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The ability of women to control their own fertility is absolutely fundamental to 
women’s empowerment and equality. When a woman can plan her family, she  
can plan the rest of her life. When she is healthy, she can be more productive. 
And when her reproductive rights . . . are promoted and protected, she has  
freedom to participate more fully and equally in society. Reproductive rights  
are essential to women’s advancement. 

— thoraya a. obaid, unFpa executive director (2009)
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CenteR FoR RepRoduCtIve RIGhts’ MIssIon
The center for Reproductive Rights uses the law to advance reproductive 
freedom as a fundamental human right that all governments are legally 
obligated to protect, respect, and fulfill.

FReedoM oF ChoICe slovakIa’s MIssIon 
Freedom of choice Slovakia is a feminist nongovernmental organization 
that seeks to contribute to creating a society in which individuals have 
a real “freedom of choice” without restrictions determined by gender 
stereotypes, and in which gender equality, diversity and justice are key 
social values.

CItIzen, deMoCRaCy and aCCountabIlIty’s MIssIon 
citizen, Democracy and accountability is an independent civic 
association that promotes the values of open society based on civic 
responsibility and the accountability of public authorities. one of cDa’s 
primary aims is to assert everyone’s rights to human dignity and to 
protection from discrimination, as well as to assert the human rights  
of women. 
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Contraceptives in slovakia are not covered by public health 
insurance, making them inaccessible to many women 
and adolescent girls. the lack of accurate, unbiased and 
comprehensive information on modern contraceptives further 
inhibits their access.  
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abstinence: Refraining from any kind of sexual activity. 
“periodic abstinence” refers to refraining from sexual 
intercourse when the woman could become pregnant.

beijing declaration and platform for action: consensus 
document adopted by states participating in the 1995 
u.n. Fourth World conference on Women.

bishops’ Conference: in the Roman catholic church, 
the conference of bishops (or national conference of 
bishops) is an official assembly of all bishops of a  
given territory.

Catholic Church hierarchy: in the catholic church, 
“hierarchy” is used in a variety of ways, but it is literally 
defined as “holy government.” The hierarchal nature of 
the church is considered to be of divine institution and 
essential to the church itself. 

Cedaw: convention on the elimination of all Forms 
of Discrimination against Women. international treaty 
codifying states’ duties to eliminate discrimination against 
women.

Cedaw Committee: committee on the elimination of 
Discrimination against Women. u.n. body responsible for 
monitoring states’ compliance with ceDaW.

Cee: central and eastern europe. countries in the 
cee region include albania, bosnia and herzegovina, 
bulgaria, croatia, czech Republic, estonia, hungary, 
latvia, lithuania, Macedonia, Montenegro, poland, 
Romania, Serbia, Slovakia, and Slovenia.

Children’s Rights Committee: u.n. body responsible for 
monitoring states’ compliance with the convention on the 
Rights of the child.

Civil and political Rights Covenant: international 
covenant on civil and political Rights. international treaty 
protecting individuals’ civil and political human rights.

Coitus interruptus/withdrawal: The practice of withdrawing 
the penis from the vagina and away from a woman’s 
external genitals before ejaculation in order to prevent 
pregnancy.

Convention on the Rights of the Child: international treaty 
upholding the human rights of children. 

Council of europe: Regional intergovernmental body 
consisting of 47 european Member States dedicated to 
promoting the human rights and fundamental freedoms 
of european citizens and residents.

economic, social and Cultural Rights Covenant: 
international covenant on economic, Social and cultural 
Rights. international treaty protecting individuals’ 
economic, social, and cultural human rights.

emergency contraception: Drugs that act to prevent 
ovulation and/or fertilization within the first few days after 
intercourse in order to prevent pregnancy. 

esCR Committee: committee on economic, Social and 
cultural Rights. u.n. body responsible for monitoring 
states’ compliance with the economic, Social and 
cultural Rights covenant.

eu: european union. Regional body consisting of 27 
Member States dedicated to promoting european 
integration. “old(er) Member States” refers to the 
15 countries that were part of the eu before its 
enlargements in 2004 and 2007: austria, belgium, 
Denmark, Finland, France, Germany, Greece, ireland, 
italy, luxembourg, the netherlands, portugal, Spain, 
Sweden, and the united kingdom. “new(er) Member 
States” refers to the 12 countries that joined the eu 
in 2004 or 2007: bulgaria, cyprus, czech Republic, 
estonia, hungary, latvia, lithuania, Malta, poland, 
Romania, Slovakia, and Slovenia. 

european Committee of social Rights: committee 
responsible for monitoring states’ compliance with the 
european Social charter and the Revised european 
Social charter.

european social Charter: council of europe treaty 
guaranteeing social and economic human rights. 
Reference includes the Revised european Social charter. 

Family planning: The ability of individuals and couples 
to anticipate and attain their desired number of children 
and the spacing and timing of their births. it is achieved 

GlossaRy and CoMMon aCRonyMs
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through use of contraceptive methods and the treatment 
of involuntary infertility. 

hormonal contraceptives: oral pills, injectables, hormone-
releasing implants, skin patches, vaginal rings, and some 
iuDs. 

human Rights Committee: u.n. body responsible for 
monitoring states’ compliance with the civil and political 
Rights covenant.

International Conference on population and development: 
u.n. conference held in cairo in 1994, where world 
leaders, high-ranking officials, representatives of nGos, 
and u.n. agencies gathered to agree on a programme 
of action to address issues related to population and 
development.

Iud: intrauterine device. a small device that is inserted 
into a woman’s uterine cavity to prevent pregnancy and is 
effective for up to 12 years depending on the type used.

Modern contraceptives: clinic and supply methods of 
contraception, including female and male sterilization; 
iuDs; hormonal methods, such as oral pills, injectables, 
hormone-releasing implants, skin patches, and vaginal 
rings; condoms; and vaginal barrier methods, such as 
the diaphragm, cervical cap, spermicidal foams, jellies, 
creams, and sponges. 

nGo: nongovernmental organization.

paCe: parliamentary assembly of the council of europe. 
assembly consisting of 318 representatives from the 
47 council of europe Member States. pace meets four 
times a year to discuss topical issues and ask european 
governments to undertake initiatives on particular issues 
(such as human rights) and report back.

pills or contraceptive pills: oral hormonal contraceptives 
that contain either estrogen and progestin, or only 
progestin.

programme of action of the International Conference 
on population and development: consensus document 
adopted by states participating in the international 
conference on population and Development.

sexually transmitted infection: an infection that can be 
transferred from one person to another through sexual 
contact.

sterilization: a permanent contraceptive method. 
Surgical sterilization involves an operation in which the 
fallopian tubes are cut or blocked in order to prevent 
fertilization. 

traditional methods of family planning: non-supply 
methods of contraception, including rhythm, 
withdrawal, abstinence, and lactational amenorrhoea 
(a method based on the natural postpartum infertility 
that occurs when a woman is fully breastfeeding and 
not menstruating; women must be continuously and 
exclusively breastfeeding and less than six months 
postpartum).

treaty monitoring bodies: u.n. committees that monitor 
governmental compliance with the major u.n. human 
rights treaties. These committees influence governments 
by issuing specific observations about states’ progress 
and compliance with human rights obligations and, 
in some cases, consider individual complaints against 
governments. 

u.n.: united nations.

who: World health organization. u.n. agency devoted to 
researching and promoting public health worldwide.
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Women and adolescent girls in Slovakia face numerous 

barriers to accessing modern contraceptives and 

contraceptive information. because contraceptives are not 

covered by public health insurance, their users must pay 

the full price out of pocket. Some women and adolescent 

girls—especially the most vulnerable ones, such as those 

with low incomes or in violent relationships—lack the means 

to do so. others are forced by the high cost of hormonal 

contraceptives to resort to low-quality versions that may not 

be best suited for them or to unreliable traditional methods 

of family planning such as coitus interruptus (withdrawal). 

one month’s supply of oral contraception ranges from 
7 euros (€) to over €15; a one-time dose of emergency 

contraception costs about €22; and an intrauterine device 

costs about €158—prices that are out of reach for many 

women. The latest available figures, from 2009, put the 

median monthly income for women in Slovakia at €562.51. 

The poverty line for a one-person household was €283 per 

month, and up to 11.9% of women were at risk of poverty 

in 2009. For young women, the costs are also prohibitive. 

as one pharmacist noted, young women often cannot afford 

emergency contraception and instead opt to purchase a 

pregnancy test at less than one-fifth the cost. 

The lack of accurate, unbiased, and comprehensive 

information on family planning methods further inhibits 

women’s and adolescent girls’ access to modern 

contraceptives. in many schools, sexuality education is 

either lacking altogether or inadequate, focusing only on 

reproductive organs and influenced by the religious views of 

teachers or administrators. The catholic church hierarchy, 

which plays an important role in Slovak politics and 

communities, actively advocates against the use of modern 

contraceptives and promotes traditional methods of family 

planning, such as periodic abstinence, which are often 

ineffective. Gynecologists frequently lack the time or will to 

appropriately discuss contraceptives with their patients. as 

a result, misinformation and myths about the side effects 

of contraceptives abound, undermining their use. it is 

not surprising, then, that use of hormonal contraceptives 

remains low, at 22.3%, while use of withdrawal as a family 

planning method is at approximately 32%. These figures 

stand in stark contrast to those of other european union 

countries, the majority of which subsidize contraceptives 

through public health insurance. in France, for example, 

43.8% of women use the pill and only 3.1% rely on 

withdrawal; and in Germany, over 50% use the pill and  

only 0.5% rely on withdrawal. 

The Slovak government’s failure to address the multiple 

barriers that women and adolescent girls face in accessing 

contraception runs counter to its obligations under national, 

regional, and international law, and defies sound public 

policy considerations. at the national level, the Slovak 

constitution guarantees the rights to health, to information, 

and to non-discrimination on the basis of sex. Domestic 

legislation further explicitly mandates the government to 

provide women with access to prescription contraceptives 

free of charge. however, these provisions are ignored. 

Slovakia is also party to numerous regional and international 

human rights instruments that require states to ensure that 

women and adolescent girls have access to a full range 

of sexual and reproductive health services. This obligation 

entails making acceptable and affordable contraceptive 

methods available, as well as making accurate information 

on those methods available—including by requiring 

sexuality education in schools. at the regional level, 

the european committee of Social Rights, for example, 

requires Member States to ensure that sexuality education 

is “provided throughout the entire period of schooling,” 

“forms part of the ordinary school curriculum,” that 

such education is “adequate in quantitative terms,” and 

that it is “objective, based on contemporary scientific 

evidence and does not involve censoring, withholding or 

intentionally misrepresenting information, for example as 

regards contraception and different means of maintaining 

sexual and reproductive health.” at the international level, 

binding human rights treaties such as the convention 

on the elimination of all Forms of Discrimination against 

Women require states to eliminate discrimination against 

women in all spheres of life, including access to healthcare. 

exeCutIve suMMaRy
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in 2008, the committee that monitors the convention 

emphasized that family planning services in Slovakia, of 

which contraceptives form an integral part, fell short of what 

is required under international law. The committee urged 

the government “to take measures to increase the access of 

women and adolescent girls to affordable . . . reproductive 

healthcare, and to increase access to information and 

affordable means of family planning. . . .” Slovakia is 

thus aware that human rights violations are occurring. 

Furthermore, the government may not use its own failure 

to collect adequate data on indicators such as the unmet 

need for family planning—which it is required to do under 

international law and which would enable it to develop 

effective policies—as a way to escape accountability. 

ensuring women’s access to acceptable and affordable 

contraceptives is not only required by law but also sound 

policy from an economic and public health perspective. 

an increase in contraceptive use reduces the number of 

unintended pregnancies, which, in turn, leads to savings in 

healthcare costs. Moreover, fewer unintended pregnancies 

benefit women’s health by lowering the number of induced 

abortions and reducing maternal morbidity and mortality. 

The World health organization recognized the health and 

cost benefits when it included contraceptives, including 

emergency contraception, in its list of essential drugs that 

states should make affordable to all. also aware of these 

benefits, 18 of 27 european union Member States agreed 

to fully or partially cover the cost of contraceptives through 

their public health insurance schemes. Yet, in Slovakia, 

with the exception of sterilization on health grounds, 

contraceptives for pregnancy prevention fall completely 

outside the scope of public health insurance.  

testimonies Collected* 
The testimonies gathered during our fact finding highlighted 

the many barriers, described above, that women and 

adolescent girls in Slovakia face in accessing acceptable 

modern contraceptive methods. our interviews with various 

stakeholders—women, healthcare providers, and others—

revealed broad support for subsidizing contraceptives 

through public health insurance in order to enhance 

women’s empowerment and choice and prevent unintended 

pregnancies. improving sexuality education was also seen as 

a positive step that the government should take to increase 

women’s access to contraceptives. 

Recommendations
We urge the Slovak government to ensure that its national 

laws and policies comply with international human rights 

standards and World health organization recommendations 

calling on states to ensure access to a wide range of 

modern contraceptive methods by making them affordable 

to all. We call on the Slovak government to implement 

this recommendation through public health insurance 

coverage. in addition, we call on the government to 

address contraceptive information barriers by mandating 

comprehensive, evidence-based, non-discriminatory 

sexuality education in schools and developing policies 

that ensure that women and adolescent girls obtain 

comprehensive contraceptive information from their 

gynecologists. Finally, we call on regional and international 

human rights bodies to urge Slovakia to abide by its human 

rights obligations. 
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Methodology
This report is based on research and interviews conducted 

by the center for Reproductive Rights; citizen, Democracy 

and accountability; and Freedom of choice Slovakia in april 

and September 2010. our in-depth interviews gathered 

the experiences of 29 women of reproductive age from 

different socioeconomic backgrounds from the prešov and 

košice regions of eastern Slovakia. Some women were 

single, while others were married; some women did not 

have any children, while others had given birth up to 11 

times; some women wanted more children, while others 

did not; some women were low income and relied on social 

benefits, while others were middle class; some women had 

not finished secondary school, while others had a university 

degree; some women came from towns, while others lived 

in smaller, more remote villages or Romani settlements. 

in addition, we interviewed 39 social workers, healthcare 

providers (including gynecologists and pharmacists), and 

representatives of nongovernmental organizations (nGos) 

working with women. This report also draws on research of 

national, regional, and international laws and policies and on 

other articles and published materials relevant to women’s 

and adolescent girls’ right to affordable and acceptable 

contraceptive services and information. 

The participants interviewed for the report were identified 

through national-level nGos that work with women and 

adolescents, as well as through other contacts of citizen, 

Democracy and accountability and Freedom of choice 

Slovakia.

To protect their privacy, the names of all women whose 

testimonies are used throughout this report have been 

changed. The names of other stakeholders whose 

experiences are presented have also been changed,  

except where explicit permission to use the individual’s  

real name was received. 

scope and structure of the Report
This report documents legal, political, and social factors 

that make the accessibility of modern contraception a 

formidable barrier to women and adolescent girls in eastern 

Slovakia, negatively affecting their health and lives. The 

report focuses on the prevention of unintended pregnancies 

through the regular use of female-controlled contraception. 

To that end, the report primarily covers access to hormonal 

contraceptives available by prescription. however, it also 

addresses some concerns around emergency contraception, 

which is available without a prescription, and female 

sterilization, which is a surgical procedure. Given the scope 

of the report, the use of condoms is not addressed.1  

This report focuses primarily on the state’s failure to ensure 

women’s access to affordable contraceptives. it also 

addresses other structural and social barriers, such as the 

absence of mandatory, comprehensive, evidence-based 

sexuality education in schools and the limited information 

provided to women and adolescent girls during their visits to 

the gynecologist. The catholic church hierarchy’s influence 

on laws and policies is also discussed. 

The report opens with a general background that explains 

why access to contraceptive services and information is 

critical to the health and lives of women and adolescent  

girls. The next section provides a general overview of the 

situation in Slovakia, including a brief historical account of 

women’s access to contraceptive services and information, 

and a discussion of several structural and social factors that 

adversely influence such access today. it also addresses the 

current financial crisis and its impact on reproductive rights. 

The following section contains the results of the interviews 

we conducted and focuses on the key barriers documented 

in this report: lack of affordability and lack of reliable 

information. it also discusses some of the effects of barriers 

to access and ways that interviewees believe the situation 

can be improved. The last section provides an overview of 

the legal and human rights standards of the rights violations 

identified. Recommendations to key stakeholders, based on 

input by those interviewed, are included at the end of the 

report. 

MethodoloGy and  
stRuCtuRe oF the RepoRt



 CalCulated InjustICe: The Slovak Republic’S FailuRe To enSuRe acceSS To conTRacepTiveS      11 

it is evident from the results of the testimonies gathered that 

Slovakia must take action to ensure that (i) contraceptives 

are affordable and acceptable to all women and adolescent 

girls, and (ii) comprehensive, accurate, and reliable 

information on contraceptives specifically, and on sexual 

and reproductive health and rights issues generally, is 

provided both by healthcare providers and in schools. 
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the high price of contraceptives is prohibitive for some women 
and keeps others from using the method most suitable based 
on their health, personal circumstances or preferences.
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although Slovakia may have progressed economically since 

the fall of communism, as it strove to bridge the gap with 

older eu Member States, the country lags far behind others 

when it comes to reproductive rights, including access to 

contraceptives. While this report’s interview findings are 

not meant to be representative of the population at large, 

they clearly show that some women and adolescent girls 

in Slovakia face serious challenges in accessing modern 

contraceptive methods and information. 

Despite strong policy justifications, World health 

organization (Who) guidelines, and clear international 

human rights obligations, the Slovak government has failed 

to ensure that all women and adolescent girls have access 

IntRoduCtIon

Slovakia was formed on January 1, 1993, after 

czechoslovakia peacefully split into two separate states, the 

czech Republic and the Slovak Republic. it is a country in 

central europe with a population of just over five million. 

Slovakia is a parliamentary democracy with a multi-party 

system. according to the last official census, the dominant 

religion, to which about 70% of the population adheres, 

is Roman catholic.2 Slovakia was among the first group of 

central and eastern european (cee) countries to join the 

european union (eu) in 2004. because of its economic 

prosperity, Slovakia is currently one of only two cee 

countries to be part of the eurozone, the eu’s monetary 

union. 

who Model list of essential Medicines
since 1977, the world health organization has been publishing and regularly 
updating a Model list of essential Medicines. essential medicines are defined as “those 

that satisfy the priority healthcare needs of the population,” and that “are intended to be available within 

the context of functioning health systems at all times in adequate amounts, in the appropriate dosage 

forms, with assured quality, and at a price the individual and the community can afford.” The list is 

meant to “guide the procurement and supply of medicines in the public sector,” including “schemes 

that reimburse medicine costs.”1

The Model list of essential Medicines consists of two tiers. a core list “presents [the] minimum 

medicine needs for a basic healthcare system, listing the most efficacious, safe and cost effective 

medicines for priority conditions.” priority conditions “are selected on the basis of current and estimated 

future public health relevance, and potential for safe and cost effective treatment.”2 a complementary 

list includes essential medicines that may have “consistent higher costs or less attractive cost-

effectiveness.”3

underscoring the health benefits and cost-effectiveness of ensuring access to affordable and acceptable 
contraceptives, the who includes contraceptives on its core list of essential drugs. the core list includes 
oral hormonal contraceptives, injectable hormonal contraceptives, intrauterine devices (Iuds), barrier 
methods and implantable contraceptives, and emergency contraception.4 The committee on economic, 

Social and cultural Rights (eScR committee) has noted that access to drugs on this list is a core state 

obligation under the right to health.5 Thus, states must ensure that contraceptives are affordable for all 

women, whether rich or poor.   
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to a full range of affordable and acceptable contraceptive 

methods. The price of contraceptives is prohibitive for some 

women, while it keeps others from using the method that 

would be best suited for them. Some of the most vulnerable 

women, such as women in violent relationships or those 

scraping by on a low income, suffer the most from the lack 

of financial support for contraceptives. Slovakia has also 

failed to provide women and adolescents with access to 

comprehensive and reliable information on contraceptives, 

which also limits women’s and adolescent girls’ ability to 

make free and responsible decisions regarding their fertility. 

This is in large part because sexuality education in schools, 

if provided at all, is often inadequate, focusing only on 

anatomy or influenced by religious views. The absence of 

sexuality-related discussions in the home and a lack of 

information provided by gynecologists are other barriers that 

further impede access.  

The Slovak government’s failure to gather adequate data on 

contraceptive use and the unmet need for contraceptives 

leaves the precise scope of the problem in Slovakia 

unknown. This lack of data not only stands in the way of 

developing effective laws, polices, and programs but also 

enables Slovakia to escape accountability for neglecting to 

meet the health needs of its population. existing relevant 

national and international laws and policies, including Who 

guidelines on making contraceptives (including emergency 

contraception) affordable for all, are ignored, in part due 

to the influence of the catholic church hierarchy on the 

government. This is indicative of a prevailing negative 

attitude of public officials towards women’s control over their 

own fertility and reproductive rights more generally. 

in light of these circumstances, the aims of this report 

are twofold: (i) to point out the problems in access to 

contraceptive services and information through the 

testimonies of women, healthcare providers, and other 

professionals, and (ii) to call on the Slovak government to 

undertake immediate steps to ensure that all women and 

adolescent girls have access to affordable and acceptable 

contraceptives and to comprehensive, reliable contraceptive 

information. until the situation changes, women and 

adolescent girls in Slovakia will continue to have their 

human rights violated.

The remainder of this section illustrates that access to 

contraceptives is a problem not only in Slovakia but also 

across the region and the globe. Written and published 

as the impact of the current financial crisis is being felt 

across europe, the report denounces supposed economic 

justifications for not covering contraceptives through national 

health insurance plans. Women’s empowerment, equality, 

and human rights—including economic and social rights, 

such as the right to health—require that states invest in 

increasing access to affordable and acceptable modern 

contraceptive methods and in providing accurate and 

reliable information on those methods.

access to Contraceptive services  
and Information: a Global and  
Regional problem
The lack of contraceptive availability, accessibility, and 

acceptability3 is a problem around the globe: one-third 

of diseases among women of reproductive age are the 

result of sexual and reproductive ill-health.4 Specifically, 

the unmet need for contraception often leads to abortion 

and unintended pregnancies, which in some countries 

contribute to high rates of maternal mortality and morbidity.5 

The devastating impact of an unintended pregnancy on a 

woman’s life also affects communities and societies in their 

efforts to reduce poverty.6 Marginalized women, such as  

low-income women and women subjected to sexual 

violence, are especially at risk of not being able to control 

their own fertility.7  [See box Marginalized Women are 

especially at-Risk, p. 23.] Financial accessibility is crucial 

to increasing contraceptive use and preventing unintended 

pregnancies and all their consequences.8 in addition, 

without appropriate education and counseling on the full 

range of contraceptive methods and pregnancy risks, 

women cannot make informed decisions regarding their 

use. Yet, while it is cheaper and easier for states to address 

contraceptive access rather than deal with the economic 

and societal costs of unintended pregnancies, many 

governments are loath to take action. in failing to do so, 

states violate their international human rights obligations 

requiring them to ensure women’s access to affordable 

and acceptable contraceptive methods and to reliable and 

accurate information on those methods. 

The governments of many cee countries, including Slovakia, 

are no exception. cee countries frequently lack proper legal 

and policy frameworks for the protection of reproductive 

rights, which include the right to acceptable and affordable 

contraceptives. consequently, in many cee countries, the 

contraceptives that are available are expensive and not 

covered by public health insurance, severely restricting 

women’s access to them.9 in addition, information barriers 
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are a serious problem in central and eastern europe and 

further inhibit contraceptive access. Doctors barely counsel 

their patients on the subject and sexuality education in 

schools is often inadequate or nonexistent.10 official figures 

that would bring these issues to light—such as contraceptive 

prevalence, unmet need for family planning, and extent of 

knowledge on contraceptives—are largely unknown due 

to state failure in many cee countries, including Slovakia, 

to consistently gather appropriate disaggregated data on 

these indicators.11 This dearth of information is a formidable 

barrier to developing effective laws and policies that address 

the population’s health needs, and, moreover, enables 

public officials to remain unaccountable to the health needs 

of the people.12  

the Right to Contraceptive  
services and Information 
international human rights law requires states to 

provide women with access to a full range of sexual and 

reproductive health services, which includes making 

acceptable and affordable contraceptive methods available. 

it also includes providing sufficient and appropriate 

information on those methods. These obligations are 

grounded in numerous internationally recognized 

human rights, including the rights to equality and non-

discrimination, the right to privacy, the right to decide the 

number and spacing of children, and the right to health. 

The eScR committee has made clear that the right to 

health encompasses the right to sexual and reproductive 

health, which obligates states to ensure affordable access 

to contraceptives13 and family planning information.14 

The committee has explicitly stated that all drugs on the 

Who Model list of essential Medicines, which includes 

contraceptives and emergency contraception,15 should be 

made accessible to all.16 it has also expressed the view that 

lack of access to contraception and to sexuality education 

are violations of the right to health.17 States thus have an 

obligation to provide all women with access to affordable, 

acceptable, and good-quality contraceptives. at the regional 

level, the parliamentary assembly of the council of europe 

the Right to sexual health 
sexuality is a characteristic of all human beings and a fundamental aspect of 
an individual’s identity.1 The Who’s working definition of sexuality recognizes that it is a central part 
of human life and 

encompasses sex, gender identities and roles, sexual orientation, eroticism, pleasure, intimacy and  
reproduction. Sexuality is experienced and expressed in thoughts, fantasies, desires, beliefs, attitudes, values,  
behaviours, practices, roles and relationships. While sexuality can include all of these dimensions, not all of them  
are always experienced or expressed. Sexuality is influenced by the interaction of biological, psychological, social, 
economic, political, cultural, ethical, legal, historical, religious and spiritual factors.2

access to sexual healthcare is an important component of sexuality. indeed, human rights standards 

recognize that the right to health includes the right to sexual health.3 The programme of action of the 

international conference on population and Development defines reproductive health as including care 

for “sexual health, the purpose of which is the enhancement of life and personal relations, and not merely 

counselling and care related to reproduction and sexually transmitted diseases.”4 The possibility of having 

pleasurable and safe sexual experiences free of discrimination is also reflected in the Who’s and the u.n. 

Special Rapporteur on the Right to health’s definitions of sexual health.5 

While these definitions demonstrate that sexuality and the right to sexual health are far more than a matter 

of physiological or sexual activity, they are often expressed this way. unfortunately, rather than enriching 

personal relationships, intimacy, and pleasure, the expression of sexuality is often a cause of distress, 

especially for women and adolescent girls who cannot afford contraception and face the possibility of 

an unintended pregnancy. The right to sexual health obligates states to ensure access to sexual and 

reproductive healthcare services, including contraceptives.
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disaggregated by relevant grounds, including gender, age, 

and ethnicity.21

Governments have clear international human rights 

obligations—as well as compelling economic, social, and 

public health reasons—to ensure women’s access to 

affordable and acceptable contraceptives and information 

and to collect data on the realization of those obligations. 

however, the Slovak government has largely ignored these 

obligations and policy justifications. The committee on 

the elimination of Discrimination against Women (ceDaW 

committee) recognized this failure in 2008 when it 

emphasized that family planning services in Slovakia, of 

which contraceptives form an integral part, fell short of what 

is required under international law. The committee urged 

the government “to take measures to increase the access of 

women and adolescent girls to affordable . . . reproductive 

healthcare, and to increase access to information and 

affordable means of family planning. . . .”22 The findings of 

this report bolster the ceDaW committee’s observations and 

reveal that women in Slovakia face significant barriers to 

accessing contraceptives. 

policy justifications for access 
to acceptable and affordable 
Contraceptives
besides being a component of the right to health, ensuring 

that women have information on and access to modern 

contraceptive methods is sound policy from both an 

economic and public health perspective. if the state has 

accurate data on contraceptive prevalence and the unmet 

need for family planning, it can develop effective laws and 

policies, which can result in increased contraceptive use 

and reduced numbers of unintended pregnancies—leading, 

in turn, to savings in healthcare costs.23 in addition, fewer 

unintended pregnancies benefit women’s health.24 When 

women are empowered with the information and the 

means to plan whether and when to have children, they 

are able to avoid frequent, unhealthy pregnancies and the 

complications that accompany them. every year, modern 

contraceptives help prevent 215,000 pregnancy-related 

deaths and 2.7 million infant deaths worldwide.25 Moreover, 

according to a Who study, foreseeing the unmet need 

for family planning “has the potential to decrease 71% 

of unwanted pregnancies,” and lead to “22 million fewer 

unplanned births, 25 million fewer induced abortion[s] and 

7 million fewer miscarriages.”26 

(pace)—the representative body of europe’s human rights 

system, the council of europe—adopted a resolution in 

2008 urging states to make contraceptives accessible 

and affordable, as well as ensure sexuality education in 

schools in order to prevent unwanted pregnancies and 

avoidable abortions.18 Moreover, denying access to services 

that only women need violates their fundamental rights to 

equality and non-discrimination—hallmark principles of 

international human rights law enshrined in major regional 

and international treaties.19 

Regional and international human rights standards pay 

special attention to marginalized women—for example, 

poor women, women in rural areas, and young women—

regarding information on and acces to contraceptives.20 

in addition, to ensure that states are fulfilling their 

human rights obligations, regional and international legal 

instruments underscore the importance of data collection 

on women’s status, health indicators, and education, 

. . . The committee is also concerned at the 

persisting high rate of abortion, which is a  

consequence of the lack of information and  

access of women to family planning. The 

committee is further concerned at the difficulties 

women belonging to vulnerable communities 

experience in accessing healthcare due to the cost 

of related services. Furthermore, the committee 

expresses concern at the lack of a holistic and  

life-cycle approach to women’s health. . . .

The Committee urges the State party to take 
measures to increase the access of women  
and adolescent girls to affordable health-care 
services, including reproductive healthcare, and 
to increase access to information and affordable 
means of family planning for women and men. It 
calls upon the State party to increase its efforts to 
implement awareness-raising campaigns targeting 
women and men on the importance of family 
planning and related aspects of women’s health  
and reproductive rights.1 

Cedaw Committee  
Recommendations  
to slovakia, july 2008
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Guaranteeing access to contraception is fundamental to 

women’s empowerment and equal participation in society. 

The use of contraceptives to avoid unintended pregnancies 

increases women’s status and decision-making power, 

resulting in enhanced self-esteem and quality of life.27 

This allows them to advance their own economic security; 

improve the well-being of their families,28 such as by 

spending more on basic needs such as adequate nutrition;29 

and contribute to the economic health of society.30 When 

adolescents are faced with unintended pregnancies, they 

are often forced to abandon or delay their studies,31 which 

has a detrimental impact on their ability to play a full 

economic, social, and political role in their communities and 

is directly linked to increased poverty.32 in addition, when 

women have the information and means to decide whether 

and when to have children, they are better able to provide 

adequate care, nutrition, and education for their existing 

offspring.33 a reduction in unintended pregnancies further 

leads to a reduced burden on the healthcare system.34 

Thus, states will be able to promote health more strategically 

and efficiently if they ensure reproductive health services 

and if contraceptives are affordable for all women.  
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baCkGRound

Regional and Czechoslovak history
Many factors that affect women’s reproductive rights in 

central and eastern europe today can be traced to the 

communist era. high numbers of unintended pregnancies 

followed by abortions as the dominant method of fertility 

control; the lack of information and misinformation on 

contraceptives; pronatalist policies; and the absence of 

sexuality education have had an impact on women’s 

access to affordable, acceptable contraceptives and 

contraceptive information. The situation in czechoslovakia35 

was emblematic of what took place in most of central 

and eastern europe during the communist period. as in 

most of the cee region, where in the mid-1950s36 abortion 

was legalized for numerous reasons, including public 

health and gender equality,37 the regulation of abortion in 

czechoslovakia was liberalized in 1957. however, again 

like in the rest of the region, modern contraceptives, after 

their introduction in Western europe in the 1960s, were not 

widely available in the east.38 cee governments were not 

interested in their promotion, in part because governments 

did not want to expend hard currency on importing them.39 

Furthermore, throughout the region, international research 

on modern contraception was not publicized, and the 

majority of the public was misinformed on its health risks.40 

it is thus unsurprising that a 1965–66 survey of 293 

young urban czechoslovak couples revealed their limited 

knowledge about contraception and found the most 

common birth control method to be withdrawal.41 one 

decade later, in 1977, a survey indicating that only one-

third of urban women and one-fifth of rural women in 

czechoslovakia were fully informed about contraceptives 

showed that not much had changed.42 because of the 

limited choice of pills and the fear of negative side effects, 

oral contraceptive use in the country and region remained 

low towards the end of the 1970s.43 consequently, the cee 

region had—and continues to have—the highest abortion 

rates in the world.44 

in most of central and eastern europe, sexuality education 

in schools, as a potential source of information on modern 

contraceptives, was a taboo subject during the first 15 to 

20 years after World War ii. it was widely believed that 

contraception promoted sexual promiscuity and that the 

family was more effective in addressing sexuality issues.45 

During the 1960s and 1970s, when demographic decline 

became a concern, some cee countries developed 

sexuality education programs that were pronatalist in nature 

and included propaganda on the societal importance of 

childbearing.46 During the 1970s, a public dialogue on 

“education for parenthood” emerged in czechoslovakia,47 

which prompted the dissemination of information on sexual 

anatomy and physiology. information on non-procreative 

sexual practices, however, was not widely available since the 

focus was on parental, rather than sexuality, education.48 a 

late 1970s survey of young married couples revealed that 

over 25% of the men and 50% of the women either had not 

received sexuality education or thought that the sexuality 

education they received was insufficient or nonexistent.49  

Contraception in slovakia: 
unaffordability and other  
structural barriers to access

Equality between women and men is a fundamental 
right, a common value of the EU, and a necessary 
condition for the achievement of the EU objectives of 
growth, employment and social cohesion. 

— european commission, Division of employment, Social 
affairs and equal opportunities 

Gender equality cannot be achieved without  
guaranteeing women’s sexual and reproductive  
health and rights, and . . . expanding access to 
sexual and reproductive health information and 
health services are essential for achieving the Beijing 
Platform for Action, the Cairo Program of Action and 
the Millennium Development Goals.
— Declaration of the (eu) conference of Ministers of Gender 

equality, luxembourg, February 2005
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access to Contraception  
in slovakia
accessing Contraceptive prescriptions and Counseling
aside from emergency contraception, all hormonal contraceptives are available only by prescription 

from a gynecologist. For contraceptive pills, a prescription is usually given for a one- or three-month 

period, after which time the woman must return to her gynecologist to renew the prescription. 

however, prescriptions enabling women to obtain contraceptives for longer periods of time without 

having to go back for a visit are given as well, at the discretion of the gynecologist. Gynecologists 

sometimes charge a fee of about €1 for issuing a prescription.

Women may visit gynecologists without a referral from a general practitioner.1 They are free to choose 

their gynecologist, and there are no restrictions as to residency or workplace. Walk-in visits are 

generally free of charge, while scheduled appointments may cost as much as €7-10. 

after a woman’s first pregnancy, and for all women 18 years or older, contraceptive counseling 

should be provided as part of the annual gynecological examination covered by public health 

insurance.2 Yet, there is no law requiring coverage for preventative gynecological check-ups for 

minors who have not been pregnant. Women under 18 are eligible for one preventative-care visit 

every two years provided by a pediatrician, but it is unclear if the visit includes contraceptive 

counseling.3

accessing emergency Contraception
access to a full range of contraceptives should include access to emergency contraception. 

emergency contraception, also known as the “morning-after pill,” reduces a woman’s chance of 

becoming pregnant by 60–90% when taken within five days after contraceptive failure or unprotected 

intercourse.4 in Slovakia, only one type of emergency contraception is available. While it is available 

over the counter, its approximate price of €22 per dose puts it out of reach for many women.5 

The government should take measures to change this. indeed, the ceDaW committee has noted 

that states should provide for “a wide range of contraceptive measures, including emergency 

contraception. . . .”6

although the availability and use of modern prevention 

methods in Slovakia has been on the rise during the last 

two decades,50 contraceptive prevalence remains below 

the european average. This disparity may be explained 

in part by the significant structural and social barriers to 

access that exist in Slovakia and for which the state carries 

responsibility. This section, after first briefly addressing 

public health insurance coverage of contraceptives and 

low usage rates, discusses some of these barriers—most 

notably, the lack of affordable and acceptable methods, 

the lack of comprehensive data on reproductive health 

indicators, the lack of adequate sexuality education in 

schools, and the failure of some gynecologists to provide 

sufficient information on contraceptives to their patients. 

The role of the catholic church hierarchy, which has 

increasingly influenced laws and government policy 

since the fall of communism, is raised as well. Where 

relevant, developments in the cee region as a whole and 

comparisons between eu countries are made in order to 

situate Slovakia in a broader context.   

Lack of Contraceptive Coverage 
With the exception of emergency contraception, which is 

available over the counter, female hormonal contraception 

can be obtained only by prescription from a gynecologist, 

whom women may visit without a referral from a primary 

care physician. Such contraception includes pills, patches, 

injectables, vaginal rings, and implants. Slovakia’s public 
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health insurance scheme, which is mandatory for the entire 

population, does not cover hormonal contraceptives, thus 

requiring women to pay for these items out of pocket.51 

This policy exists despite the fact that Slovakia’s abortion 

law seeks to prevent unintended pregnancy by requiring 

that prescription contraceptives “be provided to a woman 

free of charge.”52 Furthermore, Slovakia’s requirements for 

including a drug on the list of medicinal products covered 

by public health insurance include the drug’s life-saving, 

curative, or preventative qualities.53 The only insured 

contraceptive method is surgical sterilization, which is 

permanent and irreversible and covered only when there are 

health indications. Therefore, women to whom pregnancy 

poses a health risk are given no other option under health 

insurance besides sterilization. The state also does not 

subsidize emergency contraception in any way.

Low Contraceptive Use and Gaps Between European  
Union Countries
contraceptive use in Slovakia has improved since the early 

1990s, when only 2.2% of women of reproductive age were 

using hormonal contraception. in 2008, the percentage 

increased tenfold to 22.3%.54 Yet, this figure remains low in 

comparison with other eu countries. in neighboring czech 

Republic, 47.4% of women of reproductive age were using 

hormonal contraception in 2008.55 in France, 43.8% of 

women were using the pill in 2009, and use of contraceptive 

pills in Germany is among the highest in the world, at  

over 50%.56 

The decrease in abortions in Slovakia over the last 

two decades has been attributed, in part, to an 

increase in modern contraceptive availability and 

use.1 in 1995, shortly after the Slovak Republic 

was formed, 28,887 induced abortions were 

performed. in 2008, this number dropped to 

10,869.2 While this change is considered to be 

the most favorable recent trend in reproductive 

behavior in Slovakia,3 high abortion rates due to 

lack of information and access of women to family 

planning still remain a concern.4 it is important 

to keep in mind that access to legal abortion 

will always remain necessary as unintended 

pregnancies, albeit in reduced numbers, will 

continue to occur even with widespread access to 

contraceptives.5

decrease in abortions

When comparing overall data from the new eu Member 

States of central and eastern europe to that of older eu 

Member States, serious gaps emerge. prevalence of modern 

methods (including not just hormonal contraceptives, but 

also iuDs, female sterilization, and male condoms) stands 

at 36% in some countries of the cee region—namely, 

bulgaria, czech Republic, hungary, poland, Romania, 

and Slovakia, which are all new eu Member States. This is 

nearly twice as low as in Western european countries, where 

the prevalence is on average 71%.57 For example, 28% of 

women in poland and 40% of women in bulgaria are using 

modern contraceptives, compared to 77% and 82% of 

women in France and the united kingdom, respectively.58 

This disparity indicates that contraceptive use is an issue 

worthy of attention across europe. 

Lack of Comprehensive Data on Reproductive  
Health Indicators
like many other governments in the cee region,59 the 

Slovak government does not gather comprehensive data 

on reproductive health indicators, such as unintended 

pregnancies, contraceptive use, and the unmet need for 

contraception. The limited data that the state gathers on 

the prevalence of just a few contraceptive methods—

namely, hormonal contraception and iuDs—is insufficient 

for understanding the reasons behind low usage rates in 

Slovakia.60 as a result, it is difficult to effectively identify 

measures that should be taken to meet the contraceptive 

needs of women and adolescent girls. Furthermore, public 

officials are able to remain unaccountable for neglecting to 

adequately address the health needs of the public due to 

their own failure to collect adequate and reliable data.

the Cost of  
Contraceptives in slovakia1 

type price (€) period of use/quantity

Condoms 0.70 to 3.00 3 condoms

vaginal  
cream 6.50 72 grams

pills 7.23 to 15.38 1 month 

emergency  
contraception 22.91 1 time 

hormonal  
vaginal ring 45 3 months

Iud 158.21 1 time

skin implant 220 3 years
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in Slovakia, the only contraceptive method 

covered by public health insurance for prevention 

of pregnancy is sterilization for health reasons.1 

Women for whom pregnancy poses a risk to 

their health are left without a choice, for the 

only contraception covered is an irreversible 

procedure. in addition, those who decide not to be 

sterilized and who cannot afford to pay for other 

contraception are exposed to the risk of having 

unwanted pregnancies and possibly undergoing 

unnecessary abortions. The government should 

focus on funding preventative healthcare services 

that cover all contraceptive methods, including 

sterilization, to enable women to make free 

reproductive choices.  

subsidization of sterilization

Unaffordability of Contraceptives 
The transition to a market economy after the fall of 

communism brought about profound political, economic, 

and social changes in Slovakia. in the health context, 

these changes included the reorganization of the 

healthcare system, the establishment of health insurance 

companies, and the appearance of private health facilities 

and pharmacies. Such developments have resulted in 

an increased variety of available contraceptive methods, 

providing for more possibilities in reproductive decision 

making today than during the communist period. Yet, 

for many women and adolescents, their preferred 

contraceptives remain inaccessible due to their high price. 

This is because contraceptives for prevention of unintended 

pregnancy—with the exception of sterilization on health 

grounds—are not covered by public health insurance. 

Moreover, contraceptives fall outside the price regulation 

system, meaning that the government does not control 

their maximum price and enabling drug companies to keep 

contraceptive prices relatively high. The state’s failure to 

adopt measures to ensure the affordability of contraceptives 

further limits women’s access to modern contraceptive 

methods.61

While recognizing the need to improve access to 

contraceptive services,62 the Slovak government has failed 

to reign in their high costs. in 2007, the Ministry of health 

introduced a long-awaited comprehensive draft program 

on sexual and reproductive health63 that was based, in 

part, on international human rights and medical standards. 

among the program’s goals were ensuring a decrease in 

unintended pregnancies and improving access to high-

quality modern contraceptives by making them affordable 

for everyone, including marginalized women.64 The catholic 

church hierarchy and anti-choice groups heavily criticized 

the program, claiming that it was “strongly liberal,”65 against 

national interests,66 and “anti-family,” especially by aiming 

to improve access to contraception.67 as a result, the 

government failed to adopt the program, despite having 

acknowledged its importance.68 instead, the Ministry of 

health drafted a new policy, which, apparently to appease 

the catholic church hierarchy, was renamed the “national 

program on care for Women, Safe Motherhood and 

Reproductive health” and which incorporated proposals 

from conservative catholic groups.69 however, due to 

continuing opposition from the catholic church hierarchy, 

which considered even this policy to be contrary to its 

convictions,70 the new program was not adopted. 

Comparing European Countries’ Subsidizations and 
Their Justifications 
Slovakia is not the only eu country in which the high 

price of contraceptives is a barrier to access; in other new 

Member States, it is a problem as well. To effectively deal 

with this issue, state subsidization of reproductive healthcare 

services in the form of basic public health insurance is 

widely considered an appropriate measure. of the twenty-

seven eu Member States, eighteen include contraceptives in 

their public health insurance package as a means to prevent 

pregnancy without there having to be an underlying health 

condition. Those states either fully or partially subsidize 

some hormonal contraceptive methods for all women, for 

low-income women, or for women under a certain age.71 

however, the remaining nine eu Member States do not 

provide subsidies for hormonal contraceptives, despite 

their inclusion on the Who’s essential medicines list.72 all 

but one of these nine countries are new Member States, 

among them Slovakia.73 Some of those same countries, 

including Slovakia, also either do not have national strategies 

for ensuring access to reproductive healthcare services or 

do not have effective strategies for making contraceptives 

affordable.74 

eu Member States that subsidize contraceptives do 

so on public health grounds or to uphold fundamental 

rights. The Slovenian government, for example, considers 

family planning a fundamental human right guaranteed 

by the constitution, which grants all citizens the right to 

determine whether to bear children.75 in poland, while the 

ombudsman for human Rights found the withdrawal of 
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the Financial Crisis hits  
Reproductive healthcare

Gender equality should be a key principle in any policy response [to today’s  
economic downturn].
— european parliament Report on Gender aspects of the economic Downturn and Financial crisis1  

Spending on health is not just a cost, it is an investment. Health expenditure can be seen  
as an economic burden, but the real cost to society are the direct and indirect costs linked  
to ill-health as well as a lack of sufficient investment in relevant health areas. . . . Healthcare 
spending should be accompanied by investment in prevention, protecting and improving the 
population’s overall physical and mental health. 
— commission of the european communities, White paper: Together for health: a Strategic approach for the eu 2008–132

in europe, the gender inequalities that women confront in obtaining healthcare, particularly reproductive health 

services and affordable contraceptives, are exacerbated by the recent financial crisis and resulting economic crisis.3 

Faced with difficult financial decisions, misguided governments are cutting healthcare expenditures, resulting in 

women paying out of pocket for a greater part of their reproductive health needs.4 a recent european parliament 

report noted that public spending cuts are negatively affecting preventative services in the area of women’s sexual 

and reproductive health.5 in many european countries, the situation was already untenable before the crisis due to 

the long-existing absence of effective gender mainstreaming in health policies, especially gender budgeting.6 as a 

result, many countries failed to allocate budgetary resources for health in a fair and efficient way for women.7 

Slovakia’s national Strategy for Gender equality for 2009–2013,8 for which the Ministry of labor, Social affairs and 

Family is responsible, provides one such example. The strategy identifies gender-specific health services, including 

protection of sexual and reproductive health, as one of the areas that should be focused and elaborated on in 

specific action plans on gender equality.9 however, to date, despite this commitment, the national action plan 

adopted to implement the strategy’s goals does not address sexual and reproductive health issues.10

The worsening of women’s reproductive healthcare due to the financial crisis is occurring not only in europe but 

around the globe. The united nations population Fund recently recognized as much, noting that in a time of crisis, 

funding for women’s health issues takes a particular hit: “. . . sexual and reproductive health, gender equality and 

prevention of hiv, unwanted pregnancies and preventative care in general, are often first to be discontinued.”11 

in times of crises, it is even more important and in the best interest of economic recovery that governments 

ensure women’s human rights. Yet european administrations and the eu are paying little attention to the financial 

crisis’s social impact12 and impact on gender equality.13 This is troubling because women in europe, like women 

everywhere, are already more likely than men to live in poverty14 and “generally have less access to resources and/

or private health coverage.”15 in the eu, almost 17% of women are categorized as living in poverty.16 Women facing 

multiple marginalization, such as women subjected to male violence are especially affected. a recent study revealed 

increasing numbers of victims of domestic violence in europe as economic stress places pressures on families, 

creating conditions for abuse.17 

Governments should employ a long-term strategy for healthcare investment, particularly in the area of reproductive 

health services, realizing that every euro spent on reproductive health is an investment that contributes not only to 

women’s equality but also to economic recovery18 and may ultimately lead to a reduction in healthcare costs.19
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the Financial Crisis hits  
Reproductive healthcare

Marginalized women  
are especially at-Risk
For marginalized women, accessing contraceptive information and services can be very 
challenging. low-income women, Romani women, and women subjected to male violence 
are some examples of women in europe who are particularly affected by government failure 
to ensure the accessibility and affordability of contraceptives.1 despite the importance of 
ensuring access to healthcare for all, in some european countries, including slovakia, basic 
health services such as contraceptives are not covered by public health insurance,2 leaving 
the most vulnerable women with few resources to cover their relatively high cost.  

Low-Income Women 
While the eu is one of the wealthiest regions in the world, poverty remains an issue. on average, based on 

household income, 16% of the eu’s population is at risk of poverty.3 in Slovakia, up to 11.9% of women were 

at risk of poverty in 2009.4 as with many other social and economic indicators where women are frequently 

found lagging behind men,5 poverty is no exception: women experience poverty at a higher rate than their male 

counterparts.6 poverty can have a negative impact on all aspects of a person’s life, including their health, making it 

all the more important that states provide universal coverage of basic healthcare needs, including contraceptives. 

Romani Women 
Romani women use healthcare services less than the majority population, partly due to the discrimination they 

face when accessing such services.7 prevalent ethnic and gender stereotypes regarding Romani women’s ability 

to regulate their fertility shape some healthcare providers’ views and, consequently, their provision of services to 

Romani women.8 language and other barriers also restrict Romani women’s access to healthcare, including to 

contraceptive information and services.9 The discrimination they face has led to the denial of full reproductive 

healthcare information, including comprehensive and understandable information on prevention of pregnancy—

and has even led to forced sterilization.10  

Women in Violent Relationships
Male violence against women11 and its impact on women’s health constitutes a significant barrier to the 

achievement of gender equality and women’s enjoyment of their human rights.12 The health consequences are 

devastating for society and, moreover, for women’s mental and physical well-being. across europe, more than one 

in ten women are victims of sexual violence.13 in Slovakia, one in five women experiences some form of violence 

from her partner.14 unintended pregnancy and sexually transmitted infections are consequences that women 

survivors experience in cases of rape both in and outside a domestic setting.15 numerous factors may affect some 

women’s ability to control their fertility when they are subjected to intimate partner violence, including the inability 

to negotiate contraceptive use, because their partner may use pregnancy or potential pregnancy as a controlling 

mechanism.16 also, women’s economic dependence on men may prevent them from accessing household 

resources to buy contraceptives without their partner’s knowledge.17 by making contraceptives affordable for 

women through public health insurance schemes, states can help prevent the harm that women survivors of 

violence might experience when faced with an unintended pregnancy.
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subsidies for contraceptives to constitute discrimination 

on the ground of sex,76 the government has failed to 

reinstitute their subsidization. The belgian constitutional 

court, in addressing the constitutionality of the law on 

pricing for pharmaceuticals, stated generally that the pricing 

scheme aims to improve access to drugs that promote 

public health and social benefits. The court noted that 

contraceptives are a type of drug that must be accessible 

to the public at an affordable price. it explained that 

providing access to them is justifiable on the grounds of 

public health and social protection in order to reduce the 

number of unwanted pregnancies.77 Similarly, the Danish 

government considers family planning services, including 

subsidization of contraception, “an integral part of the 

national health service.”78 in France, research conducted by 

public authorities on the use of various oral contraceptives 

indicated that contraceptive subsidies “present an interest in 

terms of public health.”79 also espousing the public health 

argument, the united kingdom’s national health Service act 

mandates that contraceptives be available free of charge to 

“cut down the number of unwanted pregnancies and . . . 

decrease the number of abortions.”80

Lack of Information and Sexuality Education
Women and adolescent girls in Slovakia not only lack 

access to contraceptives covered by public health insurance 

but also suffer from serious barriers to information on 

contraceptives, which may contribute to the country’s low 

usage rates. knowledge of modern prevention methods is 

generally poor; doctors seldom counsel patients sufficiently 

on the subject;81 sexuality education in schools is frequently 

inadequate or absent; and the catholic church hierarchy 

consistently tries to impose its traditional and often 

discriminatory views on politicians and the public.82 

in addition, in February 2010, catholic conservative 

parliamentarians83 introduced a bill that would require health 

professionals to wrongly inform patients that hormonal 

contraceptives are abortifacients. The bill also proposed 

to place this inaccurate information on contraceptive 

packaging.84 it further included an informed-consent 

provision that imposed a duty on health professionals to 

provide women with information on the “potential physical 

and psychological risks” of hormonal contraception and 

on resources about alternatives to hormonal contraception 

provided by civil society groups and religious associations.85 

While the bill did not pass,86 the number of parliamentarians 

who voted in favor of it or abstained is alarming87 and 

points to, among other things, a lack of knowledge of sexual 

and reproductive health issues and growing opposition to 

reproductive rights issues among elected representatives 

across the political spectrum.

The government has also failed to adopt policies and 

programs to promote reproductive health and rights in the 

field of education. in Slovakia, sexuality education is not 

a mandatory classroom subject, and if it is provided, it is 

not a separate subject in school; rather, it is taught during 

biology, ethics, or religious classes.88 The quality and 

comprehensiveness of such education depends to a high 

degree on individual teachers and the course subject.89 

Moreover, discussions on sexual and reproductive health 

and rights and on contraception are rare.90 in 2007, in an 

attempt to help remedy this, a new textbook was prepared 

by a multidisciplinary team of experts in cooperation with 

the Slovak Family planning association and submitted to 

the Ministry of education for accreditation.91 in an open 

letter sent to the Minister of education, the Slovak bishops’ 

conference successfully called for rejection of the textbook, 

accusing it of being “a technical propagation of sex.”92 after 

this intervention, the Ministry, without explanation, refused 

to accredit the book.93 current official textbooks on sexuality 

education, called “education for Marriage and parenthood,” 

promote gender stereotypes and lack comprehensive 

information on sexual and reproductive health.94 

There is broad public support in Slovakia for 

reproductive health services and information in 

schools, as well as for women’s right to decide 

on the number and spacing of their children. 

a 2003 survey conducted by the institute for 

public affairs, a Slovak nGo, found that “an 

overwhelming majority of women and men (86% 

and 84%, respectively) believed that ‘. . . society 

should focus on sex education and prevention of 

unwanted pregnancies.’”1 another survey, held 

among students, also noted a high demand for 

comprehensive sexuality education in schools, 

without parental involvement.2 other surveys have 

also shown strong public support for women’s 

reproductive choice.3 

strong public support for 
women’s Reproductive Rights 
and sexuality education 
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The World health organization makes clear 

that signatories of the programme of action of 

the international conference on population and 

Development should not be guided by religious 

principles in dealing with reproductive health 

issues and must formulate and advance laws that 

serve their populations’ best interest.1

Religion should  
not Influence laws 

Inadequate Regulation of Conscientious Objection 
access to reproductive health services, in particular to 

abortion and contraception, is further undermined by the 

use of conscientious objection. under their code of ethics, 

health professionals are permitted to refuse to provide 

any reproductive health service if performing the service 

“contradicts [their] conscience,” except in situations posing 

an immediate threat to the life or health of a person.95 

although public perception is that conscientious objection, 

often grounded in religious beliefs, is used primarily with 

respect to abortion services, the interviews conducted 

for this report confirm that it is also invoked to refuse to 

prescribe or sell contraceptives.96 

existing regulation of conscientious objection is inadequate, 

as it does not properly balance practitioners’ option to refuse 

to provide certain medical services with their professional 

duties and the rights of the patient to lawful and timely 

medical care.97 For example, while objecting practitioners 

are required to inform their employer as well as their 

patients that they are exercising conscientious objection to 

a particular service, the state has failed to enact regulations 

setting forth other essential duties such as referral of a 

patient to an appropriate non-objecting healthcare provider 

and information on the procedure being objected to.98 

effective oversight and control mechanisms of the practice 

are also lacking, making the precise numbers of objectors 

unknown. The state is responsible for ensuring that patients’ 

right to access lawful and timely healthcare is respected, 

protected, and fulfilled, and that healthcare providers 

comply with their professional responsibilities.99

Influence of the Catholic Church Hierarchy 
The Slovak government is responsible for ensuring that 

women and adolescent girls have access to contraceptive 

services and information, and it should be held to account 

for its failure to do so. it is evident that in neglecting to 

fulfill the need for sexual and reproductive health services 

and information, the government is countenanced by the 

catholic church hierarchy, which has assumed a growing 

influence on Slovak laws and policies. as noted above, the 

hierarchy successfully opposed both the adoption of a policy 

seeking to make contraceptives affordable to everyone and 

the introduction of textbooks containing comprehensive 

sexual and reproductive health information. With regard to 

reproductive rights issues, particularly contraception, the 

hierarchy has been more successful in shaping decisions 

taken by the government100 than in changing the behavior 

of individual adherents of the catholic faith or society at 

large.101 aware of its limited influence on people’s sexual 

and reproductive behavior, the hierarchy has been trying to 

impose its views through formal and informal dealings with 

politicians, oftentimes successfully influencing legislation 

and policy.102

The hierarchy’s powerful role in politics is not unique to 

Slovakia. its efforts to limit women’s and adolescents’ 

reproductive rights, including access to contraceptive 

services and information, present a challenge to other 

cee countries as well.103 For example, it was successful 

Family planning  
Methods used  
in slovakia1   

Other

Withdrawal

IUD

Hormonal  
contraception22.3%

4.7%

40.9%

32.1%
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in transforming poland’s abortion law into one of the most 

restrictive in europe.104 in the area of educational policy, the 

catholic church hierarchy’s influence has led governments 

throughout the region to incorporate programs into school 

curricula that promote abstinence until marriage and sex 

only within marriage. These programs provide inaccurate 

information to students on the ability of contraceptives to 

prevent pregnancy and of condoms to prevent transmission 

of sexually transmitted infections; they also promote gender 

stereotypes such as the belief that a woman’s primary role is 

as a mother.105 Such programs have been proven ineffective 

and harmful to youth.106 Governments in the region must 

ensure that religious beliefs that undermine women’s human 

rights and jeopardize women’s and adolescents’ health, 

autonomy, and well-being have no place in political decision 

making.
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peRsonal aCCounts  
oF baRRIeRs to aCCess

not having access to acceptable and affordable 

contraceptives can have far-reaching consequences for 

women’s lives and well-being. Despite legal obligations and 

strong public policy justifications that ought to prevent this 

from happening, the Slovak government has remained idle, 

and women’s access to contraceptives in the country has 

been considerably impeded. 

This section is based on the experiences of women and 

other stakeholders whom we interviewed during the fact 

finding.107 after briefly discussing reliance on traditional 

family planning methods, the section focuses on the most 

significant structural barriers that women and adolescents 

face in accessing modern contraceptives in Slovakia, 

beginning with lack of affordability. The testimonies show 

that the high price of contraceptives is prohibitive for 

some women and keeps others from using the method 

that would be most suitable based on their health, 

personal circumstances, or preferences. other structural 

barriers, most notably to comprehensive and accurate 

information—such as inadequate sexuality education, 

parental consent requirements for minors who want to use 

contraceptives, and insufficient information provided by 

some gynecologists—further limit women’s and adolescent 

girls’ ability to make unconstrained decisions regarding their 

fertility. Several social barriers, such as community pressure 

in rural areas and a lack of male involvement, were also 

consistently raised by our interviewees. 

The state has an obligation not only to enact and implement 

laws and regulations that address existing structural barriers 

but also to develop policies that aim to increase women’s 

equality and autonomy and to encourage male involvement 

and responsibility regarding family planning, which can help 

counteract the structures that underlie social barriers.108 

as a result of the barriers to access, some women and 

adolescent girls may use contraceptives that are not well 

suited for them or may not use any contraception at all, 

exposing themselves to unintended pregnancy and health 

risks that could negatively affect the rest of their lives. 

Reliance on traditional  
Family planning Methods
unable to use suitable modern contraceptives because of 

their high price, personal religious beliefs, or fear of side 

effects due to a lack of awareness and misinformation, 

many women resort to unreliable traditional family planning 

methods, such as withdrawal or periodic abstinence.109 a 

2005 study reported that 32.1% of couples in Slovakia use 

withdrawal as a family planning method.110 in comparison, 

only 3.1% of women in France and 0.5% of women in 

Germany rely on withdrawal as a family planning method.111 

The testimonies gathered for this report illustrate that 

traditional family planning methods are indeed widely relied 

on in Slovakia. While a majority of women interviewed had 

some experience with modern contraceptives,112 most 

commonly with the pill,113 half of the sexually active women 

who did not want to become pregnant relied on traditional 

methods, particularly withdrawal, which was sometimes 

described as “being careful” or having the “husband take 

care of it.”114 Such methods expose women to a high risk 

of unintended pregnancy.115 Moreover, traditional methods 

require a partner’s cooperation, which may be difficult for 

women to negotiate, especially when coercion or violence is 

involved.116 

The account of irena, a 32-year-old mother of two, is typical. 

She confided that she does not use contraception to avoid 

getting pregnant: 

I rely on my husband for that, it is interrupted 
intercourse. I haven’t taken contraception. I was 
afraid when I read of the side effects—about 
high risk of breast cancer, feeling sick, and other 
health problems. These things can happen, so I 
refuse to use them.117

Many others echoed irena’s fear of using modern 

contraceptives. only two women interviewed for this report 

had used hormonal contraception for an extended period 

of time.118 The others had all stopped after several months 
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emergency contraception is prohibitively expensive for  
young women, particularly students. a pharmacist noted  
that when some of her customers see the price of emergency  
contraception, they realize they cannot afford it and purchase  
a pregnancy test instead. 
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because a lack of accurate information made them afraid 

of the health risks and negative effects of hormones in 

the body; many women falsely believed, for example, that 

extended use of contraceptive pills results in infertility.119

The use of non-hormonal methods of modern contraceptives 

is also low. For example, only about a third of the women 

interviewed who had experience with modern contraception 

mentioned that their partner uses condoms. Yet, not unlike 

their experiences with other modern methods, most women 

interviewed noted that their partner’s use of condoms 

is inconsistent.120 Some interviewees said that they find 

condoms uncomfortable and that men may not want to 

use them121—making it all the more important that women 

have access to additional female-controlled methods of 

contraception to prevent pregnancy. 

The experience of Ms. lucia vargová, who has been a 

pharmacist for six years, underlined that exposure to 

unintended pregnancies from inconsistent use of modern 

contraception is a problem:

I am very surprised how often emergency 
contraceptives are sold. . . . Very often, very 
often—especially girls from universities, usually 
girls at the age who should have done differently 
already, 18- or 19-year-old girls. . . . I think 
girls like that should think about it. . . . I am 
surprised.122

Reliance on traditional family planning methods, or not 

using any contraceptive method at all, may have a great 

impact on women’s lives. almost everyone interviewed for 

this report, including the adolescents, knew of women or 

girls who had had unintended pregnancies.123 Some carried 

their pregnancy to term, while others opted for abortion. 

The stories of unintended pregnancies are telling, especially 

since participants remarked that women are often reluctant 

to admit that a pregnancy is unintended. They underscore 

the importance of access to modern contraceptives.

unintended pregnancies may affect women’s financial and 

educational situations. Raising more children than intended 

may be economically challenging for those with limited 

means. in addition, a single woman who is unexpectedly 

experiencing her first pregnancy may be expected to 

marry.124 in the words of Renáta, a 36-year-old mother of 

one, who talked about women from her community, “You 

mostly find out it is [an] unwanted pregnancy when it is the 

first pregnancy. . . . [pregnancy] before marriage,” which is 

then “solved” by the woman getting married.125 in addition, 

when young women have to deal with an unintended 

pregnancy, they sometimes interrupt their studies or drop 

out altogether, shortchanging their futures. 

jarmila, a 17-year-old Roma, was coerced to drop out of 
school when she was seven months pregnant. viera, her 
mother, recounted that she went to her daughter’s school 
to inform the headmaster of jarmila’s pregnancy. the 
headmaster told viera that he wanted jarmila to stay at home 
because he was worried that something might happen to her 
and the “child” (the pregnancy). as a result, he expelled 
her from school. viera mentioned that in some Romani 
communities, girls who leave school due to pregnancy 
return when their child is a few years old. however, in her 
community, she added, girls who drop out never go back to 
finish.126

unaffordability
Modern contraceptives, including emergency contraception, 

are listed on the Who Model list of essential Medicines, 

meaning that they should be accessible and affordable to 

all. Moreover, the Who’s list is recognized by the eScR 

committee as a core component of the right to health.127 

Similarly, under Slovakia’s abortion law, prescription 

contraceptives “shall be provided to a woman free of 

charge.”128

Yet, despite various legal obligations, affordable 

contraceptives remain scarce in Slovakia. The figures from 

2009 put the median monthly income for women in Slovakia 

at €562.51.129 according to figures from 2009, the poverty 

line for a one-person household was €283 per month and 

up to 11.9% of women were at risk of poverty.130 The price 

of oral contraception ranges from €7 to over €15 a month, 

and an iuD costs about €158. in addition, a one-time 

dose of emergency contraception costs approximately €22. 

public health insurance does not cover any portion of these 

costs.131 accordingly, many women are unable to use the 

contraceptives that would be most suitable for them based 

on their health or personal preferences, while some women 

cannot afford any modern method at all. it is troubling that 

the price of contraceptives is a main—if not the main—

determinant of the kinds of contraceptives that women 

use. Dr. Zora Debnárová, a practicing gynecologist for 35 

years, did not hesitate when asked what most influences 

contraceptive decisions for women with limited means: 

“price, price, definitely price.”132
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Price Is a Barrier to Preferred or Quality Modern 
Contraceptive Methods
Dr. Debnárová’s response is indicative of the experiences 

shared during our interviews. almost everyone identified 

the price of contraceptives as one of the main barriers 

to access.133 Several participants knew of women and 

adolescents who were not using contraceptives because 

they are too expensive or for whom price had been a factor 

in deciding what kind of contraception to use.134 in the case 

of emergency contraception, which is available over the 

counter, price is also an issue—especially for students. one 

pharmacist noted that students, upon seeing the prohibitive 

price of emergency contraception, often opt instead to buy a 

pregnancy test, as it costs about one-fifth the price.135

Some women can afford only lower quality contraceptives. 

not surprisingly, such contraceptives are not suitable 

for everyone and may negatively affect women’s health. 

however, aware that the affordability of contraceptives is 

an issue for their patients, medical professionals offer these 

drugs. often, gynecologists’ first consideration when women 

come to them for contraception is how much the women 

can afford to spend. price—and not health or personal 

preference—sets the parameters for contraceptive use for 

many women. 

When asked whether she offers patients different 

contraceptive options, Dr. elena Molnárová, a gynecologist, 

responded, 

I tell [a woman] about the possibilities and she 
tells me her financial limit. I tell her what I 
think is the best and most suitable for her, but 
the crucial thing is what she can afford. It has 
happened to me that a patient wanted to take 
more expensive contraception and she didn’t buy 
it because she couldn’t afford it, and she got 
pregnant.136 

For lívia, a 23-year-old woman with one child, price played 

a central role when choosing an oral contraceptive. She 

recounted, 

Price was a concern for me and my friends. 
[The] doctor’s first question to me when I asked 
for contraceptive pills was what I think the cost 
was and how much I was prepared to pay. . . . I 
decided on price and asked whether price had 
anything to do with effectiveness. The [doctor] 
recommended me the “student” contraception [an 
inexpensive form on contraception].137

according to Dr. anton novák, a practicing gynecologist for 

19 years, the high price of some contraceptives leads many 

women to resort to low-quality options:

Money plays an important role [in women’s 
decision making on contraception]. I see many 
of them [who] would prefer the patches, as they 
are put on only once a week, but many of them 
can’t afford them. After considering the high price, 
they go to basic tablets. . . . There are many other 
means that are better, but they don’t have enough 
money to buy them.138

the situation of Iveta, a 39-year-old mother of two, 
illustrates dr. novák’s point. Iveta’s doctor told her that the 
contraceptive pill Iveta uses has three kinds of hormones 
and is quite harmful to her health. however, she is single 
and unemployed and cannot afford another contraceptive 
option.139 

Ms. vargová, the pharmacist described above, further 

remarked that pharmaceutical companies exacerbate 

the problem by regularly raising the price of some 

contraceptives, even though their content remains the same. 

They are able to do this because the government, which 

regulates the prices of other essential drugs, has chosen 

not to regulate the price of contraceptives.140 if the situation 

does not change, quality contraceptives will become too 

expensive for an ever-increasing group of women. 

For the Most Vulnerable Women, Price Prohibits the 
Use of Any Modern Contraceptive Method
For some women, any kind of modern contraception is out 

of reach. More than one-third of the women we interviewed 

for this report were unable to afford contraceptives or knew 

of others in that situation.141 These are women who, for 

various reasons, either have a low personal income or have 

no access to the family income. 

low-Income women
our interviewees consistently said that contraception is 

difficult to afford for low-income women—for example, 

women who have to survive on only one income, have 

many children, or are unemployed.142 according to them, 

it is simply not possible to afford contraceptives while 

living on social benefits.143 even working women can find 

contraceptives difficult to afford: a divorced pharmacy 

assistant with two children said that paying for contraceptive 

pills would be difficult because they are too expensive;144 

likewise, a divorced social-work student with part-time 
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employment said that contraceptive pills and patches are 

too expensive for her, so she does not use them;145 and a 

married Romani woman was able to afford contraception 

now, but said that she may not be able to if either she or 

her husband loses their job.146 other women knew of similar 

stories. 

beáta, a 40-year-old mother of two, noted that of her 

approximately 30 female acquaintances, only one is using 

modern contraception. She explained why this figure is  

so low:

I think the main reason is first and foremost 
financial, that they cannot afford it. Simply in 
the case of some of my acquaintances or friends 
it’s either that she doesn’t work or her husband 
doesn’t work, they have two to three children,  
it is a problem to [get by], you understand.  
So I think it is a financial problem.147

Dr. Debnárová related how the high price of contraceptives 

affects her patients:

[When some poor women have an unintended 
pregnancy, they would like to] go for abortion and 
they would like to use IUDs, but they don’t have 
money.148 

Ingrida, a mother of 11 who lives on social support, noted 
that her ideal number of children would have been five or six 
but that she could not afford contraception. she characterized 
the price of an Iud as “abnormally expensive.” For her, the 
options were clear: “I cannot take food from my children’s 
mouth. are they going to starve and I am going to have an 
Iud? I cannot do that!” she wished that her daughters had 
access to affordable contraception, so as not to have as many 
children as she did.149

contraception for pregnancy prevention is not covered by 

public health insurance, even if a pregnancy could pose a 

risk to a woman’s health (with the exception of sterilization); 

abortions, however, are covered for health reasons. Dr. 

Debnárová stated,

Yes, [abortions for health reasons] [are] 
subsidized by the insurance company. But  
some of my patients would rather use [an IUD]  
if they had money. . . .150

women in violent Relationships
one group of women in a particularly vulnerable situation 

consists of those who are subjected to coercion or sexual 

violence. These women are often unable to refuse sex 

and may not want to get pregnant. at the same time, their 

partners may be using conception as a means of controlling 

them; the more children a woman has, the more dependent 

she becomes on her partner and the less likely she is to 

leave the relationship.151 even if these women have money 

of their own, they may be unable to buy contraceptives as 

their partner may control all of the finances.152 

Ms. apolónia Sejková, director of the nGo, MYMaMY, which 

provides support to women subjected to male violence, 

explained the following:

Abused women have complained about 
[their husbands not giving them money for] 
contraception. It is on the list of things that 
they do not have buying power after the abuse 
starts. . . . It is true that abusing men often use 
conception of more and more children for stronger 
control and for restricting the partner. In the 
socioeconomic situation most of our clients are in, 
and in general most of the average population of 
Eastern Slovakia, it is difficult to [come up with] 
any solution. If you have four or five children, 
no income, live in the house that belongs to the 
husband or his family, . . . [it is] difficult to leave 
the husband. Many women therefore stay in violent 
relationships because they take it as at least they 
have basic living needs covered and they rather 
stand to be hit or humiliated . . . they feel that it is 
the only way for their survival.153

Partner’s Lack of Contribution to Contraceptive Costs
even women in stable relationships are not always able 

to rely on their partners to share the cost burden of 

contraception. although some couples do share the cost of 

contraceptives,154 and it is not uncommon to discuss their 

use with a partner,155 many of the women we interviewed 

explained that preventing pregnancy is usually seen as the 

woman’s responsibility. Despite their belief that preventing 

unwanted pregnancies should be a shared responsibility,156 

the reality is different.157 Some men see pregnancy and 

contraception as a woman’s issue or their partner giving 

birth as a sign of their manhood.158  

iveta, the 39-year-old mother of two, related,

[I]n my relationships I am used to rely[ing] on 
myself. . . . If I left it up to the partner, . . . a man 
considers giving birth to a child to be a sign of his 



32     CalCulated InjustICe: The Slovak Republic’S FailuRe To enSuRe acceSS To conTRacepTiveS

manhood and he does not have a problem with it 
at all, you [a woman] have a problem. . . . 159

zuzana, a 27-year-old mother of three, commented that while 
it would be better if both partners would agree on preventing 
pregnancies, in reality there are men who do not care about 
what the woman wants. therefore, preventing an unintended 
pregnancy is the woman’s responsibility. zuzana said that 
having many children is tough on women and gives them a  
lot of worries.160

Some young women shared the view that taking care of 

contraception is their responsibility alone.161 barbora, a 

21-year-old woman, is one of them. When asked whether 

she spoke with her partner about who is going to pay for 

contraceptives, she responded,

Hm. I know we spoke about it that it is quite 
expensive, but about who is going to pay for it, 
no. I think it’s really up to me, it’s my matter. 
. . . I don’t think boys would be interested in 
contributing to contraception for girls. Boys 
buy condoms for themselves and girls buy 
contraception—although it is much more 
expensive.162

according to Ms. Monika bosá, a university professor 

and president of the nGo esFem, when men do take 

responsibility, it is usually under the influence of their 

partner. She believed that preventing unintended 

pregnancies “really comes down to women’s 

involvement.”163 

other structural barriers to access
aside from affordability concerns, other structural barriers—

most notably those limiting women’s and girls’ access to 

information—stand in the way of modern contraceptive use 

as well. in order to be able to make responsible decisions 

regarding fertility and protection, women and adolescents 

need accurate, unbiased, and comprehensive information 

on contraception. however, as our interviews show, despite 

clear legal obligations and the many benefits to women’s 

lives and well-being, there is a dearth of sound information 

on contraceptives in Slovakia. This is caused in part by the 

influence of religion and rural surroundings. Sexual issues 

are still largely taboo in rural areas, and the catholic church 

hierarchy professes that the use of modern contraception is 

a sin. in addition, in contravention of numerous international 

legal obligations, Slovakia has failed to implement adequate 

sexuality education in schools, causing the ceDaW 

committee to express concern at the insufficient access to 

sexuality education in the country.164 

other structural barriers are also at play. For example, 

even though the ceDaW committee has called on Slovakia 

to regulate conscientious objection so that it does not 

thwart women’s right to sexual and reproductive health 

services,165 the practice remains insufficiently regulated 

and its invocation by healthcare providers continues to limit 

women’s access to contraceptives.166

all of these factors significantly inhibit women’s and 

adolescent girls’ access to modern contraceptives.

Role of the Catholic Church Hierarchy 
The catholic church hierarchy, which considers the use 

of modern contraceptives a sin,167 plays an active role in 

Slovakia. our interviewees noted that conservative catholic 

groups have more time, space, and resources than 

secular organizations to organize activities and disseminate 

their views on contraceptives, and that catholic groups 

systematically promote their views through schools, lectures, 

pre-marital education, and politics.168 

Dr. Molnárová recounted her visit to a public secondary 

school to give a lecture on health issues to first-year 

students who were 15 years old:

A biology teacher came up to me and said, 
“You know, there is a priest teaching sexuality 
education here and I would like to ask you to 
lead the lecture in [such a way that it shows the 
students] they should not have sexual intercourse 
and should avoid it. [Teach them] how dangerous 
it is.” I don’t [give such lectures] anymore. . . . It 
is too much to organize [and] then you feel like 
you are intruding.169

klaudia, a 36-year-old mother of one, said that daughters 
of her Catholic friends go to meetings with salesians, a 
Roman Catholic religious order,170 where they also receive 
information on contraception. however, the information 
provided is one sided, focusing on natural family planning 
and the negative side effects of hormonal contraception.171   

Speaking about the catholic church hierarchy’s influence 

on women’s contraceptive use, iveta, mentioned above, 

observed with apparent sarcasm:

The church gives [women] a great option: don’t 
use withdrawal, don’t use contraception, bring up 
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your child on your own, and don’t go for abortion. 
And that is really great, really great.172

according to Ms. olga pietruchová, executive director of the 

Slovak Family planning association, access to contraception 

is impeded by conservative catholic groups and individuals 

who spread half-truths and demonize contraception:

Ideologically-based groups . . . have a big 
influence on power, either through the Catholic 
Church hierarchy or through some political parties. 
. . These groups, which include some NGOs and 
doctors, run negative campaigns, primarily against 
hormonal contraception by pointing to its negative 
side effects. But the information [they provide] 
is partial; they say one thing but don’t say the 
rest. They always talk about negatives [and] this 
dominates the public discussion.173

Dr. Júlia nad’ová, a practicing gynecologist, shared the 

following experience from her practice: 

[A] patient [with cancer] to whom I prescribed [an 
IUD due to her health condition] told me that her 
priest told her not to use it because [using] any 
contraception is sin. I told the priest that if he 
was taking responsibility for her health, he should 
come and talk to me about it. She was quite ill; 
she got [the IUD] inserted after few months.174 

although religion may influence some women’s decision 

making on contraceptive use,175 it is not a decisive factor 

for everyone. notably, while almost all women interviewed 

during the fact finding said they were catholic, many of 

them still had some experience with modern methods of 

contraception.176

Jana, a 35-year-old mother of one, thought that 

while religion certainly plays a role in women’s use of 

contraceptives, its influence is handled differently by 

everyone. She talked about the catholic church and 

contraceptives:

The church deals with [contraception] quite a 
lot. . . . I think they should deal with other things 
because they can do lots of mischief and they 
interfere with the things that they do not need 
to [interfere with]. Moreover, I have a strong 
connection to God although I don’t go to church 
regularly. God . . . could not prohibit me from 
taking contraceptives. I think he created us all the 

same, we are all the same, but there are people 
who make mistakes, who do this and that. I would 
not say that God is going to be angry because I 
take contraceptives.177

Rural Areas
Surroundings also matter when it comes to women’s use 

of contraceptives. our interviews suggest that there are 

important differences for women and adolescents who live 

in towns and cities and for those who live in smaller, more 

remote areas—both in their ability to access contraceptives 

and in their level of information.178 The difficulties faced by 

women and adolescents in villages stem from the catholic 

church hierarchy’s strong influence in rural areas and 

from various forms of social pressure and control. it may 

be a challenge, for example, to obtain a contraceptive 

prescription in a small community because of doctors’ 

conscientious objection. Further, there may be only one 

gynecologist or pharmacy in the area, which a woman 

may be reluctant to visit for fear of her family and friends 

discovering that she is using contraceptives.179

Renáta, described above, said that while hormonal 
contraception and condoms are accessible in towns and 
cities, there is a problem in villages. she shared the story 
of her sisters-in-law, who live in a village: “My husband 
is from the village and his sisters have a big problem with 
[accessing contraception], and basically both of them had 
to get married.” she giggled and continued: “It was a big 
problem for them to either buy contraceptives or have them 
prescribed.” Renáta ascribed this to “everybody know[ing] 
everybody” in the village; there being only one doctor for the 
whole community; and the strong influence of religion, “so 
everyone pretends that sex is [only] after the wedding.”180

according to Mária, described below, people in her village 

do what they are told in church, where the use of modern 

contraceptives is not condoned: “[The people] just simply 

submit to it, because they don’t want those old ladies to give 

them an evil eye.”181

according to Ms. sejková, the nGo representative described 
above, girls in rural areas have problems admitting that they 
use contraceptives or would like to use them. she believed 
that this is also due to the strong influence of religion in 
those areas and the prevailing view that sex should be 
postponed until after marriage. even though young men and 
women might have opinions of their own, they must deal with 
strong pressure and control from their surroundings, which 
can make them feel like they have to conform.182
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barriers young  
women Face1

unaffordability
The average age of first sexual intercourse among young people in Slovakia is 17 years old.2 Since young women 

often do not have their own income, coming up with enough money for contraceptives can be difficult or even 

impossible. The majority of young women interviewed for this report who were using prescription contraceptives or 

had done so in the past said their parents paid for them. in addition, a few young women mentioned using their 

pocket money for contraceptives.3 Some young women also said that without parental support, they would not be 

able to use contraceptives.4 

Miroslava, an 18-year-old, captured the situation of many adolescents: 

I think that adolescents face a lot of financial barriers to access. . . . Students who do not work 
have problems to buy contraceptives if their parents don’t support them financially. For me, it is 
financially possible to choose because my parents are helping to pay for it. . . . Prices make access 
more difficult, especially for young girls if their parents don’t want to support them. They end up 
looking for other solutions that don’t end up very well.5

Young women are thus dependent on their parents for being able to use contraceptives, which is problematic if the 

women do not have an open relationship with their parents or if their parents simply cannot afford contraceptives.6 

when Mária, a 19-year-old student, was asked if she would consider using contraceptives, she explained that she 
would like to use them “right now.” the only reason holding her back is money—she cannot afford contraceptives 
and her parents do not help her buy them.7 she further explained, “the money restricts the most. there is no freedom. 
because if there was freedom, then I could choose, either this or that. . . . but if there is no money, then I have only 
one option: that I will not take [contraceptives].”

18-year-old nina said that, among her friends, price is the main problem with using contraceptives. she noted that 
prices have “certainly” been going up. nina has “a friend who stopped taking contraceptives just because of the 
price.”8 

Ms. vargová, a pharmacist, has noted that emergency contraception is prohibitively expensive (€22) for young women, 
particularly students, who lack income. she noted that when some of her customers see the price of emergency 
contraception, they realize that they cannot afford it and purchase a pregnancy test instead.9 

parental Consent 
having to go to the gynecologist is also a barrier for girls under 18 who may be unable to obtain the necessary 

parental consent10—for example, when they do not have a good relationship with their parents.11 Some of the young 

women interviewed for this report have friends who cannot use contraceptives because of parental consent or who 

take contraception prescribed for someone else.12 Women did not agree with the parental consent requirement, 

arguing that girls are able to think for themselves and take responsibility for their own lives.13 Moreover, they said that 

contraception is preferable to an unintended pregnancy, and all its consequences.14 
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barriers young  
women Face1

alexandra, a 20-year-old, felt that the government should devote more attention to the problems of girls and young 

women: 

For example, [some girls] are afraid to go to their parents to get parental consent, [and the state 
should] find better solutions for this problem, because the girls don’t realize what the danger can 
be to their lives [if they become pregnant].15

kamila, a 19-year-old, viewed the parental consent requirement as bad policy. she said that if a girl thinks in a 
normal and sensible way, there is no reason to require a parent’s consent for contraceptive prescriptions. Instead, 
girls should be allowed to take responsibility for themselves.16 

lack of Communication with parents
one of the catholic church hierarchy’s arguments against sexuality education in schools is that such education 

should be left to the parents.17 however, as the testimonies gathered for this report showed, parents rarely have 

open discussions about contraception with their children,18 making sexuality education in schools all the more 

important. This is also reflected in General comment 4 of the committee on the Rights of the child (children’s 

Rights committee), which states that adolescents should have access to sexual and reproductive health information 

regardless of their parents’ consent.19 The young women we interviewed felt hesitant to bring up contraception with 

their mothers, who grew up at a time when sexual issues were even more taboo in Slovakia than they are today. at 

the same time, some parents—feeling uncomfortable with the subject, lacking accurate information themselves, or 

against contraceptives for religious reasons—pretend that there is nothing to talk about.20 

When talking about communication between parents and children on contraception, lívia, a 23-year-old woman 

with one child, said the following:

[The] parents of [my] friends did not speak to them about [contraceptives] when they were younger, 
and now when my friends are older, their parents do not consider there is a need anymore to talk 
to them about contraception. . . .21

Impact on other Rights
Failing to provide adolescent girls with adequate contraceptive services and information not only constitutes a 

human rights violation in and of itself but also affects other rights, such as the right to education. The human 

Rights committee, children’s Rights committee, and eScR committee have all noted that unintended pregnancies, 

which may be caused by a lack of family planning services and sexuality education, should not interfere with girls’ 

ability to exercise their right to education.22
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Sexuality Education and Information on Contraception
accurate, unbiased, and comprehensive education on 

sexual and reproductive health is vital to women’s and 

girls’ abilities to make informed decisions on contraceptive 

use.183 The interviews conducted for this report show that 

despite international standards and recommendations 

from international bodies, sexuality education in Slovakia, 

particularly concerning different methods of contraception, 

remains wholly inadequate. it is important to note that while 

international human rights laws and standards support a 

general right of adolescents to receive sexuality education, 

the discussion below is limited to the specific right of 

adolescents to receive sexuality education in schools.

school Is not a Main source of Information on Contraception
The women and adolescents interviewed reported that 

their most common sources for gathering information are 

friends,184 family members,185 gynecologists,186 magazines,187 

and the internet.188 notably, while the doctor or gynecologist 

was cited as the most trustworthy source,189 other women 

came in as a close second.190 painfully missing among 

most common and trusted sources of information is the 

school, which ought to be a primary source of reliable and 

comprehensive information on contraceptives for everyone. 

Inadequacy of sexuality education in schools
our interviews demonstrate that sexuality education in 

Slovak schools is very minimal, and sometimes nonexistent. 

Moreover, each school exercises discretion regarding the 

specific content of this education. consequently, whether 

and how sexuality education is taught depends on the 

views of individual teachers and school administration—and 

sometimes influenced by the catholic church hierarchy.191 

according to Dr. Molnárová, the lack of access to 

contraceptives has to do with the way schools provide 

sexuality education:

[N]owadays, at many secondary schools there is 
sexual education, which is taught by catechists, or 
people who are from different parishes, and [their] 
explanation of this area is pronouncedly one-
sided. . . . We still have a problem [establishing] 
sexual education within the framework of classes 
at school. It’s still more or less up to biology 
teachers.  In fact, it depends on the professor’s 
view in what direction it all goes.192

Ms. pietruchová of the Slovak Family planning association 

also cited lack of adequate sexuality education as a problem:

Sex education—that is, “Education for Marriage 
and Parenthood”—is not a mandatory subject, 
but if the school chooses to teach it, it should do 
it according to [official school] guidelines [set 
by the Ministry of Education]. However, these 
guidelines are very general; anything can be 
included under the topics addressed. Moreover, 
the name of the subject itself—“Education for 
Marriage and Parenthood”—is sick.193

Ms. eva Sopková, director of the nGo pro Familia, 

lamented:

Now [after the fall of communism], because of 
the church, many are afraid to even touch upon 
sexuality education.194  

Mária recalled that a classmate’s father, who was a pastor, 
objected to a lesson on contraceptives being given at school. 
as a result, the school cancelled the lesson.195

professor bosá, described above, shared her experience in 

developing a program that integrated sexuality education 

into existing curricula but that was never implemented:

I was a teacher and responsible for coordinating 
a sexuality program at a primary school in 2002. 
The whole task was to make a timetable and plans 
on that subject, and to fit it into other subjects 
that were relevant to sex education. . . . It was 
very hard work; I had to take the teaching plans 
of every teacher and find the right space to fit 
in information on sexuality. Once I finished, the 
deputy took the plan and put it in her drawer—
she just wanted it in case of an inspection. If 
the inspector came and he would see we’re not 
teaching sexuality education, we would have an 
excuse: we are not teaching it today, but we have 
it in a plan, we do teach it. . . .196

While most women reported having received some 

sexuality education in school, it usually included only 

basic information on biological aspects, menstruation, and 

reproductive organs. almost no one had been given any 

information on pregnancy prevention or contraceptives.197 

Moreover, professor bosá, who also has experience 

working at secondary schools, said that when the subject 

is discussed, the information given to students focuses 

disproportionately on the negative effects of contraception.198 

however, sometimes students are blatantly misinformed. 
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sexuality education in slovakia is frequently inadequate 
or absent. whether and how sexuality education is taught 
depends on the views of individual teachers and the school 
administration—and sometimes influenced by the Catholic 
Church hierarchy. 
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professor bosá recounted such an incident and its adverse 

consequences:

I had one case at a primary school where I taught 
for a bit. A student came to me; she was 15 years 
old and had become pregnant, and was afraid to 
tell her parents. I told her to tell them and I will 
be with her and so on. She was very unhappy; she 
honestly didn’t know how it could have happened. 
I asked her if she didn’t learn about sex and 
pregnancy in biology. Her answer was, “Yes, but 
I had bleached hair.” I really didn’t understand 
why she was saying that, and then I thought about 
the religion teacher; he told the girls that if they 
colored their hair, they wouldn’t get pregnant. 
So, [this girl] she . . . [had] believed she was 
protected.199  

Misinformation
outside of schools misinformation on contraceptives is 

widespread as well, posing a significant barrier to access. 

our interviews reveal that many women have distorted 

information on contraceptives; often, they believe that 

contraceptives damage their health and have an exaggerated 

understanding of the side effects.200 indeed, almost all of 

the women we interviewed had heard disconcerting stories 

about the side effects of contraceptives.201 aside from 

accounts of weight gain, hair loss, headaches, depression, 

and general poor health,202 common contraceptive myths 

included having an increased risk of breast cancer203 

and being unable to conceive after using the pill.204 

Women are also afraid that hormonal contraception would 

significantly harm their body’s hormonal balance.205 For 

some, the fear of side effects is so strong that it keeps 

them from using contraceptives.206 in this regard, several 

women mentioned that the information leaflets attached to 

contraceptive packages include so many side effects as to 

be frightening.207 

Beáta, described above, holds ideas about 
contraceptives that have kept her from even 
discussing the option with her doctor. To her 
knowledge, women must be closely monitored 
and undergo liver tests when using contraception. 
She recognized that her ideas might be a bit old-
fashioned, but still thought that there are serious 
side effects from modern contraceptives—thus 
keeping her from using them.208

Due to the lack of adequate sexuality education in schools, 

misinformation about the effects of contraceptives also 

abounds among young women and may have detrimental 

effects for their health and well-being. For example, barbora, 

described above, who uses the pill, believes that it also 

protects against sexually transmitted infections.209 and, 

Daniela, an 18-year-old who had used contraceptive pills in 

the past, stopped using them and seemed unsure of what to 

do after her psychologist told her about a woman who went 

mad after using contraceptives and her homeopath told her 

that pills are bad for the ovaries.210 

Communication and Accessibility Issues with 
Gynecologists 
in order to access hormonal contraceptives (with the 

exception of emergency contraception), women in Slovakia 

need a prescription from a gynecologist, whom they may 

visit without a referral from a primary care physician. 

Gynecologists, who specialize in reproductive issues and 

are the gateway to women’s access to contraceptives, are 

well positioned to be a steady, reliable source of information 

on contraceptives. however, the testimonies gathered for 

this report show that time constraints, provider attitudes, 

and the costs involved with visiting a doctor’s office may all 

work to inhibit women’s and girls’ access to contraceptive 

information—and to contraception itself.  

lack of Communication with Gynecologists 
although many women reported that the gynecologist is 

or would be their most trusted source of information on 

contraception, they pointed to several issues that prevent 

this from being the case. For one, interviewees noted that 

gynecologists by and large do not inform their patients about 

contraceptives on their own initiative. Women reported 

having to ask for information themselves211—and when they 

do, they are not always satisfied with the response. They 

complained that gynecologists do not explain everything 

they want to know, are not communicative, expect them to 

already know everything, and do not present contraceptive 

options to choose from.212 Romani women, because of 

negative stereotypes, noted that they are sometimes treated 

especially poorly, even with hostility, by doctors.213 

Some gynecologists themselves mentioned not having a lot 

of time with each patient,214 which may explain why they 

do not initiate conversations on their own. according to the 

pharmacist Ms. vargová, whether or not women receive 

enough information depends on the gynecologist:

There are some gynecologists who have a lot 
on their plate. Some, I can say specifically, . . . 
they check you, say everything is ok, give [you] a 
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prescription, and tell [you] to read the instruction 
leaflet and goodbye. And there are some who 
explain and speak to you about it and so on. . 
. . It depends on the gynecologist; especially 
some older gynecologists do not talk much about 
[contraception] and can’t explain much about it.215

these time-related concerns were echoed by dr. Molnárová, 
who recognized that not all women have sound information 
on contraceptives. she would like to provide the women 
she sees in her practice with reliable and comprehensive 
information on contraceptives. however, she said that she has 
very little time with each patient, making it difficult to always 
do so.216

Conscientious objection Inhibits  
access to Contraception
catholicism also influences access to contraceptives through conscientious objection. Some of our interviewees 

reported healthcare professionals invoking conscientious objection to refuse to prescribe contraceptives or fill a 

prescription.1 

Ms. Zdena horvátová, who has worked as a pharmacist for over ten years, called it “shocking” that certain 

pharmacies do not sell contraceptives. She gave some examples: 

One pharmacy that is in our chain [doesn’t sell contraception] because the head of the 
pharmacy is very religious and she doesn’t [want to] sell it. She has control over what kind of 
pills she has in her pharmacy, so she doesn’t have to order contraceptives. She tells people 
who come in, “We don’t have pills.” . . . So I said, “She should have studied to become a nun, 
not a pharmacist.” . . . I [also] have a colleague who does not give out contraception, she 
always asks a colleague to do it so that she doesn’t have to touch it.2

Dr. Michal kliment, a practicing gynecologist for 37 years and president of the Slovak Family planning 

association, explained that the state’s failure to properly regulate conscientious objection enables the practice to 

stand in the way of women’s access to contraceptives:

. . . in Slovakia, access to contraception is limited [by] conscientious objection of doctors 
whose actions are not regulated; there is no referral when a doctor refuses to prescribe 
contraception; in Slovakia the basic relations and rules on this matter are not defined.

Dr. kliment also said that he personally knows of gynecologists who invoke conscientious objection to refuse to 

provide contraceptive services:

Of course I do. There are doctors who refuse not only [to perform] an abortion, but also [to 
prescribe contraception as a [matter of] principle. But this is against the basic ethical principles 
of the International Federation of Gynecology and Obstetrics [FIGO]. One of the basic principles 
of FIGO is not to give preference to your religious views over your duty to patients. You cannot 
do it.3 

To nina, 18-years old, it seemed only natural that gynecologists should not be allowed to use conscientious 

objection to impede women’s access to contraceptives:

I think this couldn’t be a gynecologist, since they encounter [women wanting to use  
contraception] every day in work.4
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beáta has never used any hormonal contraception:

I don’t have any experience with contraception. I 
have a gynecologist who never explained to me 
or never offered me, basically any possibility of 
contraception, or any forms. . . . Because I didn’t 
have [any] option[s], [because he did not] explain 
to me this and that, . . . I don’t know generally 
anything about it, yes, so it is basically for this 
reason I didn’t use it.217

Ms. vanda durbáková, an attorney with Center for Civil and 
human Rights (poradňa), a human rights nGo, told us about 
the harsh reality that Romani women face. she knows of some 
doctors who “say they do not prescribe [contraception] to 
Romani women because you have to be regular [with it] and 
they think they will not [be capable of] us[ing] it regularly.”218 

linda, a 33-year-old Romani woman with one child, 

expressed her frustration with the only gynecologist in her 

town:

I am not satisfied with the gynecologist from [my 
town], but what to do, Prešov is far away, I would 

have to travel there all the time. The gynecologist 
never explains what is wrong, he only makes 
jokes, writes something into the files, and  
that’s it. He thinks that if we are Roma he doesn’t 
have to inform us or treat us well.219

lack of access to Gynecologists
Time constraints and other factors, therefore, may 

undermine the functioning of gynecologists as easily 

accessible sources of information. in terms of actual access 

to contraceptives, gynecologists act as gatekeepers since, 

with the exception of emergency contraception, female 

hormonal contraception is available only by prescription. 

because gynecologists usually write prescriptions for just 

three months at a time,220 women confront the difficulty 

of having to make repeated visits to the gynecologist.221 

Moreover, Romani women, some of whom are treated 

discriminatorily by healthcare personnel, including 

gynecologists, may be particularly hesitant to visit their 

offices for services or advice.222 

While going to the gynecologist for a prescription is not a 

problem in and of itself, a visit may involve a significant time 

human Rights Require Regulating  
Conscientious objection  
international and regional human rights law requires states to ensure that health professionals’ refusal to provide 

certain care or products based on their conscience does not unduly limit women’s right to access medical 

services that they are legally entitled to receive.1 The ceDaW committee has recently raised this as a problem in 

Slovakia in its most recent recommendations to the state:

 While noting the measures taken by the State party to facilitate women’s access to health care, including reproductive 
health, the Committee is deeply concerned about the insufficient regulation of the exercise of conscientious objection 
by health professionals with regard to sexual and reproductive health. . . . The Committee recommends that the 
State party 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. The Committee calls the attention of the State party to 
its general recommendation No. 24, which states that it is discriminatory for a State party to refuse to provide legally for 
the performance of certain reproductive health services for women.2 

in Pichon and Sajous v. France, the european court of human Rights explicitly addressed conscientious 

objection in the context of access to contraceptives. The court stated that “as long as the sale of contraceptives 

is legal and occurs on medical prescription nowhere other than in a pharmacy, the applicants cannot give 

precedence to their religious beliefs and impose them on others as justification for their refusal to sell such 

products.”3 it thus made clear that health professionals’ option to invoke the practice based on their right to 

freedom of thought, conscience, and religion is not unlimited and may not keep women from being able to 

access contraceptives.4  
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commitment, as women sometimes have to wait for hours 

before being seen. Making an appointment to avoid the long 

wait usually requires paying a fee in advance that can be as 

high as €7-10, which is too expensive for some women.223 

opinions on how to  
Improve the situation
our interviews with women, healthcare providers, nGo 

representatives, and other professionals bring to light the 

many barriers that women and adolescents in Slovakia 

face in accessing contraceptives. For some women, 

quality modern contraceptives are prohibitively expensive, 

while others cannot afford any kind of female-controlled 

contraceptive at all. Moreover, there is a lack of awareness 

surrounding modern contraception, fueled by conservative 

religious and societal pressures. Recognizing these 

problems, our interviewees offered possible solutions. it is 

telling that nearly everyone believed that the situation could 

be improved by two things: (i) public health insurance 

coverage of contraceptives and/or (ii) improved sexuality 

education in schools.

Include Contraceptives in Health Insurance Coverage 
almost everyone we interviewed believed that there 

should be at least partial health insurance coverage of 

certain kinds of contraceptives, citing various reasons.224 

Some participants emphasized that women should be 

free to make decisions regarding their fertility and the 

use of modern contraceptives—and that women’s limited 

economic means should not be the deciding factor.225 Ms. 

horvátová, described above, said that it is discriminatory for 

the government not to include contraceptives in its health 

insurance scheme “because the state is supposed to help 

its citizens, at least by subsidizing half of it. if we want to 

be a free state . . . mothers should be able to make free 

decisions.”226 Ms. Sejková also viewed the state’s failure to 

subsidize contraceptives as discrimination:

[The state not subsidizing contraceptives] is of 
course . . . discrimination against women because 
it puts them in a position where they have no 
choice. On the other hand, [by not subsidizing 
contraceptives, the state] is supporting the rural- 
religious view in all areas of human sexuality. . . 
The state pretends that “Yes, we support young, 
beautiful, happy and healthy families,” but at the 
same time it closes its eyes to the issue of safe 
sex. . . . So I think it is not only discrimination 
against women but also against young men who 

can have stress from it. . . . [Because] from my 
point of view, part of a normal life is also to have 
sex with somebody without being forced to have a 
family. So I think it is discrimination on part of the 
state.227

others remarked that including contraceptives in public 

health insurance is good policy because it is preferable to 

women having unwanted pregnancies.228 Further, several 

medical professionals noted that contraceptive coverage 

through public health insurance makes sense from an 

economic perspective, as unintended pregnancies cost the 

state more money than an insurance subsidy would.229 

svetlana, a 29-year-old mother of one, supported public 
funding for contraceptives. she said that one of the main 
reasons women don’t use contraceptives is because they are 
expensive, which leads to a lot of “unwanted pregnancies, 
abortions, and children put aside.” subsidization would help 
prevent that.230

Ms. henrieta novotná, a social worker, suggested that public 
funding for contraceptives could help young girls who are 
ashamed to ask their parents for money for contraceptives: 
“some may say that we [would be] giving them space for free 
sex, but if [the girl] is protected, she is taking responsibility.  
I don’t think we can stop them from having sex.”231

Many of the participants who favored some form of public 

funding for contraceptives believed that coverage should be 

for all women,232 explaining that it would be discriminatory 

to subsidize contraceptives only for certain women, such as 

Romani or low-income women.233 Moreover, basing coverage 

on income level could lead to administrative problems, as 

several medical professionals noted, and could fail to reach 

those who may be most in need, such as women in abusive 

relationships who have sufficient family income to afford 

contraception but cannot access that income.234 

Ms. sejková supported contraceptive coverage through 
public health insurance but thought that it was a bad idea to 
devise a scheme based on women’s income. she explained 
that, legally, her clients, who are survivors of violence, are 
considered to have access to their husbands’ income. If 
contraceptive subsidization were based on income and her 
clients’ husbands earned more than the threshold set by the 
state, these women would not be eligible for a subsidy when 
they in fact may not have access to the family income at 
all. that is why, she felt, it would be better for the state to 
provide a fixed discount on the price of contraceptives.235

human Rights Require Regulating  
Conscientious objection  
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Improve Sexuality Education in Schools
in addition, nearly all participants felt that schools and 

the public education system should bear responsibility for 

disseminating information on contraception.236 They believed 

that schools should provide information on contraception 

starting at an early age,237 that sexuality education should 

be firmly established in the curriculum, and that information 

should be given in a systematic way.238 Some professionals 

also thought it would be good if trained healthcare providers 

gave presentations on contraception, since the “people who 

lead these classes [now] are amateurs.”239 

Dr. Molnárová told us that most of her patients with 

unintended pregnancies are 15 to 19 years old: 

It’s a pity. It’s already late when they come and 
that’s why I think that the only form of prevention 
is to give more the education to schools, but not in 
the form of a [short] presentation, . . . as is often 
the case [now]. . . . It must be systematic. If there 
is no system and systematic work, it is useless.240

Dr. kliment, described above, recognized lack of access 

to contraception as a complex problem whose resolution 

requires efforts in several areas, including improved access 

to health services and sexuality education:

First of all, children should have accurate 
education so they can protect themselves . . . 
against sexual abuse and sexual violence, [and] 
against unintended pregnancies. . . . So sexual 
education . . . is important.241

klaudia, described above, thought that the state should help 
women prevent unwanted pregnancies through education 
in schools. Families have different social and religious 
backgrounds, and some may not speak about sexuality and 
contraception in the home—making the school an important 
place for ensuring that all children receive information.242

almost all of the adolescents and young women who spoke 

on this topic believed that sexuality education in schools 

should be provided in a manner different from the current 

method. it should be more informal, more interesting with 

real life experiences, and no longer treated as taboo.243 

Gabriela, a 19-year-old, spoke about sexuality education in 

school and how she thinks access to contraception can be 

improved:

Generally, I think that . . . I don’t know how 
to say it . . . the sexual education is strange, 
children take it more as taboo or that it is very 
funny. I think it would need reform, or to set it 
firmly into the curriculum. [To improve access to 
contraception I would] mainly introduce sexual 
education in schools; it is stupid to say that it 
must be like this, but it is needed.244

Daniela, described above, also felt that sexuality education 

should be treated differently. She recounted:

Yes, [I had sexuality education]. I remember 
that they took all the boys away and it was one 
lesson. And they told us about genitals and they 
explained how a woman gets pregnant and it was 
something they could have told us in year five 
[when we were 10 or 11 years old]. [Instead, this 
lesson was in year nine, when students are 14 or 
15 years old.] We were free to ask about things, 
but there was nothing to ask about, it was a very 
embarrassing situation. I think if they gave it in an 
informal, different way, students would understand 
it differently, even in high school. Although in high 
school is too late, it should be done in primary 
school.245
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national, Regional, and  
International law and policy 
The findings of this report reveal violations of fundamental 

human rights that are protected under national, regional, 

and international law. The Slovak government is obligated 

to guarantee the rights to equality and non-discrimination, 

the right to health, the right to information, and the right to 

privacy. The violations described in this report demonstrate 

that Slovakia is not implementing its domestic and 

international obligations to respect, protect, and fulfill  

these rights. 

at the national level, numerous laws and policies require the 

state to guarantee contraceptive services and information.  

Slovakia has also ratified regional human rights treaties 

such as the european convention for the protection of 

human Rights and Fundamental Freedoms and the Revised 

european Social charter.246 at the international level, 

Slovakia has signed on to all major international human 

rights treaties, including the international covenant on civil 

and political Rights (civil and political Rights covenant), the 

international covenant on economic, Social and cultural 

Rights (economic, Social and cultural Rights covenant), the 

convention on the elimination of all Forms of Discrimination 

against Women (ceDaW), and the convention on the Rights 

of the child. under the Slovak constitution, international 

human rights treaties ratified by the state have priority over 

national laws.247 Furthermore, Slovakia has committed itself 

to international consensus documents such as the beijing 

Declaration and platform for action and the programme of 

action of the international conference on population and 

Development.248 

These national, regional, and international instruments 

require Slovakia to ensure that women and adolescent girls 

have access to a full range of affordable and acceptable 

contraceptive services and information. however, despite 

clear legal obligations, Slovakia does not provide coverage of 

contraceptives through its public health insurance scheme, 

making the cost of acceptable pregnancy prevention 

methods prohibitive for many women. Slovakia also does 

not provide access to accurate, comprehensive information 

on family planning, which further undermines the use of 

contraceptives and harms the health and well-being of 

women and girls.

national law and policy
The Constitution
Several human rights and fundamental freedoms related 

to sexual and reproductive health in general, and 

contraceptives in particular, are set forth in the Slovak 

constitution. They include the right to life,249 the right to 

health,250 the right to information,251 the right to be free from 

inhuman and degrading treatment,252 the right to privacy,253 

and the right to freedom of thought, conscience, religion, 

and belief.254 The constitution guarantees all fundamental 

rights to everyone regardless of sex; ethnic, national, or 

social origin; property; belief; religion; or any other status. in 

addition, it grants that “[p]eople are free and equal in dignity 

and in rights.”255 

Healthcare and Health Insurance 
under the constitution, everyone is entitled to the protection 

of his or her health.256 Moreover, citizens and residents have 

a right to free healthcare through medical insurance, under 

the terms set forth by law.257 as such, all are covered by the 

obligatory public health insurance system, which is based 

on the principle of solidarity.258 in addition, individual private 

health insurance, which is supplementary to the mandatory 

public health insurance coverage, is available.259 

conditions related to the provision of healthcare, its 

subsidization, health insurance, and the status of health 

professionals are regulated by several healthcare laws. 

one such law is the act on health care, which guarantees 

everyone the right to healthcare in accordance with 

principles of equal treatment and non-discrimination.260 it 

prohibits discrimination on numerous grounds, including 

sex, gender, age, ethnic group affiliation, social origin, 

property, and religion.261 accordingly, the government must 

huMan RIGhts vIolatIons In 
the Context oF ContRaCeptIve 
seRvICes and InFoRMatIon 
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ensure that women and adolescent girls can access health 

services on the basis of equal treatment.

The act on health care also sets out patients’ rights and 

informed consent requirements. under the law, health 

professionals must inform their patients “on [the] purpose, 

nature, impacts and risks of health care provision, on 

options of proposed procedures, and on risks of rejecting 

health care.”262 in the case of minors, parental consent is 

required before services may be performed. however, a 

minor should “participate in decision making to the highest 

extent allowed by [his or] her abilities.”263 

Abortion Law
under Slovakia’s abortion law and its implementing 

regulation, abortion is permitted on request during the 

first 12 weeks of pregnancy, and thereafter if the woman’s 

life is in danger or in cases of fetal impairment.264 To 

obtain an abortion, a woman must submit a written 

request to a gynecologist, who then must provide the 

woman with information on the purpose, nature, course, 

and consequences of the procedure, alternatives, and 

the current developmental stage of the fetus.265 if the 

gynecologist believes that the conditions allowing a woman 

to terminate her pregnancy are satisfied, she or he should 

approve the request.266 a 48-hour waiting period applies to 

abortion on request, starting from when the gynecologist 

sends the report on the provision of the mandated 

information to the relevant state institution.267 in case a 

woman’s request for an abortion is denied, she has the right 

to appeal.268 Minors need the written informed consent of 

their legal guardian before they may undergo an abortion.269 

aside from regulating access to abortion, Slovakia’s abortion 

law also focuses explicitly on the prevention of unintended 

pregnancies.270 under the law, unintended pregnancies are 

to be prevented by education on “planned and responsible 

parenthood” and by the use of contraceptives, and 

prescription contraceptives “shall be provided to a woman 

free of charge.”271 Yet, according to practice, the user pays 

for contraception in full. The only exception is sterilization, 

which is covered by public health insurance when there 

is a medical indication for a high-risk pregnancy. [See box 

Subsidization of Sterilization, p. 21.]

Drug Regulations and Insurance Coverage
even though the abortion law provision mandating the state 

to provide prescription contraception free of charge remains 

formally valid, a subsequent legal regulation on public health 

insurance coverage for drugs is followed, rendering the 

provision obsolete. 

The coverage of drugs by public health insurance is 

determined by the categorization process,272 which is the 

procedure used to decide whether a drug is covered by 

public health insurance and to what extent. To be eligible 

for coverage, several criteria must be met. a drug must 

possess, among other things, life-saving, curative, or 

preventative qualities;273 and its effectiveness, contribution 

to the reduction of morbidity and mortality, indications and 

contraindications, and prevalence of adverse effects must 

also be taken into account.274 an appointed categorization 

commission reviews the list of subsidized drugs on a regular 

basis, with the Ministry of health having the final say on 

what medicines to include.275 because contraceptives are 

excluded—despite being on the Who Model list of essential 

Medicines—users must pay full price for them. because 

contraceptives also do not fall under Slovakia’s price 

regulation system, their price is governed by the market, 

which keeps many of them relatively expensive.276 [See 

box Who Model list of essential Medicines, p. 13; lack of 

contraceptive coverage, p. 19.]

Ministry Policies Related to Sexual and Reproductive 
Health
in Slovakia, there is no one comprehensive state policy 

addressing sexual and reproductive health and rights issues. 

instead, several ministries—the Ministry of labor, Social 

affairs and Family; the Ministry of health; and the Ministry 

of education, Science, Research and Sport—carry part 

of this responsibility, resulting in a limited and piecemeal 

approach that fails to provide women and adolescent girls 

with access to a full range of affordable and acceptable 

contraceptive services and information. 

Ministry of labor, social affairs and Family
The Ministry of labor, Social affairs and Family is 

responsible for the national Strategy for Gender equality 

for 2009–2013.277 The strategy identifies gender-specific 

healthcare services, including protection of sexual and 

reproductive health, as one of the focus areas for specific 

action plans on gender equality.278 however, to date, the 

national action plan that was adopted to implement the 

strategy’s goals does not address sexual and reproductive 

health issues.279

Ministry of health
The Ministry of health is responsible for designing and 

implementing policies related to sexual and reproductive 
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health and information. health has been recognized by the 

state as key to society’s and individuals’ development. in 

addition, accessibility and equality in access to healthcare 

are considered fundamental values of the healthcare 

system.280 accordingly, the objectives of Slovakia’s current 

health policy include improving the affordability of healthcare 

by focusing on prevention and using the available financial 

resources in such a way that everyone has an equal 

opportunity to access effective health services.281 however, 

while there have been several proposals to give voice to 

these objectives—for instance, in the 2007 draft program on 

sexual and reproductive health—the Ministry has failed to 

translate them into practice, leaving many women unable to 

afford contraceptives of their choice. [See unaffordability of 

contraceptives, p. 21.]

Ministry of education, science, Research and sport
The Ministry of education, Science, Research and 

Sport concerns itself with matters related to sexual and 

reproductive health information, such as the content of 

sexuality education in schools. in 2008, it was tasked with 

proposing legislative amendments to “upgrade school 

curricula on education for Marriage and parenthood and . . . 

support education on sexual and reproductive health, family 

planning, prevention of sexually transmitted diseases (use of 

condoms), [and] sexual abuse of children and youth. . . .”282 

This task is also meant to ensure that sexuality education 

reaches students in the lower grades of elementary school, 

when they are seven to ten years old.283 [See lack of 

information and Sexuality education, p. 24.]

Regional and International standards 
The Rights to Equality and Non-Discrimination
The rights to equality and non-discrimination are 

fundamental rights found in every major regional and 

international human rights instrument. The equality and 

non-discrimination provisions in these instruments focus 

on equality between men and women and include sex or 

gender as a prohibited ground for discrimination. The lack 

of access to contraceptives and contraceptive information 

discriminates against women and adolescent girls because 

it relates to healthcare services that, due to biological, social 

and cultural factors, primarily affect women and whose 

absence have a far greater impact on women’s lives than 

on men’s lives.284 in so disregarding women’s reproductive 

health needs, states are violating the rights to equality and 

non-discrimination.

ceDaW, which is of particular importance when it comes 

to gender equality,285 recognizes that women’s “role in 

procreation” exposes them to discrimination.286 The treaty 

acknowledges that despite efforts to eliminate discriminatory 

laws and practices, women “. . . continue to suffer from 

various forms of discrimination because they are women.”287 

This recognition is particularly important in the context of 

access to reproductive healthcare; the ceDaW committee 

has stressed that the obligation of non-discrimination 

requires that states parties not only treat men and women 

identically when their interests are the same but also 

acknowledge and address biological—as well as socially and 

culturally constructed—differences.288 

in order to achieve gender equality and non-discrimination, 

ceDaW requires that states adopt measures “towards a real 

transformation of opportunities, institutions and systems so 

that they are no longer grounded in historically determined 

male paradigms of power and life patterns.”289  For example, 

the committee has addressed women’s existing inequalities 

in the family as they relate to decisions on the number and 

spacing of children, noting that “the responsibilities that 

women have to bear and raise children affect their right 

of access to education [and] employment[,]. . . . impose 

inequitable burdens of work on women. . . . and also affect 

their physical and mental health.”290 To effectively end the 

although men and women should share 

responsibility for contraception and family 

planning, male involvement is often lacking 

in practice. on several occasions, the ceDaW 

committee has expressed concern over 

countries in which family planning, including 

“contraception[,] . . . appears to be regarded as 

the sole responsibility of women”1 and has urged 

governments to adopt programs and policies 

that “increase knowledge of and access to 

contraceptive methods”2 and “stress the shared 

responsibilities of women and men in this regard.”3

in addition, the children’s Rights committee has 

called on states to promote male acceptance 

of the use of contraceptives through education, 

health policies, and counseling,4 and to include 

men in programs on reproductive health.5

slovakia should promote Male 
Involvement in Family planning 
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eu law and policy on Gender  
equality and healthcare  
Gender equality
Gender equality is a fundamental right1 recognized as central to achieving the eu’s objectives of growth, 

employment, and social cohesion.2 as recognized by both eu and international bodies, the ability to control 

one’s fertility, which requires the availability and accessibility of modern contraceptive information and services 

is fundamental to reducing gender inequality.3 [See Regional and international Standards, p. 45.] While the 

eu admits to the persistence of gender inequality among Member States, it has paid little attention to women’s 

reproductive healthcare needs, including their need for improved access to quality modern contraceptives and 

contraceptive information.4 

healthcare 
eu treaties also guarantee a “high level of human health protection” for all and the right to access preventative 

healthcare.5 as stated by eu health ministers and endorsed by the european council, the overarching values 

of universality, solidarity, and equity underpin the health systems of Member States, which aim “to reduce the 

gap in health inequalities” across the eu.6 however, existing research on women’s health in europe indicates 

persistent gender inequalities in health status and access to healthcare, both within and between Member 

States.7 This is a result of many disparities that women face as compared to men, such as unequal pay, greater 

responsibility in childrearing and other unpaid work, male violence against women, and discrimination based 

on gender stereotypes.8 The eu—despite its limited competence in healthcare policy—can act as facilitator and 

coordinator of health indicators and best practices across Member States;9 as of yet, however, it has failed to do 

so in the reproductive health field.  

The eu should promote sexual and reproductive health and rights between and within Member States as an 

integral component of achieving gender equality, or else face failure in achieving this common value.

discrimination that women suffer in deciding whether and 

when to have children and the multiple inequalities that 

such discrimination fosters, ceDaW obligates states to 

ensure women’s access to “health care services, including 

those related to family planning,” as well as to information 

on such services.291 

The ceDaW committee’s most recent recommendations 

to Slovakia specifically urge the state to “take measures 

to increase the access of women and adolescent girls to 

affordable health-care services, including reproductive 

health care, and to increase access to information and 

affordable means of family planning for women and men.”292

Discriminatory practices that affect the human rights 

related to contraceptive access and information are also 

fueled in part by pervasive gender stereotypes that exist 

in some societies. under ceDaW, states are required to 

counter such stereotypical conceptions of women, which, 

as the ceDaW committee has time and again observed, 

may be propagated by inappropriate education, perpetuate 

discrimination against women, and stand in the way of 

women’s equality and advancement.293 as recent as 2008, 

the committee recognized that Slovakia should do more 

to deal with this problem, expressing concern “about the 

persistence of traditional stereotypes regarding the roles 

and tasks of women and men in the family and in society 

at large, including in specific areas, such as . . . the health 

sector [and] academia and politics, that are strongly 

conditioned by traditional views.” it also expressed “concern 

at the persistence of gender stereotypes prevailing in school 

textbooks” and recommended “that policies be developed 

and programmes implemented to ensure the eradication of 

traditional sex role stereotypes in the family, labour market, 

the health sector, academia, politics and society at large.”294

The rights to equality and non-discrimination also mean 

that states cannot use religion or other social and cultural 
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eu law and policy on Gender  
equality and healthcare  

attitudes to perpetuate discriminatory and unequal 

treatment, including where it concerns women’s right to 

family planning services and information. The human Rights 

committee has specifically urged states to “ensure that 

traditional, historical, religious or cultural attitudes are not 

used to justify violations of women’s right to equality before 

the law. . . .”295 

The Right to the Highest Attainable  
Standard of Health
under article 12(1) of the economic, Social and cultural 

Rights covenant, everyone has the right to the enjoyment 

of the highest attainable standard of physical and mental 

health.296 The eScR committee has emphasized that this 

right entails an obligation on the part of states to ensure 

that health facilities, goods, and services are available, 

accessible, and acceptable to all without discrimination.297 

accessibility has an economic component, meaning that 

healthcare must be “affordable for all, including socially 

disadvantaged groups.” it moreover includes the right of 

everyone “to seek, receive and impart information and 

ideas concerning health issues.”298 in addition to being 

acceptable—that is, responsive to the needs and personal 

circumstances of women—all healthcare must also be 

medically appropriate and of good quality.299

The eScR committee has interpreted the right to health 

to encompass the right to sexual and reproductive health. 

Furthermore, it has stated that governments should 

ensure that all drugs on the Who Model list of essential 

Medicines, which include a range of contraceptives, be 

made accessible.300 The ceDaW committee has also stated 

that the right to affordable contraception falls under the right 

to access healthcare, which is a basic human right under 

ceDaW.301

in Slovakia, both the accessibility and acceptability of 

contraceptives are an issue. While contraceptives are 

available, they are inaccessible to many women,  

especially marginalized ones, due to their relatively high 

price. The eScR committee has made clear that health 

goods, including contraceptives, “must be affordable 

for all . . . whether privately or publicly provided.”302 in 

addition, “[e]quity demands that poorer households should 

not be disproportionately burdened with health expenses 

as compared to richer households.”303 Failing to ensure 

the affordability of contraception is a violation of the right 

to health, which, in the words of the eScR committee, 

can occur when there is “insufficient expenditure or 

misallocation of public resources [on health goods and 

services] which results in the non-enjoyment of the right to 

health by individuals or groups, particularly the vulnerable or 

marginalized.”304 

Regarding the acceptability of contraceptives, the eScR 

committee requires that health goods and services be 

“scientifically and medically appropriate and of good 

quality.”305 Moreover, states must provide for “appropriate 

training of doctors and other medical personnel.”306 

however, in Slovakia, the high prices of certain 

contraceptive methods lead many women to resort to 

low-quality alternatives that may not be well suited for 

them based on their health or personal circumstances. 

Furthermore, some doctors may provide women with 

inaccurate information on contraception because they are 

not properly trained by the state.307 These shortcomings, 

which highlight Slovakia’s disregard for the health needs 

of large parts of its population, are discriminatory and may 

negatively affect women’s lives and well-being. 

Access to a Full Range of Family Planning Methods 

united nations treaty Monitoring bodies
The ceDaW committee,308 the eScR committee,309 and 

the children’s Rights committee310 have interpreted the 

right to health to require that states guarantee women’s 

and adolescents’ access to a full range of family planning 

services, including contraceptives (which encompass 

emergency contraception). This right gives women the ability 

to choose between different safe and effective contraceptive 

methods. providing women with access to only one option, 

such as state-subsidized sterilization, or allowing barriers 

to access that force women to rely on traditional methods, 

such as periodic abstinence or withdrawal, is a violation of 

this right. 

on several occasions, the ceDaW committee has 

emphasized states’ obligation to guarantee women’s right 

to affordable contraceptives, recognizing that women may 

seek access to unsafe medical procedures, such as illegal 

abortion, due to a lack of means to appropriately control 

their own fertility.311 Moreover, the committee has noted 

that access to family planning increases women’s choice 

and empowers them.312 consequently, it has frequently 

expressed concern over women’s lack of access to and their 

low use of contraceptives313 and has urged governments to 

improve access to prevention methods through increased 

insurance coverage314 and greater attention to contraceptive 

costs.315 in addition, the eScR committee has stated that 

governments have a core obligation to ensure the availability 
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women subjected to coercion or sexual violence are  
particularly vulnerable. even if they have money of their  
own, they may be unable to buy contraceptives as their  
partner may control all of the finances. 



 CalCulated InjustICe: The Slovak Republic’S FailuRe To enSuRe acceSS To conTRacepTiveS      49 

Marginalized women and the  
Right to access to Contraceptives
Recognizing that some women are particularly vulnerable, human rights standards frequently underscore the need for 
special efforts to accommodate marginalized women and their need for contraceptive and family planning services. 

adolescents
although adolescents have the same right to access to contraceptives as adults, their lack of autonomy and physical 

vulnerability poses an additional barrier to exercising that right. States should thus take particular care to ensure that 

they fulfill their legal obligations with respect to adolescents. providing adolescents with access to reproductive health 

services, including contraception, is important for helping reduce unintended pregnancies, unsafe abortions, and 

the spread of sexually transmitted infections.1 consequently, the children’s Rights committee has emphasized that 

governments have a duty to ensure that adolescents have access to such health services2 and has encouraged states  

to offer contraceptives for free or at a low cost.3 

if adolescents are to have access to affordable and acceptable contraceptives, it is paramount that they also have 

access to confidential reproductive health services. parental consent or notification requirements may deter adolescents 

from seeking access to and advice on contraception, which could harm their health and well-being.4 The children’s 

Rights committee, in its General comment 4, encourages states parties “to respect strictly [adolescents’] right to 

privacy and confidentiality, including with respect to advice and counselling on health matters.” The committee further 

notes that “[h]ealth-care providers have an obligation to keep confidential medical information concerning adolescents. 

. . . Such information may only be disclosed with the consent of the adolescent.”5 in addition, the committee has also 

asked states to remove parental consent requirements for contraception.6

survivors of violence
The beijing Declaration and platform for action recognizes that many women have limited power in their relationships, 

which prevents them from making decisions regarding their sexual and reproductive health and inhibits their ability to 

decide freely and responsibly on the number and spacing of their children.7 as noted by the ceDaW committee in its 

General Recommendation 24, these women and girls, who may be controlled by their partners and could be in violent 

relationships, “are often unable to refuse sex or insist on safe and responsible sex practices.”8 States are required 

to take measures against violence against women and safeguard the right to health of women in violent situations 

according to several treaty monitoring bodies, including the ceDaW committee, the human Rights committee, and the 

eScR committee. Women should not be forced to bear the children of a violent partner, and women’s fertility should 

not be used as a means to control them. it is therefore of particular importance that states fulfill their obligation to 

ensure that even the most vulnerable women and girls, who may be victims of domestic and sexual violence and who 

may be economically dependent on their partners, have access to sexual and reproductive health services, including 

contraceptives. 

women in Rural areas
Women and girls in rural or resource-poor areas require special attention when it comes to safeguarding their 

reproductive rights, including the right to contraceptives services and information. Their status, health, and economic 

power may be weak compared to that of their urban counterparts.9 article 14 of ceDaW is dedicated to the protection 

of rural women’s right to health and requires states parties to take all appropriate measures to eliminate discrimination 

against women in rural areas regarding access to healthcare, including information, counseling, and family planning 

services.10 in addition, the eScR committee has noted in its General comment 14 that “[p]ublic health infrastructures 

should provide for sexual and reproductive health services . . . particularly in rural areas.”11
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of all drugs on the Who Model list of essential Medicines, 

which includes contraceptives.316 

Council of europe
Regional bodies also recognize that women must have 

access to family planning services, including affordable 

contraceptives.  pace has noted that access to affordable 

contraceptives must be part of Member States’ policies on 

sexual and reproductive health and that Member States 

should appropriate money for contraceptives in their national 

budgets.317 pace reaffirmed the importance of ensuring 

access to affordable contraceptives in Resolution 1607, in 

which it called on Member States to “ensure that women 

and men have access to contraception and advice on 

contraception at a reasonable cost, of a suitable nature for 

them and chosen by them.”318 Moreover, the right to health 

in the european Social charter, a binding instrument to 

which Slovakia is a party, requires states parties to ensure 

access to family planning services, which includes ensuring 

access to contraceptives.319 in addition, the european 

committee of Social Rights, which monitors compliance 

with the charter, has made clear that healthcare must be 

accessible to everyone, even if it means that states must 

carry some of the financial costs that would otherwise 

fall on patients.320 The committee has saluted states for 

improving access to family planning to reduce the number 

of unwanted pregnancies321 and for providing access to 

contraception free of charge.322  

International Consensus documents
international consensus documents to which Slovakia 

has committed itself recognize the right to sexual and 

reproductive health. in discussing this right, these 

documents call on governments to ensure women’s 

access to contraceptives. The programme of action of the 

international conference on population and Development, 

for example, recommends the provision of universal access 

to reproductive health services, urging countries to strive for 

universal access to a full range of safe and reliable family 

planning methods.323 Similarly, the beijing Declaration 

and platform for action calls on governments to ensure a 

reliable, continuous supply of high-quality contraceptives.324 

The Right to Decide on the Number and Spacing  
of Children

united nations treaty Monitoring bodies
article 16(1)(e) of ceDaW requires states parties to ensure 

that women, on an equal basis with men, have the right “to 

decide freely and responsibly on the number and spacing 

of their children and . . . have access to the information, 

education and means to enable them to exercise these 

rights.”325 in its General Recommendation 24, the ceDaW 

committee links women’s right to decide the number 

and spacing of their children to the right to health and 

emphasizes states’ obligation to take appropriate “budgetary, 

economic and other measures to the maximum extent of 

their available resources” to ensure that women are able to 

exercise and enjoy these rights.326  

International Consensus documents
international consensus documents also recognize the right 

to decide on the number and spacing of children.327 For 

example, the beijing Declaration and platform for action 

states that women’s reproductive rights include “decid[ing] 

freely and responsibly the number, spacing and timing of 

their children. . . .”328 at the same time, the Declaration 

emphasizes that social realities, such as “inadequate levels 

of knowledge about human sexuality and inappropriate or 

poor-quality reproductive health information and services” 

and “the limited power many women and girls have over 

their sexual and reproductive lives” stand in the way of the 

realization of this right.329 

The Rights to Family Planning Information and 
Sexuality Education

united nations treaty Monitoring bodies
article 10(h) of ceDaW requires states parties to ensure 

women’s access, on an equal basis with men, to “specific 

educational information to help to ensure the health and 

well-being of families, including information and advice on 

family planning.”330 The ceDaW committee has encouraged 

countries to “continue . . . efforts to ensure women, 

particularly poor women, [have] access to family planning 

programs and related information to increase women’s 

choice and as a means of empowerment.”331

as noted by the Special Rapporteur on the Right to 

education, “[i]nternational human rights standards clearly 

establish the human right to comprehensive sexual 

education, which is indivisible from the right to education 

and is key to the effective enjoyment of the right to life, 

health, information and non-discrimination, among 

others.”332 The ceDaW committee, eScR committee, 

and children’s Rights committee have, for example, 

referred to sexuality education as a means to guarantee 

the right to health because such education contributes to 

reducing maternal mortality and morbidity, abortion, teen 

pregnancies, and hiv/aiDS.333 They have urged states to 

provide sexuality education in a systematic way334 and make 

it a mandatory part of the school curriculum,335 meaning 
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obligation to Gather data

In order to monitor the implementation of states’ obligations under international 
human rights law, it is important that states collect data on a wide variety of issues 
broken down by different grounds, including age, gender, and ethnicity. such gath-
ering of data is essential if states are to develop effective strategies for the realiza-
tion of human rights.1 It is also key to promoting transparency and ensuring ac-
countability, which “is one of the most important features of human rights . . .  
[and] includes the monitoring of conduct, performance and outcomes.”2

in context of the right to contraceptives and contraceptive information, the collection of data with respect to 

health, education, and the status of women are of particular importance. The Who has emphasized that a 

well-functioning health system “ensures the production, analysis, dissemination and use of reliable and timely 

information on health determinants . . . and health status.”3 likewise, the Special Rapporteur on the Right to the 

highest attainable Standard of health has made clear that the right to health includes the requirement to collect 

“appropriately disaggregated data.”4 More specifically, the eScR committee has stated that the “disaggregation 

of health and socio-economic data according to sex is essential for identifying and remedying inequalities in 

health.”5 

Regional bodies have also recognized the importance of collecting disaggregated data on health and gender. 

For example, the committee of Ministers of the council of europe has recommended that all Member States 

systematically collect appropriate sex-disaggregated data to combat gender inequalities in healthcare.6 

Without reliable information on the number of women using contraceptives, the unmet need for family planning, 

or the number and spread of conscientious objectors, to name a few indicators, it is difficult to devise targeted 

policies to increase access to contraceptives. Governments can further use the lack of official figures as a shield 

when confronted with claims that they are failing to address barriers to access. 

Slovakia’s lack of data collection, including in areas relevant to the right to access contraceptives, has long 

been recognized by treaty monitoring bodies as a problem that should be addressed. For example, in 2003, the 

human Rights committee stressed “the importance of data to assess the situation [on minorities and women] in 

the State party and to address possible inequalities and patterns of discrimination.” The committee furthermore 

expressed concern “at the large discrepancy between official census figures and data provided by nGos,” and 

urged Slovakia “to take steps to gather, through methods compatible with principles of data protection, statistical 

data reflecting the current . . . position of minorities and women in society.”7

that parents should not be able to opt out on behalf of 

their children.336 The human Rights committee has linked 

sexuality education to the right to life, noting the importance 

of “ensur[ing] that schools include accurate and objective 

sexual education in their curricula.”337 Furthermore, the 

eScR committee and children’s Rights committee have 

stated that the rights to health and information require 

states to refrain from “censoring, withholding or intentionally 

misrepresenting health-related information, including sexual 

education and information.”338
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While undergoing surgery in connection with a 

miscarriage in a public hospital in hungary, a.S., 

a hungarian woman of Romani origin, was asked 

to sign a statement of consent to a cesarean 

section. The statement contained a barely legible 

note using the latin word for sterilization. only 

after she was sterilized did a.S. discover that she 

had agreed to a procedure that would make her 

permanently infertile. 

in august 2006, the ceDaW committee 

found hungary in violation of ceDaW for the 

government’s failure to protect a.S.’s reproductive 

rights. The decision establishes that the failure 

to provide reproductive health information and 

to ensure that women provide their full and 

informed consent to be sterilized violates women’s 

most basic human rights, including the right to 

information on family planning services guaranteed 

under article 10(h) of ceDaW.2 it marks the 

first time an international human rights tribunal 

has held a government accountable for failing 

to provide necessary information to a woman 

to enable her to give informed consent to a 

reproductive health procedure.

A.S. v. Hungary (Cedaw 
Committee, 2006)1 

Council of europe
in addition to encouraging council of europe Member States 

to provide women with access to affordable contraception, 

pace also calls on states to ensure “women and men 

have access to . . . advice on contraception....”339 it also 

recommends that states

adopt evidence-based appropriate sexual and 
reproductive health and rights strategies and 
policies, ensuring continued improvements 
and expansion of non-judgmental sex and 
relationships information and education, as well 
as contraceptive services, through increased 
investments from the national budgets into 
improving health systems, reproductive health 
supplies and information.340 

The european committee of Social Rights has saluted 

governments for providing family planning advice free of 

charge in health centers.341 The committee has further 

held that states are required to ensure that sexuality 

education is “provided throughout the entire period of 

schooling”, “forms part of the ordinary school curriculum,” 

is “adequate in quantitative terms,” and is “objective, based 

on contemporary scientific evidence and does not involve 

censoring, withholding or intentionally misrepresenting 

information, for example as regards contraception and 

different means of maintaining sexual and reproductive 

health.”342 

the Right to privacy 
The human Rights committee and other regional and 

international bodies have stated that decisions concerning 

whether and when to found a family are intricately linked 

to the right to privacy.343 The committee has interpreted 

this right to include a state obligation to prohibit all 

interference with an individual’s right to privacy by both 

public and private actors; to accomplish this, states should 

implement legislative frameworks and other measures 

protecting individual privacy.344 The eScR committee 

has also articulated on the right to privacy, declaring it an 

integral component of the right to health.345 in its General 

comment 14, the committee maintains that the freedoms 

encompassed by the right to health include “the right 

to control one’s health and body, including sexual and 

reproductive freedom. . . .”346 

the Right to life
The human Rights committee, in addition to discussing 

reproductive rights in the context of privacy, has also 

recognized that access to contraceptives protects women’s 

lives,347 particularly by preventing unintended pregnancies 

that may lead to unsafe, life-threatening abortions.348 it 

has therefore stated more than once that women should 

be ensured access to affordable contraceptives, which 

may require states to set up programs addressing financial 

barriers impeding access.349
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ConClusIon

organs and influenced by religious views. it is clear that in 

neglecting to fulfill its obligations in this regard, the state 

is swayed by the catholic church hierarchy, which has 

had a growing impact on law and policy since the fall of 

communism and whose strong influence was revealed 

during our interviews. The hierarchy not only promotes 

ineffective traditional family planning methods but also 

actively advocates against the use of modern contraceptives. 

in addition, gynecologists frequently lack the time or will 

to appropriately discuss contraceptives with their patients. 

consequently, misinformation and myths about the side 

effects of contraceptives abound. 

by failing to provide women and girls with sound and 

comprehensive information on family planning, including 

contraceptives, Slovakia is violating their right to information 

on family planning guaranteed under ceDaW. it is also 

violating their right to sexuality education, which has been 

recognized by the Special Rapporteur on the Right to 

education and several treaty monitoring bodies as vital to 

and grounded in the rights to health, life, information, and 

non-discrimination. 

our interviewees voiced broad support for subsidizing 

contraceptives through public health insurance in order 

to enhance women’s empowerment and prevent them 

from having to deal with the consequences of unintended 

pregnancies. improving sexuality education was also seen as 

a positive step that the government could take to increase 

women’s access to contraceptives. The state should give 

heed to these views and address the public’s health needs 

more seriously. 

in times of economic crises, which often have a greater 

impact on women than men, it is especially important that 

governments do not shortchange human rights in the name 

of economic prudence or necessity. Slovakia must correct 

its failure to provide women and girls with access to the 

contraceptive services and information they are entitled  

to receive.

access to a full range of affordable and acceptable 

contraceptive methods and information is essential to 

women’s and adolescent girls’ equality, autonomy, health, 

and well-being. as such, it is recognized as a component 

of human rights at the national, regional, and international 

levels. 

however, despite legal obligations and strong public policy 

justifications to protect this right, Slovakia continues to 

deny women and girls access to contraceptive services and 

information. although the state’s failure to collect ample, 

disaggregated data on relevant indicators stands in the 

way of determining the precise scope of the problem, this 

does not absolve the state from responsibility. it is evident 

from the interviews conducted for this report that action is 

needed. 

The testimonies that we collected show that the absence of 

coverage for modern contraceptives through public health 

insurance forces some women to resort to contraceptives 

that are not well suited for them based on their health or 

personal circumstances. For the most vulnerable groups, 

any female-controlled method is out of reach. 

by allowing this situation to persist, Slovakia has failed 

to implement national laws and policies and is violating 

numerous human rights, including women’s rights to 

equality and non-discrimination, the right to decide 

freely and responsibly on the number and spacing of 

their children, and the right to health, which have been 

interpreted by the international and regional human rights 

bodies as requiring states to provide women with access 

to a full range of family planning methods, including 

contraceptives. 

The testimonies further reveal that women’s access to 

contraceptives is also impeded by the lack of available 

reliable information on family planning methods. 

participants noted that in many schools, sexuality education 

is inadequate or absent, focusing only on reproductive 
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• organize systematic training of health professionals on 
new contraceptive services and information, in particular, 
and on sexual and reproductive rights and other human 
rights, in general.

• collect, on a systematic basis, comprehensive data 
related to sexual and reproductive health and rights, 
including data on contraceptive use and unmet need  
for contraceptives. ensure that all collected data are  
disaggregated by sex, age and other characteristics as  
necessary.  

• undertake comprehensive research on access to contra-
ception in Slovakia, which should result in the design and 
adoption of measures that would lead to the elimination 
of existing barriers. Such research should be undertaken 
on a regular basis to ensure that individuals’ contracep-
tive needs, especially those of women and adolescents, 
are fully met. 

• 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 access to contraceptive and other reproduc-
tive health services is not limited by health profession-
als’ exercise of conscientious objection. amend existing 
regulations in order to appropriately balance the exercise 
of conscientious objection with professional responsibil-
ity and the patient’s right to access lawful healthcare 
services in a timely manner. 

to the national Council of the slovak 
Republic (parliament) 

• explicitly include the right of every person to access 
sexual and reproductive health services in the 
constitution of the Slovak Republic and in legislation. 

• incorporate gender analyses and gender budgeting into 
all relevant stages of the legislative processes.

the following recommendations are based upon the findings 
of this report. they do not exhaustively list the actions 
required of the slovak government and parliament to comply 
with its international legal obligations, but instead target 
some of the key rights violations that we encountered 
during our investigation. the government must ensure a 
comprehensive and coordinated approach to the legislative, 
policy, and budgetary changes needed to ensure women’s 
and adolescent girls’ access to a full range of affordable 
and acceptable contraceptive services and information. In 
addition, these recommendations should be implemented in 
close consultation with civil society. 

to the Government of the slovak 
Republic and its Ministries 

• ensure effective implementation of international  
obligations in the field of sexual and reproductive health, 
including the ceDaW committee’s 2008 concluding 
observations on Slovakia.

• incorporate gender analysis and gender budgeting into 
all governmental policies and programs, including those 
on health and reproductive health, to ensure equality in 
practice. 

• adopt a comprehensive program on sexual and repro-
ductive health based on international human rights and 
Who standards. in addition, ensure that action plans 
on gender equality include measures related to the 
enhancement of reproductive health and rights, includ-
ing the promotion of contraceptive services and accurate 
information. ensure sufficient financial support for these 
policies and measures, as well as effective monitoring 
mechanisms for their implementation.     

• ensure access to all modern contraceptive methods for 
women of all socioeconomic classes and age groups by 
fully covering them through public health insurance. 

• organize and support awareness-raising campaigns on 
contraception that provide accurate and non-judgmental 
information on use and effectiveness.

ReCoMMendatIons
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to the Council of europe
• Support Slovakia’s implementation of pace Resolution 

1607 on access to safe and legal abortion in europe 
(2008), particularly to adopt sexual and reproduc-
tive health and rights strategies and policies; ensure 
that women and men have access to contraception 
and advice on contraception at a reasonable cost, of 
a suitable nature, and chosen by them; and introduce 
compulsory sexuality education in schools to avoid  
unintended pregnancies. 

• Monitor and support the implementation of the 
Recommendation of the committee of Ministers on 
the inclusion of gender differences in health policy to 
Member States (2008). in particular, take the following 
actions:

- prioritize gender in the area of health through 
policies and strategies that address the specific 
health needs of men and women and that  
incorporate gender mainstreaming.

- Systemically collect sex-disaggregated data. 

- establish monitoring and evaluation frameworks on 
gender mainstreaming in health policies. 

- implement measures presented in the appendix of 
the Recommendation. 

•  Support Slovakia’s development of guidelines for gender 
budgeting in accordance with pace Recommendation 
1739 on gender budgeting (2006), particularly in 
ensuring the presence of gender analysis in the  
preparation, implementation, audit, and evaluation  
of government budgets. 

to the european union
• Recognize that sexual and reproductive rights are  

fundamental to the achievement of gender equality in 
eu Member States, without which the eu objectives of 
growth, employment, and social cohesion will not be 
achieved. 

• Support Slovakia’s implementation of european 
parliament Resolution of 17 June 2010 on gender 
aspects of the economic downturn and financial  
crisis (2009/2204 [ini]).

• The european commission should, under its authority in 
the lisbon Treaty (article 168), organize the “exchange 
of best practices” or undertake initiatives aiming at the 
“establishment of guidelines and indicators” in the fields 
of sexual and reproductive health, particularly access to 
contraceptive services and sexuality education. 

to u.n. treaty Monitoring bodies
• Monitor Slovakia’s compliance with the treaty monitoring 

bodies’ concluding observations on access to sexual and 
reproductive healthcare services. 

• use Slovakia’s periodic reporting to issue strong  
concluding observations and recommendations to 
reinforce Slovakia’s obligation to ensure access to quality 
contraceptive services and information. in particular, 
urge Slovakia to include contraceptives in public health 
insurance schemes; eliminate structural barriers that 
undermine access; ensure mandatory, comprehensive, 
evidence-based sexuality education in schools; and 
gather sex-disaggregated data.   
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* Note: all interviews were translated by  
the Center for Reproductive Rights;  
Citizen, Democracy and Accountability; 
and Freedom of Choice Slovakia. 

1 While condoms are easily accessible in 
Slovakia and are important in preventing 
pregnancy and sexually transmitted infec-
tions, including HIV, some women and  
adolescent girls (for example, those in  
violent relationships) may not be able to  
negotiate their use. See, e.g., Ann M. 
Moore, Lori Frohwirth, And eLizAbeth 
MiLLer, MALe reproductive controL oF 
woMen who hAve experienced intiMAte 
pArtner vioLence in the united StAteS 
(2010). In addition, human rights law 
specifically obligates states to make a full 
range of family planning methods available 
to women and adolescent girls so as to en-
hance their autonomy and meet their needs. 

2 Statistical Office of the Slovak Republic, 
Chart 13 – Bývajúce obyvateľstvo podľa 
pohlavia a náboženského vyznania – 2001 
[Official Census 2001], http://portal.statis-
tics.sk/files/Sekcie/sek_600/Demografia/
SODB/Tabulky/tab13.pdf (last visited Aug. 
23, 2010).

3 The Committee on Economic, Social and 
Cultural Rights defines availability, acces-
sibility, and acceptability in the context of 
health. Availability means that “function-
ing public health and health-care facilities, 
goods and services, as well as programmes, 
have to be available in sufficient quantity 
within the State party.” Accessibility means 
that “[h]ealth facilities, goods and services 
have to be accessible to everyone without 
discrimination, within the jurisdiction of the 
State party.”  The four prongs of acces-
sibility are non-discrimination, physical 
accessibility, economic accessibility (i.e., 
affordability), and information accessibility. 
Acceptability means that health facili-
ties must respect individuals’ cultures and 
confidentiality, as well as be sensitive to in-
dividuals’ gender and lifestyle. Committee 
on Economic, Social and Cultural Rights 
(CESCR), General Comment No. 14: The 
right to the highest attainable standard of 
health, (22nd Sess., 2000), paras. 12(a)–(c), 
U.N. Doc. E/C.12/2000/4 (2000) [hereinaf-
ter CESCR, General Comment No. 14].

4 SuSheeLA Singh et AL., Adding it up: the 
beneFitS oF inveSting in SexuAL And repro-
ductive heALthcAre, Executive Summary 
(2004) [hereinafter Adding it up (2004)].

5 Id. at 24–25.
6 Id. at 5, 6, 25.
7 See Rob Stephenson et al., Domestic Vio-

lence, Contraceptive Use, and Unwanted 
Pregnancy in Rural India, 39(3) StudieS 
in FAMiLy pLAnning, 177, 183–184 (2008); 
Interview with Apolónia Sejková, in Prešov 
(Apr. 14, 2010); Interview with Ida, in Hu-
menné (Apr. 15, 2010); Interview with Eva 
Sopková, Viktória Farkašová, and Štefánia 

Holubová, in Humenné (Apr. 15, 2010); 
Interview with Klaudia, in Prešov (Apr. 16, 
2010); Interview with Dr. Galina Kováčová, 
in Prešov (Apr. 16, 2010); Interview 
with Xénia Vránska, in Košice (Apr. 19, 
2010); Interview with Iveta and Alena, in 
Michalovce (Apr. 20, 2010); Interview with 
Henrieta Novotná and Božidara Balážová, 
in Michalovce (Apr. 20, 2010).

8 united nAtionS popuLAtion Fund (unFpA) 
And united nAtionS deveLopMent Fund 
For woMen (UNIFEM), gender reSponSive 
budgeting And woMen’S reproductive 
rightS: A reSource pAck 28–33 (2006), 
available at http://www.uneca.org/adfvi/
documents/UNIFEM-GRbudgeting.pdf 
[hereinafter gender reSponSive budget-
ing And woMen’S reproductive rightS]; 
SuSheeLA Singh et AL., Adding it up: 
the coStS And beneFitS oF inveSting 
in FAMiLy pLAnning And MAternAL And 
newborn heALth 4–8 (2009), available 
at http://www.guttmacher.org/pubs/Add-
ingItUp2009.pdf; guttMAcher inStitute 
(gi),  Benefits of Meeting the Contraceptive 
Needs of Ethiopian Women, 1 in brieF 5–7 
(2010), available at http://www.guttmacher.
org/pubs/IB-Contraceptive-Needs-Ethiopia.
pdf [hereinafter Benefits of Meeting the 
Contraceptive Needs of Ethiopian Women]; 
center For reproductive rightS et AL., 
iMpoSing MiSery: the iMpAct oF MAniLA’S 
bAn on contrAception (2007). 

9 AStrA network, reproductive heALth 
SuppLieS in the centrAL And eAStern 
europe 7 (2007), available at http://www.
astra.org.pl/CEE_RH%20Supplies.pdf 
[hereinafter reproductive heALth SuppLieS 
in the centrAL And eAStern europe]. 

10 Id. at 6; INTERIGHTS v. Croatia, Com-
plaint No. 45/2007, para. 47, Eur. Comm. 
Soc. Rts. (2009) [hereinafter INTERIGHTS 
v. Croatia].

11 reproductive heALth SuppLieS in the 
centrAL And eAStern europe, supra note 
9, at 4; AStrA network, LegAL coM-
MitMentS to gender equALity And Srhr 
iSSueS in ALbAniA, MAcedoniA, georgiA, 
poLAnd And ukrAine 9 (2009), http://www.
astra.org.pl/PAI%20astra%20report%20
2009.pdf [hereinafter LegAL coMMitMentS 
to gender equALity And Srhr iSSueS in 
ALbAniA, MAcedoniA, georgiA, poLAnd And 
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Mária, a 19-year-old student, would like to use  
contraception “right now.” the only reason holding 
her back is money: “the money restricts the most.  
there is no freedom. because if there was freedom, 
then I would choose…but if there is no money  
then I only have one option: that I will not take  
contraceptives.”

Calculated Injustice documents the numerous barriers that women and adolescent girls  

in Slovakia face to accessing modern contraceptives and contraceptive information.  

based on testimonies of women, healthcare providers, and others, this report illustrates  

that state failure to ensure both contraceptive coverage through public health insurance  

and accurate, unbiased, and comprehensive sexuality education in schools inhibits women’s 

and adolescents’ access to modern contraceptives and violates their human rights. lack of 

ample data on relevant indicators and the influence of the catholic church hierarchy are  

but two factors standing in the way of effective laws and policies in this area. 

Calculated Injustice demonstrates how Slovakia’s failure to address these barriers runs counter 

to its obligations under national, regional, and international law, and defies sound public  

policy and economic considerations. it calls on the government and other key stakeholders  

to ensure that all women and adolescent girls have access to affordable and acceptable  

modern contraceptives and contraceptive information.
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