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SANDBAEK REPORT
Giving Aid or 

Pushing an Agenda?

(PLENARY EDITION)

INTRODUCTION – CARE’S MANDATE

. 
CARE (Christian Action Research and Education) is a British-based charity and campaigning organisation which seeks to promote Christian ethics in public life and provides caring services for the victims of the lack of Christian ethics in contemporary society. 

Our campaigning stance on sexual and reproductive health matters is backed up by such caring activities as the provision of a network of 150 crisis pregnancy centres in the United Kingdom, and the support of a sister charity in running similar centres in France and Belgium, where advice and support is available on  a non-judgmental basis for women of all ages who find themselves unexpectedly pregnant as well as follow up counselling for those who have had an abortion. We also provide sex education materials for use in schools which emphasise the importance of loving relationships and the desirability of abstinence until a committed relationship has been achieved.

CARE’S Position on Contraceptive and Abortion Services

CARE supports the provision of contraceptive services for couples who seek to limit the number and timing of children conceived by them for whatever reason. We support the funding of such services as part of EU overseas aid programmes where the Governments of the developing countries concerned have given this priority. However, because we believe that all human life is sacred we cannot condone the taking of measures to destroy human life after conception.

As far as adolescents are concerned we believe that great care is needed in the development of sex education services aimed at this age group and are convinced on empirical evidence that the twin aims of reducing rates of unwanted pregnancies and the spread of sexually transmitted infections amongst these young people are not achieved by content that merely majors on the promotion of contraception.

We also entirely support the proposal to include within this Regulation measures to combat the shameful practice of female genital mutilation.

THE NEW REGULATION – IS IT ANY DIFFERENT?

Title of Regulation

The difference in the proposed new EU Regulation (COM (2002) 120) is evident from the title onwards. Whereas the current Regulation (1484/97) is entitled simply ‘Aid for Population Policies and Programmes in Developing Countries’, the proposed new Regulation has the longer title ‘Aid for Policies and Actions on Reproductive and Sexual Health and Rights in Developing Countries’ (our italics). Out of some 60 EU Regulations concerning the Union’s development aid activities this new Regulation would become only the second to have a reference to ‘Rights’ in its title.  The sole current Regulation to incorporate the word ‘Rights’ in its title being No 975 of 1999 ‘laying down the requirements for the implementation of development cooperation operations which contribute to the general objective of developing and consolidating democracy and the rule of law and to that of respecting human rights and fundamental freedoms’.

The question must be asked as to why this particular area of overseas aid is considered so important that the activities associated with it must be referred to as the implementation of ‘Rights’.  The EU does not assert a ‘Right’ to food, clean water, shelter and other essentials of life for developing countries but somehow it feels it must assert ‘Rights’ when it comes to the field of sexual and reproductive health. The only conclusion that can be drawn is that there is something about activities in this field for which there is an anticipation of some resistance for whatever reason from the countries and societies to which this ‘aid’ is to be given and that therefore it is deemed advantageous to refer to the receipt of this ‘aid’ as a ‘Right’ which the populations of beneficiary countries must not be denied.

Purpose and Scope

The theme of ‘Rights’ continues in the elaboration of the objectives of the proposed Regulation in Articles 1 and 2. This refers to support for ‘actions to improve reproductive and sexual health in developing countries and to secure respect for the rights relating thereto’;  to the provision of appropriate expertise to promote ‘the recognition of reproductive and sexual rights’, and to securing ‘the right of women, men and adolescents to good reproductive and sexual health. None of this language is included in the Articles of the current Regulation. 

WHAT ARE THE ‘RIGHTS’ TO BE PROMOTED?
UN Universal Declaration and EU Charter of Fundamental Rights

Recitals (3) and (4) of the proposed new Regulation refer to Articles in these documents. However, both the Articles referred to (25 in the Universal Declaration of Human Rights and 35 in the EU Charter of Fundamental Rights) refer to health care in general rather than affirming any specific rights in the field of sexual or reproductive health. But the UN Declaration does state that ‘Motherhood and childhood are entitled to special care and assistance’. Also the Charter of Fundamental Rights emphasizes the subsidiarity angle in the area of health care by referring to ‘the conditions established by national laws and practices’. 

ICPD Legacy

The phrase ‘reproductive rights’ first came to prominence at the UN International Conference on Population and Development (ICPD) at Cairo in 1994.  Articles 7.2 and 7.3 of the adopted Programme of Action elaborate on the concept. Although it is probably invidious to select any particular wording from these Articles two sentences in 7.2 summarises much of the content:

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. Implicit in this last condition are the right of men and women to be informed and to have access to safe, effective, affordable and acceptable methods of family planning of their choice as well as other methods of their choice for regulation of fertility which are not against the law, and the right of access to appropriate health-care services that will enable women to go safely through pregnancy and childbirth and provide couples with the best chances of having a healthy infant.

The phrase we have put in italics is significant. It was introduced because the standard WHO definition of both ‘fertility regulation’ and ‘reproductive health services’ includes abortion services. In most countries of the world the practice of abortion is considered to be the unwarranted taking of human life and therefore against the law, although often with the extremely limited exception of circumstances in which there is a threat to the physical life survival of the mother. 

The new Regulation and Abortion

As currently drafted the new Regulation appears to incorporate no such safeguard and there is therefore a danger that either the promotion of a change in the law on abortion or the actual provision of abortion services may be included in actions taken under it in the many developing countries which are opposed to this practice. 

The current Regulation (at Recital 11) does include wording that may be considered a safeguard on this matter, viz: ‘no support is to be given under this Regulation to incentives to encourage sterilization or abortion not the improper testing of contraception methods in developing countries’. However, the prohibition of ‘incentives’ (ie. an inducement to the mother to encourage consent to the procedure – eg. the distribution of transistor radios in return for sterilisation as happened in India in Rajiv Ghandi’s era) does not amount to a prohibition on the funding of the procedure itself. Also, the proposed new Regulation (Recital 11) qualifies the prohibition on abortion with the descriptive phrase ‘as a method of family planning’ making it possible that abortion might be supported where it could be argued its use is for other purposes.

In order to prevent the new Regulation being used to fund abortion services we are convinced that wording needs to be incorporated to specifically exclude this procedure from the definition of ‘reproductive health services’ to which the provisions of this Regulation apply both in the relevant Recital (11) and Article (2). Only amendments 49 and 64 tabled by José Ribeiro e Castro would achieve this:

TO BE SUPPORTED



49 by José Ribeiro e Castro

53 by José Ribeiro e Castor

THE ‘RIGHT’ POLICY FOR ADOLESCENTS

Both the old and proposed new Regulations make frequent reference to adolescents. There is no age definition of who is considered to constitute an adolescent in the old Regulation. The new Regulation at Recital (1) refers to ‘women and men aged 15 to 49’ so 15 might be taken as a lower age limit for the people to whom this Regulation is to apply. However, the WHO  (1) defines ‘adolescents’ are as beginning as young as aged 10. 

Text specifically referring to adolescents is found, inter alia, at Article 2 of the proposed new Regulation which states that:

‘Individual freedom of choice for women, men  and adolescents through adequate access to information and services in matters concerning reproductive and sexual health and rights is a significant element of progress and development;

What is not defined is what information and which services and products are considered to best protect the health of adolescents and avoid unwanted pregnancies. To date the information and services provided by such programmes have tended to concentrate on promoting the idea that plenty of sexual activity and partners is a normal part of the healthy growing up process and quite ‘safe’ just so long as a contraceptive is used. To be fair a recent change in terminology from ‘safe sex’ to ‘safer sex’ has been introduced. But what must be faced up to is that most means of contraception provide no protection at all from sexually transmitted infections and that even the protection provided by condoms is at best (2) to reduce the chances of infection to 1 in 6 – the same odds as Russian roulette. The question must be asked as to what other areas of life such a level of risk is considered acceptable – how many people would board a boat or aircraft if told that there was a 1 in 6 chance of a fatal accident?

What is not referred to at all is the fact that, at least for younger teens, the promotion of abstinence until a lasting relationship has been achieved as part of the sex education package is proving far more effective at reducing rates of both unwanted teenage pregnancies and sexual infections. In the USA abstinence education is credited with achieving the recent reversal in the rate of growth of teenage pregnancies to a rate of decline. ‘The evidence points to sexual abstinence, not increased contraceptive use, as the primary reason for the decline’ states the Consortium of State Physicians Resource Councils (3). 

In Africa also, especially in Zambia and Uganda abstinence education is credited with being part of the solution to the rampant problem of HIV and AIDS and achieving a slowdown in the rate of infection in these countries amongst adolescents.  A study done in Zambia by the US Agency for International Development (4) found a decline during the decade of the 1990s in the proportion of people having pre-marital sex from 41% to 14% and a decrease in the last five years of the decade in the rate of HIV infection amongst girls aged 15 to 19 from 28% to 15%.

However, an Amendment proposed by the Committee on Development and Cooperation (no 1 ) proposes to widen the age range to which the measures promoted in the new Regulation should apply. The justification text for this amendment includes the statement that:

‘Many people, especially young people, are denied the information they need to make fully informed decisions about their sexual relationships……….The lack of information is often deliberate, due to a belief at government, formal educative and family level, that it will encourage promiscuity.’

In fact a number of recent studies have shown (5) that sex education without an abstinence and promotion of lasting relationships content does do precisely what these Governments fear. The level of new premature sexual activity promoted so vastly exceeds the amount of existing sexual activity protected by contraception that teenage pregnancy rates go up rather than down due to the relatively high failure rates of contraceptives used by inexperienced young people.

The absence from the proposed new Regulation of any reference to the important role of parents in the guidance and promotion of the welfare of their adolescent children is also regrettable.

Although none of the tabled amendments directly encourages abstinence education we would commend the following amendments which emphasize the need for monitoring that activities funded are actually achieving the objectives set, emphasize responsibility and behavioural factors in adolescent sex education and include religious organisations in the list of agencies eligible to receive funding.

TO BE OPPOSED

1 by Development Committee

THE ‘RIGHT’ SENSE OF PRIORITY

It is currently proposed that this new Regulation should be the subject of an annual budget of €20 millions after 2003. A nearly 150% increase from funding levels under the current Regulation set at €8.1 millions for 2002. As the overall EU development budget is currently at a virtual standstill (only a 2.3% increase proposed for 2003) this can only be achieved by diverting funding from other areas of overseas aid. At a time when it had been reliably estimated (6) that condoms are now significantly more widely available across the planet than clean water there must be some doubt that this is the right prioritisation of funding. The question also has to be asked is this proposed priority one which the developing countries themselves have asked for or is it to be imposed as an act of cultural imperialism?  The balance of spending within the basic health sector also needs to be examined. With so many parts of the world still lacking effective services to deal with the most elementary complications of pregnancy and so save the lives of young mothers and their infants should such a significant sum of money be diverted to contraceptive and (possibly) abortion services?

We would therefore encourage opposition to the following amendment:

TO BE OPPOSED

39 by the Development Committee
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