, social norms — when transformed or leveraged effectively — can support access to and the
realisation of SRHR. Community-level norms that promote gender equity, respect for women’s autonomy,
and the value of women’s education and health create environments where girls and women are more
likely to access services and exercise their rights.

2.2.1. Shifting gender norms and unequal power dynamics

Gender norms and stereotypes affect girls’ and boys’, women’s and men’s SRHR in distinct and multiple
ways. Patriarchal values that have inherently shaped the institutions that govern everyday life in most
societies, perpetuate unequal power systems that promote male dominance and decision-making including
sexual and reproductive choices. Conversely, women are expected to exhibit submissive behaviours,
limiting their ability to negotiate safe sex or make independent decisions about contraception and childbirth
(Svanemyr et al., 2015(32)).

Data from SIGI Céte d’lvoire shows that beliefs on who should take family planning decision within the couple
translate into actual decision-making patterns (Figure 2). Moreover, a study in Tanzania revealed social
barriers to women'’s ability to give birth in a healthcare facility as they needed their husband’s approval along
with widespread beliefs that giving birth is a natural duty, or men not wanting their wives to be treated by
male healthcare providers (Kohi et al., 201833). Globally, only 57% of women make their own informed
decisions regarding sexual relations, contraceptive use and reproductive healthcare (United Nations, 2022(34).

Figure 2. In Céte d'Ivoire, decision making over contraception use and family planning is largely in
the hands of men

Share of the population of Céte d'Ivoire who thinks men and/or women should take important family planning
decisions (Panel A) and those who take these decisions in practice (Panel B)

Panel A. Attitudes towards who should decide on Panel B. Decision maker regarding contraception use
contraception use and family planning and family planning
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Source: (OECD, 2022;35)), SIGI Céte d'lvoire Database, https://stats.oecd.org/.
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Traditional gender roles further uphold systems of economic dependency where men are expected to be
breadwinners and in control of household finances. For instance, in Cuba, power imbalances within
relationships often compel young women to engage in unprotected sex, driven by fear of losing their partner
or because of economic dependency on older men (Guerrero Borrego, 2015z6]). When women are involved
in financial decision making and able to access healthcare services independently, they report higher
satisfaction with care better maternal health outcomes and increase use of contraceptives (Ahmed et al.,
2010r37; Jejeebhoy and Sathar, 20013s;; Thummalachetty et al., 2017 39;; Kabagenyi et al., 201440)).

In contexts where women'’s status is closely linked to motherhood, social norms can exert pressure on the
timing of childbearing but also perpetuate the gendered division of reproductive responsibilities within a
family (Harkénen, 2014p1)). In some contexts, early pregnancies are celebrated or normalised, with
repercussions on young women’s educational and economic opportunities. Finally, women who cannot
have children risk being stigmatised and isolated by family and/or local communities, whereas men may
resort to divorce and re-marriage — assuming that “nothing is wrong with them”. In fact, infertility is often
perceived as a threat to masculinity and patriarchal norms nurture the misconception that it is a woman’s
issue (OECD, 20239)).

Restrictive norms of masculinities directly affect men’s health and bear indirect consequences for women.
In conformity with dominant norms, individuals may reinforce ideals of male strength and control and
female vulnerability and need for protection. This can create an environment where men may avoid
healthcare services, take sexual risks, and prioritise their needs over those of their partners. For example,
research in the Caribbean highlights how norms link masculinity with sexual activity, prestige through
multiple partners, and even acceptance of violence, creating barriers to equitable and safe sexual health
practices (PAHO, 2013u2]). These dynamics place women and girls at greater risk of sexually transmitted
infections (STIs), unintended pregnancies, and gender-based violence.

Box 6. Good practice: Example from Promundo | Engaging men in shifting social norms and
promoting women’s SRHR

Since 1997, Promundo (now Equimundo) has been at the forefront of efforts to engage men and boys
in promoting gender equality and improving women’s SRHR. Their innovative approach focuses on
transforming harmful gender norms and fostering positive masculinities, recognising that men’s
attitudes and behaviours are critical in shaping SRHR outcomes for women and girls. This includes:

e The Program P targets fathers and partners to encourage their active involvement in caregiving,
maternal health, and family planning. Implemented across diverse settings, including Brazil,
Rwanda, and India, the programme uses group education sessions, community campaigns, and
media to challenge traditional notions of masculinity that prioritise dominance and distance from
reproductive health. It has demonstrated significant results: increased use of contraception,
improved maternal health outcomes, and more equitable decision making within households.

e The Program H aims at engaging young men in conversations and reflection about rigid gender
norms, promote SRHR and prevent violence against women and girls. The program can be
adapted to country priorities, and typically relies on group-based activities such as role-play or
discussions, and youth-led campaigns. An impact evaluation of Program H implementation in
14 countries reveals positive changes in young men’s knowledge and behaviour regarding
SRHR, and gender attitudes.

Source: (Equimundo, n.d.u3;; Doyle and Kato-Wallace, 202144)).
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Social norms transformation can foster positive behaviours and equitable dynamics. Engaging men and
boys in initiatives that question restrictive masculinities and promote shared responsibility in reproductive
health and childcare are associated with improved SRHR outcomes for women (Box 6). Moreover,
programmes that actively engage communities and promote shared decision making among couples
further drive progress on SRHR (Box 7). Initiatives that facilitate discussions between spouses about family
planning have led to increased contraceptive uptake and fostered more supportive attitudes toward
women’s reproductive choices (Doyle and Kato-Wallace, 2021(4)). In the same vein, community-based
interventions that reduce stigma and raise awareness about women'’s rights have demonstrated significant
effectiveness in reshaping gender power dynamics.

Box 7. Good practice: Example from Uganda | Empowering women

SASA! (Start, Awareness, Support, Action) is a community-based initiative designed to address the root
causes of gender inequality and its impacts on SRHR. The programme focuses on shifting power
dynamics in relationships and communities to prevent violence against women and improve SRHR
outcomes. It is rolled out through several phases to gradually empower women:

e Start Phase: Community activists are recruited and trained to build awareness about power
dynamics and their effects on relationships and SRHR. This approach ensures cultural
relevance and trust, establishing strong local buy-in from the outset.

e Awareness Phase: Through dialogues, drama, and interactive sessions, the programme raises
awareness on gender inequality, intimate partner violence and reproductive health. These
activities engage key stakeholders, including religious leaders, healthcare providers and local
influencers to challenge entrenched norms and foster broad-based support.

e Support Phase: Activists and key community members such as healthcare providers and
religious leaders work closely with individuals to promote shared decision making in family
planning and encourage collective action.

e Action Phase: Community members take collective action to address systemic barriers,
embedding changes in local structures for long-term impact.

Subject to a randomised control trial, SASA! has been found to increase couples’ joint decision making
regarding contraception and reproductive health, reduced male dominance and mobilised community
members, including religious leaders and healthcare providers, to advocate for gender equality and
women’s SRHR. Religious leaders played a vital role in addressing sensitive topics through culturally
and faith-aligned messaging, while healthcare providers ensured that services were delivered in a
supportive and nonjudgmental manner.

Source: (Abramsky, Devries and Kiss, 2012ys)).

2.2.2. Challenging stigma and biases

Social stigma remains one of the most pervasive barriers to adolescents’ and women’s access to SRHR
services. Stigma manifests in various forms across societal, cultural and institutional levels and extends
an environment of silence and shame around topics such as contraception, sexuality or abortion.
Adolescents and women who access certain SRHR services risk being labelled as promiscuous or morally
deviant by their communities. In faith-based communities, contraception or abortion can be framed as
sinful. Increasingly, social networks are also found to affect access to services notably when influencers
voice disapproval (Taiwo, Oyekenu and Hussaini, 20236)). Fear of judgment, ostracism, or even violence
from family and community members often compels women to pursue unsafe procedures or forgo abortion
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altogether. These pressures are exacerbated by economic dependency on male partners and inadequate
knowledge about SRHR options (Lo Forte, 201847).

Provider bias can limit access to reproductive services and care. Evidence shows that healthcare providers
can be influenced by personal biases, cultural norms, or institutional policies in their professional practice.
So-called provider bias can manifest as judgmental behaviour, refusal to provide services, or the imposition
of unnecessary barriers such as mandatory counselling or waiting periods. For instance, a study from
Malawi found that more than 40% of providers stated not being comfortable with providing family planning
services to young, unmarried women without children (Solo and Festin, 2019;277). Moreover, evidence from
Kenya and South Asia showed that women seeking abortion services often encounter providers who
stigmatise them for their decision, leading to delays in care or reliance on unregulated providers, which
increases the risk of complications (Sedgh, Singh and Hussain, 2016s).

On the other hand, healthcare providers who actively challenge these stigmas play a transformative role.
By creating a nonjudgmental and supportive environment, providers can encourage women and
adolescents to seek relevant counselling and care. Training programmes that address stigma and promote
evidence-based practices have shown positive outcomes, improving both the quality of care and women's
trust in healthcare systems (Box 9).

Box 8. Good practice: Example from SheDecides Movement | Changing Social Stigma Around
Abortion and Access to Contraception

Launched in 2017, the SheDecides movement promotes the rights of women and girls to decide freely
and responsibly about their bodies, including access to contraception and safe abortion services. Its
initiatives address stigma and restrictive norms through:

e Youth Engagement: The SheDecides “25x25 Initiative” empowers young leaders under 25 to
challenge stigma and advocate for bodily autonomy within their communities. In Nepal, for
example, SheDecides partnered with local youth groups to launch the "Abortion is Health Care"
campaign, which used storytelling and advocacy to reduce abortion-related stigma, resulting in
an increased demand for safe abortion services, especially among adolescent girls.

e Provider outreach: In Kenya and Uganda, the SheDecides partners with local NGOs to train
community health workers and peer educators who work directly with communities to counter
misinformation about contraception and abortion, emphasising their health and social benefits.

e Advocacy with Religious Leaders: Recognising the influence of faith-based organisations,
SheDecides engages with progressive religious leaders to promote sexual and reproductive
rights. In Senegal, for example, religious leaders have openly advocated for family planning,
helping to shift community attitudes toward contraception use.

Source: (SheDecides, 2022pg)).

2.2.3. Leveraging sexual and reproductive health education to empower adolescents and
women

While adolescents across the world face different realities and challenges, sexuality education is
indispensable for everyone. International conventions and committees highlight the need for evidence-based
and age-appropriate comprehensive sexuality education (CSE) in order to promote access to sexual and
reproductive health services within wider gender equality efforts. However, access to CSE remains limited
across all regions. While most countries report that sexuality education is integrated into their national school

TRANSFORMING LAWS AND NORMS TO ACHIEVE UNIVERSAL SEXUAL AND REPRODUCTIVE HEALTH AND RIGHTS © OECD 2025



20 |

curricula in some form, only one-third of countries (60 out of 178) are mandating comprehensive sexuality
education (OECD Development Centre/OECD, 202321;; UNESCO et al., 2021507). In the broader context
of the rollback on reproductive rights, conservative civil society organisations, law makers or politicians
may exert pressure at various public and administrative levels to exclude certain concepts, such as sexual
orientation or gender identity, from the CSE curricula (OECD, 2023(9)).

Social and gender norms significantly restrict access to sexual education and information on SRHR. In
many contexts, discussing sexual health remains taboo as it is associated with immorality or improper
behaviour. Moreover, teachers may not be well trained to deliver CSE which can contribute towards
misinformation around SRHR. Limited knowledge about SRHR contributes to poorer health outcomes and
violation of individuals rights. Accounting for country context, CSE must be provided in various settings to
reach all boys and girls, including marginalised groups such as out-of-school children or LGBTQ+
individuals.

Evidence attests to the positive impact of CSE not only on SRHR but gender equality more broadly (Box 9).
CSE programmes that account for gender and power dynamics, social contexts as well as children’s and
adolescents’ rights are found to be more likely to promote respectful and pleasurable relationships, safe
sexual behaviour and egalitarian attitudes to sexuality and reproduction (UNESCO et al., 201851).
Evidence further shows that discussions about power and values can encourage learners to reflect on and
question restrictive norms of masculinities (Greene et al., 201952)).

Box 9. Good practice: Example from Right Here Right Now 2 | Advancing SRHR information

Right Here Right Now 2 is a global partnership initiative coordinated by Rutgers International, and
implemented by country coalitions in Bangladesh, Benin, Burundi, Ethiopia, Indonesia, Kenya,
Morocco, Nepal, Tunisia, and Uganda. The initiative runs from 2021 to 2025, and aims to empower
young people to make informed decisions about their SRHR while promoting gender-just societies,
through four pathways:

e Empowering young people with SRHR information and CSE: Efforts include online and offline
education tailored to diverse audiences, including young people with disabilities. Young
individuals are trained to lead discussions and share accurate information with their peers in
schools and communities.

e Mobilising public support through campaigns and influencers: Influencers, including faith
leaders, celebrities and social media personalities, deliver impactful messages to challenge
taboos and stigmas, building public support and reinforcing positive norms on SRHR.

e Advocating for policy change: Activities like policy briefs, public campaigns and evidence-
generation target national and international decision makers to adopt human rights-based
policies. Governments are urged to enforce laws that uphold young people’s SRHR and
promote gender justice at all levels.

e Strengthening civil society and youth leadership: promoting inclusivity and local ownership
ensures programmes are sustainable, contextually relevant, and responsive to community needs.

Source: (Rutgers International, 2021;s3}; Rutgers International, 202454)).
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3 Harnessing data and rethinking
metrics to advance women’s SRHR

Data is foundational for advancing SRHR. Accurate, comprehensive, and disaggregated data equips
policymakers, practitioners, and advocates to identify barriers, design targeted interventions, and monitor
progress effectively. It provides insights into critical issues such as reproductive autonomy and service
access while offering a nuanced understanding of the legal and social determinants that shape women’s
agency over their bodies. By leveraging robust data, stakeholders can drive evidence-based decision
making, close critical gaps, and accelerate progress toward universal access to SRHR, empowering
individuals and fostering gender equality.

However, persistent challenges in data and measurement hinder policymakers’ ability to address the
structural and societal barriers to progress. Standard indicators often fail to capture the complexity of
SRHR, overlooking issues such as relational dynamics, social norms, and quality of care. The need for
alternative, people-centred measures is increasingly recognised, but significant obstacles remain in their
development and adoption.

Building on insights from an expert workshop organised by the OECD Development Centre on “Alternative
Measures for Reproductive Autonomy” (Box 10), this section explores the limitations of existing SRHR
indicators and highlights promising practices for developing comprehensive and nuanced metrics. It
concludes with recommendations for advancing data systems that reflect the multi-dimensional nature of
SRHR, enabling stakeholders to drive transformative change.

Box 10. OECD expert workshop: Alternative measures for reproductive autonomy

The OECD Development Centre’s expert workshop “Exploring the role of data in promoting
contextualised and people-centred approaches for better sexual and reproductive health” (September
2024) brought together a diverse group of researchers, programme implementers, and data providers
to reflect on potential limitations of existing family planning indicators, and the need for alternative
measures. Participants had the opportunity to discuss the challenges they face in developing more
comprehensive measures and to collaboratively explore potential solutions and future directions.

To date, there is no consensus on what an “ideal” indicator of SRHR would be. However, experts
provided key elements that should be captured, reflecting the multi-dimensional nature of SRHR while
being actionable for policy and programme design. These include:

e Supportive frameworks. Existence of laws and policies that promote SRHR, including access
to contraception, safe abortion, and information on SRHR.

o Availability of quality and affordable services. Whether quality SRHR services
(e.g. contraception, safe abortion, maternal healthcare, STI prevention and treatment) are
accessible geographically, operationally and financially.
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e Access to information. This includes awareness of SRHR rights and available services;
access to accurate, comprehensive, and unbiased information about SRHR services including
different family planning options and information about potential side effects; and age-
appropriate, gender-sensitive, and comprehensive sexuality education.

e Sexual and reproductive autonomy. The ability to make informed, voluntary decisions about
sexual and reproductive health without coercion or external pressure. This includes the need
for contextually relevant measures focused on individual agency and personal preferences.

e« Couples’ dynamics, social norms and attitudes. Household dynamics, partner influence, and
community norms impact reproductive choices, as well as stigma and service provider bias.

e Adolescents’ needs. Existing indicators often overlook adolescents and young people leaving
a gap in understanding their needs.

Note: Participants include Boniface Ushie, Principal Consultant, Beshi King Development Services; Claire Rothschild, Senior Research
Advisor for Sexual Reproductive Health (SRH) Strategic Evidence and Learning, Population Services International; Dana Loll, Research &
Evaluation Officer, Johns Hopkins Center for Communication Programs; Emebet Wuhib-Mutungi, Global SRHR Hub and Practice Lead,
Plan International; Emilie Filmer-Wilson, Human Rights Adviser, UNFPA; Isha Bhatnagar, Senior Research Officer, Equimundo; Joseph
Molitoris, Associate Population Affairs Officer, United Nations; Leigh Senderowicz, Assistant Professor of Gender & Women's Studies, and
Obstetrics & Gynecology; Mengjia Liang, Technical Specialist, SDG Data and Research, UNFPA; Sarah Compton, Research Associate
Professor, Institute for Healthcare Policy and Innovation, University of Michigan; Vladimira Kantorova, Population Affairs Officer, UNSD.
Source: Authors’ notes.

3.1. Extending the scope of SRHR indicators

Extending the scope of SRHR indicators is essential to fully understand the barriers and enablers shaping
women’s and adolescents’ SRHR. Traditional metrics, such as maternal mortality ratios and contraceptive
prevalence, provide valuable benchmarks but fail to fully reflect relational dynamics, the quality of care,
and the influence of discriminatory social norms. Without addressing these gaps, data systems risk
misalignment with global SRHR commitments.

3.1.1. Focusing on reproductive autonomy and agency

Since the 1994 International Conference on Population and Development, the family planning discourse
has shifted away from population control towards modern goals of sexual and reproductive autonomy. Yet,
fertility reduction and contraceptive uptake remain priorities in policy and programme design, often to the
detriment of individuals’ preferences and needs. Alternative metrics, such as contraceptive autonomy
(Senderowicz, 2020;ss)), centre on informed, full and free choice.

¢ Informed choice: Ensures individuals receive accurate information about contraceptive methods,
side effects, and alternatives, enabling decisions aligned with personal needs.

e Full Choice: Evaluates whether individuals can exercise their contraceptive autonomy in practice,
easily accessing affordable and comprehensive options despite supply- and demand-side
challenges such as affordability or social norms and stigma.

e Free Choice: Measures whether contraceptive decisions are voluntary and free from coercion,
aligning with ethical standards and reproductive justice goals.

These dimensions align with the World Health Organisation’s principle of person-centred care,
emphasising individuals’ expertise in navigating their circumstances and decisions.
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3.1.2. Addressing both access and quality issues

Qualitative dimensions of SRHR, such as user satisfaction and quality of care, remain under-measured,
limiting policymakers’ ability to enhance service delivery and tackle user-centred barriers. For instance,
while the maternal mortality ratio provides essential benchmarks for maternal health, it fails to capture the
quality of care women receive. Similarly, metrics on family planning primarily focuses on access to services
but neglect critical factors. For instance, in 2012, the WHO reported that 33% of women using
contraception reported dissatisfaction due to limited choices or adverse side effects (World Health
Organization, 2012;s6)). Concurrently, measures such as contraceptive prevalence or the unmet need for
family planning often fail to account for user satisfaction, side effects, availability of diverse contraceptive
options, decision-making autonomy, or even coercion (Upadhyay et al., 2014s7).

Indicators like adolescent fertility rates provide insights into early pregnancy trends but fail to reflect
whether adolescents have access to comprehensive sexuality education (CSE) or the ability to make
informed decisions. They overlook adolescents’ needs and preferences, as well as underlying gender
norms and the availability of services such as safe abortion.

Health surveys should include both qualitative and quantitative data collection components to assess the
quality of SRHR services and access to unbiased, accurate information. Measures like informed choice
and service satisfaction provide a deeper understanding of user-centred barriers, enabling policymakers
to refine service delivery and tailor interventions to meet individuals’ needs effectively. By addressing both
access and quality, data systems can better support equitable, rights-based approaches to SRHR.

3.1.3. Incorporating social norms and gender power dynamics

Social norms and power dynamics affect reproductive decision making. Family planning and reproductive
health decisions frequently occur within relationships where gender dynamics, communication patterns,
and power imbalances play a significant role. For example, studies in sub-Saharan Africa show that partner
disapproval is a leading reason for unmet contraceptive needs, yet such relational dimensions are rarely
captured in existing data systems (OECD, 2023y9}). Such behaviour is embedded in social norms that reflect
restrictive gender roles that naturally grant men decision-making power which can further impact their
partner’s mobility, financial independence and access to information and services.

Social norms and stigma also affect reproductive autonomy outside a relationship. Peers, communities
and healthcare providers are not immune to the dominant norms which can constraining individuals’ ability
to exercise their SRHR. For instance, surveys conducted in low- and middle-income countries showed that
up to 25% of women face barriers related to stigma, spousal disapproval, or inadequate health worker
training when seeking contraception (Focus 2030, 2024 ss)).

To address these gaps, data collection tools should include metrics that reflect couples’ decision-making
processes and household power dynamics, as well as individuals’ attitudes and behaviour towards SRHR.
Integrating these relational aspects can help policymakers design more targeted interventions that
consider the influence of partners, family structures and community norms on reproductive choices.
Collecting data on attitudes, stigma, and enabling environments will allow for more targeted interventions
that address the root causes of inequality and improve SRHR outcomes.

3.2. Strengthening SRHR data systems: Insights from the OECD Expert
Workshop

The OECD Development Centre’s expert workshop on “Alternative Measures for Reproductive Autonomy”
offered critical insights into the limitations of current SRHR indicators and proposed actionable pathways
for improvement. Discussions highlighted the need for data systems that reflect the multi-dimensional
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nature of SRHR, moving beyond traditional metrics to capture autonomy, quality, and the influence of
relational and social dynamics.

3.2.1. Promoting the inclusion of alternative measures in global databases and national
systems

Collective efforts among researchers, policy and programme implementers and data providers to rethink
how sexual and reproductive autonomy can be measured more effectively are increasingly underway (see
Box 11). However, more work and exchanges are needed to gain consensus on the sub-topics of SRHR
that should be measured more predominantly, how they can be measured and integrated in global
frameworks beyond the 2030 Agenda and SDGs.

Alternative measures exist but their complexity bears challenges for data collection. Workshop participants
stressed the difficulty in increasing data coverage as relevant questions used to compute innovative SRHR
metrics are not yet standard questions in relevant demographic and health surveys. Specifically, measuring
complex concepts requires asking multiple questions in a survey. More efforts are thus needed to develop
and test survey tools that allow data collection for novel indicators in a time- and cost-efficient manner.
Only then will it be possible to mainstream the inclusion of alternative measures in global data bases and
national systems.

Box 11. Good practice: Example from alternative measures for reproductive autonomy

Several innovative approaches provide valuable lessons for addressing SRHR data and measurement
challenges:

e SDG 5.6.1. It measures the proportion of women aged 15—49 who make their own decisions
regarding sexual relations, contraceptive use, and reproductive health. This indicator highlights
autonomy and decision-making power, aligning with a rights-based approach to SRHR.
Currently, SDG 5.6.1 covers 69 countries.

o SDG 5.6.2. It measures the number of countries with laws and regulations that guarantee full
and equal access to sexual and reproductive healthcare, information and education. This
indicator takes into account third party consent requirements and parallel legal systems that
may contradict the national laws. Currently, SDG 5.6.2 covers 153 countries.

e Contraceptive Autonomy Measure. It addresses limitations of standard indicators by focusing
on three pillars: informed, full, and free choice. This approach tailors criteria to individuals’
contraceptive status (e.g. users vs. non-users) and considers both supply- and demand-side
factors. The measure has been tested in 2018 in Burkina Faso.

e The reproductive autonomy scale. |t measures women’s ability to decide if and when to
become pregnant. This tool includes dimensions of control, coercion, and external influence,
providing a nuanced understanding of reproductive empowerment.

Source: (United Nations, 2023s9; Senderowicz et al., 2023s0;; Upadhyay et al., 2014s7)).
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3.2.2. Improving data disaggregation

Disaggregated data is essential for uncovering disparities within and across populations, yet significant
gaps persist. National averages often obscure the challenges faced by vulnerable groups such as
adolescents, displaced women, and individuals with disabilities. Participants of the expert workshop
highlighted the importance of adopting an intersectional approach to data collection by increasing the
availability of disaggregated data. According to UNFPA, for instance, only 20% of countries disaggregate
SRHR data by age, marital status, or disability, despite evidence that these factors significantly influence
SRHR outcomes (United Nations, 2022;1;). Such granularity is critical for designing inclusive programmes
that address the unique challenges of underserved populations. For example, data on adolescents’ access
to comprehensive sexuality education can reveal gaps in service delivery that perpetuate early
pregnancies and poor health outcomes. Including displaced women and other marginalised groups in
surveys ensures that their SRHR needs are not overlooked in policy and programme design.

Investments in national statistical systems are crucial to strengthening disaggregated data collection. This
includes technical assistance, capacity building, and funding support to ensure consistent and high-quality
data reporting across regions. Enhanced collaboration between countries and international organisations
can also harmonise data systems, enabling more effective cross-country comparisons and progress
tracking.

3.2.3. Reflecting social norms and sensitivities in data collection

The deeply personal and culturally sensitive nature of SRHR topics poses challenges for accurate data
collection. Issues such as abortion and adolescents’ SRHR are often underreported due to stigma and
social desirability bias. For example, individuals may avoid disclosing their contraceptive use or
experiences with abortion for fear of judgment or backlash. This underreporting skews data and limits the
ability to design interventions that address these sensitive issues effectively.

Workshop discussions emphasised the importance of participatory research methods and culturally
appropriate data collection tools. Engaging communities directly in the research process can build trust
and ensure that data reflects lived realities. Leveraging digital technologies, such as anonymous surveys
and real-time data collection platforms, can also mitigate stigma-related barriers and enhance accuracy.
Furthermore, training researchers and data providers on culturally sensitive methodologies ensures that
data collection is respectful, reliable, and aligned with local contexts.
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4 Policy recommendations and
conclusion

Achieving universal access to SRHR is a necessity from a health, human rights and gender equality
perspective, but requires tackling a wide range of systemic, legal, social and practical barriers. It is not
always a problem of resources: while the lack of quality healthcare infrastructure does mostly affect the
poorer countries, discriminatory social institutions undermine SRHR worldwide. This section outlines policy
recommendations to transform restrictive laws, discriminatory attitudes and behaviours, so as to accelerate
progress towards universal access to SRHR.

4.1. Strengthen healthcare systems and service delivery

While not the primary focus of this paper, strengthening healthcare systems is a critical part of the holistic
approach needed. Policymakers, in collaboration with development partners, and where relevant the
private sector, civil society and philanthropic actors, should:

e Invest in high-quality healthcare services, especially in underserved areas and integrate SRHR
service provision in universal health coverage plans.

e Leverage innovative solutions such as telemedicine to reach underserved populations while
addressing inequities in access to technology.

e Develop training programmes for healthcare providers, midwives and nurses to deliver gender
sensitive, adolescent-friendly and bias-free SRHR advice and services. Development partners and
philanthropies should support these efforts.

4.2. Enact and reform laws and policies

In line with international and regional frameworks such as CEDAW or the Maputo protocol and
recommendations by the United Nations Committee on the Rights of the Child, policymakers should enact
legal reforms to ensure the protection and advancement of universal SRHR and establish effective
mechanisms for law enforcement. In consultation with legal and women'’s rights experts, policymakers
should focus on:

o Eliminating legal requirements for third-party consent to access contraceptives and other SRHR
services, ensuring that women and adolescents can make autonomous decisions.

e Setting clear and equitable legal standards regarding the appropriate age of consent for medical
services, including contraception and HIV testing, without gender biases.

e Combatting harmful practices by establishing 18 as the minimum legal age for marriage, without
exceptions and criminalising FGM/C with strict penalties for perpetrators, including provisions for
extraterritorial jurisdiction.
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¢ Decriminalising consensual sexual relations among adolescents while balancing protection and
autonomy in line with the International Convention on the Rights of the Child.

e Removing educational bans for pregnant and parenting adolescents and strengthen gender-based
violence protections within the education system.

e Guaranteeing free or subsidised access to all forms of contraception and update laws to ensure
safe and legal abortion services under all essential circumstances as recommended by CEDAW.

4.3. Transforming discriminatory social norms

Transforming harmful social norms is essential to advancing SRHR. Governments, in collaboration with
development partners, civil society, philanthropic and private sector actors should:

e Leverage educational entertainment and mobilise local influencers to address attitudes and social
norms that perpetuate stigma around reproductive health and sexuality, uphold unequal power
dynamics, and tolerate harmful practices such as FGM/C and child marriage.

e Engage men and boys as allies by implementing programmes to address restrictive norms of
masculinity, promote gender-equitable decision making and raise awareness about GBV. These
programmes should also provide safe spaces for boys and men to reflect and learn how to adopt
more equitable attitudes and behaviours.

e Collaborate with gatekeepers such as community and religious leaders but also parents and
support local initiatives such as gender school clubs to engage adolescents in discussions on
power hierarchies, gender values, and equitable attitudes.

e Allocate dedicated budgets to monitor the success of social norms interventions and ensure
sustainable, long-term changes.

4.4. Deliver comprehensive sexuality education (CSE)

The delivery of comprehensive CSE provides children and adolescents with the knowledge and skills they
need to protect their health and exercise their rights.

e Civil society and development partners should promote CSE as a long-term approach to effectively
address health challenges, promote gender equality, and ensure the rights of children and
adolescents.

e Policymakers should adopt evidence-based, age- and culturally appropriate CSE curricula,
inclusive of topics such as gender norms and power dynamics. To improve acceptance and impact,
parents, youth and religious leaders should be involved in the design and delivery of CSE.

e Policymakers should work with civil society organisations and philanthropies to ensure CSE is
available in both formal and informal settings and reaches out-of-school children.

e Key stakeholders should design budgetary tracking mechanisms to monitor investments in CSE,
including training programmes for educators and community facilitators.

4.5. Enhancing data and measurement

Accurate, comprehensive and disaggregated data is essential to identify persisting barriers, monitor trends
and underpin gender-transformative policymaking. Longstanding SRHR indicators must be complemented
by more comprehensive measures that embrace concepts such as quality of care, personal preferences
and reproductive agency. Policy makers, researchers and development partners should prioritise
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developing and implementing multi-dimensional SRHR measures that reflect both structural and societal
factors and collaborate with national statistical offices and other data providers, including health care
facilities and civil society organisations, to collect this data. Key actions include:

e Expand and refine SRHR indicators: Move beyond traditional metrics focused solely on health
outcomes by incorporating measures that reflect reproductive autonomy, decision-making power,
and the influence of social norms. This includes capturing relational and social dimensions such
as household dynamics, couples’ decision making and community attitudes.

e Address gaps in data disaggregation: Ensure SRHR data is disaggregated by age, gender, marital
status, disability and geographic location to uncover disparities and better target interventions.

¢ Invest in data collection and dissemination: Strengthen national capacities to collect reliable data,
adopt participatory approaches and leverage technology for real-time data collection. Ensure that
data is widely disseminated and integrated into global databases for evidence-based policymaking.
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Notes

' Benin, Democratic Republic of the Congo, Lesotho, Mauritania, Nigeria and South Sudan have national
laws related to pregnant girls’ and mothers’ right to education. Cabo Verde, Cbte d’lvoire, Gabon and
Rwanda have policies or strategies that provide “continuation”. Botswana, Burundi, Cameroon, Gambia,
Kenya, Liberia, Madagascar, Malawi, Mozambique, Namibia, Senegal, South Africa, Swaziland, Zambia
and Zimbabwe have “re-entry” policies that set out conditions for adolescent mothers.
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Annex A. Legal developments in reproductive
rights

Across the world, several countries have undertaken law reforms to enhance women'’s access to safe and
legal abortion. In contrast, a growing number of countries is curbing women’s reproductive rights. For

instance:

Law reforms restricting women’s and girls’ access to safe and legal abortion

Honduras: In 2020, Honduras amended its Constitution to prohibit abortion outright, sending a
strong signal as the law already prohibited abortion under any circumstances.

Hungary: While abortion has been legal since 1953 (upon request until 12 weeks of pregnancy and
also beyond the gestational limit when interrupting the pregnancy is necessary to save the woman'’s
life or preserve her health). Hungarian women are now subject to a mandatory ultrasound where
they must listen to the foetus’ heartbeat before they can have an abortion.

Poland: In 2020, Poland’s Constitutional Tribunal ruled that abortions in cases of foetal impairment
are unconstitutional, which translates into a near-total ban, as most abortions prior to the ruling
were performed due to foetal abnormalities.

United States: In 2022, the Supreme Court overturned the landmark ruling Roe v. Wade which
constitutionally granted women’s right to abortion. Since then, several states have reformed their
laws to prohibit abortion or to restrict access to abortion, for instance by limiting the gestational
limit.

Law reforms enhancing access to safe and legal abortion

Argentina: The Voluntary Interruption of Pregnancy Bill was passed by the National Congress in
December 2020 which liberalises and protects women'’s rights to access a safe and legal abortion
until the fourteenth week of pregnancy. Prior to 2020, abortion was banned and criminalised unless
it was to save the woman'’s life or the result of rape or incest.

Benin: The Law on Sexual and Reproductive Health was amended in 2021, granting women
access to safe and legal abortion on all essential and socio-economic grounds until the twelfth
week of pregnancy.

Colombia: The recent ruling of the Constitutional Court of Colombia in 2022 decriminalised abortion
in all cases up to 24 weeks of pregnancy. Beyond the gestational limit, abortion remains legal when
the pregnancy represents a risk to the health or life of the woman or is the result of rape.

France: In 2023, the Senate voted in favour to include women’s right to voluntary termination of
pregnancy in the Constitution, after the National Assembly had adopted the bill in 2022.

Gabon: Before 2021, abortion was illegal and criminalised. An amendment to the Penal Code of
Gabon introduced for women the possibility of having an abortion when the mother's life is in
danger, if the pregnancy is the result of rape or incest, or in the case of foetal impairment.
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India: In 2021, the Indian Supreme Court ruled that different gestational limits based on marital
status were unlawful. Previously, under the Medical Termination of Pregnancies Act (1971),
married women could have abortions up to 24 weeks into their pregnancies, but single women
were limited to 20 weeks.

Kenya: In 2022, the High Court of Kenya ruled that “abortion care is a fundamental right under the
Constitution and that arbitrary arrests and prosecution of patients and healthcare providers seeking
or offering such services is illegal”.

Korea: In April 2019, South Korea’s Constitutional Court ruled that the ban on abortion was
unconstitutional and mandated the National Assembly to revise the law by 31 December 2020. In
the absence of a legal revision, abortion in South Korea was decriminalised on 1 January 2021

Mexico: In 2021, the Mexican Supreme Court ruled that penalising abortion is unconstitutional.
Since then, several states have amended their laws to decriminalise and legalise abortion up to
12 weeks of pregnancy.
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