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INTRODUCTION  
Reproductive health is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity, in all matters relating to the reproductive system and to its functions and processes. 
It also includes sexual health, the purpose of which is the enhancement of life and personal relations.
Reproductive health therefore implies that people are able to have a satisfying and safe sex life and that they have the capability to reproduce and the freedom to decide if, when and how often to do so. 
Reproductive rights rest on the recognition of the basic right of all couples and individuals to decide freely and responsibly the number, spacing and timing of their children and to have the information and means to do so, and the right to attain the highest standard of sexual and reproductive health.
The human rights of women include their right to have control over and decide freely and responsibly on matters related to their sexuality. (sexual rights) 
Reproductive rights include the right to make decisions concerning reproduction free of discrimination, coercion and violence, as expressed in human rights documents.1
Reproductive and sexual health and rights were defined in the final document of the International Conference on Population and Development (ICPD) held in Cairo in 1994 – the Cairo Programme of Action and reinstated in the final document of the Fourth World Conference on Women held in Beijing in 1995 – the Beijing Platform for Action. These consensus documents were adopted by more than 180 countries. 
ICPD Programme of Action represents a big step for population and development policies. It brought: a shift from the previous emphasis on demography and population control to sustainable development and the recognition of the need for comprehensive reproductive health care and reproductive rights; strong language on the empowerment of women; reflection of different values and religious beliefs; and recognition of the needs of adolescents. The Programme of Action recognizes that population and development programmes should be based on reproductive health, including sexual health, and reproductive rights for women, men and children. It has been argued that family planning should be part of a much wider range of reproductive health services. 
The Beijing Platform for Action reflects a new international commitment to the goals of equality, development and peace for all women everywhere.. It reaffirmed the commitment of Governments to eliminate discrimination against women and to remove all obstacles to equality. Governments also recognized the need to ensure a gender perspective in their policies and programmes. The Platform reaffirms that the human rights of women and the girl child are part of universal human rights. 
The goals and objectives declared in Cairo and Beijing have been further reaffirmed and strengthened during the Special Sessions of the UN General Assembly in 1999 and in 2000, held to review and appraise the progress made since Cairo and Beijing, also known as "Cairo Plus Five” and “Beijing Plus Five” conferences. Final outcome documents of the Special Sessions call on the world's governments to take measures to speed implementation of the commitments made in Cairo and Beijing.
Both the Cairo Programme of Action and the Beijing Platform for Action stated clearly that reproductive and sexual rights are an integral part of human rights. They set forth objectives and actions to be taken by the states in order to achieve the highest standards of reproductive and sexual health and rights. For this reason the provisions of the Cairo and Beijing documents are quoted here extensively as the point of reference. Countries need to be held responsible for fulfilling their commitments. 
The European Union has always played an important role in promoting sexual and reproductive health and rights. It has demonstrated many times its endorsement of the rights and goals stated in the Cairo and Beijing Documents. The European Commission declared its commitment to the sexual and reproductive health and rights in the White Paper “A new impetus for European Youth” of 21 November 2001.2 Similarly, the support has been declared by the European Parliament, what is visible in several Parliament’s resolutions, including: resolution of 4 July 1996 on the implementation of the Cairo Programme of Action,3 of 9 March 1999 on the state of women’s health in the European Community,4 of 18 May 2000 on the follow-up to the Beijing Platform for Action,5 and finally – in the 3 July 2002 Resolution on sexual and reproductive health and rights. 
 REFERENCES:
1 UN “Cairo Programme of Action”, Report of the International Conference on Population and Development, UN Doc. A/CONF. 171/13, par. 7.2 – 7.3; UN “Beijing Platform for Action”, Report of the Fourth World Conference on Women, UN Doc. A/CONF.177/20, par. 94 – 96.
2 (COM(2001)681).
3 OJ C 211, 22.7.1996, p. 31.
4 OJ C 175, 21.6.1999, p. 68.
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BACKGROUND INFORMATION ON CENTRAL AND EASTERN EUROPE 

  

The term “Central and Eastern Europe” is used in this factsheet to relate to an entire region consisting of 27 countries, often referred to as “countries with economies in transition.” Thus, the Central and Eastern Europe as used in the factsheet refers to the following groups of countries in transition: 

· Central Europe: Czech Republic, Hungary, Poland and Slovakia 

· Balkan countries: Albania, Bosnia and Herzegovina, Bulgaria, Croatia, Romania, Slovenia, FYR Macedonia and Yugoslavia (Serbia and Montenegro) 

· Baltic States: Estonia, Lithuania and Latvia 

· Commonwealth of Independent States: Armenia, Azerbaijan, Belarus, Georgia, Kazakhstan, Kyrgyzstan, Republic of Moldova, Russian Federation, Tajikistan, Turkmenistan, Ukraine and Uzbekistan.1 

The most important reason, which allows to discuss the 27 countries jointly, is its common experience of the economic and political transition following the collapse of communism. Characteristic features of the communist rule included: centrally planned economy with the vast majority of employment in the public sector, very low rates of unemployment and social services delivered by the state. The latter included health care, which was delivered through the state health care system. Furthermore, there was an extensive system of child-care support, including long paid maternity leaves, family allowances and a state support for nurseries and kindergartens. Along with it went the high rates of employment among women. In theory - in the sphere of declarations - laws of the communist countries declared the full spectrum of rights and freedoms, including the right to equality of women and men. However, the practical reality was far from these declarations. Health care services, although accessible, remained of poor quality and there was not an adequate attention given to preventive care and promotion of healthy life styles. Despite declarations of equality, the state has failed to ensure gender equality in practice. Women were facing many barriers and did not have equal with men work opportunities: few women reached higher level of management. The gender gap in wages as well as job segregation was pervasive. In addition, women still performed the majority of household chores, thus, bearing the so-called “double burden” of the paid job and unpaid work at home. 

The collapse of the communist rule was followed by the democratization of political life and transition to market economy. Countries had to deal with difficult economic situation and radically cut all state spending, including funding for the health care system. The majority of the countries reformed their health care system and privatized many services. The state no longer covers the full range of health services and thus, access to services has drastically decreased. Many state enterprises were shut and unemployment rates increased hugely. It is estimated that there is about 10 millions unemployed in CEE, in this 6 millions constitute women.2 The transition has also brought a drastic deterioration of the quality of life of a significant part of the population, bringing increased poverty and growing ill health. The transition countries encounter the problem of a growing disparity in the standard of living in the society – among different geographical regions, between countries, between groups of population. 

In this context, the situation of women in the region is very difficult. Unemployment rate is usually higher among women than men. State has reduced funding for child-care support. Many employers are reluctant to hire women because of their reproductive capacity. The gender gap in wages and the segregation of jobs has widened. The participation of women in decision-making is very low. In most countries of the region women constitute less than 10 % of members of Parliament and hold a similar percentage of government positions.3 The countries declare equality of men and women in their laws; however, in the daily reality women are treated unequally in the workplace, in the community and in a family. The governments do not show adequate commitment for bringing a change in this area. 

Sharing the experience of communist rule and the economic and political transition following its collapse, and thus, starting from a similar level, the CEE countries are now developing with different pace and show increasing diversity. They vary with regard to the level of the progression of democratic institutions, development of the civil society, liberalization of economies, advancement of political and social reforms and economic situation. For instance, 10 of these countries are in the accession process to join the European Union. Disparities arise also due to cultural, religious or ethnical differences. Some countries have been strongly impacted by civil wars. Those include: Bosnia and Herzegovina, Croatia, Yugoslavia as well as certain regions of the Russian Federation. Although the entire region, having a population of more than 400 million people is in no way uniform ethnically, culturally, politically or economically, it still bears a lot of similarities that allows discussing it together. 
  

REFERENCES: 

1 One can encounter other definitions of this region or parts of the region, such as: Eastern Europe and Central Asia, Newly Independent States, or others. We use the term Central and Eastern Europe” here for the reason of convenience and terseness. 

2 UNICEF (1999), “Women in Transition”. Regional Monitoring Reports, No. 6. Florence: UNICEF International Child Development Centre, p. ix. 

3 UNICEF (1999), “Women in Transition”, supra note 7, p. xi 

INTRODUCTION TO REPRODUCTIVE HEALTH PROBLEMS IN THE REGION 
As the World Health Organization, Regional Office for Europe indicates, there is a widening gap in health indicators between the eastern and western halves of the European Region: a serious inequity.1
Sexual and reproductive health are areas of special concern in Central and Eastern Europe. Women of the region face many barriers in accessing satisfactory reproductive health services and in exercising their reproductive rights, i.e. the right to free and informed decisions concerning reproduction and sexuality. It is due to the low priority given by governments to the issues of reproductive and sexual health and rights as well as the growing influence of anti-choice, conservative forces representing the so-called “traditional values”. Anti-choice groups have increasing formal and informal influence on decision – making in many countries of this region. There are cases, where anti-choice groups find financial support from public funds. For instance, the biggest Croatian anti-choice NGO – the Croatian Population Movement, led by a Catholic priest, is partly funded from the state budget.2 Gender stereotypes – seeing women primarily as mothers and wives, and patriarchal attitudes remain pervasive in the societies of this region and are a barrier in efforts to improve women’s status and to improve the state of reproductive and sexual health and rights.  
The main problems in the field of sexual and reproductive health and rights in the region include:
lack of commitment of governments to address issues of reproductive health and rights;
inadequate legislation and policy in the area of reproductive and sexual health (incl. legal restrictions towards sexual and reproductive rights);
inadequate access to family planning information and services;
high rates of unmet contraceptive needs and the high reliance on abortion as a mean of controlling one’s fertility;
excessive reliance on unsafe abortion services and poor quality of abortion services;
low priority to adolescent’s reproductive health and rights, including lack of adequate sexual education;
rapidly growing rates of STI’s, including HIV / AIDS;
violence against women and domestic violence being a major and neglected problem in the region;
low awareness of reproductive and sexual rights and health issues of the society. 
 
REFERENCES:
1 WHO Regional Office for Europe, Women’s and Reproductive Health Programme, “Family Planning and Reproductive Health in Central and Eastern Europe and the Newly Independent States” 2000, p. 1.
2 The Center for Reproductive Law and Policy (CRLP), “Women of the World: Laws and Policies Affecting Their Reproductive Lives” 2000, p. 182

POLICIES AND STRATEGIES ON REPRODUCTIVE AND SEXUAL HEALTH
 
Reproductive health-care programmes should be designed to serve the needs of women, including adolescents.1 Governments, in collaboration with civil society, including non-governmental organizations, donors and the United Nations system, should give high priority to reproductive and sexual health in the broader context of health-sector reform, including strengthening basic health systems.2
Programmes should ensure access to the full range of high quality reproductive health services including: 
· information and education on health, sexuality and gender equality;  

· skilled care during pregnancy, delivery and postpartum; 
· prevention of infertility and counseling for sexual dysfunction; 
· access to full range of contraceptive choices; 
· safe abortion; 
· prevention and management of reproductive tract infections, sexually transmitted infections, and other gynecological problems; 
· prevention and treatment of reproductive system cancers; and 
· postmenopausal health problems, including osteoporosis.3  

 

Many countries of the CEE region have not met these requirements. Few countries introduced specific policies, which should be the consequence of commitments made in Cairo and Beijing. This results in the poor accessibility and quality of reproductive health services as well as the low level of awareness of sexual and reproductive health issues in the society. 
In Georgia 28% of sexually experienced women reported never having had a routine gynecological exam and 19% reported they had their last exam more than three years before. Only 40% had ever had a pap smear and 1/3 of women never heard of cervical cancer screening.4
The incidence of breast cancer and cervical cancers appear to have increased in most countries of the region. In Latvia, the incidence of breast cancer rose from 44 cases per 100,000 individuals in 1989 to 64 in 1996.5 In Poland, the incidence of breast cancer in 1999 was 50,5 cases per 100,000 women.6 The rates for cervical cancer in the countries of Central and Eastern Europe are three times as high as the EU average. This is largely due to the lack of screening services and cervical cancer prevention / early detection programmes.7
There is a general tendency that physicians do not pay adequate attention to prophylactics. Gynecologists do not conduct breast examination routinely. In a survey conducted in Poland only 21,9 % of women reported having had regular breasts check by a physician. However, this figure is still overstated, since women surveyed were better educated and had better knowledge on reproductive health than the general public.8
Demographic situation in the CEE countries often has impact on the state policies (or the lack of them or low priority given to them) which concern reproductive and sexual health and rights. The majority of CEE countries goes through similar demographic changes as can be observed in Western Europe – birth rate is low and still falling, with exception of Albania, Kyrgyzstan, Tajikistan, Turkmenistan and Uzbekistan. Thus, the majority of CEE countries have a declining population. These demographic trends; instead of prompting the development of good social policies (giving priority to such measures as positive social and economic incentives, e.g. development of better child-care support system); have sometimes fuelled restrictive pro-natalist policies. Such policies, directed at limiting voluntary reproductive choice, contravene the international human rights commitments.  
In Poland, the pro-natalist ideology gives support to measures that limit access to effective fertility control, such as: restrictive abortion law, lack of policies that promote and subsidize family planning, retention of the illegality of contraceptive sterilization, and the lack of sexual education in schools.9 The characteristic element of such ideologies is perceiving women mainly as mothers and treating them as means to population and demographic goals. 
In Croatia in 1992 a special Division for Demographic Renewal was established by the Ministry of Reconstruction and Development. The first head of this unit was a Catholic priest, who was best known for his extreme nationalistic and conservative views, especially as regards the role of women and the view on family.10
In Russia, the quality of the gynecologists’’ work is evaluated on the number of pregnant women, who register and carry the pregnancy to term under their care. It is an incentive for physicians to put pressure on women to not undergo abortion.11
 
EXAMPLE OF GOOD PRACTICE
A positive example in this sphere comes from Armenia. In the beginning of the 1990s the Ministry of Health of Armenia has worked in co-operation with WHO and UNFPA to develop national programme on Reproductive Health. The programme was implemented in 1997 and included the establishment of 77 family planning centres in all administrative centres of Armenia.12
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FAMILY PLANNING 

  The governments committed to: 

· help couples and individuals meet their reproductive goals; 

· prevent unwanted pregnancies; 

· improve the quality of family-planning advice, information, education, communication, counseling and services; 

· ensure that women and men have information and access to the widest possible range of safe and effective family-planning methods; 

· provide accessible, complete and accurate information about various family planning methods; 

· make services safer, affordable, more convenient and accessible.1 

Prevention of unwanted pregnancies must always be given the highest priority and every attempt should be made to eliminate the need for abortion.2  

Contraception prevalence in the CEE countries is low and there is a high reliance on low-effective natural family planning methods, such as withdrawal or calendar method (periodic abstinence). Prevalence of modern methods of contraception is on average as low as 35% in Eastern Europe as compared to 71-76 % in Northern and Western Europe. Recent surveys show that while the popularity of traditional methods decreased in Western Europe, it did not decrease in Eastern Europe.3 The unmet need for contraception results in high rates of abortion. Abortion continues to be used as a method of birth control. The use of such methods as sterilization – both male and female - is very low. The reasons for such situation are diverse. First of all, family planning services do not receive adequate proportion of government health spending and are not sufficiently integrated into primary public health-care programmes. Furthermore, the number of clinics specifically designed to provide family planning services and counseling is insufficient, in particular in rural areas. In addition to that, health care providers often have unsatisfactory knowledge on family planning methods. They frequently have misconceptions or prejudice about effectiveness, safety, risks and benefits of hormonal contraception, IUDs and other modern methods. Providers are commonly reluctant to perform contraceptive counseling as well as to encourage the use of modern contraceptives. Counseling is often limited to offering one method rather than discussing the wide range of contraceptive methods, from which a woman could choose. Reluctance to counsel on contraceptive option is sometimes associated with providers’ own religious views. Yet another barrier is high costs of modern contraceptive methods, in particular hormonal contraception, making them inaccessible for the majority of population. Governments generally do not subsidize contraceptives. 

 In Ukraine, in 1999, the unmet need for contraception was estimated at 37 %.4 

 In Georgia, only 15% of women, who have had an abortion received counseling about contraception following the abortion procedure and only 3 % were given a method or prescription (1%) for a contraceptive method.5 

In Poland, contraceptive sterilization is considered illegal. According to the dominant interpretation of provisions of the Polish Criminal Code, sterilization is a criminal offence carrying a penalty of 1 to 10 years of imprisonment.6 Contraceptive sterilization is also considered illegal in Lithuania.7 In other CEE countries, where sterilization is legal, its prevalence is very low. Usually less than 1% of the users of contraception apply sterilisation.8 

In Armenia, the most widespread contraceptive method is coitus interruptus (withdrawal), a method used by 53% of those declaring using contraception.9 Withdrawal in general is the main method still used in Eastern and Southern Europe, where its general prevalence reaches 18%.10 

The lack of the government’s commitment to support access to the wide range of contraceptive option is very apparent in Poland, where the Ministry of Health in 1998 withdrew subsidies for five out of eight previously subsidized oral contraceptives, leaving three of the same composition.11 

Prices of oral contraceptives are very high as relative to an average income. In Bulgaria, the price of pills for one month varies from 5 to 12 levs (€ 3-6), which can be as much as 12% of the minimum salary.12 

  

EXAMPLE OF GOOD PRACTICE 

In Romania, after the fall of Caucescu’s regime in 1989 and the liberalisation of its highly restrictive abortion law and pro-natalist policies, a rapid increase in the number of abortions took place. This trend was reversed owing to effective state policies supported by international agencies and donors to develop network of reproductive health clinics, to distribute contraceptives and to disseminate information on contraceptive methods. The government made commitments to fund contraceptive consultations from public health insurance system, to procure contraceptives using government funding, and to give certain categories of disadvantaged women access to free contraceptives.13 
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ABORTION (LEGAL STATUS, ACCESS, QUALITY) 

All governments and relevant organizations are urged to deal with the health impact of unsafe abortion as a major public health concern and to reduce the recourse to abortion through expended and improved family planning services. In circumstances where abortion is not against the law, such abortion should be safe.1 

Governments are urged to consider reviewing laws containing punitive measures against women who have undergone illegal abortions .2 

All Governments and relevant intergovernmental and non-governmental organizations are urged to strengthen their commitment to women’s health, to deal with the health impact of unsafe abortion as a major public-health concern and to reduce the recourse to abortion through expanded and improved family planning services. Health systems should train and equip health – service providers and should take other measures to ensure that such abortion is safe and accessible.3 

  

Abortion is legal in most of the CEE countries. However, there is a strong movement to make abortion laws more restrictive in many countries of the region. The right to have access to abortion is not strongly grounded in national legal systems and can easily be challenged. We can observe continuing initiatives from anti-choice groups, often linked to church that grow in strength, in particular in Lithuania, Croatia, Slovakia, Hungary and Russia, where the Roman Catholic or Orthodox churches have considerable influence on public life. 

Poland is the first country in the region that has submitted to the pressures of anti-choice groups, mostly inspired by the Roman Catholic Church. Since 1993 (except for the period between October 1996 to December 1997) abortion is legal only for therapeutic reasons or if a pregnancy is the result of a criminal act, and is not permitted on social or economic grounds. The practice is even more restrictive than the law. In many cases women, who have the right to legal abortion, are denied access to it. It is estimated that about 200,000 clandestine abortions per year are performed in Poland. The price for clandestine abortion is high – around 2000 PLN (€ 500), which equals an average monthly salary. Thus, the ban on abortion bears unproportionate burden on poor women, women from rural areas, who cannot afford to use clandestine services4. 

Abortion services often remain to be of poor quality. There is no government commitment for the development and more widespread use of safer, more effective and convenient techniques of induced abortion. Lack of support for the improvement of the quality of services is in part associated with the movement to restrict access to abortion. Abortion providers rely to the high extent on the dilation & curettage (D&C) method, rather than on vacuum aspiration or medical abortion. While D&C method has been virtually replaced in Wester Europe by the quicker, easier and safer aspiration techniques. Many women in the region still do not have access to safe services. This usually results from the high costs of abortion services or difficulties in accessing quality services in rural areas. 

Out of about 900,000 estimated unsafe abortions carried out in Europe annually, 800,000 occur in Eastern Europe5. Abortion remains one of the leading causes of maternal mortality in the region. It is estimated that 25% of maternal deaths in Eastern Europe are due to unsafe abortions.6 In Romania, over half of maternal deaths follow abortion7. 

Due to the poor accessibility of contraceptive information and services, abortion remains the main method of fertility control in CEE, and thus, its rates are significantly higher in CEE countries than in Western Europe. The average legal abortion rate in the region was more than 100 abortions per 100 live births in 1996, compared with an average of 20 abortions per 100 live births in the EU in 1994.8 In many countries, in particular Albania, Russia, Romania abortion still remains the main method of fertility control. The low level of awareness of reproductive health issues and poor availability of family planning services continues to be a barrier to the move from abortion to contraceptive culture. 
In Georgia, the general abortion rate in 1999 was 135 abortions per 1000 women aged 15-44.9 In 1997 the total number of abortions in Russia was estimated at about 2,5 million in a year.10 In October 2002 the nation’s chief gynecologist announced that about 60% of all pregnancies in Russia end in abortion. 

In many CEE countries, where abortion is legal, prices of contraceptives are not significantly lower than the price of abortion. For instance, in Romania, prices of contraceptives vary between € 1- 5 and the price of abortion is € 5 – 15 in public settings and € 11 – 33 in private medical facilities. (While average salary in enterprise sector is € 56).11  

EXAMPLE OF BEST PRACTICE 

In Estonia, certain groups of women can obtain 90% subsidy for contraceptives if they are: full-time students, within the first three months following an abortion, within the first year after delivery. This idea was based on the lessons learned from a project conducted in years 1993 – 1995. The project demonstrated a significant decrease in the number of abortions and repeat abortions, when sufficient contraceptives have been effectively distributed to these categories of women.12 It is an example of a well-designed and effective special family planning program directed at reducing the recourse to abortion. 
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ADOLESCENTS 

· In order to protect and promote the right of adolescents to the enjoyment of the highest attainable standards of health, provide appropriate, specific, user-friendly and accessible services to address effectively their reproductive and sexual health needs, including reproductive health education, information, counselling and health promotion strategies. These services should safeguard the rights of adolescents to privacy, confidentiality and informed consent.1 

· Full attention should be given to the promotion of mutually respectful and equitable gender relations and particularly to meeting educational and service needs of adolescents to enable them to deal in a positive and responsible way with their sexuality.2 

· Ensure that adolescents, both in and out of school receive the necessary information on prevention, education, counselling and health services to enable them to make responsible and informed choices regarding their sexual and reproductive health in order, inter alia, to reduce the number of adolescent pregnancies.3   

Adolescents should be a particular target group of reproductive and sexual health programmes. This is due to their vulnerability to health risks associated with unsafe sexual activity: early pregnancies, STIs; as well as their encountering of numerous obstacles in exercising their reproductive rights; for example in access to services and information on family planning. 

However, in countries of Central and Eastern Europe, there is no sufficient attention given to adolescents’ reproductive health needs. Specialized services for young people are very rare, if any. Service providers often present bias towards adolescents accessing reproductive health services. Anecdotal data shows that there are many cases where providers refuse to prescribe contraceptives or to counsel young people on contraceptive options. Many providers assume a paternalistic attitude towards youth and do not observe confidentiality. 
Another serious problem is the lack of comprehensive and widely available sexual education for young people. Sex education is not provided at schools on systematic basis. Curricula on sex education do not give adequate attention to topics of birth control, contraception and protection from STIs as well as the promotion of safe sex practices and equitable gender relations. Teachers frequently do not have adequate training in this field.4 Manuals present stereotypical attitudes to human sexuality and gender roles. 

The result is a low awareness on issues of protection against STIs and unwanted pregnancies among youth. As a consequence, the CEE region experiences high levels of unwanted pregnancies and large prevalence of STIs, including AIDS, among adolescents. Vulnerability of young people to contracting STIs is heightened due to the increasing number of young people, who do not complete secondary education and cannot find employment, and thus, are prone to joining special risk groups: drug addicts or sex workers. 

The incidence of pregnancy among women under age 20 in Russia has increased over the last 30 years from 28,4% to 47,8%. In 1995 it was reported that 1500 children were born to girls under 15 years, 10 thousands to those under 16 years and more than 30 thousands to those under 17 years.5 

In Moldova, in 1997 less than 14% of unmarried women aged 15-24 used modern methods of contraception at first intercourse.6 

In Serbia, the research found that 54,3% of adolescent girls use withdrawal (coitus interrupts) as a method of fertility regulation.7 

In Russia, 75% of the 33 000 registered cases of HIV were young people aged 15-29.8 At the same time, of those having sexual contacts: 25% think there is no risk of STIs involved, 15% cannot even say whether there is a risk and 37% think this risk is very small.9 

In Poland, following the restrictions in access to abortion, in 1998, the Parliament abandoned the requirement that sex education be part of the school curriculum. It can be introduced to schools as part of the “pro-family” curriculum. However, in practice, the curricula and manuals for schools are influenced by the Catholic Church’s views on human sexuality and gender roles and do not provide adequate, neutral and accurate information on sexuality, contraception, protection of sexually transmitted diseases and other important reproductive health issues.10 

Albania is an exception with mandatory sex education carried out in schools. However, sex education is planned for only 9 hours per school year.11 

  

EXAMPLE OF GOOD PRACTICE 

In Lithuania, on the initiative of an NGO – Family Planning and Sexual Health Association of Lithuania – five youth health centres were opened in 1998, where young people provided reproductive health consultations to their peers.12 Such initiatives, however, are still limited in scope and often unsustainable without the government commitment. 
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SEXUALLY TRANSMITTED INFECTIONS (STIs) INCLUDING HIV/AIDS  

Reproductive health programmes should increase their efforts to prevent, detect and treat sexually transmitted diseases and other reproductive tract infections, especially at the primary health-care level.1 

Governments, from the highest political levels, should take urgent action to provide education and services to prevent transmission of all forms of sexually transmitted diseases and HIV and develop and implement national HIV/AIDS policies and action plans, and take steps to mitigate the impact of the AIDS epidemic by mobilizing all sectors and segments of society to address the social and economic factors contributing to HIV risk and vulnerability.2  

The occurrence of sexually transmitted infections has increased alarmingly in this part of the world. Factors contributing to the spread of epidemic include: mass unemployment and economic insecurity, opening of boarders, liberalisation of social and cultural norms, the disintegration of the health care system and the low level of knowledge on STIs and protection against them mainly due to the lack of sexual education. Protection against STIs is not integrated into primary health care. Reported rates of sexually transmitted infections are very high. For example, there are stark differences in the incidence of syphilis, with an average incidence of 2 cases per 100,000 in the European Union, 11 in Central and Eastern Europe generally and 221 in the former Soviet Union.3 It is obvious that preventive measures taken by the government are highly unsatisfactory. 

HIV/AIDS incidence is rising faster in this region than anywhere else in the world. In 2002, there were an estimated 250 000 new infections in this region, bringing to 1.2 million the number of people living with HIV.4 No more than 1000 people receive anti-retroviral treatment. Until 1994 almost no country was reporting HIV infections. The first widespread outbreak of HIV took place in Ukraine and Belarus in 1995. Soon other countries joined: Moldova in 1996, Russia in 1998, followed by Latvia and Kazakhstan.5 In Estonia reported infections jumped from 12 in 1999 to 1474 in 2001. In Latvia the number of infections rose from 25 in 1997 to 807 in 2001. In Kazakhstan 1926 infections were reported by June 2002.6 The HIV spread is also evident in Azerbaijan, Georgia, Kyrgyzstan, Tajikistan and Uzbekistan. In Commonwealth of Independent States the vast majority of reported HIV infections are among young people – mainly drug-users. Although improving in some countries, levels of condom use remain low. In Ukraine only 28% of young women had used a condom when they first had sex. The numbers of infections are believed to be underreported. Fear, denial and lack of information are barriers to knowing the extent of the HIV and AIDS problem in the CEE. Although the numbers of HIV-positive women are not high, the lack of services and programs for women and particularly for vulnerable young girls’ results in increasing numbers of HIV/AIDS infected women.7   

The low awareness on sexually transmitted infections in a society can be demonstrated by an example from Ukraine. In a study conducted in Ukraine, about one third of women, who experienced recent symptoms that most probably resulted from STIs did not seek any treatment for them.8 

 In the Russian Federation between 200 000 and 400 000 cases of syphilis are reported annually.9 In Latvia, reported cases of syphilis have increased 28-fold in a five-year period.10 

In Tajikistan only 10 % of adolescent’s girls had ever heard of HIV/AIDS.11 

In the Russian Federation the number of HIV cases reported in mid-2002 was over 200 000. The actual number of people now living with HIV in the Russian Federation is estimated to be many times higher than these reported figures. However, relative to population size, Estonia has now the highest rate of new HIV infections in this region.12 

 Ukraine remains the most affected country in the region with an estimated adult HIV prevalence rate of 1% and an estimated 250 000 people living with HIV. While 3 of infections are due to injecting drug use, the proportion of infections (mostly women) due to sexual transmission is growing.13 

 

EXAMPLE OF GOOD PRACTICE

Prevalence of HIV/AIDS remains low in countries such as the Czech Republic, Hungary and Slovenia, where well-designed national HIV/AIDS programmes are in operation.14 
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SEXUAL ABUSE, VIOLENCE AGAINST WOMEN AND TRAFFICKING IN WOMEN 

  Commitments: 

· Prosecute the perpetrators of all forms of violence against women and girls and sentence them appropriately, and introduce actions aimed at helping and motivating perpetrators to brake the cycle of violence and take measures to provide avenues for redress to victims.   

· Treat all forms of violence against women and girls of all ages as a criminal offence publishable by law, including violence based on all forms of discrimination.   

· Establish legislation and/or strengthen appropriate mechanisms to handle criminal matters relating to all forms of domestic violence, including marital rape and sexual abuse of women and girls, and ensure that such cases are brought to justice swiftly.   

· Take appropriate measures to address the root factors, including external factors, that encourage trafficking in women and girls for prostitution and other forms of commercialized sex, forced marriages and forced labour (…) with a view to providing better protection of the rights of women and girls and to punishing the perpetrators.   

· Devise, enforce and strengthen effective measures to combat and eliminate all forms of trafficking in women and girls through comprehensive anti-trafficking strategy consisting of, inter alia, legislative measures, prevention campaigns, information exchange, assistance and protection for and reintegration of the victims.   

· Consider preventing, within the legal framework and accordance with national policies, victims of trafficking, in particular women and girls, from being prosecuted for their illegal entry or residence, taking into account that they are victims of exploitation.1   

Health and reproductive rights of women are very closely linked to their social and legal status. Violence against women is a serious threat to women’s rights and health. Violence against women is a manifestation of the historically unequal power relations between men and women, which have led to domination over and discrimination against women by men and to the prevention of women’s full advancement.2 Discrimination is demonstrated in: widespread domestic violence, other forms of violence against women, tolerance for sexual harassment at work place and particularly visible in this region – trafficking of women. 

Domestic violence is a widespread and serious problem in Central and Eastern Europe. However, it is often not well documented; there are no systematic and official statistics on the incidence of such violence. There is still a very low level of awareness of this problem in the society and among decision – makers. Heightened vulnerability of women to sexual harassment in the workplace is related to their difficult situation on the labour market. We can point out several areas of concern: 
Preventive measures in this area are highly unsatisfactory. Educational and information programmes and campaigns to raise public awareness are very scarce. Often the only campaigns are organized on a small scale by NGOs. As a result, domestic violence frequently continues to be treated as a private matter and thus, is not being prosecuted. As far as sexual harassment in the workplace is concerned, there is a very high level of tolerance of this kind of sexual abuse. 

Laws of the majority of CEE countries do not treat domestic violence or sexual harassment as specific crimes. There are no additional legal mechanisms developed to adequately respond to such crimes. For instance, the laws do not provide for such institutions as: order of protection or restraining order for the perpetrators. 

Judicial and investigative officials are not adequately trained in dealing with cases of sexual or domestic violence. Their lack of sensitivity to these issues and the lack of capacities to deal with such crimes results in women disinclination to report cases of violence. This also applies to cases of marital rape, which are often not perceived as crimes and thus, not prosecuted. 
Victims often do not know where to turn to for assistance. There are too few shelters for women. Existing non-governmental organizations and institutions specialized in providing help for victims of violence are too few or they do not have sufficient funds to provide help to all those that need it Women victims find a barrier of the lack of resources as well as legal and psychological assistance.  

Trafficking in women for the purpose of sexual exploitation is a particularly serious problem in the CEE region. The main reason for the expansion of this phenomenon is the growing poverty and lack of opportunities for women in the CEE countries as well as the opening of borders. Central and Eastern European countries are in their majority the countries of origin of women trafficked or women travelling on their own will to get involved in the sex industry in Western Europe, the United States and other regions. Analyses show that strict anti-immigration policies introduced by the countries of destination increase the vulnerability of women to violence and abuse by criminal networks.3 Women are also often treated by authorities as criminals and illegal immigrants, who are automatically deported and are not recognized as victims of violence and do not find sufficient support.4 

· Law in Armenia, Bulgaria or Georgia does not specifically prohibit domestic violence against women. Marital rape is not recognized as a crime in Albania, Azerbaijan, Croatia, FYR Macedonia, Romania, Tajikistan, Ukraine and FR Yugoslavia. In Hungary, Poland and Romania the law does not specifically address sexual harassment in the workplace.5 

· 29% of women in Romania, 22% in Russia and 21% in Ukraine, reported experience of spousal physical abuse.6 

· 42,4% of all married and cohabiting women in Lithuania in a survey “Violence Against Women” reported that they have been victims of physical or sexual violence or threats of violence by their present partner. Only 10,6% of the victims reported the most serious incident to the police.7 

·  53% of respondents of the survey conducted by Armenian Women's Rights Centre and Sociometer (Yerevan 2000) admitted that they have been abused 1-3 times in the course of their life, 23% experienced abuse 1-3 times in the course of a year, 14%- 1-3 times in the course of a month, 9,5% 1-3 times in the course of a week. The types of violence against women were: psychological abuse 56%, physical abuse 39%, sexual abuse 5%. 

· Almost one fifth of respondents of the reproductive health survey conducted in Ukraine recalled that their parents or stepparents abused each other while the respondents were growing up and almost 30% reported they were physically abused as a child by someone in their household. 8 

· In 1998, the Ukrainian Ministry of Interior estimated that 400,000 women had been trafficked from Ukraine in the past decade. Ukrainian NGOs and researchers believe the number is higher.9 

  

EXAMPLE OF BEST PRACTICE 

Inspired by the training organized by Network Women’s Program Open Society Institute based on the Duluth programme on prevention of domestic violence (operating in Duluth, Minnesota) in Targowek (one of districts of Polish capital – Warsaw) the Coalition “Stop Domestic Violence in Targowek” was established. 
The Coalition consist of representatives of: police, prosecutors, social workers, anti-alcohol support group, health care workers, psychologists, NGOs and local self-government. Its goal is to offer a co-ordinated holistic support to victims of domestic violence (legal, financial, psychological assistance to victims). Coalition organizes trainings for police and prosecutors, co-operates in drafting common standards and procedures, organizes prevention and awareness-raising campaigns. 

  

Vulnerability of women to violence is further exacerbated by armed conflicts, which have taken place and are still taking place in some countries of the region. This is a major and serious problem, which would require a more detailed discussion.   
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CONCLUDING REMARKS  

The full implementation of sexual and reproductive rights and the improvement of the sexual and reproductive health in the CEE region will not take place unless there is a concentrated and intense effort by both national and international institutions. 
Governments need to be held accountable for the commitments they have made through international conventions and consensus documents. 
Valuable initiatives undertaken by non-governmental organizations in this field need to find support of national public and international institutions in order to be sustainable and more effective.
European Union should strengthen its policies related to sexual and reproductive health and rights and encourage CEE governments to give priority to these issues, in particular, in the light of the recommendations of the European Parliament made in the 3 July 2002 resolution. 
 The European Parliament 2002 resolution on sexual and reproductive health and rights (excerpts): 

The European Parliament: 

· Recommends the governments of the Member States and the Accession Countries to develop a high quality national policy on sexual and reproductive health, in cooperation with plural civil society organizations, providing comprehensive information concerning effective and responsible methods of family planning, ensuring equal access to a range of high quality contraceptive methods as well as fertility awareness methods; 

· Recommends the governments of the Member States and the Accession Countries to strive to implement a health and social policy which will lead to a lower incidence of abortion, in particular through the provision of family planning counseling and services, the offering of material and financial support for pregnant women in difficulties, and to regard unsafe abortion as an issue of major public health concern; 

· Recommends that, in order to safeguard women’s reproductive health and rights, abortion should be made legal, safe and accessible to all; 

· Reminds that active participation of young people (their rights, views and competence) is important in the development, implementation and evaluation of sexuality education programmes in cooperation with other parties, particularly parents; enhancing parenting skills and capacities also has an important part to play in this; 

· Reminds that sexuality education should be provided in a gender-sensitive way, i.e. that account must be taken of the particular sensitivities of boys and girls, starting early in life, continuing to adulthood, with a focused approach at different stages of development, and taking into account different lifestyles, whereby due attention should be paid to sexually transmitted diseases (i.e. HIV/AIDS); 

· Calls upon the governments of the Member States and the Accession Countries to make use of various methods in reaching young people: through formal and informal education, publicity campaigns, social marketing for condom use and projects such as confidential telephone help-lines, and to consider the needs of special groups, encourages the use of peer educators in sexuality education; 

· Calls upon the governments of the Member States and the Accession Countries to provide access to sexual and reproductive health services without any discrimination based on the grounds of sexual orientation, gender identity or marital status; 

· Urges the Council and the Commission in their pre-accession strategy to provide more technical and financial support to the Accession Countries in order to develop and implement health promotion programmes and quality standards in sexual and reproductive health services, and to ensure that existing EU aid to Eastern Europe and Central Asia include these types of programmes. 

 

