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Distinguished Delegates, 

 

Welcome to the UN Women committee of the SPRIMUN 2018 ! It is our honor and pleasure to 

have the opportunity to chair this committee and we hope to make your time at the SPRIMUN 

an exciting, fun and challenging one. It will be our first time chairing a committee for both of us, 

nevertheless we had different MUN experiences that allowed our passion for Model United 

Nations to grow, and we hope, though this conference, to help yours do the same ! Both topics 

for this conference are very important and interesting, and will without a doubt lead to passionate 

debates. We cannot wait to meet you, to get to know you and to support you in your role as a 

delegate, so you can maybe pass a resolution. 

As your Chairs, we have written the following study guide and we did the best that we could to 

provide you with an efficient outline of what is at stake for the two topics. Please do not hesitate 

to ask us any question, we will always be happy to help. Read the study guide carefully, but do 

not forget to check the bibliography, which will without a doubt provide you with plenty of 

informations. 

 

Best regards, 

 

Caroline Wable and Prune Larralde 

Chairs of the UN Women Committee  
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The United Nations Entity for Gender Equality and the Empowerment of Women, also called UN 

Women is working to reduce gender inequality, especially through empowerment of women. 

The Entity was created in 2010 with adoption of Resolution 64/289 on July 2nd, and became 

operational in January 2011. It results from merging of four different institutes, offices, and bodies 

related to women and gender equality issues. UN Women is also part of the United Nations 

Development Group (UNDG). 

 

UN Women activities are centered on the following: 

 - “To support inter-governmental bodies, such as the Commission on the Status of Women, in 

their formulation of policies, global standards and norms; 

 - To help Member States to implement these standards, standing ready to provide suitable 

technical and financial support to those countries that request it, and to forge effective 

partnerships with civil society ; 

 - To lead and coordinate the UN system’s work on gender equality as well as promote 

accountability, including through regular monitoring of system-wide progress.” 

 

UN Women’s action is divided in nine general areas: leadership and political participation ; 

economic empowerment ; ending violence against women ; peace and security ; humanitarian 

action ; governance and national planning ; the 2030 agenda for sustainable development ; HIV 

and AIDS. 
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Topic A 
 

Women’s healthcare maternal rights and reproductive rights 

 

Introduction : Chronology and history 

 

At the beginning, women were before everything seen as mothers, therefore health policies 

were meant to protect motherhood. The creation of public health programmes to improve the 

health of women and children has its origins in Europe at the end of the nineteenth century. 

With hindsight, the reasons for this concern look cynical: healthy mothers and children were 

seen by governments at that time to be a resource for economic and political ambitions. As a 

result, all industrialized countries and their colonies, as well as Thailand and many Latin 

American countries, had instituted at least an embryonic form of maternal and infant health 

services by the onset of the 20th century. The First World War accelerated the movement, but 

these programmes really started to gain ground after the Second World War. Global events 

precipitated public interest in the roles and responsibilities of governments, and the Universal 

Declaration of Human Rights in 1948 by the newly formed United Nations secured their 

obligation to provide “special care and assistance” for mothers and children. This added an 

international and moral dimension to the issue of the health of mothers, representing a huge 

step forward from the political and economic concerns of 50 years earlier. 

 

One of the core functions assigned to the World Health Organization (WHO) in its Constitution 

of 1948 was “to promote maternal and child health and welfare” (10). By the 1950s, national 

health plans and policy documents from development agencies invariably stressed that mothers 

and children were vulnerable groups and therefore priority “targets” for public health action. 

The notion of mothers and children as vulnerable groups was also central to the primary health 

care movement launched at Alma-Ata (now Almaty, Kazakhstan) in 1978. This first major 

attempt at massive scaling up of health care coverage in rural areas boosted maternal and child 

health pro- grammes by its focus on initiatives to increase immunization coverage and to tackle 

malnutrition, diarrhea and respiratory diseases. 

 

The following timeline highlights the key moments for women’s health, maternal and 

reproductive rights in the history of international relations 

 

 . 1948 : The Universal Declaration of Human Rights states that “motherhood and childhood are 

entitled to special care and assistance”. 

 . 1952 : The General Conference of the International Labour Organization adopts the Maternity 

Protection Convention. 

 . 1966 : The International Covenant on Economic, Social and Cul- tural Rights recognizes the 

right to the highest attainable stan- dard of physical and mental health. 
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 . 1981 : The Convention on the Elimination of All Forms of Discrimination Against Women 

enjoins States parties to ensure appropriate maternal health services. 

 . 1994-1995 : The United Nations International Conference on Population and Development and 

the United Nations Fourth World Conference on Women affirm women’s right of access to 

appropriate health care services in pregnancy and childbirth. 

 - 1996 : The United Nations United Nations Human Rights Committee rules that, when 

abortion gives rise to a criminal penalty even if a woman is pregnant as a result of rape, a 

woman’s right to be free from inhuman and degrading treatment might be violated. 

 - 2003 : The United Nations Committee on the Rights of the Child states that adolescent girls 

should have access to information on the impact of early marriage and early pregnancy and 

have access to health services sensitive to their needs and rights. 

 - 2004 : The United Nations Committee Against Torture calls for an end to the extraction of 

confessions for prosecution purposes from women seeking emergency medical care as a result 

of illegal abortion. The United Nations Special Rapporteur on the Right to Health reports that 

all forms of sexual violence are inconsistent with the right to health. 

 - 2004 : The United Nations Sub-Commission on the Promotion and Protection of Human 

Rights adopts a resolution on “harmful traditional practices affecting the health of women and 

the 

girl child”. 

 

Improving maternal health was one of the eight Millennium Development Goals (MDG) 

adopted at the 2000 Millennium Summit. The two targets for assessing progress in improving 

maternal health (MDG 5) were reducing the maternal mortality ratio (MMR) by three quarters 

between 1990 and 2015, and achieving universal access to reproductive health by 2015. 

Globally, progress towards achieving MDG 5 has been slow and uneven. Maternal death has 

dropped significantly since the adoption of the MDGs. The universal maternal mortality ratio 

has reduced by 45 percent between 1990 and 2013, from 380 to 210 maternal deaths per 100,000 

live births. 

Despite the progress, every day lots of women die during pregnancy or from complications 

arising from childbirth. The maternal mortality rate in developing regions is around 14 percent 

higher than in developed nations. Universally, there were an estimated 289,000 maternal deaths 

in 2013, which is equivalent to around 800 women dying daily. The highest rate of maternal 

deaths is in sub-Saharan Africa and Southern Asia, which collectively accounted for 86 percent 

of global maternal deaths. 

 

 

Overview : Women’s health 

 
While women’s life expectancy is higher than men’s, it does not mean they live a healthy life. 

Only women experience some situations, and they are the only ones to deal with the potentially 

negative consequences. Some of these situations, like pregnancy and childbirth, are not 

diseases, but biological and social processes that can put in danger women’s health and 



6 

 
 
 
 

Sciences Po Rennes International Model United Nations 

 

therefore require specific care. Some health problems affect women and men but have a greater 

or different impact on women and therefore require care that fit women’s needs. Others affect 

pretty much equally women and men, but women have more trouble accessing the care they 

need. In addition, sex-linked inequalities, for instance in the fields of education, income or jobs, 

prevent girls and women from having the means to protect their health. 

 

Diseases and other health problems can often complicate, or become more severe during, 

pregnancy. Malaria worsens during pregnancy, for example, and together with anaemia is 

responsible for 10 000 maternal deaths and 200 000 infant deaths per year. Mortality from 

HIV/AIDS during pregnancy can be significant in areas where prevalence is high. Tuberculosis 

is frequently encountered among pregnant women and is responsible for 9% of all deaths of 

women of reproductive age. Maternal malnutrition is a huge global problem, both as protein-

calorie deficiency and as micronutrient deficiency. Paradoxically, obesity is also increasingly 

becoming an issue and leads to diabetes and birthing difficulties. 

 

Mental ill-health in pregnancy appears to be more common than previously recognized. 

Although pregnancy has been regarded as a period of general psychological well- being for 

women, high rates of psychiatric morbidity in pregnant women have been reported. Pre-

existing psychological disturbances can easily surface as depression, substance abuse or 

attempts at suicide, particularly when combined with a pregnancy that is unwanted. Rates of 

depression are at least as high, or higher, in late pregnancy than during the postpartum period. 

 

In addition, many pregnant women are exposed to risks that are directly related to their way of 

life. Unhealthy lifestyles, including consumption of alcohol, tobacco and drugs, are dangerous 

for both mother and fetus, as they may lead to problems such as premature detachment of the 

placenta, sudden infant death syndrome, fetal alcohol syndrome and childhood developmental 

problems. Gender-based violence or exposure to hazards in the workplace may not be readily 

recognized by pregnant women as problems that health workers can help to resolve, but 

constitute major and underestimated public health problems. 

In rich country, women and children’s mortality rates are very low and most deaths happen 

after the age of 60. In poor countries, the situation is very different : the population is in average 

younger, children’s mortality rates are very high and most women’s deaths are girls, teenagers 

and young adults. The most striking difference between rich and poor countries is about 

maternal mortality : 99% of the maternal deaths registered every year take place in developing 

countries.  

 

In low and medium income countries just like in high income countries, cardiovascular diseases 

and cerebrovascular accidents are a major cause of death and chronic illness for women over 60 

years of age. Another major cause of mortality and incapacity is chronic bronchopneumonia, 

which strikes women who are exposed to smoke and air contamination inside of their house 

because of their household chores.  

Therefore, women are facing higher health expenses than men as they are more in need of 

healthcare. Nevertheless, they are more likely than men to be poor, unemployed (or part-time 
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employees) or in the informal sector which offers no social protection. This is why eliminating 

financial barriers to healthcare access is a major issue. Data collected in many countries show 

that free maternal healthcare can at the same time stimulate the demand, and increase the use of 

necessary health services. 

 

 

Maternal care and health 

 

In high-income and middle-income countries today, use of antenatal care by pregnant women is 

almost universal – except among marginalized groups such as migrants, ethnic minorities, 

unmarried adolescents, the very poor and those living in isolated rural communities. Even in 

low-income settings, coverage rates for antenatal care – at least for one visit – are often quite 

high, certainly much higher than use of a skilled health care professional during childbirth. 

 

There were noticeable increases in the use of antenatal care in developing countries during the 

1990s. The greatest progress was seen in Asia, mainly as a result of rapid changes in a few large 

countries such as Indonesia. Significant increases also took place in the Caribbean and Latin 

America, although countries in these areas already had relatively high levels of antenatal care. 

In sub-Saharan Africa, by contrast, antenatal care use increased only marginally over the decade 

(although levels in Africa are relatively high compared with those in Asia). 

 

While antenatal care coverage has improved significantly in recent years, it is generally 

recognized that the antenatal care services currently provided in many parts of the world fail to 

meet the recommended standards. Although progress has been made globally in terms of 

increasing access and use of one antenatal visit, the proportion of women who are obtaining the 

recommended minimum of four visits is too low. The first consultation is often late in 

pregnancy, whereas maximum benefit requires an early initiation of antenatal care. Antenatal 

care is given by doctors, midwives and nurses and many other cadres of health workers. Little 

is known about the capacities of non-professional workers such as traditional birth attendants 

to deliver the known effective interventions during pregnancy. Apart from complications of 

unsafe abortion, which can be prevented or dealt with by good post-abortion care, three types 

of health problems exist in pregnancy. First, the complications of pregnancy itself, second, 

diseases that happen to affect a pregnant woman and which may or may not be aggravated by 

pregnancy, and third, the negative effects of unhealthy lifestyles on the outcome of pregnancy. 

All have to be tackled by antenatal care. 

 

Of the 46 million pregnancies that are terminated each year around the world, approximately 

60% are carried out under safe conditions. From a public health viewpoint the distinction 

between safe and unsafe abortion is important. When performed by trained health care 

providers with proper equipment, correct technique and sanitary standards, abortion carries 
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little or no risk. The case fatality is no more than 1 per 100 000 procedures (78, 84), which is less 

than the risk of a pregnancy carried to term in the best of circumstances. 

 

Maternal death is defined as follows : The death of a woman while pregnant or within 42 days 

of termination of pregnancy, irrespective of the duration and site of the pregnancy, from any 

cause related to or aggravated by the pregnancy or its management but not from accidental or 

incidental causes. 

 

This definition allows identification of maternal deaths, based on their causes as either direct or 

indirect. Direct obstetric deaths are those resulting from obstetric complications of the pregnant 

state (pregnancy, delivery, and postpartum), from interventions, omissions, incorrect treatment, 

or from a chain of events resulting from any of the above. Deaths due to, for example, 

hemorrhage, pre-eclampsia/eclampsia or those due to complications of anesthesia or caesarean 

section are classified as direct obstetric deaths. Indirect obstetric deaths are those resulting from 

previous existing disease, or diseases that developed during pregnancy, and which were not 

due to direct obstetric causes but aggravated by physiological effects of pregnancy. For 

example, deaths due to aggravation of an existing cardiac or renal disease are indirect obstetric 

deaths. 

 

Complications of pregnancy or childbirth can also lead to death beyond the six-weeks 

postpartum period. In addition, increasingly available modern life-sustaining procedures and 

technologies enable more women to survive adverse outcomes of pregnancy and delivery, and 

to delay death beyond 42 days postpartum. Despite being caused by pregnancy-related events, 

these deaths do not count as maternal deaths in routine civil registration systems but some 

countries, particularly those with more developed civil registration systems, use this definition. 

 

 

Reproductive rights 

 

Many women intend to get pregnant. Each year an estimated 123 million succeed. But a 

substantial additional number of women – around 87 million – become pregnant 

unintentionally. For some women and their partners this may be a pleasant surprise, but for 

others the pregnancy may be mistimed or simply unwanted. Of the estimated 211 million 

pregnancies that occur each year, about 46 million end in induced abortion. 

Despite the large number of unintended pregnancies, many more women than ever before 

control their reproductive life by spacing their pregnancies more widely or limiting the number 

of pregnancies. Some 30 years of effort to bring contraceptive services within people’s reach 

have not been in vain. In developing countries, contraceptive prevalence has risen from around 

10% in the early 1960s to 59% at the turn of the millennium. Despite falling international 

financial support, there has been a 1% annual increase in contraceptive prevalence over the last 

10 years worldwide. A corresponding global drop in fertility has been seen, with the current 

average number of children per woman standing at 2.69, compared with 4.97 in the early 1960s. 
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Nevertheless, as more women than ever before reach reproductive age, millions who do not 

want a child or who want to postpone their next pregnancy are not using any contraception. 

This growing unmet need may be due to the lack of access to contraceptives, an issue in 

particular for adolescents, or it may result from women not using them. The most commonly 

given reason – in about 45% of cases – for not using a contraceptive method is a perceived lack 

of exposure to pregnancy. Fear of side-effects and cost is a reason for non-use in about one third 

of cases. Opposition to use is a lesser but still significant reason for non-use, frequently 

attributed to the husband. For all of these reasons, uptake of contraception is still very low in 

many parts of Africa, and patchy in other continents. According to recent survey data some 

countries are actually experiencing a reversal in family planning coverage. 

 

Even if all the needs for contraception were met, there would still be many unwanted and 

mistimed pregnancies. Although most modern methods of contraception are highly effective if 

used consistently, advice and counseling on their correct use is often not available. If all users 

were to follow instructions perfectly, there would still be nearly 6 million accidental 

pregnancies per year. The fact is that with typical, real-life use of contraceptives, an estimated 

26.5 million unintended pregnancies occur each year because of inappropriate use or method 

failure. In addition, dissatisfaction with methods can lead to discontinuation, which is often 

associated with lack of choice, incorrect use or fear of side effects, all symptoms of poor quality 

family planning counseling and services. 

 

What the research on unmet need for contraception and on contraceptive failure does not 

capture well is the role of unequal power relations between men and women. These contribute 

substantially to both unwanted sex and subsequent unwanted pregnancy. Young women are at 

particular risk of unwanted sex, or sex in unwanted conditions, particularly when there are 

large age differences between them and their partners. Between 7% and 48% of adolescent girls 

report that their first sexual experience was forced. Women who are coerced into sex or who 

face abuse from partners are less likely to be in a position to use contraception, and are 

therefore more exposed to unintended pregnancy than others. Women who have experienced a 

sexual assault often fear pregnancy and delay medical examination or health care. There is 

increasing evidence that violence is associated with unintended pregnancies. Up to 40% of 

women attending for pregnancy termination have experienced sexual and/or physical abuse at 

some stage of their lives. 

 

Unintended and unwanted pregnancies – owing to unmet need for contraception, to 

contraceptive failure, or to unwanted sex – if brought to term, carry at least the same risks as 

those that are desired and deliberate. It is estimated that up to 100 000 maternal deaths could be 

avoided each year if women who did not want children used effective contraception. When 

maternal illnesses are also taken into account, preventing unwanted pregnancies could avert, 

each year, the loss of 4.5 million disability-adjusted life years. 
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The implications of unwanted pregnancy are substantial enough, but there is also evidence to 

suggest that effective contraception can contribute to better maternal health – above and 

beyond averting these deaths and disabilities – in two ways. First, because unwanted 

pregnancies carry a greater risk than those that are wanted. By tackling unmet need for 

contraception for young girls and for older women and also for those who want to space their 

births, high-risk pregnancies that are unwanted can be avoided. Moreover, there are benefits for 

the child. Spacing pregnancies by at least two years increases the chance of child survival. 

Second, there are some indications that women whose pregnancy is wanted take more care of 

their pregnancy than others: they are more likely to receive antenatal care early in pregnancy, to 

give birth under medical supervision, or to have their children fully vaccinated. Finally, a major 

contribution of contraception to reducing maternal death and disability is through its potential 

to decrease unsafe abortions. 

 

 

However, more than 18 million induced abortions each year are performed by people lacking 

the necessary skills or in an environment lacking the minimal medical standards, or both, and 

are therefore unsafe. Almost all take place in the developing world. With 34 unsafe abortions 

per 1000 women, South America has the highest ratio, closely followed by eastern Africa (31 per 

1000 women), western Africa (25 per 1000 women), central Africa (22 per 1000 women), and 

south Asia (22 per 1000 women). The fact that women seek to terminate their pregnancies by 

any means available in circumstances where abortion is unsafe, illegal or both, demonstrates 

how vital it is for them to be able to regulate their fertility. Women pay heavily for unsafe 

abortions, not only with their health and their lives but financially as well. In Phnom Penh, 

Cambodia, for example, the going rate for an abortion – legal, but most often unsafe – ranged 

between US$ 15 and US$ 55 in 2001: the equivalent of several months’ salary for a public sector 

nurse. 

 

Unsafe abortion is particularly an issue for younger women. Two thirds of unsafe abortions 

occur among women aged between 15 and 30 years. Around 2.5 million, or almost 14% of all 

unsafe abortions in developing countries, are among women under 20 years of age. The age 

pattern of unsafe abortions differs markedly from region to region. The proportion of women 

aged 15–19 years in Africa who have had an unsafe abortion is higher than in any other region 

and almost 60% of unsafe abortions are among women aged less than 25 years. This contrasts 

with Asia where 30% of unsafe abortions are in women of this age group. In the Caribbean and 

Latin America, women aged 20–29 years account for more than half of all unsafe abortions. 

 

Everywhere, though, and in all age groups, the consequences are dramatic. The risk of dying 

from an unsafe abortion is around 350 per 100 000, and 68 000 women a year die in this way. In 

addition, the non-fatal complications and the sequelae contribute significantly to the global 

burden of disease, not to mention the emotional turmoil that goes with so many unsafe 

abortions. 
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Abortion is legal, on varying grounds, in many countries, but even policy-makers and 

professionals are often only vaguely aware about what the law permits and what it does not. 

Where legislation is less restrictive, there are, in principle, more possibilities for women to 

terminate an unwanted pregnancy under safe conditions. Yet, services may be poorly equipped 

or health personnel inadequately trained, even though the training, equipment and policies 

needed to ensure that women eligible under law have access to safe care are neither 

complicated nor costly. In India, for example, where a liberal abortion law has been in place 

since 1974, unsafe abortions still outnumbered safe abortions by a factor of 7 in the early 1990s, 

as a result of administrative barriers and lack of information, with deaths from unsafe abortion 

accounting for 20% of all maternal deaths. But where, to the extent permitted by law, measures 

are taken to train and equip professionals and facilitate access to safe services and information, 

as recommended by the United Nations General Assembly, women are less likely to resort to 

unsafe abortion. 

 

The International Labour Organization’s Maternity Protection Convention (adopted in 1919 and 

last revised in 2000) sets a minimum standard for what should be included in national 

legislation in this regard. The Convention provides for protection against dismissal of women 

during pregnancy, maternity leave and the breastfeeding period, and also for cash benefits. It 

encompasses coverage of antenatal, childbirth and postnatal care and hospitalization care when 

necessary, and working hours and tasks that are not detrimental to mother or child. It calls for 

14 weeks of maternity leave, of which six weeks must be postnatal leave to safeguard the health 

of mother and child. This aspect of the Convention covers all married and unmarried employed 

women, including those in unusual forms of dependent work. This can be interpreted broadly 

to cover women in all sectors of the economy, including the informal sector, but in practice 

legislation usually covers only women who are employed in the formal sector. With increasing 

urbanization and the development of the formal economy, compliance with these minimum 

standards is increasingly becoming an issue, in developing as well as developed countries. 

 

On the other hand, existing laws, policies and regulations that limit access to health services for 

unmarried women or for those under a certain age, effectively screen out many women in need. 

The same is true for services that require up-front payment and exclude those too poor to pay. 

There are still health services that require third-party authorization (usually by a husband) for 

treating a woman, pregnant or not, even if no such requirement exists in the national law. If all 

women who are pregnant are to be protected, these kinds of situations need urgent attention, 

which often requires the revision of policies and regulations. Environmental, social and legal 

circumstances can be unfavorable for pregnant women. Referring to the overarching human 

rights frameworks can do much to eliminate sources of social exclusion, and is as important as 

providing antenatal care. 

 

Reproductive rights encompass both freedoms and entitlements involving civil, political, 

economic, social and cultural rights. The right to decide the number and spacing of children is 

integral to the reproductive rights framework and is therefore directly related to other basic 

human rights, including: 
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• The right to life; 

• The right to liberty and security of person; 

• The right to health, including sexual and reproductive health; 

• The right to consent to marriage and to equality in marriage; 

• The right to privacy; 

• The right to equality and non-discrimination; 

• The right not to be subjected to torture or other cruel, inhuman, or degrading treatment or 

punishment; 

• The right to education, including access to sexuality education; 

• The right to participate in the conduct of public affairs and the right to 

free, active and meaningful participation; 

• The right to seek, impart and receive information and to have freedom of expression; 

• The right to benefit from scientific progress. 

 

 

 

 

MAIN BLOC POSITIONS 

Overall, cybersecurity is one of the principal policy drivers in the Internet space moving the 

international community toward "enhanced cooperation.", but of course views on the best 

approach to cybersecurity are not without differences among key international players. 

USA:  

The maternal mortality ratios in the United States are higher than almost all European coutnries, 

as well as several countries in Asia and the Middle East, while it is the country that spends the 

most on health care and on childbirth-related care. Studies show racial, ethnic and social 

discriminations in women’s access to healthcare in the US, due to a specific legislation and to the 

very high costs of insurances. The criminalization of the use of drugs during pregnancy even 

prevents some women from receiving prenatal care or even from giving birth in a hospital. In 

some states, the law requires that if the pregnant woman is a teenager, she must get a parent’s 

approval t get an abortion.  

 

RUSSIAN FEDERATION:  

The United Nations have been highlighting Russia’s regressive barriers in access to safe and legal 

abortion, under the form of mandatory waiting periods and biased counseling and information 

requirements. During the 2010s, the Russian Federation has been introducing new laws to restrict 

abortion, in accordance with their natality policy to face the demographic crisis. Sterilization is 

legal for women only if they are over the age of 35, have had two ir more children, or if there is 

medical need. 
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EUROPE:  

The maternal mortality rate (MMR) has decreased by almost half within the European Region 

between 2000 to 2015, from 33 to 16 deaths per 100 000 live births respectively.  Nevertheless, 

women with “non-western” origin are at a 60% higher rate of maternal mortality, and specific 

reports prove that correct reporting of maternal deaths is still not in place in several countries. 

 

European human rights law requires Council of Europe members to respect and ensure 

women’s sexual and reproductive health and rights. Abortion is legal in nearly every european 

country. 

 

MIDDLE EAST:  

About half of the 10 million women who give birth each year in the Middle East and North 

Africa have some kind of complication, with more then 1 million of them suffering serious 

injuries that lead to long-term illness. Although there is considerable variation in the region, 

Middle East  countries continue to face major challenges to meeting women’s reproductive 

health needs, including the poor quality of health services, widespread ignorance about 

reproductive health issue, financial constraints due to competing priorities, and continuing 

gender inequality. 

 

ASIA:  

The adolescent fertility rate has dropped significantly in the Asian and Pacific region in the last 

decades, and the use of modern contraceptive methods has strongly increased. However, limited 

progress was made in increasing skilled birth attendance, particularly in South and South- West 

Asia, and the situation is of particular concern in Afghanistan, Bangladesh and Nepal, where 

skilled professionals attend fewer than two out of five births. Asia’s main challenge when tackling 

women’s healthcare is reaching populations that are currently underserved. 

AFRICA:  

 

For almost all indicators, the slowest progress has been in countries in Africa. For example, 

despite increases in contraceptive prevalence from 52% in 1990 to 60% in 2000 and 62% in 2007 

world- wide, the unmet need for family planning remains unacceptably high in sub-Saharan 

Africa, where one in four women who wish to delay or stop childbearing is not using any 

family planning method. Adolescent pregnancy remains high globally, with 52 births for every 

1000 women aged 15–19 years in 2007, reflecting only a small decline from 55 in 2000. Sub-

Saharan Africa has the highest adolescent birth rates among all world regions, followed by 

Latin America and the Caribbean. 

The use of reproductive health services for maternity care is the lowest in African countries. 

Globally, over the period 2000–2006, 65% of births were attended by a skilled health worker, 

with one third of women still delivering without skilled birth attendance. Only 48% of births 
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were attended by a skilled health worker in Africa. Similarly, pregnant women are less likely to 

attend antenatal care the recommended four times 

 

LATIN AMERICA AND THE CARRIBEAN: 

None of the Latin American countries will reach the Millennium Development goal target 

specifically for maternal mortality, as well as it continues to be both a health and social 

challenge in Latin America. Research indicates that the numbers are disproportionately high 

within the indigenous and afro-descendant populations among the very poor. For indigenous 

populations as well as adolescents and young people, the rate of unmet family planning need 

also remains high. Latin America has the second highest fertility rates among adolescents and 

the highest unsafe abortion rates in the world. 

 

Only two countries within Latin America allow for legal abortion without restriction. 

 

Questions a resolution must answer 

1)   Should maternal rights rely on the Human Rights declaration or should they be enhanced 

by having their own international text ? 

2)   How can reproductive rights be improved in conservative countries ? 

3)   Is achieving universal access to maternal healthcare only a matter of funds, being aware 

of the situation of some developed countries ? 

 

Sources and Additional readings 

·        UN Women publications et reports : http://www.unwomen.org/en/digital-

library/publications 

·         World Health Organization, The World Health Report 2005, Make every mother and child 

count : http://www.who.int/whr/2005/whr2005_en.pdf?ua=1 

·         Millenium Development Goals monitor : http://www.mdgmonitor.org/mdg-5-improve-

maternal-health/ 

 

·         Franc Coeytaux, Debra Bingham, Nan Strauss, Maternal Mortality in the United States : A 

Human Rights failure, Contraception Editorial, March 2011. Available on : 

http://www.arhp.org/publications-and-resources/contraception-journal/march-2011 

.         Amnesty International, May 2017, USA : Criminalizing pregnancy : policing pregnant 

women who use drugs in the USA. Available on : 

https://www.amnesty.org/en/documents/amr51/6203/2017/en/ 

http://www.unwomen.org/en/digital-library/publications
http://www.unwomen.org/en/digital-library/publications
http://www.who.int/whr/2005/whr2005_en.pdf?ua=1
http://www.mdgmonitor.org/mdg-5-improve-maternal-health/
http://www.mdgmonitor.org/mdg-5-improve-maternal-health/
http://www.arhp.org/publications-and-resources/contraception-journal/march-2011
https://www.amnesty.org/en/documents/amr51/6203/2017/en/
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Topic B 

 

Women & modern forms of slavery 

 

Introduction: 

 There are several main forms of contemporary slavery, to which women are particularly 

vulnerable. They account for most of the population touched by forced domestic work and sex 

slavery. This situation has been even more complicated by how difficult it is to implement 

sanctions, inspections, proper norms to respect or to establish an approximation of the victims 

of modern slavery. 

 

Definition and categories of Modern Forms of Slavery 

Forced Labor — Describes all types of coerced work that an individual must provide against his 

or her will. Contemporary forced labourers are treated as property to be exploited 

commercially, much in the same way African Americans were regarded during the antebellum 

period in American history. 

Domestic Slavery: Describes slaves that are forced to work in extremely hidden workplaces: 

private homes. Domestic workers become slaves when their employer uses force, fraud or 

coercion to control or convince an employee that they have no choice but to continue working. 

Isolating environments, unfamiliar languages, confiscated travel documents and restricted 

mobility are often connected to this form of slavery. 

Bounded form of labor: Describes slavery in which an individual is compelled to work in order 

to repay a debt. It differs from other forms in that, oftentimes the labourer and the employer 

initially enter into a mutual agreement. However, contract conditions may be illegal and/or 

vastly more beneficial to the employer than the labourer. These workers become slaves when 

they continue working, but cannot pay off their initial debt because of exploitative contract 

terms and, thus, cannot leave. 

Sex slavery: Describes women, men or children that are exploited in the commercial sex 

industry, which may include: pornography, prostitution, erotic entertainment, strip clubs, 

online escort services, residential brothels, hostess clubs, fake massage parlours or any 

exchange of a sex act for something of value. Money may or may not be exchanged; other things 

that may be traded for sex acts are drugs, shelter, food or clothes. A person’s initial consent to 

participate is irrelevant if that person is held in service through psychological manipulation or 

physical force. 

 

I) Domestic work: 
 

Domestic work is excluded from both labor laws and social protection in around 40% of the 

countries of the world. The lack of legal and social protections in many countries and the 

incapacity to set up such protections where they do exist make the workers vulnerable to 

several forms of discrimination and abuse, including sexual abuse and human trafficking in the 

sake of sexual exploitation. They also lead to unpaid salaries, the seizing of official documents 

such as passports, the lack of resting days and annual leaves. 
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 The workers who come back to their birthplace without economies fear to be 

stigmatised by their families or communities because of the long periods of separation and the 

lack of measures to allow their reintegration. They can also come back to similar conditions as 

social exclusion, poverty or joblessness, which calls for new local or foreign migrations. Women 

have to be extremely resistant and determined in order to find means to prosperate or even 

survive. Most of the time, they are the only hopes of their families or communities, within their 

countries or abroad, contributing to the development thanks to their abilities, their work, their 

consumption, expenses, through financial and social transfers. 

 The new norms of ILO have decided that domestic workers that take care of families 

and households, should benefit from the same fundamental rights as the other workers: 

reasonable work schedules, a weekly rest of at least 24 consecutive hours, a limitation to cash 

payments, clear information on the terms and conditions of employment as well as the respect 

of fundamental labour principles and rights, including meeting liberty and right to collective 

negotiation. 

 According to estimations of the ILO based on national inquiries and/or census realised 

in 117 countries, the number of domestic workers could reach at least 53 millions but specialists 

claimed that it could easily reach 100 millions throughout the world. Indeed this type of work is 

most f the time under evaluated and hidden to the authorities. In developing countries, they 

represent at least 4 to 12% of the paid employment.  83% of these workers are young women 

and many of them are migrants. 

 Women comprise the majority of domestic workers, accounting for 80% of all workers in 

the sector globally: which means that approximatively 55 million women participate in this 

activity. 

 

UNITED STATES: According to The Human trafficking of Domestic Workers in the United 

States established by NDWA member affiliates who work closely with victims of human 

trafficking. Among 110 cases of domestic workers trafficking reported across all affiliates, 81% 

have lived in abusive living conditions, 85% report having being paid well below minimum 

wages, 80% have been tricked with false or deceptive contracts, 73% report having experienced 

physical or/and sexual abuse by their employer or a family member of their employer, 62% 

report having their passport or other ID taken from them by employers. 

 

 There are four types of Visa most commonly delivered to domestic workers: the A-3 

Visa, for domestic workers who work for foreign diplomats, the B-1 Visa, for domestic workers 

who work for certain categories of employers, the G-5 Visa for domestic workers for employees 

of international organisations. Finally, the J-1 Visa is dedicated to Au pairs. In the Trafficking 

Victims Protection Reauthorisation (2008), Congress responded to reports of wage theft, abuse 

and trafficking faced by A-3 and G-5 workers and enacted protections for these categories of 

domestic workers. However, B-1 and J-1 do not benefit from the same protections and are most 

of the time unknown to the State department or DHS publicly share data about domestic 

workers who enter the US with B-1 designations. 
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 Survivors were commonly told by employers that the contracts were signed only for 

purpose of obtaining visas and in actually the contract terms were broken and ignored. 

Furthermore, organisations reported a case of 13 young domestic workers from Mexico who 

had been approached by a labor recruiter in Mexico and offered jobs, room and board, as well 

as educational opportunities in the US. Once in the US, these women were forced into 

prostitution. 

 Thus, even though Congress enacted protections for certain categories of domestic 

workers, no accessible mechanisms to report or enforce contract violations exist. 

INDIA: According to the Draft National Policy on Domestic Workers as recommended by the 

Task Force, domestic workers can be either part time workers, full time workers who return 

back to their houses every day after work or live in workers. The estimation of the NSSO for 

2004-2005 reveals that domestic workers represent approximatively 4,2 million persons in the 

country but the contribution of these workers is rarely computed in the economy. 

 Several states have attempted a variety of approaches to protect the rights of Domestic 

Workers. Tamil Nadu included domestic workers in their Manual Workers Act and created a 

separate board for them while Maharashtra is actively considering a law for them, with draft 

bills under discussion. Maharashtra has published a code of conduct. Under Section 27 (A) of 

the Maharashtra State Public Service Conduct Act, 1997, the Maharashtra government prohibits 

government employees from employing children below 14 as domestic workers. Such rules can 

be found in the rule books of 18 other state. Karnataka has notified minimum wages for 

domestic workers and Kerala has followed suit. The Government of India has amended the 

Central Civil Service Conduct rules to prohibit Civil Servants from employing children below 

the age of 14 as domestics. The latest in a series of efforts to address the concerns of Domestic 

Workers are the two draft bills brought out in 2008 by the National Commission for Women 

and the National Campaign Committee of Unorganised Sector Workers also in 2008. 

 

HONG KONG: Labor Legislation sets here one of the best government practices regarding 

domestic workers rights as they have the right to a minimum wage, a weekly day of rest, 

maternity leave, and public holidays when most of State's legislation exclude domestic work 

from their labor codes or provide for lesser rights. 

 

SINGAPORE: Domestic workers face one the most difficult situation in this State, where 60% of 

them are exploited by their employers. When a report entitled Bonded to the System published 

by an independent consultancy Research Across Borders was published, denouncing the poor  

conditions that more than 800 domestic workers and 80 employers reported, Singapore's 

Ministery  of Manpower maid public their thought. Indeed, it was said that the report was 

misleading and used “an overly simplistic interpretation of the International Labour 

Organisation's indicator of labour exploitation”. 

 

 In Asia, Singapore is second to Hong Kong for having the largest number of 

documented foreign domestic workers employed in their country, typically women from 

Indonesia and the Philippines. Thus, this reaction from the government shows that the gaps in 

Singapore's legislation are not likely to be tackled in the short term. Indeed, an employment 
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contract is not compulsory when hiring domestics workers and there are very few legal 

protections against paying unfair wages, even though a weekly rest day has been mandatory 

since 2013. 

 

 

 

II) Women Trafficking 

 

Definition of the human trafficking crime: 

 Article 3, paragraph (a) of the Protocol to Prevent, Suppress and Punish Trafficking in 

Persons defines Trafficking in Persons as the recruitment, transportation, transfer, harbouring 

or receipt of persons by means of the threat or use of force or other forms of coercion, of 

abduction, of fraud, of deception, of the abuse of power or of a position of vulnerability or of 

the giving or receiving of payments or benefits to achieve the consent of a person having control 

over another person, for the purpose of exploitation. Exploitation shall include, at a minimum, 

the exploitation of the prostitution of others or other forms of sexual exploitation, forced labor 

or services, slavery or practices similar to slavery, servitude or the removal of organs.    

 

 The key recommendations of the Coalition Against Trafficking in Women to the study of 

the Secretary-General on violence against women are the implementation of preventative 

measures such as public education campaigns which describe the risks of trafficking, 

prostitution, and related forms of sexual exploitation to potential victims  but also challenges 

the attitudes of practices of potential perpetrators that result in sexual exploitation. 

Furthermore, it insists on the elimination by governments of structural factors that push women 

into trafficking and commercial sexual exploitation such as poverty, systematic violence against 

women, gender discrimination, and other forms of discrimination such as racism. The, the 

convention focuses on specific ways to implement these recommendations with the increase of 

support and services for survivors of trafficking and prostitution, the promotion of effective 

laws against trafficking, prostitution, and related forms of sexual exploitation, including 

provisions criminalising the demand for trafficking and prostitution. It also recommends the 

rejection of government policies promoting prostitution, whether through legalisation or 

decriminalisation of the sex industry and the penalisation of military and peacekeeping 

personnel complicit in prostitution and trafficking on both the supply and the demand sides. 

 

 However, the multilateral decisions are in fact much more limited by the domestic laws 

pf each States. Indeed, in the Convention for the Suppression of the Traffic in Persons and of the 

Exploitation of the Prostitution of Others (with Final Protocol), signed in 1950, the Parties to the 

Convention agree to punish any person who “procures, entices or leads away, for purposes of 

prostitution, another person, even with the consent of that person “ or “exploits the prostitution 

of another person, even with the consent of that person” but it is immediately limited in the 

Article 3:”To the extend permitted by domestic law”. Thus, collaboration between the different 

States and the punishment of the perpetrators is in fact left to the different States. 
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 States are ranked in the Trafficking in Persons Report (or TIP Report) published 

annually by the US State Department’s Office to Monitor and Combat Trafficking in Persons, in 

function of the perceived efforts of the governments to acknowledge and combat human 

trafficking. Even though this report may be criticized because it relies on international rules that 

States have collectively developed and freely accepted, rather than focusing on criteria drawn 

up solely bu US politicians or that the report should incorporate better some of the risks factors 

but this report is still representative of the fact that more than 20 States do not fully comply 

with the minimum standards and are not making significant efforts to do so. Furthermore, most 

of the time the countries which do not meet the criteria are the ones which face the most 

difficult situations. The State of Libya is one of the most obvious example of this difficulty. 

Indeed, the government did not have any policy structures, capacity, or resources to proactively 

identify and protect trafficking victims among vulnerable groups such as migrants, women in 

prostitution. Thus, the government arbitrarily detained migrants, including potential trafficking 

victims, without any access to legal aids and unofficial detention centers were being turned into 

forced labor. Libya illustrates the need for more international consensus concerning the matter 

of human trafficking as the State is a destination and transit country for men and women from 

sub Saharan Africa and Asia subjected to recruitment and used by armed groups within the 

country, physical, sexual and verbal assault, arbitrary killings and inhumane detention. 

 

 Women and girls represent the majority of people trafficked for sexual exploitation or 

subjected to forced labour, they tend to make up a larger share of persons convicted for human 

trafficking offences than for other forms of crime. In some countries, women represent more 

than half of the persons convicted for trafficking persons, from data sources such as criminal 

justice records, service providers, other administrative records that may provide data on foreign 

victims returned to their countries. However, this methodology may be incomplete and several 

factors affect the adequacy of gender statistics on human trafficking as the data available on the 

subject are usually incomplete and based on methodology that varies form one country to 

another, some countries that have been able to provide some information on the number of 

victims or offenders are not yet able to provide basic information about victims and offenders, 

such as sex, age or citizenship, data on human trafficking may be mingled with date referring to 

smuggling or irregular migrations, which may have a different gender pattern. Finally, statistics 

may be influenced by the cases of men victims of human trafficking may be more likely to be 

under detected, because they are more often trafficked for forced labor. 

 

 Contemporary forms of slavery and human trafficking are intricate and in order to 

tackle the former, there is a clear need for effective measures to prevent the latter, as most of the 

victims of human trafficking are being abused in order to be exploited through different forms 

of slavery such as sex slavery or domestic servitude. 

 

III) Surrogacy, a controversial topic: 
 

Defining surrogacy: 
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 Traditionally, surrogacy was sought by infertile heterosexual couples, but now is 

increasingly sought by gay couples, particularly men, as a way of having children that are 

biologically related to one parent. Transnational gestational surrogacy operations are relatively 

recent phenomena, however, and are becoming increasingly common, particularly in Eastern 

Europe, India, and certain US States. 

The decision to go abroad for these reproductive services often is triggered by substantive 

differences in national laws. For example, surrogacy is prohibited in several European 

countries, even as a remedy for infertility, and is permitted but carefully regulated in other 

countries, including parts of the US. 

 

 There are different types of surrogacy, “straight” or “host”, the former being the 

traditional form of surrogacy and is also known as artificial insemination. Thus, only the semen 

of the intended father will be used and the child will be conceived with the surrogate’s egg and 

will also bear her genetic material. Then, host surrogacy is when IVF is used, and in this case 

the surrogate does not have any genetic relation with the surrogate. There are three states to 

this surrogacy, the first one being the egg donation, the fertilisation within a fertility clinic and 

the transfer, when the fertilised egg is transferred into the womb of the surrogate mother. If 

both intended parents suffer form infertility, host surrogacy can be performed with donor eggs, 

either known donor eggs or anonymous donor eggs. 

 

History and Legal challenges of Surrogacy: 

 Surrogacy has a short story, beginning over 30 years ago, gaining attention through the 

case of the baby M, what is now called an example of traditional surrogacy, when the surrogate 

mother Mary Beth Whitehead refused to give up the baby to the biological father and his wife. 

The New jersey Court ruled that the surrogacy contract was invalid according to the public 

policy, recognised M.B Whitehead as the child’s legal mother, using the “best interests of the 

child analysis”, the father Stern was thus awarded custody, with Whiteheads having visitation 

rights. This case attracted much attention as it demonstrated that the possibilities of third party 

reproduction may raise novel legal and social questions about the meaning of parenthood and 

the possibility of contracting around issues of childbirth and pregnancy. 

  

 Legal complications were also met with the case of the “Baby Gammy” in 2014 when an 

Australian couple abandoned a child when it was discovered that he has Down’s syndrome. 

Furthermore, in order to have a maximal success percentage, some fertility clinics do not 

hesitate to inseminate the surrogate mother with several embryos, leading to high risk 

pregnancies that are complicated to manage even with the best technical and practical 

competences. Ethical issues by surrogacy are numerous and it is also feared that the ability to 

choose the eggs of the donors or the gender of child may lead to abuses and 

 

 At the outset, many of the concerns surrounding gestational surrogacy appear to minor 

those surrounding sex work, particularly with regard to gender-based disparities. As with sex 

work, the surrogacy debate disproportionately impacts women. In the case of surrogacy, 

however, the disproportionate impact is due largely to the biological reality that only women 
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can be gestational surrogates and that the demand for female body parts, namely the eggs and 

womb, cannot be met by any other demographic. The other concern is that women could be 

systematically under protected in surrogacy arrangements. Indeed, women tend to be at greater 

risk of being marginalised and exploited, particularly in conservative or poverty stricken 

societies, there is concern that women may be forced against their will into lives as gestational 

surrogates. In addition, the lack of meaningful education and employment opportunities, may 

be a powerful motivation for the provision for the provision of surrogacy services, resulting in 

women failing to give truly informed consent. Furthermore, surrogates may actually reinforce 

gender hierarchies in their attempt to resist the stigma associated with surrogacy. For example, 

surrogate’s families in India often speak about a “team effort” made by the entire family to 

improve the members’ financial situation but not as an individual choice. 

  

 Poverty is another troubling element of the surrogate trade. The potentially coercive 

influence of offering money money for the sale or rental of body parts, services that do not 

require existing wealth or education, may create situations  in which the sellers are 

disproportionately those who have nothing other than their bodies to sell. This risk is apparent 

in both the sex work and organ trafficking contexts. 

 

 Surrogates tend to use their earnings to lift their families’ health. As a result, the general 

association between poverty and poor health may be not reflected in an examination of 

surrogates and their families, with the exception of health-related surrogacy risks. It has also 

been discussed that surrogacy may have a broader impact on a destination country’s public 

health. Some commentators have raised the possibility that a blossoming surrogacy industry 

may drain precious health resources in developing countries. 

 

Potential negative impacts: Any time that there is an exchange of money for access to the body 

or body parts, there is risk of harm to human dignity. Existing cultural views of women as 

second class citizen may further compound such as skewed sense of self worth. These cultural 

views include practices that treat women as property, such as marital dowries; deprive them of 

property, such as unequal or gender biased inheritance laws; or view as burdens who are less 

valuable than their male counterparts, such as preferential feeding and access to education for 

male children, sex selective abortion and girl child infanticide. 

 Many of the physical risks involved in surrogacy are at least as serious as those involved 

in other contracted uses of the body, such as sex work or organ sales. Although a surrogate 

presumably will not face rape or physical abuse by those involved in her contracted pregnancy, 

she obviously risks her health, including death, in the scope of her duties. The risks of 

pregnancy are well known, may be threatening, and increase with the number of foetuses in the 

womb or number of past pregnancies. Even if the pregnancy is uncomplicated, the surrogate 

will face the pain of labor and may face physiological damage from the birthing process such as 

postpartum depressions, emotional upheaval that comes with giving to others a child that one 

has nurtured and birthed. 

 Surrogacy also carries the challenge of balancing the interests of the prospective parents 

with the interests of the surrogate. The latter can be at odds with the will of the parents to keep 
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the financial interests in minimising cost or the desire to obtain a healthy child even at the 

expense of the surrogate. 

 

Challenges to Regulation: 

 For countries that lack substantive surrogacy regulation, concerns have been raised 

about the perils of such an industry being left to self regulate. Some argue that regulation 

would help protect against abuses of surrogates. Explicitly legalising and regulating surrogacy 

would enable surrogates to solidify their contracts rights to be compensated, thus giving 

disadvantaged and uneducated women a way to perceive a good income, while simultaneously 

reinforcing the surrogates’ autonomy to make decisions about their own bodies. Furthermore, 

at an international level, regulation-if properly structured so as to be most effective-would have 

the opportunity to ensure that the global surrogacy industry operates on an even plane, thus 

reducing the possibility of exploitation due to the tourist trades. These regulations would also 

ensure that any child born of these arrangements is protected. 

 

Need for consensus at the international level: 

 The major challenge to the creation and adoption of an international surrogacy 

instrument is the lack of international consensus regarding the ethical and legal issues raised by 

surrogacy. Particularly for issues that involve human rights, the result of international “audits” 

and supervision on those subjects may serve as useful fodder for international discussion on the 

subject of human rights boundaries in the surrogacy trade. 

 

Work previously done by supranational instances: 

-B8-0694/2016: motion for a resolution at the European Parliament 

-surrogacy was previously condemned by the same instance in 2015 when it approved the 

“Annual Report on human rights and democracy in the world 2014 and the European Union’s 

policy on the matter”, because of the sub paragraph 114: Condemns the practice of surrogacy, 

which undermines the human dignity of the woman since her body and its reproductive 

functions are used as a commodity; considers that the practice of gestational surrogacy which 

involves reproductive exploitation and use of the human body for financial or other gain, in 

particular in the case of vulnerable women in developing countries, shall be prohibited and 

treated as a matter of urgency in human rights instruments”; 

 

Regulation in the States which face most surrogacy cases: 

India: The Bill of Regulation of Surrogacy passed in 2016, forbidding international processes. 

Indeed the bill precises that the intending couple must be Indian citizens and married for at 

least five years with at least one of them being infertile. Furthermore, the surrogate mother has 

to be a close relative who has been married and has had a child of her own. Furthermore, no 

payment can be made to the surrogate mother but the surrogate child will be deemed to be 

biological child of the intending couple. The State and the authorities’ action is mentioned as 

well as they are appointed to regulate surrogacy clinics and will grant eligibility certificates to 

the intending couple and the surrogate mother. Finally, the sanctions are clear: if surrogacy is 
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charged with a fee, if the surrogate mothers are exploited, surrogacy will be seen as a crime, 

punishable with imprisonment for 10 years or will be fined. 

 

UNITED STATES: the law differs greatly from one State to the others. In some of them, 

surrogacy is permitted for all parents, pre-birth orders are granted throughout the State and 

both parents will be named on the birth certificate: this is the case for States such as Nevada or 

California. Then, ffor most of the States, as Texas, Utah, Montana, Orlando, surrogacy is 

permitted but results may be dependent on various factors or venue. On some birth states 

additional post-birth legal procedure may be required. Furthermore, in Wyoming and Nebraska 

for instance, surrogacy is practiced but there are potential legal hurdles. Finally, in Washington, 

Michigan and New York, surrogacy is completely prohibited and even punished by statute or 

published case laws. Thus, a birth certificate naming both parents cannot be obtained. 

 

NEPAL: Most of the clinics and the surrogate mothers in India moved to Nepal after the ban of 

surrogacy in India. The law is extremely undefined and there are not major legal framework 

which would complicate the exploitation or the activities or surrogacy specialised enterprises. 

 

EUROPE: Greece is one of the only exception, surrogacy is fully legal and is one of the only 

countries in the world to give legal protection to intended parents. The latter have to meet 

certain qualifications and have to visit a family judge but as long as they meet the conditions, 

the court appearance is procedural and they will be granted their application. Then, in the 

United Kingdom, Portugal, Belgium, surrogacy is legal but only for altruistic purpose, while for 

the rest of the States, surrogacy is entirely banned. 

 

For most of the remaining States, surrogacy is either unregulated or the situation is not 

addressed by the law. There has been no formal discussion at the United Nation or attempts of 

any sort in the objective of regularising surrogacy. 

 

IV) Prostitution: 
  

Prostitution is degrading and humiliating to the woman or girl who is being sexually exploited. 

When a woman or a girl is reduced to a commodity to be bought and sold, her fundamental 

rights are violated. Acts that include forms of sexual violence, perpetrated by traffickers, pimps 

and buyers degrade humanity. Victims of prostitution often suffer severe health consequences 

ranging form injuries inflected by beating rapes, unwanted sex, psychological devastation, 

HIV/AIDS and other sexually transmitted diseases. They are also more susceptible to be in 

contact with drugs, induced by the pimps or during attempts of self medication. 

 Prostitution is an extremely intricate issue with Human Trafficking and some 

governments seem to be quite forgiving about women exploitation and approved measures to 

protect the perpetrators. Per example, in Saudi Arabia, prostitution is illegal and punished by 

prison and flogging but there are accommodations made by the State with the Misyar marriage, 

which is a temporary relationship used as a temporary relationship for sexual pleasure under 

the Salafi law used to circumvent prostitution laws. Furthermore, in this State, there is no 
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legislation concerning human trafficking when Saudi Arabia is one of the largest consumers of 

domestic workers and because of the harsh working conditions, some workers try to escape but 

are finally kidnapped and forced into prostitution. 

 

International Legislation regarding prostitution: 

 International law defines prostitution as a human rights violation, seen as incompatible 

sith articles 3 and 5 of the Universal Declaration of Human Rights which states that “everyone 

has the right to life, liberty, and security in person” and “no one shall be subjected to torture or 

to cruel, inhuman and degrading treatment or punishment”. Furthermore, the Convention for 

the Suppression of the Traffics in Persons and the Exploitation of the Prostitution of others 

states in its preamble that “prostitution and the accompanying evil of the traffic in persons for 

the purpose of prostitution are incompatible with the dignity and worth of the human person”. 

Finally, the Convention on the Elimination of All forms of Discrimination against Women asks 

states to “take all appropriate measures including legislation, to suppress all forms of traffic in 

women and exploitation of prostitution of women”. The United Nations has been for now 

mostly targeted towards ending sex trading with recommendations such as stopping any form 

of criminalising of prostituted persons themselves, offer them protection, access to fundamental 

rights and exit options and put an end to the impunity of those who economically and sexually 

exploit women. 

`  

 The Convention for the Suppression of the Traffic in Persons and the Exploitation of the 

Prostitution of Others is the only UN Treaty that focuses specifically on the exploitation of 

others and provides precisions to the general prohibition encompassed within provisions 

protecting human dignity. Article 1 prohibits the exploitation of prostitution in all its forms. 

States are obliged to punish any person who makes a profit from, or facilitates, the prostitution 

of another person, even with the consent of that person. Articles 1 and 2 explicitly state that the 

elimination of the exploitation of the prostitution of others includes the prohibition of all forms 

of pimping, procuring and the running of a brothel. 

 

 The exploitation of the prostitution of others is recognised as a “form of sexual 

exploitation” under international law by the Palermo Protocol to Prevent, Suppress and Punish 

Trafficking in persons, Especially Women and Children, which supplements the United Nations 

Convention against Transnational Organised Crime. 

 

Concrete Applications in several States most touched by prostitution: 

 

THAILAND: Despite not directly addressing prostitution, the Constitution does contain certain 

provisions that could be used to combat the sexual exploitation of women and children.  Section 

52 of the Constitution provides a general mandate for the state to protect “children, youth, 

women and family members…against violence and unfair treatment” and requires that children 

and youth who have no custody should be raised and provided with welfare by the state. In 

addition, Section 49 of the Constitution stipulates that all children, including those who are 

“indigent, disabled or handicapped, or destitute,” are entitled to no less than 12 years of free 
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and equal education. Lack of educational opportunities, particularly for women, is commonly 

identified as a major contributing factor to entry into prostitution.  Despite compulsory 

education up to Grade 6 in Thailand, girls remain especially vulnerable to entry into 

prostitution because they “seem to have a smaller range of occupations to choose from than do 

boys” and “given the near absence of social welfare programmes” in Thailand, prostitution is 

“often the only viable option to cope with poverty, debts and other obligations.” 

 Thailand has several laws and acts that criminalise prostitution and which seek to 

penalise specific violators in the trade.such asThailand’s (i) Penal Code Amendment Act (No. 

17) B.E. 2547 (2003) (the “Penal Code”), (ii) Prevention and Suppression of Prostitution Act, B.E. 

2539 (1996) (the “Prostitution Act”), and (iii) Entertainment Places Act of B.E. 2509 (1966) (the 

“Entertainment Places Act”). 

  

 However even if the legal framework oughts to suppress sex labor, it is in fact tolerated 

by the authorities. Nonetheless, Thai government has shown a change in policy in 2016 when 

Thailand's tourism minister pledged to bring an end to the country's sex industry. 

 The main problem of prostitution in Thailand is that it is now culturally accepted: 

prostitution is not considered as much as a social stigma as in other States because Thai women 

believe that the existence of prostitution actively reduces the incidence of rape or that the sexual 

urge of men is perceived by both Thai men and women as being much stronger than the sexual 

urge of women. Furthermore, this acceptance is also met in the political field. Per example, 

Chuwit Kamolvisit was the owner of several massage parlours in Bangkok but was also elected 

for a four year term of the Thai House of Representatives and ran in 2008 for governor of 

Bangkok but also revealed in 2003 that some of his best clients were senior politicians and 

police officers. 

 

 Regulating and properly condemning prostitution in Thailand would thus require a 

cultural revolution and a change in Thai people's mentalities and is not simply a matter of 

international law. 

 

PHILIPPINES: The origins of prostitution in the Philippines dates back in the Vietnam War, 

when in 1947 President Roxas signed a military agreement granting twenty two military basis 

to the United States. Angeles City, situated near Clark Air Force Base (one of the two biggest 

military bases), became a few years later the neigh borough where sex trade is the most 

concentrated. Prostitution later survived because of poverty, the commercialisation of human 

relations, and the sustained carnal demand. 

  

 Sex workers in the Philippines can be divided in three main categories: streetwalkers, 

entertainment girls and call girls or high class prostitutes. The first one is not that common and 

most of them are managed by pimps, their safety is at jeopardy on the streets. The majority of 

the prostitutes fall under the category of entertainment girls. These hostitutes include bar girls, 

nightclub hostesses (waitresses), masseuses, exotic dancers, and those that work in brothels. 

They are usually business employees and have contact managers (sophisticated pimps). Their 

safety is secure because they work inside an establishment. However, they cannot refuse clients 
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who are produced by agencies and their managers. Call girls comprise approximate about a 

third of the female sex-worker population. Self-employed or autonomous, they usually do not 

have managers. They advertise their services in specialised magazines disguised as escort 

services for sophisticated gentlemen and sometimes ladies. 

  

 Prostitution is illegal in the Philippines but the Filipino society believes that some 

regulation is always needed, on the basis that it is regulated in order to minimise the damage to 

society. Thus, the local administration may sometimes refuse the opening of a brothel and 

women cannot show themselves in public, nor solicit in the streets and in order to work at a 

brothel, women need to register with the sanitary health authorities (each of them is given a 

sanitary notebook and has to undergo mandatory monthly medical examinations for sexually 

transmitted diseases). Prostitute's health record has to be shown to every customer who wishes 

to. 

 In practice, police protection is bought, violations are ignored and the health of women 

is not protected. Furthermore, Philippines' prostitution is known for its underage sex workers, 

mainly within Manila's Red Light District, where most of the sex tourists seek them. 

  

 Nowadays, organised sex tourism doesn't exist anymore but sex tourism is still the 

thirsd highest money making industry in the Philippines and the current penalties and 

enforcement policies do not impact the latter. 

 

COLOMBIA: Prostitution is legal as long as it is done in designated “tolerance zones” but is 

widespread, due to poverty and internal and external migrations. 

 Columbia is a major source of human trafficking in South America, per example, many 

of the refugees from Venezuela are now forced in prostitution, having no resources at all. 

Continued mass violence in Colombia has displaced many communities, making them 

vulnerable to human trafficking, and later, prostitution. 

 

  

Additional readings: 

-Resolution adopted by the General Assembly (55/25): United Nations Convention against 

Transnational Organised Crime. 

-https://news.un.org/en/story/2016/03/524252-some-90-cent-domestic-workers-excluded-social-

protection-un 

-Coalition against trafficking in women 

-Convention for the Suppression of the Traffic in persons and the Exploitation of the 

Prostitution of Others. 

-Human Trafficking and Refugee Protection: UNHCR's Perspective (2009) 

 

 


