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My name is Aram Schvey, and I serve as Policy Counsel at the Center for Reproductive Rights.
The Center is a global human rights organization that uses constitutional and international human rights
law to promote women’s equality by establishing and protecting their access to reproductive health care
and their control over reproductive health decisions as fundamental rights that all governments around
the world must respect, protect, and fulfill. We work in the U.S., Latin America, Sub-Saharan Africa,
Eastern Europe, and Asia on a wide range of reproductive health and rights issues, including the right to
access contraception, and the obligation of governments to fund contraception. Our recent work
includes a study on European standards for government funding of contraception, documentation of the
human rights violations stemming from the Manila municipal government policy to bar contraception in
government clinics, and successful litigation against the U.S. Food and Drug Administration regarding
over-the-counter sales of emergency contraception. Because the Center dedicates itself equally to
addressing domestic and international reproductive rights violations, it is uniquely positioned to address
the subject of my remarks – the human rights basis for why contraception and family planning services
constitute preventive services that should be included in the insurance plans.
Contraception and family planning services, including emergency contraception, should be
included among the preventive services offered by insurance plans for two human rights-based reasons:
first, human rights law requires that contraception and family planning services be widely available,
including through insurance; and second, human rights law specifically requires that vulnerable
minorities have access to contraception and family planning services.
According to the Guttmacher Institute, the average American woman would like to have only
two children; to accomplish this, she will have to rely on contraceptives for about 30 years.1 Not
surprisingly, virtually all sexually active women – over 99 percent – have used a contraceptive method at
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some point. But unfortunately, the rate of contraceptive use remains inconsistent. More than ten
percent of fertile, sexually active women, who do not wish to become pregnant, do not use
contraception. The rate among teens is nearly twice that – a full 19 percent of women between 15 and
19, who do not wish to get pregnant, do not use contraception.2 Consequently, unintended
pregnancies, and in particular unintended teen pregnancies, remain extremely common, comprising
fully half of the six million annual pregnancies in the United States.3 These three million annual
unintended pregnancies pose serious dangers both for the pregnant women and, in the case of the
approximately fifty percent of unintended pregnancies that are taken to term, for the baby.4 Evidence
shows that mothers of unintended children are at a greater risk of morbidity and are more likely to
experience dysfunctional labor, gestational diabetes, and hypertension.5 They are also at a greater risk
of physical abuse,6 less likely to stay in school, more likely to live in poverty, and more likely to rely on
public assistance; and the children who result from these unintended pregnancies are more likely to be
exposed to harmful substances like alcohol or tobacco in utero, more likely to have a low birth weight,
more likely to die in their first year, and more likely to be abused.7
The government’s failure to ensure that all women have access to contraception – and
America’s corresponding fifty percent unintended pregnancy rate – represent not only profound publichealth failures, but also a significant human rights concern, implicating the rights to nondiscrimination
and to health. These rights are recognized by the international community and are set forth in the
major international human rights treaties to which the U.S. is a party or signatory.
For example, the United States has ratified the International Covenant on Civil and Political
Rights. That treaty requires that states “guarantee to all persons equal and effective protection against
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discrimination on any ground,” including sex.8 Such sex discrimination includes discrimination relating
to family planning. The Committee on Economic, Social and Cultural Rights – the treaty body that
monitors compliance with the International Covenant on Economic, Social and Cultural Rights – a treaty
the United States has signed – has explained that “[t]o eliminate discrimination against women,” States
should “provide access to a full range of high quality and affordable health care, including sexual and
reproductive services.”9 According to the Committee, such health care goods and services, including
contraception, must be, “whether privately or publically provided, affordable for all, including socially
disadvantaged groups.”10
The link between women’s right to equality and their access to contraception and family
planning services is also spelled out in the Convention on the Elimination of All Forms of Discrimination
Against Women (CEDAW) – a treaty that the United States has also signed, and about which a Senate
subcommittee is holding hearings later this week. The Convention requires that states “eliminate
discrimination against women in the field of health care in order to ensure, on a basis of equality of men
and women, access to health care services, including those related to family planning.”11 And the
CEDAW Committee, which monitors treaty compliance, has called on states to “[e]nsure the removal of
all barriers to women's access to health services…including in the area of sexual and reproductive
health.”12 The Committee has repeatedly expressed concern to states over women’s lack of access to,
and low use of, contraceptives,13 and has urged governments to improve access to prevention methods
through increased insurance coverage14 and greater attention to their costs.15 These prevention
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methods, the Committee has stated, should include “a wide range of contraceptive methods, including
emergency contraception.”16
While the population-wide statistics on contraceptive access and unintended pregnancies paint
a troubling picture, the statistics with respect to contraceptive access and use among minorities are
nothing short of alarming. Over the past fifteen years, the rate of contraception use among low-income
women of color has declined. Today, African-American women are three times more likely than white
women to have unintended pregnancies, and low-income Latinas are about twice as likely as lowincome white women to have them. In light of many African-American women’s limited access to
health care relative to white women, discrimination in healthcare facilities, and other factors, AfricanAmerican women are four times more likely to die of pregnancy-related complications than white
women – a disparity that has not improved over the past 20 years.17
This intolerable racial disparity represents a profound violation of human rights. The United
States has ratified the Convention on the Elimination of All Forms of Racial Discrimination; the treaty,
which is binding on the United States, requires states parties to “eliminate racial discrimination in all its
forms and to guarantee the right of everyone, without distinction as to race, colour, or national or
ethnic origin, to equality before the law, notably in the enjoyment of…the right to public health [and]
medical care.”18 Compliance with the treaty is monitored by the Committee on the Elimination of Racial
Discrimination. In 2008, the Committee reviewed the United States’ compliance, and specifically cited
the high rate of unintended pregnancies among minorities as a possible treaty violation: “The
Committee regrets that…wide racial disparities continue to exist in the field of sexual and reproductive
health, particularly with regard to…the high incidence of unintended pregnancies and greater abortion
rates affecting African American women…”19 In order to address this human rights treaty violation, the
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Committee recommended that the United States “address persistent racial disparities in sexual and
reproductive health…by…[f]acilitating access to adequate contraceptive and family planning methods”
and by “[p]roviding adequate sexual education aimed at the prevention of unintended pregnancies and
sexually-transmitted infections.”20
Less than two weeks ago, the United States underwent its Universal Periodic Review, a process
by which the U.N. Human Rights Council, of which the United States is a member, reviews the human
rights record of every nation. Again, the question of high rates of unintended pregnancies among
minorities was raised during the review, when the U.S. delegation was asked the following question:
“African American women and Latinas have a significantly higher risk of maternal mortality, sexually
transmitted infections and unintended pregnancy. What steps does the U.S. government plan to take to
address the disparities in reproductive and sexual health?”21 The U.S. representative responded by
stating that the healthcare reform law would address these disparities. Whether or not the new
healthcare legislation does, in fact, address these glaring racial disparities in reproductive health will
largely depend on whether contraception and family planning services, including emergency
contraception, are included as “preventive services” for women. We at the Center for Reproductive
Rights urge you to do so.
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