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Preface 
More than three years have passed 
since the outbreak of the COVID-19 
pandemic. As global health systems 
proved to be unprepared, the pan-
demic emergency pushed other health 
issues to the sidelines. Access to dif-
ferent health services, ranging from ad-
missions to diagnostics, from checkups 
(and, more broadly, preventative med-
icine) to surgeries, has been severely 
restricted. It has become increasingly 
clear that strengthening health sys-
tems, making them resilient and uni-
versally accessible, and adopting a 
holistic approach to health care inter-
ventions can no longer be postponed.

In november 2022, the world popu-
lation reached 8 billion people: an ex-
traordinary result, the outcome of dec-
ades of remarkable achievements to 
ensure greater access to health care, 
adequate information and education, 
and poverty reduction. This, howev-
er, should prompt us to consider the 
challenges and opportunities for fur-
ther progress. It has never been more 
important for people to exercise their 
rights and make informed choices than 
in this precise moment, which is char-
acterised by poly-crises and profound 
changes. In this context, there is a 
significant risk that people’s sexual 
and reproductive rights will not be 
prioritised.

To have good sexual and reproduc-
tive health means to experience 
complete physical, mental, and social 
well-being in all aspects of the repro-
ductive system. nonetheless, various 
vulnerable social groups are still de-
nied this right and face daily discrim-
ination. Women, children, and ado-
lescents are unquestionably among 
the groups most vulnerable to vio-
lations of human rights, particularly 
their sexual and reproductive rights. 
Fully ensuring all individuals’ sexual 
and reproductive rights could have 
beneficial effects on many other fun-
damental rights and freedoms. Sexual 
and reproductive health, including 

family planning, is a prerequisite for 
empowering women and girls to ful-
ly enjoy their rights and achieve their 
aspirations, as reaffirmed at the 2019 
nairobi Summit on Population and 
Development (ICPD+25). 

Because the concept of sexual and 
reproductive health implies an over-
all state of well-being, it is easy to 
see how it relates to a multitude of 
other fundamental rights. For these 
reasons, WeWorld’s WE CARE Atlas 
emphasises the importance of a com-
prehensive approach to sexual and 
reproductive justice that includes 
guarantees of fundamental human 
rights including the right to life, 
health, privacy, education, informa-
tion, freedom of expression, freedom 
from violence and discrimination, and 
freedom from torture, cruel, inhu-
man, and degrading treatment. 

The WE CARE Atlas collects various 
stories and best practices from the 
field to supplement the report’s nu-
merous facts and figures. WeWorld, 
which has been intervening in coun-
tries around the world for over 50 
years, and currently operates in 27 
countries, implements a multi-sec-
toral approach to ensuring the right to 
health, water, education, non-discrim-
ination, and freedom from all forms of 
violence within the framework of the 
2030 Agenda. 

In recent years, for example, we have 
ensured equitable access to water 
through the provision of potable wa-
ter resources and sanitation, resource 
management training, the fight against 
waste and exploitation of sources, and 
related policies. We have prioritised 
access to water and hygiene in schools, 
providing sanitation services and pay-
ing particular attention to the inclusion 
of girls, as we recognise the critical 
role that schools play as not only piv-
otal educational institutions but also 
as garrisons for the transmission of 
good practices between communities. 

We have organised training courses 
and awareness-raising campaigns in 
all the countries we operate in to in-
crease consciousness about the right 
to water and hygiene standards. We 
have also integrated health interven-
tions with the fight against child and 
maternal malnutrition, training health 
personnel and ensuring health centre 
services.

The variety of contexts in which 
WeWorld operates demanded the de-
velopment of solid guidelines and the 
promotion of a common standard. The 
organisation has established two fun-
damental work modalities. WeWorld 
has adopted the WASH in Schools 
(WinS) method as part of its glob-
al intervention strategies in WASH 
(Water, Sanitation, and Hygiene) and 
Education, which provides a strong 
synergy between these two sectors. 

The WASH component is now required 
in all countries where WeWorld works 
on educational projects. WeWorld has 
also adopted the Menstrual Hygiene 
Management (MHM) method as part 
of its global WASH (Water, Sanitation, 
and Hygiene) strategy, recognis-
ing how activities and programmes 
dedicated to health and menstrual 
hygiene are a starting point for rais-
ing broader issues such as gender 
equality and women’s empowerment, 
encompassing essential issues such as 
sex education, sexual and reproduc-
tive health and rights, child marriage, 
obstetric fistulas, female genital mu-
tilation, and gender-based violence in 
general. 

The MHM modality can help women 
and girls develop skills to overcome 
obstacles to their health, freedom, and 
development, as well as contribute to 
transformational processes that allow 
them to reach their full potential. Such 
interventions clearly highlight the 
importance of a sexual and reproduc-
tive justice agenda to combat all vi-
olations of other rights, fundamental 

freedoms, and political, cultural, and 
economic inequalities that continue 
to prevent women, girls, boys, and 
adolescents from fully developing.

Dina Taddia,  
WeWorld CEO

Marco Chiesara,  
WeWorld President
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The six secTions of The 
ATlAs

Beginning with these considerations, 
the Atlas, divided into six thematic 
sections, investigates the major de-
nials of rights and discrimination that 
women, children, and adolescents 
continue to face around the world.

mATernAl And child 
heAlTh

ANTENATAL CARE
 • Globally, most women have access 

to quality antenatal care at least 
once before giving birth, yet only 
66% receive four antenatal checks 
(UnICEF, 2022a).

 • Antenatal care coverage increas-
es with wealth, with women in the 
richest quintile being twice as like-
ly to receive at least four checks as 
those in the poorest quintile: a gap 
of 34 percentage points (77% vs. 
43%) (UnICEF, 2022a).

CHILDBIRTH
 • Every two minutes, a woman dies 

needlessly from pregnancy-related 
causes (WHO, 2023a).

 • In 2000, the global maternal mor-
tality rate was 339 deaths every 
100,000 live births. In 2020 it 
dropped to 223 (WHO, 2023a).

 • The highest number of neonatal 
deaths is recorded in Central and 
Western Africa: more than 31 for 
every 1,000 live births (World Bank, 
2023).

PoSTNATAL CARE
 • Approximately 1 in 5 women will 

experience a mental health problem 
during pregnancy or shortly after 
childbirth (UnFPA, 2022b).

 • The first 1,000 days, or the time be-
tween conception and the first two 
years of a child’s existence, are a pe-
riod of great potential during which 
the foundations for long-term, op-
timal health and development are 
laid, but they are also a time of sig-
nificant risk (UnICEF, 2017; Rice, 
2022).

BodY PoliTics

FAMILY PLANNING
 • In low-income regions, an estimat-

ed 257 million women who wish 
to avoid pregnancy do not use safe 
and effective contraceptive meth-
ods for a variety of reasons, ranging 
from a lack of access to informa-
tion or services to a lack of support 
from their partners or community 
(UnFPA, 2023).

 • Globally, 4 out of 10 women in a 
relationship do not use any form 
of contraception (United nations, 
2022).

SAFE ABoRTIoN
 • Unsafe abortion is a primary cause 

of maternal death and morbidity. 
Approximately 45% of all abortions 
performed globally are unsafe, with 
97% occurring in low-income coun-
tries (WHO, 2021a).

 • In 2022, 91 million women lived 
in one of the 23 countries where 
abortion is prohibited altogether 
(WAlM, 2022).

 • In countries with highly restrictive 
abortion regulations, the rate of un-
safe abortions is much higher than 
in countries with less restrictive 
laws (Ganatra et al., 2017).

PRACTICES AFFECTING BoDy 
INTEGRITY

 • FGM is estimated to have affect-
ed 200 million girls worldwide 
(UnICEF, 2023b).

 • FGM is still almost universal in 
some of these countries, with 90% 
of girls affected in Guinea, Mali, and 
Somalia (the latter case reaching 
99%) (UnICEF, 2023b).

 
GENDER-BASED VIOLENCE

GENDER-BIASED SEx SELECTIoN
 • When a couple or family prefers to 

have a son over a daughter, this is 
referred to as gender-biased sex 
selection. Gender-biased sex selec-
tion is a harmful practice that mani-
fests violence and gender inequality 

and has a direct impact on the birth 
sex ratio of boys and girls (UnFPA, 
2022b).

 • Globally, 23.1 million “missing” fe-
male births were documented be-
tween the late 1990s and 2017 
(Chao et al. 2019).

CHILD FoRCED MARRIAGES
 • Every year, 12 million girls get mar-

ried before the age of 18: that’s 23 
every minute (UnICEF, 2022b).

 • Over the last decade, increased 
education rates for girls, govern-
ment investment in adolescent girls’ 
rights, and increased public aware-
ness of the dangers of child mar-
riage have resulted in the preven-
tion of 25 million child marriages 
worldwide (UnICEF, 2022b).

EARLy PREGNANCIES
 • Every year, around 21 million girls 

aged 15-19 in low-income regions 
become pregnant and around 12 
million of them give birth (UnDESA, 
2022).

 • Girls who marry before the age of 
15 are 50% more likely than those 
who marry later to experience in-
timate partner violence (Girls not 
Brides, 2021).

 
WAsh And sexUAl And 
REPRODUCTIVE RIGHTS

 • To ensure sexual and reproductive 
health and gender equality, women, 
girls, and adolescents must have 
access to clean water, appropriate 
sanitation, and adequate hygiene 
(WASH). Access to water is integral-
ly linked to women’s and girls’ sexual 
and reproductive health and rights.

 • Due to inadequate WASH services, 
every day more than 700 children 
under the age of 5 die from diarrhe-
al illnesses. They are about 20 times 
more likely to die from diarrheal ill-
ness in conflict zones than from the 
conflict itself (UnICEF, 2023c).

 • 1 in 3 children without basic drink-
ing water service in their school 
lives in the poorest countries, and 

Executive Summary
The right to health is a human 
right, and as such, it is not sub-
ject to discrimination or exclusion. 
nonetheless, several vulnerable so-
cial groups are still denied this right 
and face daily discrimination. Among 
these are women, children, and ad-
olescents, as well as the lGBTQIA+ 
community, people with disabilities, 
indigenous peoples, ethnic minori-
ties, refugees, and people of migrant 
origin, among others). The Atlas of 
Maternal, Sexual, Reproductive, Child, 
and Adolescent Health was born from 
the need to evaluate the implemen-
tation and respect of sexual and re-
productive rights around the world, 
in line with WeWorld’s long history of 
interventions to promote the health 
of women, children, and adolescents 
and their communities.

The mAin regUlATorY 
references

Today, there are various legislative 
tools to guide policies and prioritize 
government interventions in the field 
of sexual and reproductive health. As 
part of the Sustainable Development 
Goals (SDGs) and the United 
nations Secretary-General’s Global 
Strategy on Women’s, Children’s and 
Adolescent Health (2016-2030), all 
WHO member states have commit-
ted to improving the health of wom-
en, children and adolescents by accel-
erating coverage and improving the 
quality of health services. Achieving 
these goals requires adopting and im-
plementing resilient policies that are 
informed about current challenges, 
focused on equity, and capable of en-
suring the continuum of care for sex-
ual, reproductive, maternal, newborn, 
child and adolescent health in a life-
course approach.
However, the international journey 
on sexual and reproductive health 
rights began much earlier: precise-
ly at the 1994 Cairo Conference 
on Population and Development 

(ICPD), which recognized sexual and 
reproductive health, including family 
planning, as a precondition for the 
empowerment of women and girls, 
for the full enjoyment of their rights 
and the achievement of gender 
equality. In 2019, the United nations 
Population Fund (UnFPA) and the 
Government of Kenya convened the 
Nairobi Summit to mark the 25th 
anniversary of the Cairo Conference. 
The outcome of the Summit gave 
light to the Nairobi Declaration, 
which translated the main issues ad-
dressed (universal access to sexual 
and reproductive health and rights; 
need for funding to complete the 
Cairo action programme; fight against 
gender-based violence and harmful 
practices; support for the right to sex-
ual and reproductive health including 
in humanitarian settings) in 12 com-
mitments and affirmed the need to 
establish a sexual and reproductive 
justice agenda.

sexUAl And 
REPRODUCTIVE RIGHTS 
Are hUmAn righTs: The 
frAmeWork of sexUAl 
AND REPRODUCTIVE 
jUsTice

Starting precisely from the framework 
of sexual and reproductive justice, 
this Atlas affirms the link between 
sexual and reproductive rights and 
other human rights and fundamental 
freedoms. Indeed, the framework of 
sexual and reproductive justice en-
compasses the broader spectrum of 
sexual and reproductive rights, which 
in turn refer to several human rights 
guarantees, including the rights to life, 
health, privacy, education, informa-
tion, freedom of expression, freedom 
from violence and discrimination and 
freedom from torture, cruel, inhuman 
and degrading treatment. The sexu-
al and reproductive justice frame-
work is central to strengthening the 

implementation and accountability 
of the Nairobi commitments and the 
Sustainable Development Goals.

The cenTrAl role of 
edUcATion

The concept of sexual and repro-
ductive justice is inextricably linked 
to education and its transforma-
tive power to generate change and 
knowledge transmission within com-
munities, while also promoting paths 
of awareness, self-determination, 
and self-care. As has become univer-
sally recognised, good quality educa-
tion is the foundation of health and 
well-being and is intrinsically linked 
to sexual and reproductive rights in a 
variety of direct and indirect ways. In 
this sense, education can be consid-
ered a development catalyst as well 
as a health intervention in and of it-
self. This is especially true in emer-
gency situations, where the school 
takes on an almost symbolic signif-
icance as a place that opens to the 
community, ensuring health and the 
transmission of knowledge and good 
practices between generations. 
Ensuring education in such dramat-
ic contexts has the potential to act 
broadly by limiting potential risks and 
dangerous situations to one’s health.

4 5SOMMARIO



more than half in fragile settings 
(UnICEF/WHO, 2022).

 
mensTrUAl heAlTh

 • The concept of menstrual health 
extends beyond the simple manage-
ment of the menstrual period to in-
clude the entire menstrual cycle as 
well as general health and well-be-
ing. Menstrual health is defined as 
a complete state of physical, men-
tal, and social well-being during the 
menstrual cycle, rather than simply 
the absence of disease or infirmity 
(PERIOD, 2022).

 • An estimated 1.8 billion people 
menstruate each month (WASH 
United, 2022)

 • In Sub-Saharan Africa, 1 in 10 girls 
missed school during menstruation 
(UnESCO, 2014)

 • More than 1 in 3 boys think peri-
ods should be kept secret (Plan 
International, 2021)

 • Endometriosis affects approximately 
10% of the female population (190 
million women and girls) worldwide 
(WHO, 2021c)

 • In terms of specialist visits, prescrip-
tions, drugs, and so on, the meno-
pause “business” would be worth 
approximately 600 billion dollars 
globally (Hinchliffe, 2020).

 
sexUAl heAlTh And 
WELL-BEING

SExuALLy TRANSMITTED DISEASES  
(STDS)

 • A woman living with HIV can trans-
mit the infection to her child during 
pregnancy, childbirth, and breast-
feeding (mother-to-child transmis-
sion, MTCT). The virus can pass 
through the placenta or, during 
delivery, through exposure to se-
cretions, maternal blood, or, finally, 
breast milk (WHO, 2022f).

 • Worldwide, 1.7 million children 
aged 0-14 are living with HIV 
(WHO, 2022f)

 • Every day, over 1 million sexually 
transmitted diseases are contracted 

(ibid.). In 2020, the WHO estimated 
374 million new infections, includ-
ing chlamydia (129 million), gon-
orrhoea (82 million), syphilis (7.1 
million), and trichomoniasis (156 
million) (WHO, 2022f).

CoMMoN CANCER TyPES IN 
WOMEN

 • Breast cancer is the most common 
type of cancer, accounting for 1 out 
of every 8 cancer diagnoses globally 
(International Agency for Research 
on Cancer, 2022).

 • Cervical cancer is the fourth most 
common cancer type in women (af-
ter breast, colon, and lung cancer), 
accounting for 7% of all new cancer 
diagnoses in 2020 (WCRFI, 2022).

We do cAre. 
conclUsions And 
recommendATions

The COVID-19 pandemic has hindered 
progress made since the proclamation 
of the 2030 Agenda objectives and 
forecasts for improvements desired 
with the 12 nairobi commitments. 
Today, limitations on women’s rights, 
as well as the persistence of conflict 
and protracted crises, jeopardise the 
revival of sexual and reproductive 
health and rights, bodily autonomy, 
and freedom from gender-based 
violence.

The Atlas’ six sections highlight ma-
jor critical issues and gaps, not only 
in terms of universal access to care 
and health information but also from 
a regulatory standpoint, with several 
countries failing to guarantee citizens’ 
bodily autonomy. Women, girls, and 
children are once again paying the 
highest price in areas characterised 
by chronic poverty, conflicts, and in-
equalities, most notably Sub-Saharan 
Africa, followed by Central-Southern 
Asia, the Middle East, and Latin 
America. As previously stated, this has 
implications not only for sexual and 
reproductive rights but also for a host 
of other fundamental human rights, in-
cluding the right to education.

In this context, emerging evidence 
suggests that providing sexual ed-
ucation programmes in schools for 
children and young people can have 
a positive impact on broader societal 
issues such as gender equality, hu-
man rights, and the well-being and 
safety of future generations. As a 
result, where adequate sexual educa-
tion is lacking, there can be no talk of 
sexual and reproductive justice.

The nairobi Summit was held al-
most four years ago (2019), and the 
next International Conference on 
Population and Development (ICPD) is 
scheduled for 2024. Considering this 
critical appointment, it is necessary to 
emphasise the importance of a sexual 
and reproductive justice agenda as a 
vehicle for delivering on the commit-
ments made in 2019, not only to guar-
antee sexual and reproductive rights 
per se but also to combat all viola-
tions of other fundamental rights and 
freedoms, as well as social, political, 
cultural, and economic disparities.

Introduction
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A reader’s guide to the Atlas
The Atlas of Maternal, Sexual, 
Reproductive, Child, and Adolescent 
Health was born from a need to assess 
the application and enforcement of 
sexual and reproductive rights around 
the world, in line with WeWorld’s 50-
year history of intervening to improve 
the health of women, children, and 
their communities.

Starting from the framework of sexual 
and reproductive justice (as outlined in 
the nairobi Declaration of 2019), the 
report recognizes the connection be-
tween sexual and reproductive rights 
and a whole range of other human 
rights and fundamental freedoms. In 
particular, the notion of sexual and 
reproductive justice is inextricably 
tied to education and its power to 
inspire change and the dissemination 
of knowledge within communities, as 
well as to support paths that encour-
age awareness, self-determination, 
and self-care.

Starting with these principles, the 
Atlas investigates the major rights 
violations and discrimination that 
women, children, and adolescents 
still experience around the world: 
the persistently high rates of mater-
nal, newborn, and infant mortality, the 
spread of harmful practices like female 
genital mutilation (FGM), and restric-
tive and criminalizing abortion laws, 
which are just a few of the pressing 
issues that will be covered.
The report is divided into 6 thematic 
sections that group the main denials of 
rights that women and children suffer:

 • MATERNAL AND CHILD HEALTH
 • BoDy PoLITICS
 • GENDER VIoLENCE
 • WASH AND SExuAL AND 

REPRoDuCTIVE RIGHTS 
 • MENSTRuAL HEALTH
 • SExuAL HEALTH AND 

WELL-BEING

Maps and infographics that are based 
on data from reliable and updated 
secondary sources (such as the World 
Bank, UnFPA, UnICEF, etc.), as well as 
best practices, field stories, and tes-
timonials that WeWord has gathered 
through its projects in 27 different 
countries around the world enrich each 
section. Following WeWorld’s mission, 
the report considers the sexual and re-
productive health of women, children, 
and adolescents and emphasizes the 
need to bring attention to other peo-
ple, such as the trans community and 
the larger lGBTQIA+ community.

 
WhAT We meAn When 
We sAY “sexUAl And 
REPRODUCTIVE HEALTH”

Human rights do not permit discrim-
ination or exclusion, and the right to 
health is no exception. nevertheless, 
today, vulnerable social groups con-
tinue to be denied their rights and 
experience daily prejudice. These in-
clude women, children, and teenagers, 
as well as members of the lGBTQIA+ 
community, people of colour, people 
with disabilities, indigenous communi-
ties, and members of ethnic minorities, 
as well as refugees and those with mi-
grant backgrounds.

undoubtedly, among the groups most 
in danger of violating human rights, 
including the right to health, are 
women, children, and adolescents. 
They are prevented from growing and 
exercising their rights by a masculine 
and dominant cultural framework, in 
which gender and generational dis-
crimination still exists, rather than 
because they are inherently more 
susceptible (see WeWorld Index 2022).

The World Health Organization 
(WHO) defines the concept of health 
as “a state of complete physical, 
mental and social well-being and not 

merely the absence of disease or in-
firmity”1, underlining, therefore, how 
health must be considered in every 
facet while promoting a persistent 
state of well-being of people. The re-
cent COVID-19 pandemic has brought 
attention to the necessity of strength-
ening health systems, making them ro-
bust and accessible to all people, and 
adopting a comprehensive strategy for 
tackling health issues (see WeWorld 
Index 2020 and 2021). Paradoxically, 
the pandemic has overshadowed other 
health concerns due to the inadequacy 
of global health systems. Consider the 
fact that there has been a decline of 
over 50% in cancer screenings glob-
ally (Oakes et al., 2022). Access to 
other health services, such as hospi-
talizations, diagnoses, control exams 
(and more generally, preventative), and 
surgeries, has been severely restricted 
too.

The same issues have impacted sex-
ual and reproductive health, an area 
that is still much too frequently disre-
garded and where the danger of going 
backwards is real (UnFPA, 2022a). A 
condition of total physical, mental, 
and social well-being for all issues 
pertaining to the reproductive sys-
tem is what refers to having good 
sexual and reproductive health, just 
like the more general definition of 
health given above. This suggests that 
people can have pleasurable and risk-
free sexual relationships, the capacity 
to procreate, and the autonomy to 
choose if, when, and how frequently 
to do so. People require access to ac-
curate information and carefully cho-
sen secure, effective, and inexpensive 
methods of contraception to be able 
to maintain their sexual and reproduc-
tive health. People must, among other 

1  Quoted from the preamble to the Constitution 
of the World Health Organization, as adopted by the 
International Conference of Health, new York, June 
19-22, 1946; signed on July 22, 1946, by representa-
tives of 61 states (Official Records of the World Health 
Organization, no. 2, p. 100) and entered into force on 
April 7, 1948.

things, be aware of sexually transmit-
ted infections and be able to protect 
themselves from them, and when de-
ciding whether to have children, wom-
en must have access to services and 
trained health professionals that can 
help them have a controlled pregnan-
cy, a safe delivery, and a healthy baby 
(UnFPA, 2022a).

Women’s and children’s rights are 
inextricably linked when it comes to 
sexual and reproductive health; the 
WeWorld Index series has long applied 
and continues to apply this approach. 
The discussion of complementarity 
and sequentiality between the main 
conventions dealing with women’s 
and children’s rights—respective-
ly, the CEDAW (Convention on the 
Elimination of Discrimination Against 
Women) and the CRC (Convention on 
the Rights of the Child)—arose out of 
the need to protect women as adults 
as well as girls. According to Bosisio, 
leonini, and Ronfani (2003), “For 
women to fully exercise their rights, 
as women, it is, in fact, necessary 
that the little girls they had been had 

learned what their rights are as little 
girls, and to protect and claim them.” 
WeWorld has strengthened an inte-
grated reading of the rights of wom-
en and children (and thus of the two 
Conventions) by measuring their inclu-
sion jointly and considering some con-
textual factors that affect their quality 
of life with the international series of 
the WeWorld Index. For instance, chil-
dren benefit from the social and eco-
nomic progress of women in terms of 
health, education, involvement in pub-
lic life, and employment. The WeWorld 
Index lists health (including sexual 
and reproductive health) as one of 
the fundamental areas, or “building 
blocks” (the others being economy, 
education, and society), in which 
women and children must develop 
their capabilities to begin a positive 
cycle that can ensure well-being and 
full development. 

However, globally, the right to access 
quality sexual and reproductive health 
throughout life (life-course approach) 
is not always guaranteed. looking at 
children’s condition, for example, the 

first month of life, which is the precon-
dition for future development, repre-
sents the riskiest period. Yet, as many 
as 5 million children are estimated to 
have died before their fifth birthday 
in 2021, and an additional 2.1 million 
children and young people aged 5-24 
years have lost their lives (UnICEF, 
2023a). It is also estimated that 1.9 
million babies were stillborn during 
the same period. In 2020, an estimat-
ed 1 million adolescents died: many 
lack access to the information, ser-
vices and protective environments 
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As many as 5 million 
children are estimated to 
have died before their 
fifth birthday in 2021
(UNICEF, 2023a)

Undoubtedly, among the groups 
most in danger of violating 
human rights, including 
the right to health, are 
women, children, and 
adolescents. They are 
prevented from growing 
and exercising their rights 
by a masculine and 
dominant cultural 
framework, in which 
gender and generational 
discrimination still exists, 
rather than because they are 
inherently more vulnerable.
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they need to stay healthy and devel-
op healthy lifestyles into adulthood 
(UnICEF, 2021a). With the onset of 
puberty, teenage girls are more vul-
nerable since every year, almost 23 
million girls become pregnant (ibid.). 

Overall, compared to adult women, 
fewer adolescent girls obtain prenatal 
care, skilled labour help, or postpartum 
care for themselves or their infants. 
The fourth most frequent cancer in 
women is cervical cancer caused by 
human papillomavirus (HPV) infec-
tion acquired during adolescence, 
with 90% of new cases and fatalities 
in 2020 taking place in low- and mid-
dle-income countries (ibid.). 

Finally, despite a dramatic decline in 
maternal mortality, the most recent 
data indicate that over 800 women 
still die every day from conditions 
connected to pregnancy and child-
birth that could have been avoided 
(ibid.). Tragically, with equitable access 
to and high-quality maternity, neona-
tal, adolescent, and child health care, 
many of these fatalities would have 
been avoided.

The mAin norms of 
reference 

Different legislative tools are availa-
ble today to guide policies and order 
government initiatives in this area. All 
WHO member states have commit-
ted to advancing access to and en-
hancing the quality of health services 
with the goal to improve the health of 
women, children, and adolescents as 
part of the Sustainable Development 
Goals (SDGs) and the United nations 
Secretary-General’s Global Strategy on 
the Health of Women, Children, and 
Adolescents2 (2016-2030). The adop-
tion and implementation of strong pol-
icies that are aware of contemporary 
issues committed to equity, and able 
to guarantee the continuum of care for 
sexual, reproductive, maternal, new-
born, child, and adolescent health in a 
life-course approach are necessary for 
achieving these goals.

However, the global journey for sexual 
and reproductive health rights started 
much earlier, at the Cairo International 
Conference on Population and 
Development (ICPD) in 19943. The 
Conference is crucial for sexual and 
reproductive health because it estab-
lished an action plan that is still used 
as a benchmark in the field today. In 
fact, this has declared human rights 
the top priority for development, but 
even more significantly, it has ac-
knowledged sexual and reproductive 
health, including family planning, as 
a requirement for the empowerment 
of women and girls, for the full en-
joyment of their rights, and for the 
achievement of gender equality. The 
United nations General Assembly 
then revised the Cairo action plan 
in 2010 before outlining an action 
framework for the ICPD follow-up in 
20144. The document urged nations 
to uphold the Cairo commitments and, 
in particular, to address the widening 

2  For more information https://www.salute.gov.it/
imgs/C_17_pubblicazioni_1483_allegato.pdf 

3  For more information https://www.unfpa.org/
resources/cairo-declaration-population-development 

4  For more information see https://www.unfpa.org/
sites/default/files/pub-pdf/ICPD_beyond2014_En.pdf 

disparities and emerging difficulties 
in sexual and reproductive health. 
Finally, in 2019, the Nairobi Summit, 
a meeting entitled “Accelerating the 
Promise,” was organized by the United 
nations Population Fund (UnFPA) 
and the Kenyan government to mark 
the 25th anniversary of the Cairo 
Conference and to identify strategies 
for implementing the commitments 
made at the first ICPD. The Nairobi 
Declaration5, which gathered the Su 
mmit’s conclusions, translated the ma-
jor issues discussed (universal access 
to sexual and reproductive health and 
rights, the requirement for funding to 
complete the Cairo action plan, the 
fight against gender-based violence 
and harmful practices, and support for 
the right to sexual and reproductive 
health, including in humanitarian con-
texts) into 12 commitments6.

A High-level Commission has been 
constituted to oversee the accom-
plishment of the nairobi goals, and 
it annually prepares a report on how 
well each nation is doing in ensuring 
the rights to sexual and reproductive 
health7. The Commission notes in its 
most recent report that people won’t 
be able to exercise their agency (au-
tonomy and self-determination) to 

5  See https://www.nairobisummiticpd.org/content/
icpd25-commitments 

6  See https://www.nairobisummiticpd.org/
commitments

7  The most recent Commission report, issued in 
2022, recognizes progress, particularly in low- and 
middle-income countries, such as the development of 
national action plans to fulfil the nairobi commitments. 
The document reports that sexual and reproductive 
justice is critical to achieving the 12 commitments, 
emphasizing the link with other relevant human rights 
issues, such as climate justice, economic justice, and 
the right to education, employing an intersectional ap-
proach. To see the report https://www.nairobisummit-
icpd.org/sites/default/files/nairobiHlC-EnGlISH_0.
pdf and https://www.nairobisummiticpd.org/sites/de-
fault/files/HlC%20Report_11-01.pdf

make decisions about their bodies 
if sexual and reproductive rights are 
only partially realized. In turn, this 
will impede society’s overall ability 
to develop. The Commission asks for 
the creation of a global agenda for 
sexual and reproductive justice8 that 
focuses on removing all obstacles to 
achieving rights and bodily autonomy 
in view of the ongoing evidence of 
the denial of sexual and reproductive 
rights (High-level Commission on the 
nairobi Summit, 2022).

The Commission wants to reiterate that 
the achievement of sexual and repro-
ductive rights is based on the human 
rights of all individuals to respect their 
physical integrity, personal autonomy, 
and privacy regarding the concept of 

8  The notion of “sexual and reproductive justice” 
dates back to 1994, when a collection of 12 Black 
feminists (Afro-descendant Women for Reproductive 
Justice) invented the term “reproductive justice.” The 
expression was meant to shift the continuing discus-
sion in the United States at the time, in which the “pro-
life” against “pro-choice” division on abortion dom-
inated reproductive, economic, and social concerns 
(Morison, 2021). The collective aimed to criticize how 
previous reproductive rights movements prioritized 
specific categories of women (essentially privileged, 
white, cisgender, and heterosexual women) while ig-
noring the lived realities of women who are black and 
other oppressed groups. While the term “reproductive 
justice” initially originated in the United States, the no-
tion of sexual and reproductive justice has since spread 
worldwide. Many people have long acknowledged the 
significance of tackling many types of discrimination in 
order to achieve equitable sexual and reproductive jus-
tice while also achieving gender justice. As a result, the 
notion allows for a critical examination of reproductive 
rights as well as civil, economic, and social rights (ibid.).

“bodily autonomy.” People must have 
the freedom to identify their sexual-
ity, including their sexual orientation 
and gender identity and expression; 
choose whether and when to have 
sex; have safe and enjoyable sexual 
encounters; and make independent 
decisions on marriage and parent-
hood. These rights rely on having ac-
cess to and a choice of high-quality 
health and information services that 
are free from violence, coercion, and 
discrimination, appropriate for each 
stage of life, and adaptable to those 
stages. Bodily autonomy, therefore, 
means having the power and agen-
cy to make informed choices about 
one’s body and one’s future, without 
violence or coercion, and having the 
necessary resources to make these 
choices (ibid.).

WhY We need To TAlk 
ABoUT sexUAl And 
REPRODUCTIVE jUSTICE

As previously said, any intervention 
in sexual and reproductive health 
and rights must take place within a 
framework of justice and respect for 
human rights and fundamental free-
doms that are universal, indivisible, 
interdependent, and interconnect-
ed. This framework includes, among 
other things, the creation and use of 
accountability mechanisms by those 
who have the responsibility to guaran-
tee rights (duty-bearers, including first 
and foremost the States), investment 
in right-holders seeking sexual and 
reproductive justice, and the strength-
ening and creation of new alliances. 

These assumptions prompted the 
ICPD Commission to call for the es-
tablishment of a truly global agenda 
for sexual and reproductive justice. 
Such an agenda emphasizes justice as 
an essential component of attaining 
development, recognizing that devel-
opment is both a right and a symbol 
of justice (High-level Commission on 
the nairobi Summit, 2021).

The framework of sexual and repro-
ductive justice encompasses a broad-
er spectrum of sexual and reproduc-
tive rights, which in turn refer to a 
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Every year,  
almost 23 million girls 
become pregnant 
(UNICEF, 2022)
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range of fundamental human rights 
guarantees, such as the rights to life, 
health, privacy, education, informa-
tion, freedom of expression, freedom 
from violence and discrimination, and 
freedom from torture, cruel, inhuman, 
and degrading treatment (ibid.). These 
rights are enshrined in national laws 
and constitutions, as well as in basic 
and generally recognized human rights 
treaties. International and regional hu-
man rights treaties, interpretive decla-
rations, and political consensus papers 
describe and expound on them as well. 
The sexual and reproductive justice 
framework is critical to strengthen-
ing implementation and accountabil-
ity for the nairobi commitments and 
the Sustainable Development Goals, 
specifically SDG 3 (good health and 
well-being) and SDG 5 (gender equal-
ity), as well as SDG 1 (zero poverty), 
SDG 4 (quality education), SDG 10 
(reduced inequalities), SDG 13 (climate 
action), SDG 16 (peace, justice, and 
strong institutions), and SDG 17 (part-
nerships for the goals). The frame-
work is also committed to the 2030 
Agenda’s values of human rights, 
universality, and the basic premise of 

leaving no one behind on the path to 
greater inclusion.

More specifically, sexual and repro-
ductive justice underlines the follow-
ing aspects:
 

 • INTERSECTIoNAL: Overcoming 
the structural impediments that 
people confront in fulfilling their ri-
ghts and obtaining bodily autonomy 
throughout their lives is crucial to 
this strategy. These obstacles mi-
ght include a lack of health care, 
as well as discrimination and ine-
quality based on gender, sexual 
orientation, ethnicity, disability, 
and other factors that trap people 
in poverty and social exclusion. In 
this sense, sexual and reproductive 
justice takes an intersectional ap-
proach (see WeWorld Index 2022), 
acknowledging that various kinds 
of discrimination can overlap and 
combine. As a result, accumulated 
injustices for some persons and 
groups may be higher; remedies 
to these may necessitate, custo-
mized, and prioritized measures in 

accordance with human rights. The 
Commission is adamant that such 
policies be influenced by what pe-
ople identify as their needs and 
preferences. They should thus be 
founded on the awareness that 
individuals have the right to make 
decisions within conditions favou-
rable to their execution (High-level 
Commission on the nairobi Summit, 
2021).

 • CuLTuRAL: The cultural con-
text is an important part of sexual 
and reproductive justice. Indeed, 
achieving sexual and reproducti-
ve justice is heavily reliant on the 
abolition of discriminatory societal 
practices that restrict autonomy, 
agency, and physical rights. These 
norms, for example, are to blame for 
the stigma associated with contra-
ception or abortion, as well as the 
level of social acceptability of vio-
lence (see WeWorld (2021), The cul-
ture of violence). These norms, which 
frequently stem from repeated acti-
vities based on cultural or religious 
beliefs, are filtered through legisla-
tion and political decisions before 

sexUAl And 
REPRODUCTIVE 

jUsTice

righT  
To  

informATion

righT  
To  

edUcATion

righT To  
freedom of 
exPression

righT To  
freedom  

from 
VIOLENCE AND  

discriminATion

righT To  
freedom from 
inhUmAn And 

degrAding 
TreATmenT

righT
To

life

righT 
To  

PRIVACy

being represented in healthcare 
organizations and procedures. A 
sexual and reproductive justice 
agenda, therefore, must actively 
promote the removal of discrimina-
tory norms, as well as reframe the 
policy decisions that follow them. 
Where abortion is legal and safe, 
for example, maternal deaths tend 
to fall sharply while abortions re-
main stable. In contrast, when abor-
tion is illegal, women turn to illegal 
procedures, frequently with fatal 
consequences. In this perspective, 
lowering maternal mortality entails 
not just improving service delivery 
but also promoting women’s physi-
cal autonomy and decision-making.

 • CoNTExT-SPECIFIC: Unlike the 
human rights-based approach to re-
productive freedom, which affirms 
and protects the individual’s right 
to access services such as contra-
ception and maternal health care, 
the sexual and reproductive justice 
paradigm goes one step further. In 
fact, it considers the concomitant 
social conditions that promote or 
impede the ability to enjoy sexual 
and reproductive freedom, and 
which are specific to the context 
in which women and children are 
inserted (this type of context-spe-
cific approach is also used in the 

WeWorld Index series). Thus, repro-
ductive autonomy concerns not just 
effective access to and choice of 
contraception, abortion, and prena-
tal and obstetric care, but also com-
prehending the obstacles women 
encounter when raising their chil-
dren. This context-specific appro-
ach recognizes that the degree of 
physical autonomy varies between 
groups of women and girls, even 
though they share a vulnerability 
related to gender and generational 
inequality. As a result, it is evident 
that discussing sexual and repro-
ductive justice can have funda-
mentally different connotations in 
the Global North and the Global 
South. Achieving sexual and repro-
ductive justice requires tackling so-
ciety’s unequal allocation of power 
and seeking to restore people’s di-
gnity, a basic value that pervades a 
human rights-based approach.

However, the different features that 
constitute the framework of sexu-
al and reproductive justice must be 
translated into acts and considered a 
crucial component of national health 
system interventions and international 
health policies. Indeed, the COVID-19 
pandemic has once again exposed 
how sexual and reproductive health 
and rights are frequently overlooked 

in favour of other concerns. Similar 
issues reoccur in humanitarian crisis 
contexts, where inadequate health 
systems, a lack of skilled health work-
ers, depleted medical supplies, and 
restrictive and authoritarian political 
environments hinder the effective 
delivery of maternal, sexual, repro-
ductive, and child health services, 
as well as adolescents9. As a result, a 
framework for sexual and reproductive 
justice must be integrated into hu-
manitarian operations and anchored in 
current humanitarian coordination and 
governance mechanisms. Intervening 
to guarantee the adoption of globally 
accepted norms, as well as encourag-
ing health, cleanliness, and adequate 
educational nutrition initiatives, are 
critical actions to take in dealing with 
such difficulties.

9  Humanitarian crises, especially prolonged ones 
like Syria’s, limit access to abortion, prenatal care, 
family planning, and other sexual and reproductive 
health treatments, as well as mental health services. 
Unwanted pregnancies, unsafe abortions, sexually 
transmitted diseases including HIV, pregnancy prob-
lems, miscarriage, PTSD, depression, suicide, intimate 
partner abuse, gender and sexuality, and maternal and 
infant mortality all rise as a result. Due to unmet con-
traceptive requirements, crisis-affected women and 
girls may have a greater rate of unintended births.

ThE FrAMEWork oF sExUAL ANd rEprodUCTIvE jUsTICE
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The fUndAmenTAl role 
of edUcATion

Ultimately, ensuring the full realiza-
tion of sexual and reproductive health 
and rights requires a focus on the 
provision of comprehensive and peo-
ple-centred services and their diverse 
needs, which address the various as-
pects encompassed within the sexual 
and reproductive health framework 
and are reinforced by a supportive en-
vironment, quality health systems, and 
significant community involvement, in-
cluding through education and aware-
ness actions.

Indeed, an essential function is 
played by education, which is all too 
often denied precisely because of a 
lack of sexual and reproductive jus-
tice, but which is the key to protect-
ing the rights of women and children, 
and therefore of their communities. 
As has been commonly acknowledged, 
excellent quality education is the cor-
nerstone of health and well-being and 
is inextricably tied to sexual and re-
productive rights in a variety of direct 
and indirect ways. People must have 
access to illness prevention knowl-
edge to live healthy lives and fully 

develop. At the same time, to study, 
girls, boys, and adolescents must be 
well-nourished and healthy. Higher 
levels of education among mothers, as 
indicated by the WeWorld Index series, 
increase child nutrition and general 
health status while lowering avoidable 
child deaths, maternal mortality, and 
other communicable diseases, creating 
a virtuous cycle. In this sense, we can 
say that education is both a devel-
opment catalyst and a health inter-
vention in and of itself. In 2015, with 
the Incheon Declaration10, uNESCo 
reaffirmed that education develops 
the skills, values and attitudes that 
enable citizens to lead healthy and 
fulfilling lives, make informed deci-
sions and respond to local and global 
challenges. When unsafe, schools are 
places where some of the most worry-
ing violations of sexual and reproduc-
tive rights can originate, such as sexual 
abuse, early pregnancy, the spread of 
HIV/AIDS and other sexually trans-
mitted infections. These phenomena 
tend to negatively affect students’ ac-
ademic performance, attendance rate 
and the quality of their educational 
experiences, leading in some cases to 

10  See https://unesdoc.unesco.org/ark:/48223/
pf0000245656 

early leaving (Hague et al., 2018). For 
example, teenage girls who become 
pregnant are more likely to have poor-
er educational achievement, owing 
in part to legislation in some nations 
that allow or requires the expulsion of 
pregnant girls. However, schools play 
an important role in avoiding these 
occurrences as well as in educating 
children and teenagers on a variety of 
important subjects in their life, such 
as gender relations and sexuality. As 
a result, whether a school provides sex 
education through a prescribed curric-
ulum or not, each school is involved 
in “educating” its children and young 
people through an informal and hid-
den curriculum, which enables its 
students to gain knowledge and un-
derstanding about sexuality and to 
negotiate sexuality with peers and 
teachers within the school communi-
ty (Hague et al., 2018).

This is especially true in emergency 
situations, as the school takes on an 
almost symbolic value as a place that 
opens to the community, ensuring the 
health and the transmission of knowl-
edge and good practices across gen-
erations. Ensuring education in such 
dramatic contexts has the capacity 

to act broadly by minimizing potential 
hazards and dangerous conditions to 
one’s health. In this perspective, edu-
cation is more than merely classroom 
lessons since it includes transversal 
and complementary dimensions:

edUcATion  
is A sAfe sPAce
A protected environment, such as a school, pro-
vides a variety of activities for boys’ and girls’ 
physical and psychological development, inte-
grating classroom learning with recreational ex-
periences such as play, sport, and socialization, 
and expanding its intervention boundaries be-
yond the building’s walls.

edUcATion meAns 
sTABiliTY
Structured activities and daily commitment 
to lessons can restore a sense of continuity 
and normality not only for boys and girls but 
also for their families through psycho-social 
support and the peace of mind that comes 
from knowing that their children are safely 
participating in activities during school hours.

EDUCATION PROVIDES 
ProTecTion
Concrete and everyday threats like female genital mu-
tilation, early marriages and pregnancies, and forced 
labour can be opposed and prevented in schools 
through educating children and communities.

edUcATion AcTs 
As A form of 
PREVENTION
By educating children about the hazards as-
sociated with crises, preventative measures 
may be taken.
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supports 

The right to education is a basic human right that cannot 
be discriminated against or denied, and WeWorld has al-
ways been devoted to safeguarding and developing it, even 
in emergency situations and long-term crises. Afghanistan, 
the Democratic Republic of the Congo, Ethiopia, Mali, 
Nigeria, Pakistan, Somalia, South Sudan, Sudan, and 
yemen account for 84% of the boys, girls, and adolescents 
who do not attend school today. 

Starting from this, the coalition “Global Campaign for 
Education Italy”11 of which WeWorld is a member,  with the 
support of the networks it belongs to link2007, CInI, AOI, 
and the nGOs AVSI and CISP, asks the Italian Government 
to commit to protecting and promoting the right to edu-
cation even in emergency situations and protracted cri-
ses, through an initial contribution of at least 15M€ total 
for the next four years to the global fund of the united 
Nations Education Cannot Wait (ECW)12. 
 

11  See https://www.gceitalia.org/ 

12  For more information you can check Education Cannot Wait latest report https://
ejbn4fjvt9h.exactdn.com/uploads/2022/11/Educazione-in-Emergenza_GCE.pdf 

We ask the italian 
government to 
promote the right 
to education in 
emergencies and 
protracted crises 
by contributing 
15M € to Education 
cannot Wait!
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Percentage of women aged 15-49 who received at least 
one or at least four antenatal checks (2015-2021)

Infertility
Infertility is a condition of the male or female reproductive system defined 
by the inability to conceive after 12 to 24 months or more of targeted un-
protected sex. Infertility affects one million people worldwide: estimates sug-
gest that, globally, between 48 and 186 million people are affected by this 
condition (WHO, 2020a). To talk about infertility means to talk about an essential human 
right: indeed, every human being has the right to enjoy the highest physical and mental health 
standards. Everyone should be able to decide how many children to have and when, and in-
fertility prevents one’s fundamental right: the right to form a family.
Gender prejudice and infertility are frequently related. Although women may experience 
this condition just as much as men do, when a couple struggles to conceive, there is a pro-
pensity to blame the woman, whether she is actually experiencing the issue or not. Infertile 
couples, especially women, may experience circumstances of violence, divorce, stigma, emo-
tional stress, depression, anxiety, and poor self-esteem as a result, which can have a particu-
larly harmful societal impact (ibid.). The fear of not being fertile might deter men and women 
from using contraceptive techniques in some cultural contexts where the prospect of con-
ceiving and having many children has a high social value. To identify what may be the cause 
of infertility in such cases, it is crucial to intervene with informative, public awareness, and 
educational initiatives and programmes. 

Antenatal Care
Access to antenatal care and assistance 
is fundamental to protecting women’s 
and children’s health. Through this 
form of preventive health care, wom-
en can learn from qualified health 
professionals about healthy pregnan-
cy behaviours, better understand the 
warning signs during pregnancy and 
childbirth, and receive social, emo-
tional and psychological support in 
this delicate phase of their life. 

Antenatal care also enables women 
to access micronutrient supplements, 
hypertension treatment to prevent 
eclampsia12, tetanus vaccination, 
HIV testing, and medications to pre-
vent HIV mother-to-child transmis-
sion (UNICEF, 2022a), particularly in 
low-income nations without strong 
health systems and a “culture of 
caring”.

12  L’eclampsia è una grave patologia che può sorgere 
durante la gravidanza, caratterizzata da convulsioni, ed 
è potenzialmente letale.

Differences in accessing  
antenatal checks
Despite the progress made, there are still significant dispar-
ities in women’s chances of receiving four antenatal checks, which is the 
number recommended by the WHO to ensure proper monitoring of the 
developing fetus and the woman’s condition. 
Also, not to be overlooked are the differences within the countries them-
selves: women living in urban areas are more likely to receive at least 
four antenatal checks than those living in rural areas, with an urban-ru-
ral gap of 22 percentage points (78% vs. 56%, respectively) (UNICEF, 
2022a). Furthermore, antenatal care coverage increases with wealth, 
with women in the richest quintile being twice as likely to receive at 
least four checks as those in the poorest quintile: a gap of 34 percentage 
points (77% vs. 43%) (ibid.). 

Globally,  
between 48 
and 186 million 
people are affected 
by infertility
(who, 2020a)
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Globally, most women 
have access to quality 
antenatal care at least 
once before giving birth, 
yet only 66% receive 
four antenatal checks

At least one  
antenatal check

At least four  
antenatal checks
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The risk of obstetric fistula
Obstetric fistula is one of the most serious birth injuries a woman 
can suffer. Injury between the vagina and the rectum, urethra, or 
bladder can result from protracted and difficult labour or a lack of 
early, high-quality medical treatment. Obstetric fistulas can cause 
urine, faeces, or both leaks, which can lead to persistent medical dif-
ficulties, despair, and social isolation (UNFPA, 2023). The condition 
affects an estimated 2 million women and girls worldwide, with 
50,000-100,000 new cases arising each year (WHO, 2018b). Despite 
this, obstetric fistula is almost entirely avoidable. The fact that so many 

individuals are still victims indicates ongoing socioeconomic disparities 
and poor healthcare systems for the most vulnerable women and girls 
(UNFPA, 2023). Obesity and violence against women and girls are in-
extricably related. This lesion could be avoided by delaying the age 
of the first pregnancy (early pregnancies are almost always the result 
of early marriages), preventing girls from being subjected to harmful 
traditional practices such as FGM (female genital mutilation), and en-
suring prompt and timely access to obstetric care (WHO, 2018b).

in itAly ,  
the average  
fertility rate is well 
below the 
replAcement level 
(1.3 children Per woman)

Childbirth
Every woman should have access to 
high-quality prenatal and postpartum 
care to ensure that any issues are 
detected and handled. Nonetheless, 
every two minutes, a woman dies 
needlessly from pregnancy-relat-
ed causes (WHO, 2023a). Another 8 
million or more women suffer 
long-term health problems as 
a result of pregnancy-related 
complications. Every wom-
an, regardless of economic 
status, has a 15% chance 
of having problems after la-
bour, although in more devel-
oped locations, this seldom results 
in maternal fatalities (ibid.). Simple 
reproductive health measures, such 
as the presence of experienced health 
staff during delivery, might save many 
women’s lives in impoverished coun-
tries (WHO, 2018a).

niger  has 
the higheSt 
fertility rAte 
GLobALLy

fertiliy rAte (births per woman)
data updated to 2021. source world bank, 2023. 
the classification of the geographical areas responds to world bank global database.

* for the population to remain stable, it is necessary to 
maintain a birth rate of 2.1 children per woman. this rate 
corresponds to the natural replacement level or the scenario 
in which births weigh the deaths that occur each year (ipsos, 
2022). 

Not available
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835

2000  339 2020  223

in high-income countries, 
the maternal mortality rate is 12 
deAthS for every 100,000 live births. 
in low-income countries, 429:  
is almost 36 times higher.

Every two minutes, a woman dies  
from causes related to pregnancy  
or childbirth  
(who, 2023a)

they had experienced during childbirth or pregnancy15. After the cam-
paign was restarted in 2016, the Observatory on Obstetric Violence 
was established. Out of 5 million women who gave birth between 
2003 and 2017, according to a 2017 poll conducted by the same 
Observatory, almost a quarter reported having experienced obstet-
ric violence16. Following an incident at the Pertini hospital in rome, 
when a three-day-old infant was discovered dead, the discussion 
resurfaced in January 2023. The theory is that once the mother fell 
asleep while nursing, the infant could have suffocated. The mother 
claimed that despite her repeated requests for the infant to be moved 
to the nursery so that she could recuperate following a protracted 
and challenging birth, the medical staff consistently refused to provide 

15  For more information https://ovoitalia.wordpress.com/bastatacere/#:~:tex-
t=%E2%80%9CBasta%20tacere%3A%20le%20madri%20hanno,r ispetto%20
nell’assistenza%20alla%20nascita

16  To consult the survey see https://ovoitalia.wordpress.com/indagine-doxa-ovoitalia/

help. Obstetric violence in this particular instance 
would refer to the medical staff’s unwillingness to 
provide the patient with the assistance she asked 
for. The incident sparked a wave of protests that 
became known as the “Me Too of obstetric vio-
lence” as thousands of women shared their personal accounts online 
and launched a petition17. The #Ancheame (it also happened to me)18 
movement against obstetric and gynaecological violence was subse-
quently founded by a group of experts, influencers, and maternity ac-
tivists as a result. One of the goals of the campaign is to create and 
present a bill to political decision-makers on the issue.

17 For more information https://www.repubblica.it/cronaca/2023/01/25/news/
neonato_pertini_petizione_rooming_in_violenza_ostetrica-385071715/

18 For more information about the #Ancheame movement https://linktr.ee/ancheame

Sub-Saharan africa 
remains the region with the 
higheSt mAternAl 
mortAlity rAte in the 
world, with 535 deAthS 
for every 100,000 live births

In 2000, the global maternal 
mortality rate was 339 deaths 
every 100,000 live births. In 2020 
it dropped to 223 
(who, 2023a)

Obstetric violence
The term obstetric violence refers to a series of behaviours adopt-
ed by healthcare structures and professionals working in the field of 
sexual and reproductive health that may be especially detrimental to 
women and their children13. These include, for example, an excess of 
unnecessary or non-consensual medical interventions, and neglect of 
women’s mental health and self-determination. Childbirth is a signif-
icant experience, which many women define as transformative and 
foundational, and which every woman has the right to live accord-
ing to their way of being and feeling. The term was first coined, and 
the phenomenon was recognized, in 2007 in Venezuela in a law on 
the right of women not to suffer violence. In 2014, the World Health 

13  More specifically, the WHO recommends that in the absence of precise medical in-
structions, the following should be avoided: enema; hair removal; rupture of membranes; 
imposing of body positions during labour and delivery; fasting and drinking prohibitions; 
episiotomy (cutting the perineum); pressing down on a woman’s stomach (Kristaller ma-
noeuvre); early cutting of the umbilical cord. WHO’s recommendations are available here: 
https://apps.who.int/iris/bitstream/handle/10665/352658/9789240045989-eng.pdf 

Organization (WHO) released a document reporting cases of dis-
respectful and abusive treatment suffered by women during child-
birth14. In addition to possible physical damage, obstetric violence 
can also cause psychological damage whose effects can also nega-
tively affect the mother-child relationship (WHO, 2014). Labour and 
childbirth can be unpleasant experiences when intrusive procedures, 
lack of information, and disrespectful treatment are involved. As a re-
sult, the woman may feel undervalued and guilty for not being able to 
voice her rights.
In Italy, obstetric violence became a topic of conversation in 1972 as a 
result of the “Basta tacere” (Stop Silencing) campaign, which was sup-
ported by several feminist organizations in Ferrara. At that time, other 
women started to share their accounts of violence and maltreatment 

14  For more information https://apps.who.int/iris/bitstream/handle/10665/134588/
WHO_rHr_14.23_ita.pdf;jsessionid=4419156F967A50EFD1D78625F57A1D39?se-
quence=17 

mAternAl mortAlity rAte
data updated to 2020. 
source world health organization, 2023. the classification of the geographical areas 
responds to world health organization global database.

Not available 

<10

10-99

100-399

400-699

700 o >700

deAthS per 100,000 live birthS

22 23MATErNAL AND CHILD HEALTH



Women and infants require constant 
monitoring and care after birth. All 
babies should receive primary care 
that includes promoting and support-
ing early and exclusive breastfeeding 
(where feasible), keeping the baby 
warm, increasing handwashing fre-
quency, and improving hygiene and 
skin grooming. It is also critical to 

identify issues that may necessitate 
more care and to suggest when a new-
born should visit a health institution. 
Families should be counselled on how 
to recognize possible warning signs, 
understand the care that both the 
mother and the infant require, and 
access appropriate health treatments 
as necessary. Promoting a healthy 

lifestyle through adequate nutrition, 
illness diagnosis and prevention, as-
sisting women who may be victims of 
intimate partner abuse, and guaran-
teeing access to sexual and reproduc-
tive health, including postpartum fam-
ily planning, are all critical components 
of comprehensive postnatal care.

pAKiStAn 
39.4

SomAliA 
36

South SudAn 
39.6

Postnatal Care
The postnatal period, i.e., the period 
between immediately following birth 
and finishing after the first six weeks 
of life (42 days), is a critical phase for 
women, newborns, parents, caregiv-
ers and families. Yet maternal and in-
fant mortality and morbidity rates in 
this specific period are still too high 
(WHO, 2022a). More than 30% of 

maternal deaths occur after deliv-
ery (UNICEF, 2020). Newborns are 
at a higher risk of dying in their first 
month of life: in 2021, the global av-
erage was 17.6 deaths per 1,000 live 
births (UNIGME, 2023). Postnatal 
care services are critical to ensuring 
the continuum of care and are key to 
achieving the SDGs in reproductive, 

maternal and child health. However, 
the coverage and quality of these ser-
vices are still low. Different countries 
have different lengths of postpar-
tum stays in healthcare facilities, and 
many women and children do not get 
enough postnatal care in the first 24 
hours after they give birth (Campbell 
et al., 2016)

The highest number of neonatal 
deaths is recorded in Central 
and Western Africa:  
more than

31
every 1,000 live births

neonAtAl mortAlity rAte
the indicator refers to deaths recorded in the first 28 days of 
life. data updated to 2021. source united nations inter-agency 
group for child mortality estimate, 2023. the classification of 
the geographical areas responds to un igme global database.

Not available
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111.8

data updated to 2021. 
source unicef, 2023. 
the classification of the geographical areas responds to unicef global database.

Approximately 1 in 5 women 
will experience a mental 
health problem during 
pregnancy or shortly 
after childbirth 
(unfPa, 2022b)
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Postnatal depression is twice as often as at other periods in a 
woman’s life, and it often goes unrecognized and untreated, 
causing havoc on spouses and the emotional and cognitive de-
velopment of newborns and adolescents (Wang et al., 2021). 
Despair, melancholy, nausea, changes in sleeping and eating pat-
terns, decreased libido, weeping spells, anxiety, impatience, feel-
ings of isolation, mental load, thoughts of injuring yourself and/
or the baby, and even suicide ideation are all frequent symptoms 
of this type of depression. Postpartum depression can strike at 

any point within the first year after giving birth and last for years. 
This disorder affected 17.22% of the global population (ibid.). 
This type of depression has been connected to 
factors such as income and the development 
of the geographical location in which one lives. 
Contrary to popular belief, the problem does 
not simply affect industrialized countries: the 
highest incidence rate (39.96%) was recorded 
in Southern Africa (ibid.). 

Postpartum depression
Empirical research indicates that women and their families need and require 
a happy postnatal experience that will assist them in overcoming the phys-
ical and emotional problems that arise before, during, and especially after 
the delivery of their children. As a result, specialized postnatal services should 
include both physical and mental health care  (UNFPA, 2022b). 
Postpartum depression is the most prevalent mental healthcare condition that 
a woman might suffer after giving birth, and it may have a negative impact on 
not just the individual concerned, but also the entire family’s cognitive and 
social health. 

under 5 mortAlity rAte

Not available
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In countries afflicted by 
fragility and protracted 
crises, the average infant 
mortality rate is more than

world bank, 2023)
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WeWorld in Burundi:  
promoting safe and equitable  
maternal and child health

Following the COVID-19 epidemic, living circumstances for some of the 
world’s most vulnerable populations have become intolerable, such as in 
Burundi, one of the world’s poorest countries where famine kills thousands 
of people each year, especially children. Mothers are unable to give birth 
safely due to a shortage of food, clean drinking water, and hygienic facil-
ities. Hospitals with gynaecological and paediatric departments are mostly 
concentrated in a few big urban centres that are entirely shut off from the 
villages, and rural health centres (a type of community clinic) are severely un-
der-equipped. A mother may have to drive tens of kilometres on mountain-
ous, treacherous roads to reach a hospital and seek at least a very expensive 
gynaecological checkup with ultrasound before giving birth. If a mother is 
fortunate enough to give birth in a hospital, the setting may not always be 
sanitary (due to a shortage of medications and disinfectants), and power 
may not always be available. As a result, she may be obliged to give birth at 
night, utilising the flashlight of the nearest available cell phone.

However, in this context, one of the gravest risks concerns malnutrition, 
which can create malformations in the fetus and, post-partum, compromise 
breastfeeding. In the first years of the child’s life, the scarcity of checks pre-
vents timely intervention in the most severe forms of malnutrition, which 
often leads to death. In Burundi, 65% of children under 5 suffer from chron-
ic malnutrition, and the mortality rate in the same age group is 53 deaths 
for every 1,000 live births (World Bank, 2023). While malnutrition is not 
the only cause of infant mortality, it certainly is a determining factor. This 
situation, mainly due to inadequate food consumption and exacerbated by 
morbidity, derives from a set of underlying causes such as the structural in-
sufficiency of the health system and sanitation services; a weak agricultural 
economy; micronutrient deficiencies resulting from soil infertility that is ex-
acerbated by climate change.

WeWorld has been present in Burundi since 1994, working to improve the 
health service and access to it, especially in the maternity sector, to develop 
an efficient and sustainable agricultural economy and to respond to the spe-
cific health needs of the population affected by natural disasters, epidemics 
and persistent malnutrition. 

WeWorld wants to guarantee protection, safety and means of independ-
ent growth to mothers and their children, whose lives are already endan-
gered at birth due to lack of adequate health services. Victims of malnutri-
tion, Burundian women and children must be supported to break the chain 
of hunger and poverty and to lay the foundations and start a process of 
improving individual and community well-being. The project addresses the 
problem of malnutrition in all its dimensions and causes and supports the 
recipient women and their children in two fundamental paths: motherhood 
(pregnancy, childbirth, breastfeeding and raising children), and independence, 
i.e. the strengthening of women as persons with equal rights as men, capable 

The first 1,000 days
The first 1,000 days, or the time be-
tween conception and the first two 
years of a child’s existence, are a peri-
od of great potential during which the 
foundations for long-term, optimal 
health and development are laid, but 
they are also a time of significant risk. 
During this period, a child’s capacity to 
grow, learn, and develop completely 
depends heavily on the quality of care 
and nourishment provided to moth-
ers and their children. This is so that 
a child’s brain may start to grow and 
develop as well as lay the ground-
work for their long-term health 
throughout the first 1,000 days of life 
(UNICEF, 2017; WHO, Nurturing Care 
Framework, 2020; rice, 2022)

research in the domains of neurology, 
biology, and early childhood develop-
ment provides a plethora of informa-
tion on how nutrition, interactions, 
and the environment in which one 
lives in the first 1,000 days impact 
future outcomes and living situations 
(rice, 2022). Nutrition, in particular, 
is critical to children’s growth and, as 
a result, to the ability of their com-
munity and country to prosper. Poor 
nutrition in the first 1,000 days can 
cause irreparable harm to a child’s 
developing brain, affecting their ca-
pacity to function well in school and 
earn a wage and making it more dif-
ficult to escape poverty (UNICEF, 
2017). Inadequate or inadequate nu-
trition can also create the groundwork 
for later obesity, diabetes, and other 
chronic disorders (see WeWorld Index 
2017). Evidence suggests that avoid-
ing vitamin deficits in the first place is 
far more beneficial than relying on re-
placement treatment after a deficiency 
has formed. This necessitates, first 
and foremost, intervening with pre-
ventative measures, beginning with 
better nutrition for adolescents and 
young women before, during, and af-
ter pregnancy. Other important meas-
ures include HIV-positive pregnant 
women and their children receiving 

vertical transmission prevention ser-
vices (PMTCT) on time; tuberculosis 
screening and maintenance care; ex-
clusive breastfeeding during the first 
six months of life; provision of nutri-
tious, safe, and appropriate food to 
supplement breast milk as the child 
grows; availability of drinking water; 
best hygiene and sanitation practices; 
and regular monitoring of the child’s 
growth and development.

The importance of breastfeeding 
cannot be overstated. Breastfeeding 
is a baby’s first and greatest line of 
defence against illness and death, just 
like the first vaccination. High-impact 
public health measures that are well 
recognized to maximize infant survival 
include the promotion, support, and 
protection of exclusive breastfeed-
ing for up to six months. These ef-
forts must be backed up by frequent 
growth monitoring, the completion of 
the vaccine cycle, and proper nutrition 
(ibid.). According to studies, failing to 
spend in the first 1,000 days results 
in billions of dollars being lost owing 
to decreased economic pro-
duction and increased 
healthcare expendi-
tures (rice, 2022).
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of receiving an income, having a voice, actively participating in 
the economic and political life of the community. To contribute 
sustainably to improving food and nutrition security for women, 
boys, girls and the entire population, and the common general 
well-being for a more dignified and equal life in terms of rights, 
WeWorld is committed to a program aimed at responding to basic needs.

The women and children reached by the programme
WeWorld’s programme is active in 41 municipalities in 7 provinces, reaching many 
mothers, girls, children and their communities.

DIrEcT rEcIPIENTS: 

 • 314,000 people can use the services of 20 community health 
centres equipped with autonomous systems for the supply of 
energy, water, disinfectants.

 • 25,000 women can benefit from an ultrasound in their com-
munity health centre.

 • 118,038 pregnant and lactating women and their children are 
supported with distributions of nutritious foods and protein 
meals.

 • 9,821 women with children aged between 5 and 6 diagnosed as malnour-
ished – meaning 15,109 children – are supported with distributions of 
nutritious foods and protein meals.

 • 1,004 Mamans Lumière receive training on food to support 
and guide the whole community towards the elimination of 
malnutrition.

 • 1,300 artisans, of which more than half are women are 
strengthened through training on entrepreneurship, produc-
tion and sale of foyers ameliorés and the concrete opportunity 
to start and grow their own business through a credit.

TOTAl rEcIPIENTS: 

 • About 3.5 million people living in the 41 municipalities of the 7 provinces 
of Bujumbura, Cibitoke, Bubanza, rumonge, ruyigi, rutana and Cankuzo 
where the project is implemented.
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Mechanisms of action and effectiveness of contraceptive methods*
*WeWorld’s reproduction of World Contraception Use, UN 2022

Method How it works EffEctivEnEss:  
pregnancies per 100 
women per year with 
consistent and correct 
use

EffEctivEnEss:  
pregnancies per 100 
women per year as com-
monly used

Combined oral contraceptives 
(cOcs) or “the pill”

Prevents the release of eggs from the ovaries 
(ovulation)

0.3 7

Progestogen-only pills (POPs) or 
"the minipill"

Thickens cervical mucous to block sperm and egg 
from meeting and prevents ovulation

0.3 7

implants Thickens cervical mucous to blocks sperm and egg 
from meeting and prevents ovulation

0.1 0.1

Progestogen only injectables Thickens cervical mucous to block sperm and egg 
from meeting and prevents ovulation

0.2 4

Monthly injectables or com-
bined injectable contraceptives 
(cic)

Prevents the release of eggs from the ovaries 
(ovulation)

0.05 3

Combined contraceptive patch 
and combined contraceptive 
vaginal ring (CVR)

Prevents the release of eggs from the ovaries 
(ovulation)

0.3 (for patch)
0.3 (for vaginal ring)

7 (for patch)
7 (for contraceptive 
vaginal ring)

Intrauterine device (IUD): cop-
per containing

Copper component damages sperm and prevents it 
from meeting the egg

0.6 0.8

Intrauterine device (IUD) 
levonorgestrel

Thickens cervical mucous to block sperm and egg 
from meeting

0.5 0.7

Male condoms Forms a barrier to prevent sperm and egg from 
meeting

2 13

female condoms Forms a barrier to prevent sperm and egg from 
meeting

5 21

Male sterilization (Vasectomy) Keeps sperm out of ejaculated semen 0.1 0.15

Female sterilization (tubal 
ligation)

Eggs are blocked from meeting sperm 0.5 0.5

Lactational amenorrhea method 
(LAM)

Prevents the release of eggs from the ovaries 
(ovulation)

0.9 (in six months) 2 (in six months)

Standard Days Method or SDM Prevents pregnancy by avoiding unprotected vaginal 
sex during most fertile days.

5 12

Basal Body temperature (BBt) 
Method

Prevents pregnancy by avoiding unprotected vaginal 
sex during fertile days

Reliable effectiveness 
rates are not available

 

TwoDay Method Prevents pregnancy by avoiding unprotected vaginal 
sex during most fertile days

4 14

sympto-thermal Method Prevents pregnancy by avoiding unprotected vaginal 
sex during most fertile

<1 2

Emergency contraception pills 
(ulipristal acetate 30 mg or 
levonorgestrel 1.5 mg)

Prevents or delays the release of eggs from the 
ovaries. Pills taken to prevent pregnancy up to 5 days 
after unprotected sex

< 1 for ulipristal acetate 
ECPs
1 for progestin only ECPs
2 for combined estrogen 
and progestin ECPs

calendar method or rhythm 
method

The couple prevents pregnancy by avoiding unpro-
tected vaginal sex during the 1st and last estimated 
fertile days, by abstaining or using a condom

Reliable effectiveness 
rates are not available

15

Withdrawal (coitus interruptus) Tries to keep sperm out of the woman's body, pre-
venting fertilization

4 20

Family Planning
the term “family planning” refers to 
the availability and use of tools (main-
ly contraceptive methods and fertility 
treatment) and knowledge that allow 
people to have the desired number of 
children or none, and to determine 
the spacing between pregnancies 
(UNFPA, 2023b). Access to safe and 
voluntary family planning, including 
contraceptive knowledge, is a funda-
mental human right.
Proper family planning not only allows 
for postponing pregnancies in adoles-
cent girls, who face major health risks 

when exposed to early pregnancy but 
also for preventing them in adult wom-
en. in this sense, family planning is a 
critical instrument for ensuring gen-
der equality and women’s empower-
ment, as well as an essential tool in 
poverty reduction. Indeed, by low-
ering the number of undesired preg-
nancies, family planning can improve 
girls’ education and generate chances 
for women to participate more ac-
tively in society and enhance their 
employment opportunities.

However, in low-income regions, an 
estimated 257 million women who 
wish to avoid pregnancy do not use 
safe and effective contraceptive 
methods for a variety of reasons, 
ranging from a lack of access to in-
formation or services to a lack of 
support from their partners or com-
munity (UNFPA, 2023). Over the last 
two decades, the number of women 
seeking family planning has increased 
dramatically, from 900 million in 2000 
to almost 1.1 billion in 2020 (WHO, 
2020b).

Globally, 4 out of 10 
women in a relationship 
do not use any form 
of contraception   
(United Nations, 2022)

Contraceptive methods
According to the 2030 Agenda12, contraceptive 
prevalence and unmet family planning needs 
are crucial indicators for monitoring progress in 
reproductive health access. Oral contraceptive 
tablets, implants, injectables, patches, vagi-
nal rings, intrauterine devices, condoms, and 
male and female sterilization are all modern 
contraceptive options. Then there are the so-
called “natural methods,” such as using the 
fertility calendar, abstinence, or the amenor-
rhea phase during breastfeeding (UN, 2022). 

All techniques have sanitary and practical con-
traindications, as well as different methods of 
action and effectiveness in preventing unin-
tended pregnancies. Effectiveness of methods 
is measured by the number of pregnancies 
per 100 women using the method per year. 
Methods are classified by their effectiveness 
as commonly used into: Very effective (0–0.9 
pregnancies per 100 women); Effective (1-9 
pregnancies per 100 women); Moderately ef-
fective (10-19 pregnancies per 100 women); 
Less effective (20 or more pregnancies per 
100 women) (ibid.).

12  More precisely according to Goal 3.7 “By 2020, ensure 
universal access to sexual and reproductive health-care ser-
vices, including for family planning, information and educa-
tion, and the integration of reproductive health into national 
strategies and programmes”.
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EUropEaN CoNtraCEptioN poliCy atlas13

13 The European Contraception Policy Atlas is a map displaying contemporary contraceptive levels for 45 nations across Europe. The rankings are determined by access to 
contraception, counselling, and online information. More information can be found at https://www.epfweb.org/sites/default/files/2022-02/CCeptioninfoA3_EN%202022%20
v10.pdf

Data updated to 2021. WeWorld’s reproduction

Italy is still laggIng 
behInd iN tErms of 
aCCEss to CoNtraCEptioN, 
rankIng 22nd iN EUropE

The proportion of women of repro-
ductive age whose family planning 
requirements are covered by modern 
contraceptive techniques has gradu-
ally increased over the last decades, 
going from 73.6% in 2000 to 76.8% 
in 2020 (ibid). 
Reasons for this slow increase include 
a limited number of available methods; 
limited access to services, particularly 
among younger and poorer people; 
fear or experience with side effects; 
cultural or religious opposition; poor 
quality of available services; user and 
supplier prejudices against certain 
methods; and gender barriers in ac-
cessing services. 
in 2019, it was estimated that be-
tween 1.1 and 1.9 billion women of 
reproductive age (15-49 years) glob-
ally needed access to family planning 
services; of these, 842 million used 
contraceptive methods, while 270 
million had an unmet need for con-
traception (ibid.).

Between 1.1 and 1.9 billion 
women of reproductive age  

(15-49 years) globally needed access to 
family planning services
(UN, 2022)

22.1

32.8

2000 2019 75% - 90%

60% - 75%

55% - 60%

50% - 55%

40% - 50%

0% - 40%

percentage scores regardIng 
access to contraceptIon

pErCENtagE of WomEN 
of rEproDUCtivE agE 
(15-49 yEars)  

iN a rElatioNship Who UsE 
aNy CoNtraCEptivE mEthoDs 
iN sUb-saharaN afriCa

Data updated to 2019. source World bank, 2022. the 
classification of the geographical areas responds to World 
bank global database.
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In 2022, 91 million women lived 
in one of the 23 countries where 
abortion is prohibited altogether
(Walm, 2022)

Safe Abortion 
abortIon laws around the world*

Data updated to 2021. source Walm, 2022

Prohibited altogether

To save the woman’s life

To preserve health

Broad social or economic grounds

On request (gestational limits vary)*

data not available

legend

* gestational limits differ widely between countries. in the case of mexico and the United states, abortion laws vary at the state level from the 2nd category (to save the woman’s life) to the 5th (abortion 
on request but with gestational limits). for more information see https://reproductiverights.org/maps/worlds-abortion-laws/
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Unsafe abortion is a primary cause of 
maternal death and morbidity, yet it 
is preventable. it can cause physical 
and mental health problems, as well 
as social and financial costs to women, 
communities, and healthcare systems. 
Approximately 45% of all abortions 
performed globally are unsafe, with 
97% occurring in low-income coun-
tries (WHO, 2021a). Asia, particularly 
south and Central Asia, accounts for 
more than half of all unsafe abortions. 
In Latin America and Africa, about 
three out of every four abortions 
are performed in dangerous condi-
tions (ibid.). The stigma associated 
with abortion, as well as the lack of 
access to safe, inexpensive, timely 
care that respects the dignity of the 
pregnant woman, pose substantial 
risks to women’s physical and mental 
well-being. According to estimates, 
unsafe abortions cause between 
4.7% and 13.2% of maternal deaths 
each year (ibid.).
 
Physical health risks associated with 
unsafe abortion include but are not 
limited to:

 • incomplete abortion (failure to re-
move or push all of the pregnancy 
tissue out of the uterus)

 • Haemorrhage (heavy bleeding)

 • infection

 • Uterine perforation (which occurs 
when the uterus is punctured with 
a sharp object)

 • damage to the genital tract and in-
ternal organs as a result of inserting 
dangerous objects into the vagina 
or anus.

However, there are also significant 
repercussions for women’s mental 
health, which are frequently linked 
to stigma and social pressure from 
family, community, and even health 

professionals themselves. several 
pieces of scientific evidence suggest 
that having a safe abortion procedure 
does not have any harmful effects on 
mental health; on the contrary, neg-
ative outcomes are associated with 
restrictions or denials of abortion ac-
cess (Abrams, 2022).

Furthermore, being able to undergo 
a safe abortion has significant social 
implications. this is related to wom-
en’s education, labour-force partici-
pation, and positive contributions to 
GDP growth. Because women’s and 
children’s rights are inextricably linked, 
the legal status of abortion can have 
an impact on children’s education-
al achievements and labour-market 
wages later in life. Empirical research 
suggests that legalizing abortion, 
by reducing the number of unde-
sired pregnancies, is associated with 
increased parental investment in 
children, notably in girls’ education 
(Rodgers et al., 2021).

Approximately 45% of all 
abortions performed globally 
are unsafe, with 97% 
occurring in low-income 
countries 
(Who, 2021a)

In higher-income regions, an estimated 30 women die 
for every 100,000 unsafe abortions. In lower-income 
regions, the ratio rises to 220 deaths for every 
100,000 unsafe abortions 
(Who, 2021).

30

220

hIGhER- 
incOME 
REGIOnS

LOwER- 
incOME 
REGIOnS

Abortion permitted in cases of rape Brazil; Chile; ivory Coast; Gabon; Mali; 
Panama; sudan; Angola; Bolivia; Botswana; 
Burkina Faso; Cameroon; Central African 
Republic; Chad; democratic Republic of 
Congo; Ecuador; Eswatini; Ghana; Guinea; 
israel; lesotho; liberia; liechtenstein; 
Mauritius; Monk; Namibia; Nauru; Poland; 
saint lucia; seychelles; Togo; Zimbabwe; 
Barbados; Ethiopia; Fiji; Finland; Hong Kong; 
india; Japan; Rwanda; saint Vincent & the 
Grenadines; Taiwan

Abortion permitted in cases of incest Bhutan; Gabon; Mali; Angola; Bolivia; 
Botswana; Burkina Faso; Central African 
Republic; Chad; democratic Republic of 
Congo; Eritrea; Eswatini; Ghana; Guinea; 
israel; lesotho; liberia; Mauritius; Monk; 
Namibia; Nauru; Poland; saint lucia; 
seychelles; Togo; Zimbabwe; Barbados; 
Ethiopia; Fiji; Hong Kong; india; Rwanda; 
saint Vincent & the Grenadines; Taiwan

Abortion permitted in cases of fetal 
impairment

Gabon; Gambia; iran; United Arab Emirates; 
Angola; Botswana; Burkina Faso; Central 
African Republic; Chad; democratic 
Republic of Congo; Eswatini; Ghana; 
Guinea; israel; Kuwait; lesotho; liberia; 
Mauritius; Monk; Namibia; Nauru; Niger; 
Qatar; seychelles; Togo; Zimbabwe; 
Barbados; Belize; Fiji; Great Britain; Hong 
Kong; india; Rwanda; saint Vincent & the 
Grenadines; Taiwan; Zambia

Spousal authorization required indonesia; syria; United Arab Emirates; 
yemen; Central African Republic; Equatorial 
Guinea; Kuwait; Morocco; saudi Arabia; 
Japan; Taiwan; Türkiye

Parental authorization/notification required Panama; syria; Timor-leste; United Arab 
Emirates; Angola; Equatorial Guinea; 
Kuwait; liechtenstein; Mauritius; Poland; 
saudi Arabia; Barbados; Fiji; india; 
Rwanda; Taiwan; Albania; Armenia; Bosnia 
Herzegovina; Cambodia; Croatia; Cuba; 
Czech Republic; denmark; Georgia; 
Greece; Kosovo; lithuania; latvia; Moldova; 
Montenegro; Norway; Portugal; Republic 
of North Macedonia; san Marino; serbia; 
slovak Republic; slovenia; spain; Türkiye; 
Uruguay

Abortion permitted on additional enumer-
ated grounds relating to such factors such 
as the woman’s age or capacity to care for 
a child 

Bhutan; Brazil; Ecuador; Eritrea; Gabon; 
Ghana; israel; liechtenstein; Nauru; 
seychelles; Finland

Sex-selective abortion prohibited China; Kosovo; Montenegro; Nepal

Legislation explicitly permits abortion only 
to protect the physical health of the woman

Monaco; Zimbabwe 

Law unclear Palau; Marshall islands; Micronesia

Federal system in which abortion law is de-
termined at state level; classification reflects 
legal status of abortion for largest group of 
people 

United states of America; Mexico

spECial CirCUmstaNCEs  
that alloW for volUNtary abortioN
information updated to 2022. source Center for reproductive rights, 2023

why Is It crItIcal to 
ensure safe abortIon 
access?

Abortion is a medical intervention that 
can be efficiently administered by a 
wide range of health providers using 
medication or a surgical procedure. A 
medical abortion can be safely self-ad-
ministered by the pregnant woman 
outside of a health facility (for exam-
ple, at home) within the first 12 weeks 
of pregnancy. This requires the woman 
to have access to correct information, 
high-quality medications, and the sup-
port of a qualified healthcare practi-
tioner (if she needs or wishes it during 
the process).

Comprehensive abortion treatment 
was added to WHO’s list of essen-
tial health services in 202014. Access 
to correct information throughout 
the process, procedure management, 
and post-abortion care should all 
be part of comprehensive abortion 
care. Miscarriage, induced abortion 
(the intentional termination of an ex-
isting pregnancy by medical or surgical 
means), incomplete abortion, and still-
birth should all be covered.

14 see https://www.who.int/emergencies/diseases/
novel-coronavirus-2019/related-health-issues

45%

6 out of every 10 
undesired pregnancies result 
in induced abortion 
(voluntary termination of 
pregnancy)  
(Who, 2021a)
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The right to abortion in Italy
in italy, access to voluntary abortion is regulated by Law 194/1978, which, 
while recognizing the right to life of the embryo and foetus, also protects 
women’s physical or mental health if it is jeopardized by the continuation 
of pregnancy, childbirth, or maternity (luca Coscioni Association, 2022). 
Prior to the adoption of law 194, contraception was deemed illegal, and 
the voluntary termination of an undesired pregnancy constituted a felony under Italian 
law. According to the Rocco Code, the latter was penalized as a “crime against the integ-
rity of the lineage” (Quaglia, 2022).

To date, the law’s implementation is fraught with difficulties, particularly around con-
scientious objection. The contents of law 194 are the result of a compromise between 
very different requests and sensitivities, as evidenced by the inclusion in the law’s text 
of the possibility for healthcare personnel and those performing auxiliary activities to 
refuse to practice or participate in voluntary abortion interventions due to conscientious 
objection (article 9).

According to the report to Parliament on the application of the law 19416 in 2020, 
the number of abortions was 66,413, a 9.3% decrease over 2019 (Ministry of Health, 
2022). since 1983, when the maximum number of voluntary terminations of pregnancy 
were documented in italy (234,801 instances), there has been a steady decrease (luca 
Coscioni Association, 2022). As previously stated, more than forty years after the law’s 
introduction, it is still partially implemented, a picture well described by the MaiDati17 
journalistic investigative project, curated by Chiara lalli and sonia Montegiove, which 
intends to monitor the application of law 194 through a data collection carried out hos-
pital by hospital. lalli and Montegiove criticize the Ministry of Health’s report for provid-
ing aggregated and insufficiently updated data, making true restitution of the country’s 
situation difficult. 

According to the ministerial report, in 2020, more than half of gynaecologists (64.6%), 
44.6% of anaesthesiologists, and 36.2% of non-medical personnel expressed a con-
scientious objection at the national level (Ministry of Health, 2022). Even though con-
scientious objection is a legal right, the Maidati project highlights how the report’s data 
may be misleading. The investigation revealed that there are sanitary structures where 
100% of the staff exercise conscientious objection, even though Law 194 clearly states 
that hospitals and authorized nursing homes must provide abortion services and that 
regional authorities must ensure implementation.

several organizations, including the luca Coscioni Association, continue to condemn 
the flaws in the current system while also emphasizing the flaws in the law’s text. The 
Association specifically requests that the parts of the law that have demonstrated the 
most critical issues18 including specifically article 9, be amended. 

16 see https://www.salute.gov.it/imgs/C_17_pubblicazioni_3236_allegato.pdf  

17 The name of the project, which can be translated as “Never Given (data)” alludes to insufficient data playing 
with the italian words “dati” that mean both data and given https://www.maidati.it/ 

18 The other articles considered more critical are article 4, which establishes the 90-day limit for abortion on re-
quest, based on the woman’s independent assessment; article 5, which establishes the obligation of the document 
or certificate issued by the doctor, and which provides for a “reflection” 7 days; articles 6 and 7, which regulate 
the so-called therapeutic voluntary abortion. For more information, see https://www.associazionelucacoscioni.it/
cosa-facciamo/aborto-e-contraccezione/aborto

abortIon rIghts wIthIn the framework  
of sexual and reproductIve justIce

Evidence acquired over years of re-
search shows that restricting access 
to safe abortion does not diminish 
their number (Bearak et al., 2020) but 
it does influence their safety and dig-
nity. In countries with highly restric-
tive abortion regulations, the rate of 
unsafe abortions is much higher than 
in countries with less restrictive laws 
(Ganatra et al., 2017).

Access to safe and legal abortion is a 
human rights issue. According to of-
ficial interpretations of international 
human rights law15 denying pregnant 

15  These rights are established, among other things, in 
the Universal declaration of Human Rights and are re-
affirmed and protected in numerous international trea-
ties, such as the international Covenant on Economic, 
social, and Cultural Rights (iCEsCR), the international 
Covenant on Civil and Political Rights (iCCPR), the 
Convention Against Torture (CAT), the Convention on 
the Elimination of All Forms of discrimination Against 
Women (CEdAW), and the Convention on the Rights 
of the Child (CRC), as well as in regional treaties in 

women, girls, and others access to 
abortion is a form of discrimination 
and violates multiple fundamental 
human rights. The supervisory bod-
ies of the different UN human rights 
treaties routinely request that govern-
ments legalize abortion in all circum-
stances, or at the very least guarantee 
it in specific circumstances (such as 
rape or incest).

Many women’s and girls’ human rights 
are directly violated by the inaccessi-
bility of safe, quality abortion care or 
its outright denial, including the right 
to life; the right to the highest attain-
able standard of physical and mental 
health; the right to benefit from sci-
entific progress and its implementa-
tion; the right to freely and responsi-
bly decide how many children to have, 

Africa, Americas and Europe.

when and at what distance; and the 
right to freedom from torture, cruel, 
inhuman, and degrading treatment. 
Countries must respect, preserve, and 
fulfil human rights, particularly those 
relating to sexual and reproductive 
health, as well as ensure everyone’s 
bodily autonomy is guaranteed.
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FEMALE GENITAL MUTILATION (FGM)

in 1996, the World Health Organization 
defined “female genital mutilation” 
(FGM) as any procedure that involves 
the partial or total removal of the ex-
ternal female genitalia for cultural, 
religious, or other non-therapeutic 
reasons. The practices are classified 
into four categories based on the se-
verity of the woman’s injuries19. 

These interventions are true med-
ical-surgical acts, which are often 
carried out by inexperienced and un-
qualified personnel: members of the 
local community, traditional midwives, 
or other elderly women from the vil-
lage they belong to perform FGM in 
inadequate (or non-existent) hygien-
ic-sanitary conditions, without the 
use of anaesthetics, antibiotics, or 
sterile material, putting the woman at 
risk of infection or death from bleed-
ing. Female genital mutilation has 
no positive impact on the health of 
women and girls. On the contrary, it 
creates immediate risks and compli-
cations for their physical, mental, and 
sexual health, as well as their overall 
well-being throughout their lives.

FGM is estimated to have affected 
200 million girls worldwide (UNiCEF, 
2023b). Current trends also indicate 
that 30 million girls are at risk of 
facing it within the next ten years 
(ibid.). Today, the phenomenon is still 
extremely common and practised, 
with children and adolescents being 

19 Type 1: Foreskin excision, with or without partial 
or total removal of the clitoris. Type 2: Excision of the 
clitoris with partial or total removal of the labia minora. 
Type 3: Excision of a portion or all of the external geni-
talia and stitching/narrowing of the vaginal opening (in-
fibulation). Type 4: Unclassified residual operations in-
clude perforation, penetration, or incision of the clitoris 
and/or labia; stretching of the clitoris and/or labia; cau-
terization by the burn of the clitoris and surrounding 
tissue; scraping of tissue surrounding the vaginal orifice 
or vaginal incision; introduction of corrosive substances 
into the vagina to cause bleeding or tightening or nar-
rowing it; and any other procedure that falls under the 
definition of female genital mutilation (WHO, 1996).

its primary target (WHO, 2022b). The 
western, eastern, and northeastern re-
gions of Africa, as well as some coun-
tries in the Middle East, Asia, and latin 
America, have the highest concentra-
tion. FGM is still almost universal in 
some of these countries, with 90% 
of girls affected in Guinea, Mali, and 
Somalia (the latter case reaching 
99%) (ibid.).

Although there is no explicit refer-
ence to FGM20, the interpretation of 
numerous international human rights 
instruments21 allows these practices 
to be classified as frontal violations. in 
this sense, FGM is a real violation of 
the right to life and bodily integrity: 
the main issue with these practices 
(which are neither eliminated nor re-
duced by medicalization) is the harm 
done to women’s health. FGM, which 
involves the removal and damage of 
healthy and normal tissues, interferes 
with the normal functions of a wom-
an’s body and thus violates her funda-
mental human rights (UNiCEF, 2023b).

This harmful practice is frequently 
supported by victims: estimates im-
ply that 23% of women who have 
had it want the procedure to con-
tinue (ibid.). in fact, in some cultures, 
performing FGM on girls serves as an 
initiation ceremony, validating their 
future identity as women and there-
fore preparing them for adulthood 
and married life (WHO, 2022b). 

20 The case of regional agreements and conventions 
is different: article 38 of the istanbul Convention of 
2011, for example, specifically states that female gen-
ital mutilation must be prosecuted under criminal law 
as harmful acts, regardless of the arguments offered in 
support.

21 These include the Universal declaration of Human 
Rights, CEdAW and the CRC.

The current  
situation in Italy

As migration has increased in re-
cent decades, the number of wom-
en and girls in Europe, Australia, 
and north America who have 
suffered or are at risk of suffering 
FGM has increased too. indeed, 
FGM is a global issue rather than 
a phenomenon isolated to specific 
regions.

in 2018, 87,600 people living in 
italy had been subjected to fGM 
(including 7,600 minors), with a 
higher prevalence among migrants 
from Mali, somalia, sudan, and 
Burkina Faso (Farina et al., 2020). 

despite the importance of these 
data, what happens in the country 
is mostly hidden, rarely known, es-
pecially in courtrooms, and widely 
ignored. 

However, it is significant to remem-
ber that FGM was criminalized with 
law 7/2006, and the specific refer-
ence to the “crime of practices of 
mutilation of female genital organs” 
was added to Art. 583 bis of the 
Penal Code.

Practices affecting  
bodily integrity
in a framework of sexual and repro-
ductive justice that seeks to guarantee 
people’s bodily autonomy, it is vital 
to monitor respect for the rights to 
physical and psychological integri-
ty, as well as freedom from cruel, 
inhuman, and degrading treatment. 
despite this, far too many women are 
still subjected to practices that jeop-
ardize their physical integrity, and 
thus their dignity, autonomy, and de-
cision-making capacity, such as female 
genital mutilation and virginity tests.

female genItal mutIlatIon prevalence 
AMONG wOMEN AGEd 15 TO 49 (%)*
Data for somalia and gambia have been updated to 2020, sierra leone to 2019, and mali and guinea to 2018.  
source UNiCEf, 2022

malI 
88.6

gambIa 
72.6

guInea 
94.5

sIerra leone 
83

somalIa 
99.2

FGM is estimated to have 
affected 200 million 
girls worldwide 
(UNiCEf, 2023b)
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Why climate change is,  
first and foremost, a gender issue.  
Female Genital Mutilation on the rise in Kenya

For some time now, it has been clear 
that the climate issue is not “gender 
neutral” (see WeWorld Index 2021 and 
2022). Climate change disproportion-
ately impacts women, girls, and boys, 
exacerbating gender discrimination 
in areas such as health, education, 
the economy, and safety. in this con-
text, an increasing number of studies 
are emphasizing the connection be-
tween climate change and an increase 
in violence against women and girls 
(Barnfonden, 2022). The changes we 
are witnessing, in particular, have an 
impact on two related phenomena: 
early marriages and female genital mu-
tilation. Kenya serves as an example in 
this regard. The relationship between 
climate change and female genital 
mutilation (sometimes a direct result 
of early marriages) has long been in-
vestigated in this country (Esho et al., 
2021). 

In Kenya, it is believed that approxi-
mately two out of every ten women 
aged 15 to 49 have been submitted to 
FGM. The frequency is especially high 
in the most marginalized populations, 
such as somalis (96%), Kisii (93%), and 
Maasai (77%), where FGM is consid-
ered as a true rite of passage into adult-
hood, a time of transition from a child 
to a woman. In Maasai communities, 
for example, FGM symbolizes better 
self-realization and femininity, as well 
as more marriage opportunities.

Today, however, climate change is hav-
ing a negative impact on the Maasai 
tribes’ living situations, increasing the 
chances for women and girls of being 
subjected to harmful traditional prac-
tices. Kenya is suffering from increas-
ingly protracted droughts, and tem-
peratures are rapidly rising. This has 
an impact on community livelihoods 

by, among other things, producing wa-
ter and food instability and expanding 
pockets of poverty. Poverty-stricken 
families are frequently forced to re-
sort to early weddings to minimize 
the burden of family expenses. it 
is reported that 47% of females in 
Kaijado county, where Maasai com-
munities reside, were married before 
the age of 18 (ibid). The rise of under-
age marriage and FGM frequently go 
hand in hand. in reality, “uncut” girls 
(those who have not undergone the 
procedure) are not regarded as accept-
able for marriage in the communities. 
This creates a vicious spiral in which 
climate change affects people’s live-
lihoods, forcing them into poverty. 
Families resort to adaptation meth-
ods such as early marriages of sons 
and daughters to escape poverty. To 
marry, the latter must adhere to the 
practice of FGM.

kenya

WeWorld in Kenya:  
education has a critical role  
in preventing and combating FGM

“I didn’t know what was happening, but my conscience warned 
me of a danger. I couldn’t talk, I just watched as they did it to 
my sister. It will soon be my turn, I couldn’t wait. I couldn’t 
allow them to pluck off my body”. This is the first verse of 
the poem FGM, a wild practice, which was written by a 
group of young girls at sintakara Elementary school in 
Kenya and released on the occasion of the International 
Day of Zero Tolerance for Female Genital Mutilation on 
February 6. The institute participates in WeWorld’s nation-
al campaign to eradicate female genital mutilation (FGM) 
and child marriage through activities that raise awareness 
and empower female students beginning in primary school.
in fact, even though fGM has been illegal in Kenya since 
2011, it is estimated that 21% of girls and women aged 
15 to 49 have been subjected to the practice, particular-
ly in Somali, Maasai, and Kisii communities (prevalent in 
Narok, Migori, and isiolo counties, where WeWorld oper-
ates). A statistic that is not just unchanged from past years 
but is expected to worsen due to the pandemic.

“We are afraid that we are only seeing the tip of the ice-
berg,” says Annarita spagnuolo, WeWorld’s country 
representative in Kenya. “The problem not only persists 
but has gotten worse during the pandemic. Schools, which 
serve as our initial control point and a focal point for raising 
awareness, were closed for many months in 2020. The ab-
sence of such an important educational centre had an ef-
fect: the country focused on fighting the pandemic, and 
the guard was lifted on other issues, such as abuse and vi-
olence against girls and women, which instead escalated.” 
The potential risks of FGM are considerably more well-un-
derstood among younger generations. Girls can, in fact, 
suffer from a variety of side effects before and after the 
procedure, including excessive bleeding, anaemia, and 
difficulties with urinating. The practice is strongly relat-
ed to education: after the cut is completed, the girls are 
deemed ready to marry, which frequently leads to early 
marriage and the abandoning of studies.

“I was not subjected to female genital mutilation because my 
father, after attending an awareness course, understood the 
risks I was taking and opposed it,” says Purity, who is now 
a weworld activist in Kenya. “Because of him, I am also 
working hard to promote awareness in my community, to in-
form young girls about the health risks of this practice, and to 
go beyond. If this practice was abolished, females may contin-
ue their studies and finish their education without having to 
worry about marriages, early pregnancies, or health concerns.” 

The poem
FGM, A WILD PRACTICE 

I didn’t know what was happening, 

but my conscience warned me of a danger. 

I couldn’t talk, I just watched as they did it to 

my sister, 

It will soon be my turn, I couldn’t wait. 

I couldn’t allow them to pluck off my body, 

FGM is a ruthless act, not for this generation.

I watched them jump, jump and ululate, so 

happy with themselves 

No, no, no this will not befall me, over my 

dead body 

I promise myself, my mom, my aunt, please 

grandma, save me 

FGM is a ruthless act, not for this generation.

My legs grew light, very light, I fled and 

vanished in the thin air, like a gazelle chased 

by a lion 

I ran and ran and run in pursuit of my dignity, 

they didn’t get me, 

I know they are still hoping to get me, but no, 

no, not me I will remain a complete woman 

FGM is a ruthless act, not for this generation. 

I didn’t know what was happening
I couldn’t talk, 

I just watched as they did it to my sister,
It will soon be my turn

I couldn’t allow them to pluck off my body

A poem on FGM by some girls attending Sintakara primary school in Kenya

I was lucky. my father opposed it  
and I wasn’t subjected to female genital mutilation

Purity, Activist against FGM
Testimonial collected by WeWorld
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the vIrgInIty test

The “virginity test” entails inspecting 
the female genitalia to establish if the 
woman or girl in question has previ-
ously engaged in sexual activity (Olson 
and Moreno, 2017). such a method is 
used in certain communities to iden-
tify whether women or girls are still 
considered “virgins.” In rare cases, the 
exam is also used to assess the sexual 
assault of rape survivors. The visual 
inspection of the hymen or the so-
called “two-finger method,” in which 
the examiner inserts two fingers into 
the girl’s vagina to check whether the 
hymen is still intact, are the two most 
commonly used procedures for the 
“virginity test”. 

this happens because, from ancient 
times, virginity and, by extension, a 
woman’s “purity” and “innocence” 
have been linked with the hymen’s 
integrity (issM, 2018). This belief was 
(or is) prominent not just in weakly sec-
ularized countries: until a few decades 
ago, placing the wedding night sheet 
in the window to show the blood stain, 
a sign of a woman’s virginity pre-nup-
tial, was a highly popular practice in 
italy (il Post, 2020).  

Several scientific studies have found 
that this type of test does not produce 
accurate results because the integrity 
and characteristics of the hymen vary 
from woman to woman and the mem-
brane can rupture or stretch during 
daily activities unrelated to sexual in-
tercourse (issM, 2018). This practice 
has been documented in Afghanistan, 
Bangladesh, Egypt, india, indonesia, 
iran, Jordan, Palestine, south Africa, 
sri lanka, swaziland, Türkiye, and 
Uganda, but it has also been observed 
in countries in the Global North within 
their diaspora communities (Olson and 
Moreno, 2017). in any case, virginity 
tests have never been historically con-
nected with specific locations or mon-
otheistic religions.

in 2018, the United Nations High 
Commissioner for Human Rights, the 
World Health Organization, and UN 

Women published a joint statement22 
indicating that the virginity test has 
no scientific or clinical validity. No test 
can establish that a girl or woman has 
had sexual intercourse, and the integ-
rity of a girl or woman’s hymen cannot 
prove whether she has had sexual in-
tercourse or is sexually active or not. 
Virginity tests have been widely con-
demned as a breach of human rights, 
particularly the right to be free of 
harsh, inhuman, or degrading treat-
ment. Although tests have been tech-
nically prohibited in several nations 
around the world, they are none-
theless still required and performed 
(ibid.).

Virginity tests can have both short and 
long-term consequences, such as:

 • PhySICAL InjURy:   
Virginity tests can inflict physical 
harm to the women and girls who 
are tested, even increasing pre-exi-
sting injuries in the case of sexual 
abuse survivors. damage can also 
be caused by relatives who, upon 
a “failed” test, may injure or mur-
der the woman or girl for the sake 
of “family honour.” self-harm and 
suicide attempts have also been re-
ported as a result of virginity testing 
(WHO, 2022c).

 • PSyChOLOGICAL DAMAGE:  
Women and girls who endured vir-
ginity tests describe intense dread 
and anxiety prior to the screening, 
as well as yelling, sobbing, and fain-
ting during the test. long-term re-
percussions include low self-este-
em, depression, a sense of invasion 
of privacy, and re-victimization (for 
sexual assault survivors) (ibid.).

 • SOCIAL hARM:  
Virginity testing is commonly as-
sociated with harmful traditional 
and cultural standards that subject 

22 see https://www.who.int/news/item/17-10-2018 
-interagency-statement-calls-for-the-elimination-of 
-virginity-testing

women and girls to stigma, shame, 
and dishonour towards themselves, 
their families, and their communi-
ties. Women and girls may be ab-
ducted or even killed if they have 
(or are suspected of having) sexual 
encounters outside society’s stan-
dards. in some communities, early 
marriage is used as a “preventive” 
technique to avert shame and di-
shonour (ibid.).
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Gender-biased sex selection
When a couple or family prefers to 
have a son over a daughter, this is re-
ferred to as gender-biased sex selec-
tion23. Gender-biased sex selection is 
a harmful practice that manifests vio-
lence and gender inequality and has a 
direct impact on the birth sex ratio of 
boys and girls (UNFPA, 2022b). Such 
selection can take place before birth24 , 
by choosing the sex of the child before 
conception or deciding to terminate 
the pregnancy, or after birth, by infan-
ticide or differential treatment in ma-
ternal nutrition and childcare25 (ibid.).

Globally, 23.1 million “missing” female 
births were documented between 
the late 1990s and 2017 (Chao et al. 
2019), resulting in an imbalance in the 
sex ratio at birth. India alone accounts 
for nearly half of the world’s miss-
ing women (ibid.). Estimates (UNFPA, 
2022b) suggest that this figure could 
be much higher, leading to the belief 
that 140 million women are “missing” 
worldwide26. Some geographic areas 
have had up to 25% more male births 
than female births since the 1990s. 

23 Sex constitutes an element of our genetic makeup. 
It is the set of biological, physical, and anatomical char-
acteristics that distinguish males and females. Gender, 
on the other hand, refers to the socially and cultural-
ly constructed distinctions between female and male 
identities, which are typically based on physical and bi-
ological differences. Gender is a cultural construct that 
represents, defines, and rewards behaviours that cover 
the biological endowment and give life to the male/
female binary status. As a result, it is a process that 
converts biological differences into social differences. 
As a result, gender varies across cultures, geographical 
areas, and historical periods; it is thus a learned trait 
rather than an innate one. It is dynamic and relative be-
cause each society determines which values to assign 
to various gender identities, as well as what it means 
to be a man or a woman: as a result, the concepts of 
masculinity and femininity are also relative.

24  Through the screen embryo. See https://www.
unfpa.org/sites/default/files/resource-pdf/Preventing_
gender-biased_sex_selection.pdf

25 In this section, we will only deal with the subject 
of gender-biased sex selection taking place before birth 
but, for more information on the phenomenon after 
birth, see https://ourworldindata.org/gender-ratio 

26 In the 1990s, the first to bring attention to the 
topic was Amartya Sen, with his article “More than 
100 million Women are Missing”, published in The New 
York Review of Books. See https://web.archive.org/
web/20130504072819/http://ucatlas.ucsc.edu/gen-
der/Sen100M.html

At birth, the normal sex ratio ranges 
from 102 to 106 boys for every 100 
girls. However, much higher than 
normal ratios, sometimes as high as 
130 boys born to 100 girls, have been 
observed, particularly in countries 
with deeply entrenched gender ine-
qualities and patriarchal family values 
(ibid.).

Gender ratios (male and female popu-
lation shares) may vary. In 2020, wom-
en accounted for under 50% of the 
global population (UNFPA, 2022b). 
In the absence of selective abortion 

practices, having a boy is slightly 
more likely than having a girl (Ritchie 
and Roser, 2019).

Nonetheless, today (though trends 
have also been observed in the past) 
the sex ratio at birth in some coun-
tries is too skewed to be explained 
solely by biological differences. 
A recent study (Chao et al., 2019) 
remodelled birth sex ratios around 
the world using data from censuses 
and household surveys, among other 
sources. Albania, Armenia, Azerbaijan, 
China, Georgia, Hong Kong, India, 

How do we know  
gender-biased sex selection is taking place?

WeWorld’s elaboration on UnFpa, 2022b.

The biological  
normal sex ratio  
at birth is 

102 to 106  
males 

per 100  
female births 

Since the 1980s, 
the ratio 

increased to

110 to 130  
males 

per 100  
female births 

When there is violence, there cannot be sexual and reproductive justice

Gender affects people’s experiences 
with and access to health care: the 
way health systems are organized and 
delivered may restrict or allow a per-
son’s access to information, support, 
and health services, as well as influ-
ence check-ups results (WHO, 2023). 
In this situation, the disparities and 
prejudice that women and girls must 
confront daily endanger their health 
and well-being. 

Women and girls frequently encoun-
ter barriers to information and health 
care. These barriers include mobili-
ty restrictions; lack of access to de-
cision-making power; lower literacy 
rates than men; discriminatory claims 
of communities and health profession-
als; and lack of training and awareness 
of women’s and girls’ specific needs 
among health professionals and sys-
tems (WHO, 2023). Women and girls 
also face high levels of violence rooted 
in gender inequality and are at high risk 

of being subjected to harmful practic-
es such as FGM and forced marriage, 
which is frequently followed by preg-
nancies. According to WHO data, 
approximately one in every three 
women worldwide has experienced 
physical and/or sexual violence by a 
partner or by others in their lifetime 
(ibid.).

Violence against women and girls is 
a growing public health concern and 
a serious violation of human rights, 
with negative consequences for phys-
ical, mental, and psychosocial health, 
as well as sexual and reproductive 
health. Sexual violence can result in 
unintended pregnancies, induced 
abortions, gynaecological issues, and 
sexually transmitted diseases such as 
HIV. Intimate partner violence dur-
ing pregnancy increases the chanc-
es of miscarriage, stillbirth, prema-
ture birth, as well as babies with low 
birthweight (LBW) (ibid.). Conflict 

and post-conflict situations, including 
displacement, can aggravate violence 
against women and girls and increase 
the risk of new forms of violence (see 
WeWorld Index 2021 and 2022). All 
forms of violence against women and 
girls must be prevented and opposed 
within a framework of sexual and re-
productive justice.
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have a child or are pregnant with a 
girl, they frequently report pressure 
from in-laws and husbands, as well 
as verbal and physical abuse (Puri et 
al., 2011).

 • reLIGION: Some communities be-
lieve that only a son can light the 
funeral pyre and perform death ri-
tes and rituals required for salvation 
(ibid.).

Addressing a complex and often invis-
ible phenomenon like gender-biased 
sex selection requires a multi-sectoral 
approach as well as extensive cultural 
work to change people’s perceptions of 

the worth of daughters. Promoting fe-
male empowerment paths from child-
hood, as well as ensuring that girls and 
boys receive a high-quality education, 
increases their chances of entering the 
labour force and fully participating in 
social and political life, thus becoming 
positive role models (UNFPA, 2022b).

Montenegro, South Korea, taiwan, 
tunisia, and Vietnam were identified 
as having strong statistical evidence 
of a skewed gender ratio.

Several countries now have strong 
evidence of selective abortion and 
discrimination against girls (ibid.). Not 
only the availability of technologies 
for prenatal sex determination coin-
cides with the gender bias in favour 
of males, but there is also clear evi-
dence from studies investigating the 
use and promotion of such methods 
(Ritchie and Roser, 2019). Son pref-
erence is more prevalent in east and 
South Asian countries, but it can also 
be found in Middle east and North 
Africa. 

Although these countries have signif-
icant cultural, economic, and social 
differences, there are several parallels 
that explain the strong preference for 
sons. What these countries share is 
a strong logic of “patrilineality”: the 
logic by which productive goods 

move through the male line within 
the family (das Gupta, 2003). Men 
are the focal points in these soci-
eties, and women are the moving 
points: when a daughter marries, she 
leaves her current family to join a 
new one. 

In these contexts, having a son rather 
than a daughter can result in social and 
economic benefits such as:

 • tHe fAMILy NAMe: Within a fa-
mily, lineage is found in the male 
line. You can pass on the family 
name if you have a son.

 • DOWry: A major economic con-
cern associated with the birth of a 
daughter is the transfer of proper-
ty or money from the bride’s family 
to the groom’s family (the dowry). 
Several studies in India have found 
that dowry is the most common rea-
son for not wanting a girl (diamond-
Smith et al, 2008).

 • LABOur OppOrtuNItIeS: Males 
are thought to provide better eco-
nomic opportunities for their fami-
lies. This may be due to real gender 
differences in economic opportuni-
ty, but it is often due to underva-
luing women’s work (das Gupta et 
al., 2003).

 • SuppOrt IN OLD AGe: In some 
communities, sons are often re-
sponsible for caring for their pa-
rents in their old age and sickness 
(Hesketh, 2011). Elderly parents 
frequently live with married chil-
dren, particularly sons, from whom 
they expect greater economic re-
sources and, thus, the possibility of 
long-term care. For these reasons, it 
is uncommon for parents in Taiwan, 
for instance, to live with a married 
daughter (ibid.).

 • fAMILy AND SOCIAL preSSure: 
In some countries, family members 
and communities exert consistent 
pressure. When women do not 
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help prevent early marriage. In some 
situations, families do in fact tend to 
decide on a girl’s education and mar-
riage concurrently (ibid.).

The phenomenon has 
been particularly impact-
ed by school closures, 
such as those brought 

on by the COVId-19 pandemic, which 
pushed many girls and boys to get 
married because continuing their edu-
cation was no longer an option (ibid.). 
the pandemic has increased inequal-
ity in areas already plagued by pro-
tracted crises and persistent poverty, 
limiting opportunities for many chil-
dren and adolescents (see WeWorld 

Index 2020 and 2021). Additionally, 
during the pandemic emergency, many 
services deemed “non-essential” were 
suspended, including those for sexu-
al and reproductive health, which are 
crucial for preventing violent situations 
like early marriages and subsequent 
pregnancies. Furthermore, COVId-19 
has also halted an important soci-
ocultural project: the reduction of 
community dialogues and awareness 
campaigns on the negative effects of 
child marriages has left a dangerous 
gap (UNICEF, 2021b).

Finally, climate change and other en-
vironmental crises are creating con-
texts that expose millions of boys and 

girls worldwide to an increased risk of 
early marriage (UNFPA, 2022c). Many 
of the areas with the highest rates 
of child marriage are also suffering 
the most from the effects of climate 
change. The practice is more common 
in communities with limited access to 
resources and low income, particularly 
in rural areas where people rely on the 
local environment for a living (ibid.).

Male child and forced 
marriages
Globally, 115 million boys and men 
married before reaching the age of 
18 (UNICEF, 2022b). Even though 
boys and girls forced into marriage 
as children do not face the same 
risks and consequences due to bio-
logical and social differences, the 
practice still constitutes a violation 
of fundamental human rights. Child 
grooms, like child brides, are forced 
to assume adult responsibilities for 
which they may be unprepared. early 
marriage can lead to early fatherho-
od and put a strain on the family’s 
finances; it can also limit the boy’s 
access to education and job oppor-
tunities (ibid.).

the three countries With the 
highest prevalence of male 
child and forced marriages (%)
the data, updated to 2020, refer to the percentage of men between the ages of 
20 and 24 who got married before 18. source UniceF, 2022.

Child forced marriages

Child forced marriage (CfM) is a vio-
lation of human rights and a harmful 
practice that disproportionately af-
fects women and girls worldwide. 

Child marriage endangers the lives and 
futures of girls and women all over the 
world, robbing them of their right to 
self-determination, disrupting their 
education, making them more vulner-
able to violence, discrimination, and 
abuse, and preventing full econom-
ic, political, and social participation 
(UNICEF, 2022b). 

Child forced marriages are frequently 
followed by early pregnancy and child-
birth, resulting in higher-than-aver-
age maternal morbidity and mortality 
(ibid.).

Today, it is estimated that more than 
650 million women were married as 
children (ibid.). Over the last decade, 
increased education rates for girls, 
government investment in adoles-
cent girls’ rights, and increased public 
awareness of the dangers of child mar-
riage have resulted in the prevention 
of 25 million child marriages world-
wide (ibid.). despite this, the prev-
alence of child forced marriages re-
mains high, especially in some regions 
(see the graph above).
 
The 2030 Agenda’s goal of ending 
child marriage in all countries is cur-
rently not being met by any region. 
Progress needs to be significantly ac-
celerated and maintained in order to 
put an end to the practice globally. By 

2030, more than 120 million more 
girls will be married before the age 
of 18 if current trends continue 
(UNICEF, 2022b).

Numerous factors, such as economic 
shocks, school closures, and challeng-
es in obtaining social and medical ser-
vices, can raise the risk of child mar-
riage. For instance, it is now widely 
recognized how economic insecurity 
leads families to turn to early mar-
riage as a means of financial relief. In 
this sense, early marriage serves as a 
coping mechanism for precarious and 
uncertain situations, such as armed 
conflicts, food shortages, and natural 
disasters (UNICEF, 2021b). It is also 
well known that having access to a 
secure and high-quality education can 

prevalence oF child and Forced Marriage  
per geographical area (%)

Every year,  
12 million girls  
get married  
before the age of 18: 
that’s 23 every minute  
(UniceF, 2022b)

Worldwide, 
1 in 5 women 
got married  
before the age of 18 
(UniceF, 2022)
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the data, updated to 2020, refer to the percentage of girls between the ages of 20 and 24 who got married before 
the age of 15 and before the age of 18.  
source UniceF, 2022. 
the classification of geographical areas follows that established by UniceF.
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Morwarid’s family
Morwarid, a mother of six, found herself alone with her 
children after her opioid-addicted husband abandoned 
them. this condition is quite common in rural Afghanistan, 
where those who work in the opium fields end up using it 
to avoid fatigue and hunger.

Within two or three days, the mother and her children raise 
the equivalent of about one dollar’s worth of roots, the main 
crop of the area in which they live. They spend their earnin-
gs on sugar, tea, and rice, as well as the fare for shared cars 
to get to the points of sale. If they don’t have enough mo-
ney, they ride a donkey or walk there. However, Morwarid’s 
family survives mostly on dry bread and tea while sitting in 
the one room of their earthen dwelling. They search daily for 
flour or something to eat. 

Previously, families in the area who relied on grain sales and 
consumption would give a third of their harvest to needy 
neighbours. They are now struggling every day to provide 
food and heat their homes. Morwarid’s eldest daughter, 
now 17, moved out four years ago after being married off 

because her mother couldn’t pay back a loan. the other 
children are 13, 9, 5, and 3 years old. Ahmad, the sixth 
child, died of a cold when he was six years old.

After years of conflict, epidemics linked to hygiene and food 
shortages, and the COVId-19 health crisis, the national 
health system is severely underfunded and understaffed. 
These flaws have resulted in the spread of corrupt practices, 
where medical services are frequently conditional on obtai-
ning benefits. In this system, a prescription costs more 
than $10, plus the cost of travelling to the nearest health 
centre. A medical visit represents, at best, a month’s work 
in the fields for Morwarid’s family. When Ahmad became 
ill, his mother asked neighbours for help in getting him to 
the nearest medical centre, which was about 20 kilome-
tres away. However, no one had enough money to help 
her. 
 

education as a 
preventative measure

Many teenage girls face a choice 
between staying in school and mar-
rying at some point in their lives. 
despite significant progress in recent 
decades, support for girls’ quality ed-
ucation remains limited in many areas. 

Girls may drop out due to a lack of 
nearby educational facilities, either 
because schools are simply too far 
away or because walking long distanc-
es places them at risk of harassment 
(World Bank, 2017). Poor quality ed-
ucation is also a deterrent, and some 
communities believe that if teenage 
girls attend public schools, they will 
be harassed. 

Finally, the cost of education makes 
it difficult for many girls to continue 
their studies, particularly at the sec-
ondary level. early marriage reduc-
es girls’ educational opportunities, 
while better educational opportu-
nities may reduce the likelihood of 
early marriage. the literature and 
evidence on the subject suggest 
that keeping girls in school is one of 
the best ways to postpone marriage 
(ibid.).

WeWorld in Afghanistan 
The daily reality of single mothers:  
the story of Morwarid

the taliban’s return to power has resulted in the reintroduction of seve-
re restrictions and discrimination against women. Women today are not 
allowed to leave their homes unless accompanied by a male family mem-
ber. More than 2 million women have become widows as a result of the 
high rate of male deaths in recent conflicts as well as the effects of the 
pandemic and other widespread diseases. Consequently, their chances of 
finding work are almost non-existent. They are not only denied autonomy 
and economic independence but their survival conditions and access to 
food are also jeopardized.

To cope with these circumstances, many boys and girls are forced to drop 
out of school to work or beg on the streets, with all the psychological, 
developmental, and physical risks that entail. With nearly 8 million girls 
and boys in urgent need of humanitarian assistance, and at least half of 
them out of school, safe access to quality education has become a rarity 
rather than the right it should be. In the Afghan context, especially for 
girls, the ability to attend school is critical as a tool to combat the tra-
ditional and widespread use of forced marriages for economic reasons.

Since the end of 2021, WeWorld has been implementing a Cash for Food 
project in the rural areas of Robat E Sangi, specifically to support women 
who have found themselves in charge of their own families. The program 
assisted 180 households in the first year of operation. Prior to the start of 
the distributions, 95.5% of the recipients had been suffering from hunger, 
with 71.1% suffering from acute hunger; some even lived on bread and 
tea for weeks. A second Cash for Food project in the same area started 
assisting 240 new families in August 2022.
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restrictive laws and policies on con-
traceptive provision based on age or 
marital status are significant barriers 
to contraceptive provision and use 
among adolescents. this is frequently 
combined with professional bias and/
or an unwillingness to recognize ado-
lescent sexual health needs (ibid.).

Early Pregnancies
Early pregnancy (also known as ado-
lescent pregnancy) is a worldwide phe-
nomenon with well-known causes and 
serious health, social, and economic 
consequences. Although the global 
teenage birth rate has decreased, rates 
remain uneven across regions of the 
world (WHO, 2022c). 

there are also huge variations with-
in countries: teenage pregnancy is 
more common among people with a 
lower level of education or a lower 
economic status (ibid.). Adolescents 
are prevented from avoiding unwant-
ed pregnancies in several countries 
due to barriers to obtaining and using 

contraception. While adolescents may 
have access to contraceptives because 
they are available in their immediate 
surroundings, they may lack the finan-
cial resources to pay for them as well 
as the knowledge of where to obtain 
them and how to use them correctly. 

Globally,  
the adolescent fertility 
rate is 42 births every 
1,000 girls aged 15-19 
 
(World Bank, 2022).

in Western africa 
the adolescent Fertility 
rate is 104,20 every 
1,000 girls  
(15-19 years old)

Every year,  
around 21 million girls aged 15-19  
in low-income regions become pregnant 
and around 12 million of them give birth 

(UNdESA, 2022)

adolescent fertility rate
the data, updated to 2021, refer to the estimated births every 1,000 girls aged 15 to 19.  
source United nations, department of economic and social affairs, population division, 
World population prospects 2022.  
the classification of geographical areas follows that established by the Un.
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the connection betWeen child and forced marriages  
and early pregnancies and their consequences

Girls who marry before the age of 15 
are 50% more likely than those who 
marry later to experience intimate 
partner violence (Girls Not Brides, 
2021). Child marriages, and the poten-
tial for violence that results from them, 
put girls at a higher risk of pregnancy 
because when they marry very young, 
they typically have limited autonomy 
in influencing decisions about preg-
nancy delay and contraceptive use. 

Furthermore, in some cases, girls 
choose to become pregnant because 
their educational and employment op-
portunities are limited. Motherhood 
is often valued in such societies, and 
marriage and pregnancy may be the 
best of the few options available to 
adolescent girls (World Bank, 2017).

Child marriage is likely to be the 
cause of at least 84% of childbirths 
among mothers under the age of 18, 
with serious consequences for sexu-
al, reproductive, maternal, and child 
health (UNdESA, 2020). Under-five 
mortality increases by 3.5% when 
born to a mother under the age of 
18 (UNdESA, 2021). early births are 
directly responsible for three out of 
every hundred deaths among chil-
dren under the age of five (ibid.).

Interventions to limit early marriage 
and pregnancies could reduce fertili-
ty and population growth by about a 
tenth in countries where these practic-
es are prevalent (ibid.). It is estimated 
that, globally, the benefits from re-
duced population growth could total 
more than $500 billion per year by 
2030 (ibid.). The risks of dying before 
the age of five or suffering from phys-
ical developmental delays would be 
reduced for children of mothers who 
give birth at a young age. reduced 
under-five mortality and malnutrition 
are expected to save more than $90 
billion globally by 2030 (ibid.).

In general, evidence from various coun-
tries around the world has shown that 
keeping girls in school for as long as 
possible, ensuring fair, safe, non-judg-
mental access to sex education appro-
priate for different stages of life, and 
providing comprehensive relationship 
care are among the best tools for com-
batting early marriage and pregnancies 
(UNFPA, 2015). 

Group education-
al interventions in 
schools can suc-
cessfully influence 
young people’s 
attitudes, particu-

larly boys’ attitudes, toward rethink-
ing gender roles and lead to healthier 
relationships. Programs that worked 
directly with girls and boys to provide 
them with information, skills, and re-
sources yielded the best results (ibid.). 
In a framework of sexual and repro-
ductive justice, interventions aimed at 
adolescents are required to address is-
sues of socialisation, equality, and gen-
der-based violence while also ensuring 
long-term educational paths.

Girls who marry before the 
age of 15 are 50% more 
likely than those who 
marry later to experience 
intimate partner violence 
(girls not brides, 2021). 
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The link between WASH and sexual and reproductive justice  
within the 2030 Agenda framework
WeWorld’s elaboration on WaterAid, 201927 

WASH Sexual and reproductive justice and the
SDGs’ targets

Safe water, sanitation and hygiene in healthcare settings are essential to 
ensure infection prevention and control (IPC) and quality health care. 
Sepsis and other infections are the leading causes of maternal and newborn 
disease and mortality. Improving WASH and IPC in healthcare settings and 
households reduces the risks for mothers and newborns. 
People with HIV suffer disproportionately from the adverse effects of ina-
dequate WASH services and are more likely to suffer and die from diarrheal 
disease. 
Babies born to mothers with HIV are more dependent on complementary 
foods, which require access to safe water. 
Prevention and treatment of non-communicable diseases, such as cervical 
cancer, require care in quality facilities and IPCs.
Access to contraceptives, safe childbirth and abortion, as well as manage-
ment of sexual health, can be hampered by inadequate WASH services and 
facilities, staff shortages, and gaps in IPC education. 
Menstrual health  should be covered in comprehensive sexual education 
curricula as it can act as an entry point for discussions on sexual and repro-
ductive health in general.
Adequate access to water and sanitation at home and in the community are 
the cornerstones of universal health coverage.

3.1    By 2030, reduce the global maternal mortality ratio to less than 
70 per 100,000 live births
3.2    By 2030, end preventable deaths of newborns and children 
under 5 years of age, with all countries aiming to reduce neonatal 
mortality to at least as low as 12 per 1,000 live births and under-5 
mortality to at least as low as 25 per 1,000 live births
3.3    By 2030, end the epidemics of AIDS, tuberculosis, malaria and 
neglected tropical diseases and combat hepatitis, water-borne diseases 
and other communicable diseases
3.4    By 2030, reduce by one third premature mortality from non-com-
municable diseases through prevention and treatment and promote 
mental health and well-being
3.7    By 2030, ensure universal access to sexual and reproductive 
health-care services, including for family planning, information and 
education, and the integration of reproductive health into national 
strategies and programmes
3.8    Achieve universal health coverage, including financial risk pro-
tection, access to quality essential health-care services and access to 
safe, effective, quality and affordable essential medicines and vaccines 
for all

6.1    By 2030, achieve universal and equitable access to safe and affordable 
drinking water for all
6.2    By 2030, achieve access to adequate and equitable sanitation and hy-
giene for all and end open defecation, paying special attention to the needs 
of women and girls and those in vulnerable situations
6.b    Support and strengthen the participation of local communities in im-
proving water and sanitation management 

Women’s and girls’ access to water and sanitation is at risk because of 
period taboos. Their mobility may be restricted during their period, just 
as they might not be allowed access to bathrooms, kitchens, or water.
People living with HIV may be denied access to safe water and sani-
tation due to stigma against them and a lack of knowledge about HIV 
transmission. 
Violence against women and girls in WASH-related issues frequently 
results from their exclusion from decision-making processes by govern-
ments and by men.
People are empowered and can take part more actively in community 
life when their sexual and reproductive rights are realised.

The lack of safe water collection points and adequate sanitation facilities 
restricts the movement of women and raises the possibility of sexual assault.
Adolescent girls’ access to education and achievement of positive health 
outcomes are impacted by poor hygiene practices, inadequate menstrual he-
alth facilities, and a lack of information, education, and appropriate sanitary 
products.
Comprehensive menstrual health approaches can aid in ending harmful 
customs and ideas like child marriage. 
Health and safety risks exist for nurses, midwives, and the entire commu-
nity of health workers in healthcare facilities without clean water, adequate 
sanitation, and good hygiene practices.
In healthcare facilities, women have the right to receive high-quality care, 
dignity, and privacy for matters pertaining to their health.

5.1    End all forms of discrimination against all women and girls 
everywhere
5.2    Eliminate all forms of violence against all women and girls in the 
public and private spheres, including trafficking and sexual and other 
types of exploitation
5.3    Eliminate all harmful practices, such as child, early and forced 
marriage and female genital mutilation 
5.6    Ensure universal access to sexual and reproductive health and 
reproductive rights as agreed in accordance with the Programme 
of Action of the International Conference on Population and 
Development and the Beijing Platform for Action and the outcome 
documents of their review conferences
5.c    Adopt and strengthen sound policies and enforceable legislation 
for the promotion of gender equality and the empowerment of all 
women and girls at all levels

27  See https://washmatters.wateraid.org/sites/g/files/jkxoof256/files/2019-08/a-shared-agenda-exploring-links-between-water-sanitation-hygiene-and-sexual-and-repro-
ductive-health-and-rights-in-sustainable-development.pdf   

WASH  
(WAter, Sanitation and Hygiene)
To ensure sexual and reproductive 
health and gender equality, women, 
girls, and adolescents must have ac-
cess to clean water, appropriate sani-
tation, and adequate hygiene (WASH). 
Access to water is integrally linked to 
women’s and girls’ sexual and repro-
ductive health and rights. 

When safe sources of clean water are 
difficult to reach, women frequently 
find themselves travelling great dis-
tances to access it. They also must 
carry the weight of the water them-
selves, which increases the risk of 
stress, musculoskeletal issues, and 
uterine prolapse, among other health 

problems. While travelling to and from 
a water collection point, women and 
girls can also face harassment, vio-
lence, and even rape (UN Women, 
2018). Women and girls are at risk for 
diseases when they are denied access 
to safe sanitation facilities at home, 
and they also run the risk of harass-
ment and violence when using public 
toilets. Similarly, women’s freedom 
of movement and access to oppor-
tunities to participate in community 
life are constrained by the absence 
of safe sanitation in public spaces 
(IWHC, 2020).

Despite significant regional and na-
tional differences, similar problems 
persist around the world, with women, 
children, and adolescents frequently 
enduring most of this. It is crucial to 
include women in local water, sani-
tation, and hygiene committees and 
in all decision-making processes re-
lating to the placement, design, and 
administration of water points and 
toilets, especially in areas where ac-
cess to WASH services is still severe-
ly limited.
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ACCESS TO WATER

EnSuRing A SAfE ACCESS

Everyone has the right to access safe 
drinking water sources: this applies 
both in situations of stability and cri-
sis, in urban and rural contexts, and 
in every country in the world. When 
people lack access to clean water, 
there are negative impacts on their 
health, nutrition, education and every 
other aspect of their lives. However, 
water availability itself is not enough 
to keep people healthy: water must 
also be safe, accessible and afforda-
ble. This means it must come from a 

reliable source such as a well, faucet 
or hand pump; free from faecal and 
chemical contamination; readily avail-
able for at least 12 hours a day; and 
located within the premises of the 
house or a reasonable distance (WHo, 
2022d).

Due to insufficient sewage systems or 
a lack of cleanliness, millions of peo-
ple still rely on water sources that are 
highly or moderately susceptible to 
faecal contamination today (ibid.). If 

it is not treated, transported, stored, 
and handled appropriately, water that 
is safe at its source could nevertheless 
become contaminated. Worldwide, 
millions of people consume water 
contaminated by chemicals at levels 
considered unsafe based on WHO 
guidelines. These chemicals are natu-
rally present in groundwater but are 
not removed by treatment facilities, 
putting people at risk (ibid.).

Maria Jessinao Deliessi Mastala Graça Tomas

MOzAMbiquE
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the data are updated to 2020. source Who/uniceF JMp 2023. the classification of geographical areas 
follows that established by the joint monitoring programme (JMp) of Who/uniceF.
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Given the precarious condition of water supply 
systems in low-income countries, 30 to 40% 
of rural water sources do not ensure 
the safety of water for human use, placing 
communities at considerable health risk 
 
(Who, 2022d) 

WeWorld in Mozambique 
Women and water:  
a story of female empowerment

Water supply in Mozambique is largely the responsibility of women and their 
daughters, who risk being raped, harassed, and robbed when travelling from their 
homes to the water source. Collecting water for an entire family might be a dan-
gerous endeavour because there aren’t enough women in leadership positions 
on water management committees.
One well in Mozambique is estimated to be sufficient enough to provide for 300 
families but, in the Guro district, each water source averages 600, while 1,000 
families are supplied in Tambara. This situation is aggravated by the fact that the 
wells draw from small aquifers; as a result, that water is primarily used for cooking 
and drinking, while women use water collected from riverbanks for other needs like washing and bathing, which could have 
serious consequences due to possible contamination.
Water management committees made up of 12 persons (including six women and six men) have been established by the 
government to ensure the upkeep, repair, and management of water supplies. Despite that, a female presence is never 
guaranteed. For instance, the 22 water committees in the three villages of Tambara have 264 members overall, with 56 
women and 208 men. Therefore, only 21% of water committee members are women. only one woman chairs a water com-
mittee; the other twenty-one are led by men, making up the remaining 4.5% of those in power. only two women possess 
the hand pump’s key. The situation is somewhat better in the guro district, where women make up 50% of the membership 
on management committees and make up 38.6% of the committee chairs. These committees typically have limited female 
leadership, which means that choices made do not adequately consider the objectives and concerns of women.
In Mozambique, WeWorld works to promote female empowerment and make women leaders in the management of 
water resources. It does so by adopting a systemic approach aimed at bridging the gender gap in well-managed roles, in-
tervening in the barriers preventing women and adolescents from accessing and managing resources, and raising female 
awareness. This is done not only to advance the status of women in the centres of society, politics, and the economy, but 
also to boost self-esteem and develop skills and competencies.

Maria Jessinao, who oversees hygiene and 
makes sure the well and its surroundings are 
in good shape, is one of the many women 
who participate in the empowering process 
that WeWorld carries out every day in the 
field. “I shift with three other members to make 
sure everything always functions”, she explains. 
“Although it’s a new duty for me, I feel incredibly 
helpful to my community”.

As a mechanic, Deliessi Mastala oversees 
the pump’s upkeep. “We are always talking 
about potential difficulties and how to handle 
them because of the committee. Our way of 
working in groups is incredibly effective. I am 
appreciative of the training I am receiving, and 
I am overjoyed because I believe I can act as a 
role model for other women in the community”.

“I have no prior expertise in this area, but I’m 
quite passionate,” Graça Tomas says in closing. 
“This is my first time serving on a committee”.

62 63WASH AND SExUAl AND rEProDUCTIVE rIgHTS



The following are descriptions of the 
other types of sanitation facilities:

 • Basic service: an improved private 
facility that separates excreta from 
human contact.

 • Limited service: an improved facili-
ty shared with other families.

 • Unimproved service: Unimproved 
facility that does not separate 
excrement from human contact.

 • No service: open defecation

populAtion With Access to sAnitAtion FAcilities (%)

the data are updated to 2020. source Who/uniceF JMp 2021. the classification of geographical areas 
follows that established by the joint monitoring programme (JMp) of Who/uniceF.
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North America and Europe

East Asia and Southeast Asia
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World

Central and Southern Asia

low-middle income countries

Middle East and North Africa

latin America and the Caribbean

Sub-Saharan Africa

low-income countries

Safely managed Basic Limited Unimproved Open 
defecation

About 6% of the world’s 
population has no 
sanitation at all and must 
practice open defecation 
instead.  
In low-income countries, 
the figure rises to 19%
(World toilet day, 2022)

The effects of climate change on WASH*
source WaterAid, 2022

Climate change effects Impact on WASH

reduced rainfalls  • reduction of the availability of drinking water for supply
 • reduced flow in rivers
 • less dilution/increase in the concentration of pollutants in the water
 • Threat to hygiene practices

Flooding  • Pollution and flooding of wells
 • Inaccessibility of water sources
 • Flooding of latrines
 • Damage to infrastructure
 • landslides around water sources
 • Sedimentation and turbidity
 • Threat to the sustainability of sanitation behaviours
 • Increase in epidemics and diseases related to contaminated water (waterborne 

diseases)

Droughts  • Decrease in river outflow
 • reduction of infiltrations
 • lowering of natural aquifers
 • Conflicts for the management of natural resources
 • Increase in diseases related to lack of water (shigella, typhoid fever, diarrhoea, etc.)

rising temperatures  • Damage to infrastructure
 • Increased pathogens in the water resulting in an increased risk of disease
 • Changes in the seasonality of river flow result in a reduction in water availability in 

the dry season

rising sea levels: flooding and saline intrusion 
into freshwater

 • reduction in the availability of drinking water, with strong impacts on its quality

SAniTATiOn SERViCES

Unsafe sanitation causes 775,000 
deaths annually, making it one of 
the biggest health and environmen-
tal issues in the world, especially for 
the poorest (ritchie and roser, 2021). 
Infectious diseases like cholera, diar-
rhoea, dysentery, hepatitis A, typhoid, 
and polio are greatly increased by the 
inability to access sufficient sanitation. 
Additionally, it exacerbates malnutri-
tion and is particularly associated with 
child stunting (ibid.).

The number of deaths brought on by 
inadequate sanitation varies greatly 
by country, reaching a peak in low-in-
come nations, especially in sub-Sa-
haran Africa and Asia. In the Central 
African republic and Chad, incidence 
can reach 120 deaths per 100,000 

people; rates here are frequently high-
er than 50 deaths per 100,000. on 
the other hand, in Europe, the rates 
are less than 0.1 per 100,000 people 
(ibid.). The lack of appropriate and 
safe sanitation is generally restricted 
to low- and middle-income countries 
and is therefore a symptom of sub-
stantial inequalities, much like the 
challenges in accessing safe drinking 
water.

As of today, 3.6 billion people use in-
adequate toilets, which has an impact 
on both their health and the environ-
ment in which they live (World Toilet 
Day, 2022). Faecal contamination of 
already limited water resources oc-
curs because of insufficient sanitation 
systems. Such contamination is found 

in rivers, lakes, and soil. This makes it 
crucial to invest resources in ensuring 
everyone has safe access to purport-
edly “improved” sanitation.

Facilities that provide the hygien-
ic separation of human waste from 
human touch and water sources are 
referred to as “improved” sanita-
tion facilities. It must be emphasised, 
nevertheless, that having access to 
better sanitation systems does not al-
ways imply a safe environment. Using 
an improved sanitation facility that is 
not shared with other households and 
where waste is carefully disposed of 
on-site or is transported and handled 
off-site is referred to as safe or safely 
managed sanitation. 
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Although CoVID-19 has highlighted 
the importance of hand hygiene to pre-
vent the spread of the disease, three 
billion people worldwide, including 
hundreds of millions of schoolchil-
dren, lack access to wash their hands 
with soap. People living in rural areas, 
urban slums, disaster-prone areas and 
low-income countries are the most 
vulnerable and hardest hit (UNICEF, 
2023c).

ThE iMpORTAnCE Of 
SChOOlS in EnSuRing 
AdEquATE WASh SERViCES 
And pRACTiCES

The presence of adequate and safe 
WASH services in schools contributes 
positively to the health, education and 
overall well-being of girls and boys. 
Children spend a significant amount 
of time in schools, making them the 
best places to learn and experience 

good WASH prac-
tices. Providing 
clean water in 
schools is a highly 
effective practice 
for increasing access to education 
and learning outcomes (UNICEF/
WHo, 2022). In addition to the need 
for water to maintain personal and 
environmental hygiene, reduced stu-
dent dehydration in schools has been 
associated with improved cognitive 
abilities. 

The benefits, however, go beyond the 
classroom: learning correct WASH 
practices at school contributes not 
only to the health of future genera-
tions, but also to that of the commu-
nities in which they live and, there-
fore, to the development of society. 
As agents of change, girls and boys 
can positively influence the behav-
iour of their families and community 
members.

ThE link bETWEEn STunTing  
And inAdEquATE ACCESS TO WASh SERViCES

The WHO defines stunting as the 
process whereby the height of a 
boy or girl is less than the average 
height for child growth standards 
for the reference age28. Stunting 
tends to be a sign of chronic mal-
nutrition, but it is also linked to 
several combined factors, including 
infectious diseases, childhood diar-
rhoea and poor hygiene. 

The graph below shows the preva-
lence of stunting compared to the 
share of the population with ac-
cess to improved sanitation: child 
stunting rates are typically higher 
in countries with lower access to 
improved sanitation services.

28  The prevalence of stunting is measured as the pro-
portion of children under 5 reporting more than two 
standard deviations below the mean established by the 
WHo Child growth Standards. See https://www.who.
int/news/item/19-11-2015-stunting-in-a-nutshell 

hygiEnE

RuRAl And uRbAn populAtion With bAsic Access to 
hygiene (WAteR And soAp) (%)

100

80

60

40

20

0

Au
st

ra
lia

 a
nd

 n
ew

 
Ze

al
an

d

ce
nt

ra
l a

nd
 

so
ut

he
rn

 A
sia

ea
st

 A
sia

 a
nd

 
so

ut
he

as
t A

sia

n
or

th
 A

m
er

ic
a 

an
d 

eu
ro

pe

la
tin

 A
m

er
ic

a 
an

d 
th

e 
ca

rib
be

an

M
id

dl
e 

ea
st

 a
nd

 
n

or
th

 A
fr

ic
a

o
ce

an
ia

su
b-

sa
ha

ra
n 

Af
ric

a

lo
w

-in
co

m
e 

co
un

tr
ie

s

lo
w

-m
id

dl
e 

in
co

m
e 

co
un

tr
ie

s

h
ig

h-
m

id
dl

e 
in

co
m

e 
co

un
tr

ie
s

h
ig

h-
in

co
m

e 
co

un
tr

ie
s

W
or

ld

the data are updated to 2020. source Who/uniceF JMp 2023. the classification of geographical areas 
follows that established by the joint monitoring programme (JMp) of Who/uniceF

Urban population (%) Rural population (%)
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Approximately 3 in 10 people worldwide 
lack access to soap and water
(Who/uniceF, 2023)
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546 million 
children lack 
basic drinking 
water service  
in their school
(Who/uniceF, 2023)

DRINKING WATER: In 
2021, 71% of schools 
had basic drinking wa-
ter service (improved 
drinking-water source 

available at the time of the survey), 
14% had limited service (improved 
drinking-water source unavailable), 
and 15% had no service (unimproved 
drinking-water source or no source). 
Coverage of basic drinking water ser-
vices ranged from 46% in low-income 
countries to 100% in high-income 
countries (UNICEF/WHo, 2022).

HygiEnE: In 2021, 58% 
of schools had basic 
hygiene services (hand 
washing facilities with 
soap and water available 
at the time of the sur-

vey), 17% had limited services (hand 
washing facilities with water but no 
soap available), and 25% had no ser-
vice at all (no facilities or lack of wa-
ter in school). This translates into 802 
million boys and girls who lacked ba-
sic sanitation in their schools. In this 
case, the inequalities between coun-
tries are even more striking: coverage 
of basic sanitation ranged from 23% 
in low-income countries to more 
than 99% in high-income countries. 
Notably, nearly two-thirds of schools 
(63%) in Sub-Saharan Africa had no 
sanitation at all. 

SANITATION: In 2021, 
72% of schools had 
basic sanitation (im-
proved facilities with 

gender-segregated toilets usable at 
the time of the survey), 16% had lim-
ited sanitation (improved facilities not 
gender-segregated or were not usable), 
and 13% had no services (facility not 
improved or none). This translates into 
539 million children lacking basic sani-
tation in their schools (UNICEF/WHo, 
2022). Coverage of basic sanitation 
ranged from 47% in low-income coun-
tries to 100% in high-income countries. 
looking at the differences between dif-
ferent school levels, 2 out of 3 primary 
schools (68%) and 3 out of 4 second-
ary schools (75%) had basic sanitation 
but there was insufficient data to gen-
erate global estimates for preschools. 
Although national definitions and indi-
cators vary, in all countries with avail-
able data, significantly fewer schools 
had toilet facilities considered acces-
sible to boys and girls with disabilities 
(ibid.).

1 in 3 children without 
basic sanitation lived in 
the poorest countries, and 
more than half lived in 
fragile settings 
 
(uniceF/Who, 2022)

1 in 3 children without basic drinking 
water service in their school lives in the 
poorest countries, and more than half in 
fragile settings 
 
(uniceF/Who, 2022)

Education and Health 
WeWorld and the WASH in Schools modality

Access to clean water, adequate sanitation and hy-
giene (WASH) outside the home, and particularly in the 
school environment, is critical to the health and educa-
tion of children. Indeed, they spend a significant part of 
their day at school, where WASH services can enhance 
educational opportunities, and reduce the potential 
for disease transmission, as well as address issues of 
personal dignity, particularly for girls. 

The importance of ensuring adequate WASH servic-
es in schools has been recognized globally under the 
SDgs (particularly at goals 4.a, 6.1, 6.2): here they are 
considered as key components of a safe, non-violent, 
inclusive and effective. Specifically, SDg 4.A.1 aims to 
ensure that all boys and girls attend schools that guar-
antee access to basic WASH in Schools (WinS) services, 
consisting of:

a) drinking water at school from an improved water 
source

b) improved toilet facilities, divided by gender and us-
able (available, functional, private)

c) hand washing facilities, equipped with soap and 
water

As part of the global intervention strategies in WASH 
and Education, WeWorld has adopted the WASH in 
Schools (WinS) method, which provides for a strong 
synergy between these two sectors. 

In all countries where WeWorld inter-
venes with educational projects the 
WASH component is now essential. 

NO SERVICE drinking water from an improved source and water is available at the school at the time of the survey

LIMITED drinking water from an improved source but water is unavailable at the school at the time of the survey

BASiC drinking water from an unimproved source or no water source at the school
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In 2021, 539 million 
children lacked basic 
sanitation in their schools  
(uniceF/Who, 2022).

Girls and boys  
living in low-income countries  
or protracted crises find it even  
harder to access WASH services:

In 2021, 802 million 
boys and girls  

lacked  
basic sanitation  

in their schools
 

(uniceF/Who, 2022).

1 in 3 children 
lacking basic 
sanitation at their 
school lived in the 
poorest countries,  
and 3 out of 5 lived  
in fragile settings 
 
(uniceF/Who, 2022)

childRen With Access  
to dRinking WAteR seRvices At school

the data refer to the period between 2015-2021. source Who/uniceF JMp 2023. the classification of 
geographical areas follows that established by the joint monitoring programme (JMp) of Who/uniceF
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pAlESTinE

WeWorld in the Gaza Strip:  
the right to health in emergency contexts  

More than 15 years of conflict in the 
Gaza Strip have limited access to suf-
ficient and adequate WASH services 
in the territory’s health facilities, en-
dangering the health conditions of 
more than 2 million Palestinians living 
under siege. WeWorld is helping to en-
sure high-quality WASH standards are 
achieved in healthcare facilities in the 
gaza Strip through integrated WASH 
in Health interventions, notably by 
supporting Al-Shifa Hospital, the larg-
est healthcare facility in gaza provid-
ing services to over 45% of the total 
population each year. The fieldwork 
conducted by WeWorld has institu-
tionalized thanks to the definition of 
WASH in Health protocols in agree-
ment with the Ministry of Health, 
which were then adopted throughout 
Palestine. Moreover, to oversee the im-
plementation of the protocols and the 
adoption of appropriate practices and 
interventions, WeWorld plays the role 
of subgroup leader of WASH in Health 
(a thematic subgroup of the WASH 
Cluster and Heath Cluster) in the area.

“WeWorld has taken action to improve 
water and sanitation services in Al-Shifa 
Hospital, including rehabilitation of drink-
ing water facilities, improvement of the 
sewage system and construction of a 
medical wastewater treatment plant. 
Through this locally built and innovative 
treatment plant, the contaminated waste-
water is treated and disposed of safely 
without harming the community and the 
environment surrounding the Al-Shifa 
Medical Complex,” said Eng Baha’Kilani, 
Physician at Al-Shifa Hospital.

WeWorld’s healthcare projects in the 
area adopt a gender-sensitive ap-
proach, including assessing the spe-
cific needs of women and providing 
technical solutions based on these 
identified needs. This includes the pro-
vision of separate toilet facilities which 
offer adequate security and privacy for 
women. In addition, 1,000 hygiene kits 
were provided to households in the 
surrounding community during com-
munity hygiene promotion sessions, 
including essential items needed by 
women (such as menstrual health 
items).

Our emergency interven-
tion in the West Bank

WeWorld takes action to protect the 
right to health throughout the West 
Bank, with a focus on the governorates 
of Hebron, Bethlehem, and ramallah. 

With a multi-sectoral approach 
(WASH, education, health, and pro-
tection), the implemented projects 
here aim to prevent internal forced 
displacement and improve access to 
inclusive and quality essential services 
in six Palestinian communities at risk. 
Again, a gender-sensitive approach cuts 
across all project components in the 
evaluation, planning and implementa-
tion phases.

The intervention included the con-
struction of two schools and a prima-
ry health clinic that were furnished 
with gender-sensitive WASH services. 
In fact, having gender-sensitive (and, 
therefore, divided by sex) toilets is es-
sential for the welfare and dignity of 
girls and boys. In all impacted commu-
nities, WeWorld held a hygiene aware-
ness event. Each of the components of 
the hygiene and training kits that were 
distributed was created with the active 
participation of community members, 
including marginalised and vulnerable 
groups.
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Menstrual products and methods
“Menstrual products” are internal or external physical products that are used to absorb or collect menstrual 
blood and effluents. Menstrual products can be both reusable and disposable. Using words like “hygiene 
products” or “sanitary products” can reinforce negative stereotypes such as the period being inherently dirty 
or the vagina needing to be sanitised. This language also implies that the proper use of menstrual products 
(such as pads, tampons, and menstrual cups) is the quick fix to the “unsanitary problem” of menstruation, 
without taking menstrual health as a broader social issue into account (PERIOD, 2022). The main menstrual 
products and methods used are:

 • Disposable proDucts. These are menstrual flow management products that can only be used once and then discarded. 
Disposable menstrual pads and tampons are the most common examples. Choosing a specific type of product to manage men-
struation is highly personal and influenced by lifestyle, needs, culture, and socioeconomic status. However, it is worth noting that 
single-use menstrual products, such as tampons and sanitary pads, have become a significant contributor to global single-use 
plastic waste (Blair et al., 2022).

 • reusable proDucts. Cloth pads, menstrual cups and menstrual underwear are examples of products that can be used repe-
atedly to collect or absorb menstrual flow. A reusable product is intended to be used more than once and can last anywhere from 
one menstrual cycle to ten years (PERIOD, 2022). Reusable menstrual products are typically a more environmentally sustainable 
option than disposable menstrual products, and their use is frequent and must be linked to access to adequate water and sanitation 
(ibid.).

 • Free bleeDing. Free bleeding is the practice of not using any menstrual materials or products to absorb or collect menstrual 
flow. This habit can be viewed as a free and conscious choice for those who choose to bleed without the use of menstrual pro-
ducts, as well as a compulsion dictated by necessity for those who do not have access to these products. Women used to bleed 
freely into the earth as part of ritual traditions during new moons, but in modern times the practice has often been associated with 
acts of rebellion (feminist and anti-patriarchal) or defiance against the menstrual products industry (ibid.).

 • sustainable menstrual proDucts. This term refers to environmentally conscious behaviours and the use of men-
strual products that reduce waste, and pollution, or are made with minimal or no chemicals or plastics. In 2018, the Women’s 
Environmental Network (WEN) in the United Kingdom launched the Environmenstrual Week, an entire week of events dedicated 
to the promotion of environmentally friendly menstrual products (in fact, the initiative gets its name from the combination of the 
words environment and menstrual). Since then, the week has been celebrated in October30.

Regardless of the type of product used consciously, the individual’s informed choice should always be the foundation of proper 
menstrual health. An informed choice is one that is made after considering all available information about health alternatives to guide 
the final decision and is consistent with the person’s values. All menstruating people should have access to menstrual products that 
are safe, and comfortable, and promote sustainable production and use. 

30  See https://www.wen.org.uk/environmenstrualweek/  

the obstacles that people might en-
counter in managing their menstrual 
health jeopardise their ability to ac-
cess education and fully enjoy other 
aspects of life and basic rights. The 
term “people” is used within this con-
text for a reason. Although this Atlas 
focuses on women and girls29, it is 
vital to note that not all people who 
menstruate are female: indeed, tran-
sgender and intersex people may also 
menstruate. As a result, when it comes 
to menstrual health, the debate should 
be broadened to include aspects such 
as discrimination experienced by 
more vulnerable groups, such as the 
LGBTQIA+ community, that go beyond 
female biology.

An estimated 1.8 billion people men-
struate each month, but access to 
adequate sanitation infrastructure, 
including safe, private, and accessible 
sanitation equipped with soap and wa-
ter, where people can change clothes 
and clean or dispose of menstrual hy-
giene products, remains a major need 
(WASH United, 2022). it is becoming 
increasingly clear that the inability to 
change menstrual pads or use reu-
sable menstrual clothes that have not 
been thoroughly washed can result in 
dangerous infections (WHO, 2021). 

It is also critical that people have ac-
cess to a variety of menstrual products 
and are educated on how to use them 
(see box on menstrual product types). 
Promoting or distributing only one 
type of product, such as disposable 
tampons or pads, ignores the fact that 
menstruating people are not a homo-
geneous group, and their needs and 

29 Throughout this document, the term ‘girls and wo-
men’ is often used as a stand in for all menstruators 
regardless of gender identity. This shorthand is used to 
increase readability. As part of WeWorld’s commitment 
to equality and human rights mandate, programmes 
should be inclusive of transgender and non-binary per-
sons who have menstrual health and hygiene needs.

What is meant by menstrual health?
menstrual hygiene and menstrual health are frequently used in-
terchangeably. However, in the strictest sense, menstrual hygiene 
refers only to the types of hygiene products used to deal with menstruation or 
the daily process of menstrual hygiene management. Furthermore, the term has 
a negative connotation, which reinforces the stigma that menstruation is dirty 
or impure (PERIOD, 2022).  Significant efforts have been made in the context 
of sexual and reproductive justice to shift from the concept of “menstrual hy-
giene” to that of “menstrual health,” which extends beyond the simple mana-
gement of the menstrual period to include the entire menstrual cycle as well 
as general health and well-being. Menstrual health is defined as a complete 
state of physical, mental, and social well-being during the menstrual cycle, ra-
ther than simply the absence of disease or infirmity (PERIOD, 2022). Achieving 
menstrual health means that women, girls, and anyone else who has a menstrual 
cycle can:

 • Access accurate, timely, and age-appropriate information about the men-
strual cycle, menstruation, and changes experienced throughout life, as well as 
related self-care and hygiene practices.

 • take care of their body during their period in a way that supports their hygie-
ne, comfort, privacy, and safety preferences. This includes having access to and 
using effective and affordable menstrual products, as well as having supportive 
facilities and services available, such as clean water, accessible sanitation, body 
and hand washing facilities, the ability to change menstrual products, and clean 
and/or dispose of used materials.

 • Access to appropriate health services, as well as timely diagnosis, treatment, 
and care for menstrual cycle discomforts and disorders.

 • Live in a positive and menstrual-friendly environment free of stigma and 
psychological distress, where they can get the help they need to take care of 
their bodies and make informed decisions.

 • Decide whether and how to participate in all aspects of life, including civil, 
cultural, economic, social, and political participation, during all phases of the 
menstrual cycle, without exclusion, restriction, discrimination, coercion, and/
or violence.

preferences vary. Tampons and men-
strual cups, for example, may not be 
culturally acceptable in some settin-
gs, putting people at risk of infection 
if they are not adequately informed 
about how to insert them, when to 
change these products, or what hygie-
ne practices to follow. 

even today, many people lack true 
control over the products they use 
and are unable to properly dispose of 
or clean these products, with perso-
nal, environmental, and cultural con-
sequences (PERIOD, 2022).

An estimated 1.8 billion 
people menstruate  
each month

(WASH United, 2022)

Promoting gender equality  
through menstrual health
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WeWorld in Nicaragua 
Health, Education, Empowerment:  
how to break the taboos around menstruation

WeWorld has worked in Nicaragua since 1984 to combat gender-based violen-
ce and advance the emancipation of girls and women by promoting a shift in 
the cultural norms and social structures that support violent and discriminatory 
behaviour. The country has been experiencing a severe economic downturn for 
some time, which, while affecting the whole population, has an especially ne-
gative effect on women and youths. In terms of demographics, Nicaragua has 
a highly young population (45% of the population is under 25). It is estimated 
that 40% of women between the ages of 15 and 49 have experienced psycho-
logical, physical, or sexual abuse and that at least 25% of women, particularly 
the younger ones, have been raped. These statistics show a rise in violence 
and femicides over the past few years. In Central America and the Caribbean, 
Nicaragua is tied for fourth place with Guatemala in terms of the prevalence of 
early pregnancies. When it comes to the prevalence of child marriage, Nicaragua 
substantially outperforms the regional average, with 35% of women having a 
sexual relationship before the age of 18 (see WeWorld Index 2022).

WeWorld’s operations across the country are divided into three primary areas: 
awareness, economic empowerment, and preventive and direct help. Through 
aid, survivors of violence and their children are given access to medical and le-
gal support. Women’s rights education and training programmes are examples 
of interventions. Awareness campaigns raise public awareness of gender issues 
through events and the publication of content on social media and in local me-
dia. Economic empowerment enables women to engage in individual or group 
productive activities that provide opportunities for them to achieve self-emanci-
pation and break the cycle of abuse. WeWorld supports the “Red de Albergues” 
(a Women’s Shelters Network) in Nicaragua, a hub for women’s organisations 
that provide shelter, safety, and free assistance to women who have been vi-
ctims of violence and their children.

The #WithHer project, which specifically strives to establish avenues of em-
powerment and escape from abuse, while also shattering the taboos surroun-
ding menstruation, which are still quite powerful in this country, provides a syn-
thesis of these three intervention components. According to Tiziana Rossetti, 
WeWorld country representative in Nicaragua, “In indigenous Miskite culture, wo-
men cannot touch water sources or cultivate the land during menstruation because 
they are considered dirty and are thought to be able to transmit diseases.”

Millions of women and girls today experience shame, exclusion, and discrimina-
tion simply because they have periods. The lack of infrastructure and accessible 
menstrual products exacerbates an already difficult situation. This is why, thanks 
to funding from private donors, the European Community, and thanks to the 
technical support of Cotonella, WeWorld has opened an atelier to produce 
menstrual underwear as part of the #WithHer project: a tailoring laboratory 
for producing an item of clothing still considered “luxury” today, to be washed 
without shame.

Menstrual Hygiene Management 
(MHM) modality: WeWorld’s  
approach to menstrual health
menstrual Hygiene management (mHm) is a working 
method that WeWorld has incorporated into its global 
WASH (Water, Sanitation, and Hygiene) strategy. 

The MHM concept implies that “Women and adolescent girls 
using a clean menstrual management material to absorb or col-
lect blood that can be changed in privacy as often as necessary 
for the duration of the menstruation period, using soap and 
water for washing the body as required and having access to 
facilities to dispose of used menstrual management materials. 
They understand the basic facts linked to the menstrual cycle 
and how to manage it with dignity and without dis- comfort or 
fear” (WHO/UNICEF, 2019).

The broader spectrum of menstrual health and hygiene 
(MHH) complements the definition of MHM, including 
“broader systemic factors that link menstruation with health 
like the well-being, gender equality, education, equity, em-
powerment, and rights. These systematic factors have been 
summarized by UNESCO as accurate and timely knowledge, 
available, safe, and affordable materials, informed and comfor-
table professionals, referral and access to health services, sa-
nitation and washing facilities, positive social norms, safe and 
hygienic disposal and advocacy and policy”31 (ibid.). 

In this way, menstrual health and hygiene-related acti-
vities and programmes serve as a starting point for ad-
dressing more significant issues like gender equality and 
women’s empowerment, including crucial issues like sex 
education, sexual and reproductive health and rights, 
child marriage, obstetric fistulas, female genital mutila-
tion, and violence in general. The MHM modality can pro-
mote transformative processes so that women and girls can 
realise their full potential. In fact, these programmes can 
assist women in learning how to deal with challenges to 
their development, freedom, and health. Adolescent girls, 
the women they will become, and the communities in whi-
ch they live—which can gain from their active and equi-
table participation—all benefit from investments in their 
well-being. primary and secondary schools, formal and 
informal education centres, women’s protection centres, 
shelter and relief centres, child health centres, hospitals, 
and nutrition centres are a few examples of locations and 
facilities ideal for the implementation of MHM activities.

WeWorld employs this method of operation in its initiati-
ves, for instance, in Kenya, Tanzania, Mozambique, Haiti, 
Syria, Lebanon, Libya, and Nicaragua.
.

31 In this document we will refer to MHM, thus including also MHH.

nicaragua
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DifferenCeS in tHe MenStrUAl HeAltH prACtiCeS  
between women living in urban and rural areas (%)
Data are referred to the period between 2016 and 2020. Source WHO/UniCef JMp 2023

country

rural population urban population

Proportion of women and girls age 15-49 who have menstruated in the 
previous year

Proportion of women and girls age 15-49 who have menstruated in the 
previous year

Private place 
to wash and 
change

Participation 
in activi-
ties during 
menstruation

Use of 
menstrual 
materials

Use of 
reusable 
materials

Use of 
single-use 
materials

Private place 
to wash and 
change

Participation 
in activi-
ties during 
menstruation

Use of 
menstrual 
materials

Use of 
reusable 
materials

Use of 
single-use 
materials

algeria 88 77 94 7 87 91 74 95 3 91

bangladesh 97 98 71 25 97 98 51 47

burkina Faso 72 82 85 63 22 79 82 92 16 76

central african republic 92 66 96 77 19 92 72 94 39 55

chad 94 66 95 87 8 92 69 93 55 38

costa rica 99 92 99 2 96 99 94 99 2 96

côte d'ivoire 80 68 100 72 28 80 81 99 38 61

cuba 97 67 98 4 94 94 74 97 2 95

Dem. people's republic of Korea 99 99 99 74 25 99 98 99 43 55

Democratic Republic of the Congo 89 85 93 78 15 92 86 96 35 61

ethiopia 80 78 55 23 80 96 25 71

gambia 98 83 99 79 21 95 79 98 50 47

ghana 93 80 98 18 80 95 82 98 7 91

indonesia 90 97 17 79 96 99 9 91

iraq 87 88 96 17 79 89 90 96 8 87

Kenya 89 99 16 83 89 99 6 94

Kiribati 91 85 98 24 74 94 83 98 11 87

Kyrgyzstan 93 94 97 25 72 94 91 97 8 89

Lao People's Democratic Republic 74 88 75 3 72 93 88 94 2 92

lesotho 94 86 98 12 85 95 88 98 3 96

madagascar 91 92 93 79 14 90 90 97 58 39

mongolia 90 96 91 5 86 89 97 92 2 90

montenegro 98 94 97 4 93 97 93 97 4 93

nepal 82 0 93 71 21 89 0 94 54 41

niger 47 83 73 10 61 94 35 58

nigeria 67 79 95 43 51 90 74 96 11 85

north macedonia 97 92 98 1 97 98 94 99 1 98

sao tome and principe 93 87 100 96 4 95 90 99 97 2

serbia 99 89 98 0 98 99 92 98 1 98

sierra leone 90 80 97 88 9 96 80 97 48 50

State of Palestine 83 89 2 92 80 86 2 94

suriname 96 82 87 6 81 96 83 95 3 92

togo 90 87 96 76 20 93 88 97 39 58

tonga 94 84 1 94 94 87 1 90

tunisia 56 87 96 6 90 56 90 96 3 93

turkmenistan 99 99 99 1 99 99 99 99 1 98

uganda 85 98 46 52 92 98 24 74

Zimbabwe 96 83 97 29 68 97 84 99 11 88

  

“The women we encounter in Nicaragua’s rural communities frequently cannot af-
ford sanitary pads because of their high cost”, says Rossetti. “Then, the women use 
patches created from old clothes. Many people wash them inside their homes after 
wearing them instead of hanging them outside in the sun out of embarrassment. They 
are occasionally washed in dirty water or with excessive chlorine. When the patches 
are not properly cleansed, they can cause infections and irritability”.

Menstrual cycle management also has a direct impact on women and girls’ ac-
cess to education and their sense of dignity. According to Rossetti, “Girls very 
frequently stay home from school because they are bullied and afraid of getting dirty 
because of poor infrastructure: the lack of water and clean, safe, and separate toilets 
make menstruation really difficult to manage outside the home.”

WeWorld is promoting a WASH (WAter, Sanitation, and Hygiene) approach in 
schools with an intersectional gender focus specifically for these reasons: the 
advantages associated with good menstrual health practises (availability of 
menstrual products, clean and safe toilets, understanding and protective 
school staff, correct information on menstrual hygiene) lead to greater parti-
cipation, self-esteem, and ultimately can have a positive impact.

“For my family, paying 20 pesos for a pad was beyond our budget’s reach. So, I started 
machete-chopping old clothes, washing them in the river, and saving them for later 
use”, explains angelica, whom we met in the brand-new WeWorld Atelier. “I star-
ted having periods soon after turning 15. My family had never explained menstrua-
tion to me. My sister, who had given me some clothing to wear, was the first person I 
told. Last year, my 13-year-old daughter started having periods. Since I’ve been here, 
I buy her menstrual products because I experienced embarrassment”.

“Girls should not worry about menstruation because it is natural, and they need to 
learn how to protect themselves, how to care for themselves, and how to clean them-
selves,” says Vittoria. “Although I was unaware of panties-pads, I believe they can 
put girls at ease by removing their worry about mishaps. The new undergarments will 
make plenty of women feel more at ease”.

“We are incredibly proud of this new business. Women believe they are an essential 
part of the project that will empower about 240 survivors of violence to create a dif-
ferent and more affordable product that will increase awareness of menstrual health 
issues and make women’s health safer overall, including from an environmental stan-
dpoint”, concludes Rossetti. “The first goal is to give women staying in shelters a path 
that will enable them to take better care of themselves and their children through 
increased awareness of gender rights and menstrual health, reuse skills for their own 
economic independence, and involve the rest of the community for a cultural change”. 
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The link beTween educaTion and mensTrual healTh

The first menstruation 
is referred to as menar-
che. The age at which 
menarche occurs is af-
fected by genetic and 
environmental variables, 
and it normally happens 
between the ages of 10 
and 16 years. This time 

varies greatly between regions and 
people, but in general, in recent deca-
des, there has been a decrease in the 
average age of the first menstruation 
(Khan, 2022), which usually coincides 
with the onset of puberty leading to 
those biological changes that allow 
reproduction. 

In various societies (as seen in pre-
vious sections), menarche has a social 
value, sanctioning the transition from 
childhood to adulthood (connecting 
to phenomena such as mgF, wed-
dings, and early pregnancies), with 
an array of consequences in terms of 
access to social life, and especially to 
education. 

This represents a great paradox, espe-
cially if one considers that schools 

could represent privileged places for 
the menstrual health of millions of gir-
ls and boys, places in which to recei-
ve safe menstrual products and learn 
good personal hygiene practices.

Menstruation, on the other hand, 
continues to have a significant im-
pact on girls’ access to and participa-
tion in education around the world. 
In Ethiopia, for example, menstrua-
tion causes 50% of girls to miss one 
to four days of school each month 
(Khan, 2022). in Kenya, it is projected 
that girls skip an average of four 
school days per month, resulting in 
165 fewer learning days over the 
course of four years (ibid.). This urgen-
cy, however, is not limited to the coun-
tries of the global South. According to 
a Plan International (2021) research 
conducted in the United Kingdom, 
64% of girls aged 14-21 lost part or 
a full day of school due to menstrua-
tion, and 13% of girls missed a full 
day of school at least once a month. 
Menstruation can also affect adole-
scent girls dropping out of school, a 
major challenge for many countries. 
 
To raise awareness of the need for 
adequate and effective management 
of menstrual health starting from 
schools and to counter the taboos and 
stigma that still surround menstrua-
tion, menstrual Hygiene Day was 
launched, which is celebrated every 
year on the 28th of May. The date of 
May 28 is linked to the duration of the 
menstrual cycle, which on average la-
sts 28 days, and to the fact that people 
tend to menstruate for five days each 
month (and May is precisely the fifth 
month of the year). 

The Day was created above all to pro-
mote WASH good practices: in fact, as 
seen in the previous section, within the 
framework of sexual and reproductive 
justice, menstrual hygiene manage-
ment is intrinsically linked to WASH 
good practices and services. Yet, in 
many countries, schools still face signi-
ficant challenges in ensuring adequate 

facilities are available for girls (see box 
on the link between education and 
WASH in the previous section). 

studies (World Bank, 2017) have reaf-
firmed the fundamental intersection 
between water and gender, underli-
ning, however, how the existence of 
a separate bathroom is insufficient to 
guarantee its use by women and gir-
ls. In this sense, investing in privacy, 
cleanliness, safety, and availability of 
water resources represents a crucial 
intervention.

In Sub-Saharan Africa,  
1 in 10 girls  
missed school  
during menstruation
(UneSCO, 2014)

1 in 5 girls in India  
drop out of school  
after their periods 
(Khan, 2022)

Period poverty
period poverty can result from a lack of 
access to menstrual products or men-
strual health education due to financial 
restrictions or unfavourable socio-cul-
tural stigmas linked with menstruation. 
In menstrual health, the term is often 
used to call attention to the confluence 
between appropriate and educated ac-
cess to menstruation products and so-
cioeconomic status, as well as to mobi-
lise political and social activities around 
menstrual health.

In this regard, the Tampon Tax (tax 
on menstruation products) has spar-
ked intense debate and mobilisation. 
These items are frequently categori-
sed as non-essential goods in many 
countries all over the world since they 
are not subject to a single or special 
tax. In recent years, we have seen the 
establishment of numerous initiatives to 
repeal or provide tax breaks for period 
products. Some federal states in the US 
have no sales tax, while others exempt 
menstruation items from the tax. period 
products are exempt from VAT in Kenya, 

Canada, Scotland, and Ireland, however 
in other countries, efforts to remove or 
lower taxes on period products are still 
underway or have not been successful 
(Global Citizen, 2021). All these initiati-
ves were inspired by the concept of pe-
riod equity, which was created by us 
activist Jennifer Weiss-Wolf to promo-
te legislative efforts to eliminate taxes 
on menstrual products.

However, it is crucial to highlight that, 
while period poverty can be a captiva-
ting narrative for engaging, attracting, 
or activating people on the problem, 
the word can frequently appear to be 
an understatement because it equates 
an inability to manage a period only 
with financial constraints. the danger 
is that by insisting on the link betwe-
en poverty and the menstrual cycle as 
the biological reason why women, gir-
ls, and other menstruators experience 
poverty, we risk ignoring how men-
strual management is linked to broa-
der motivations and challenges related 
to health, well-being, and sexuality. 

Menstrual poverty is unquestionably a 
helpful and mobilising tool for activism 
associated with the most economically 
disadvantaged populations; yet it is not 
always appropriate to represent the ef-
forts of the entire menstrual movement 
(PERIOD, 2022). 

Menstrual poverty is thus not “the 
problem,” but rather one of several 
barriers to normalising menstrual heal-
th. Tackling period poverty thus entails 
addressing a wide range of factors that 
keep menstruating people poor, such as 
a lack of access to water, affordable and 
high-quality products, insufficient space 
and facilities for menstruation manage-
ment, a lack of information, and the stig-
ma that still surrounds the topic.

WeWorld’s campaign: #StopTheTamponTax
In the last months of 2020, WeWorld launched a campaign aimed at reducing the taxation on menstrual products, starting 
from the consideration that the COVID-19 pandemic had significantly worsened women’s economic condition and that 
the lowering of VAT on these products could no longer be postponed. The campaign had an excellent response: within 
a few weeks, over 600,000 signatures were collected thanks to a petition launched together with the OndeRosa 
collective (Pink Waves) and several parliamentarians who supported WeWorld, presenting amendments to the 2021 
budget law. The Tampon Tax was then reduced to 10% in the 2022 Budget Law, up to a further reduction to 5% of all 
absorbent products (including those for childhood) in the 2023 Budget Law. 

78 79MENSTRUAL HEALTH



mensTruaTion, 
sTereoTypes and gender 
discriminaTion

For centuries, menstruating women 
have been characterised as impure, 
and menstruation has been described 
as a disabling phenomenon for wo-
men’s participation in various spheres 
of life, justifying their exclusion from 
areas such as education, work, and 
politics (Siviero, 2021). Religious tradi-
tions have a fundamental responsibi-
lity in prescribing a set of behaviours 
for menstruating women to follow 
to protect the integrity of what they 
come into contact with. According to 
the book of Leviticus, “When a woman 
has a flow of blood, that is, flow in her 
body, her uncleanness will last seven 
days; whoever touches it will be unclean 
until evening” (ibid.). 

This view of menstruation and the 
consequences of contact with a men-
struating woman has been perpetrated 
also by philosophers, writers, and me-
dical practitioners. Menstruation was a 
symptom of an unstable balance inhe-
rent in women, as well as an indicator 
of the “female disease” in Hippocratic 
writings and the first studies of ancient 
“gynaecology.” throughout the cen-
turies, and until the Enlightenment, 
the prevalent belief was that men-
strual blood was impure blood, full 
of negativity, poison, and danger. 
Beginning in the eighteenth century, 
medical professionals began to treat 
the subject differently, for example, by 
observing the average length of men-
struation or the age of menarche, but 
the idea behind these studies was still 
to link the presence of ovaries to the 

supposed tendency of women to hy-
steria, sensitivity, and indiscipline. All 
these beliefs have long been rooted 
in popular superstitions, such as men-
struating women causing mayonnaise 
to curdle or preventing bread from ri-
sing (ibid.).

Writer Jane McChrystal pointed out in 
an article on the history of menstrual 
studies (2021) how the stigmatisation 
of menstruation and the gender gap in 
medicine has resulted in a significant 
delay in the collection of data and 
specific knowledge about menstrua-
tion. Only with the first female doctors 
did things begin to change gradually: 
the presence of women at university, 
particularly in medical studies, made 
it possible to change the approach 
to health and the medical and col-
lective imagination of menstruation. 
However, the knowledge gap has not 
been completely closed, and there 
are still substantial disparities betwe-
en what doctors know about men’s 
bodies and what they know about 
women’s bodies, with serious impli-
cations for the latter’s health.

Despite undeniable progress in the 
medical field, and even though some 
beliefs have been largely superseded 
in various countries around the wor-
ld, there is still a certain taboo sur-
rounding the topic, even in the global 
north (McChrystal, 2021). Consider 
the difficulties in naming menstrua-
tion: in Italy, the rules, the Marquis, 
the red army, the red baron, the 
Landing of the English, or “le mie cose” 
(literally, my things) are all alternative 
names for menstruation. In addition 
to centuries of prejudice and false 
beliefs, this inability to speak calm-
ly about the subject is due to a lack 
(if not non-existence) of adequate 
sex education. Menstruating women 
continue to be judged as hysterical, 
irascible and hypersensitive, fuel-
ling the belief that “in those days” it 
is better not to deal with women or 
to entrust them with too demanding 
tasks (Falcone, 2018).

The image of a menstruating woman 
in advertisements for menstrual pro-
ducts is quite different. Women are 
free from all the restrictions associated 
with menstruation here: they engage 
in extreme sports, go out with friends, 
work, dance, and cartwheel, demon-
strating that menstruation is not a di-
sabling disease at all. However, adver-
tisements aimed at promoting positive 
models frequently depict menstrual 
blood as a blue liquid, rather than red, 
which stains only a central and limited 
area of the pad (Lino, 2016). As a re-
sult, the road to complete normalisa-
tion, even narration, of menstruation 
is still long, and that this must pass 
from correct sexual education not only 
across genders but across generations.

mdcds and The debaTe 
on mensTrual leave

the need to strengthen and increase 
knowledge and collect more data on 
sexual and reproductive health, and 
more specifically on menstrual heal-
th is also evidenced by the emerging 
attention on the so-called menstrual 
discomforts, conditions and disor-
ders (mDcD). It is an umbrella term 
for all the discomforts, pains, condi-
tions and diseases related to the men-
strual cycle that a person may expe-
rience. Many different types of MDCD 
vary based on the pain experienced 
during menstruation, whether there is 
heavy menstrual bleeding, blood clots, 
or emotional upheaval. Some MCDCs 
include polycystic ovary syndrome 
(PCOS), dysmenorrhea (uterine pain 

The Rules

the Marquis  RED ARMY
the Red Baron
the landing of the  

ENGLISH

Advertisements aimed 
at promoting positive 
models frequently depict 
menstrual blood as a 
blue liquid, rather than 
red, which 
stains only a 
central and 
limited area 
of the pad  
(lino, 2016)

even when male and female studen-
ts have separate toilets, they must 
have running water and soap, whi-
ch is not always the case. ensuring 
that toilet latrines have doors that 
close properly and can be locked gi-
ves girls more privacy. Furthermore, 
to ensure adequate menstrual health 
practises, these services should be 
equipped with functional and effective 
menstrual product disposal facilities, 
which are often lacking. In Kenya, for 
example, a survey of 62 primary scho-
ols in rural areas discovered that while 
84% of schools had separate latrines 
for girls, 77% lacked a lock and only 
13% had water in or near the latrine. 
Furthermore, only 10% of schools said 
they always provide menstrual pro-
ducts to their students. Most of the 
schools involved in the study did not 
have adequate methods for disposing 
of used pads (ibid.).

Promoting good hygiene practices 
in schools can result in higher en-
rolment rates, fewer absences, and 
greater gender equality in the clas-
sroom. An additional source of water, 
private latrines, and adequate sanita-
tion provide incentives for parents to 
send their daughters to school, as well 
as relieve the burden of responsibility 
for collecting water, given that, in most 
cases, women and girls are responsible 
for reaching water sources, which are 
often very far from their homes (Khan, 
2022). access to safe water sources, 
adequate sanitation, and menstrual 
products can thus start a virtuous 
cycle that allows girls to overcome 
educational barriers, especially those 
living in poverty. Another essential 
measure is the promotion of sexual 
health education courses, specifically 
puberty and menstruation education. 
Sexual and reproductive health is fre-
quently not addressed in schools (if at 
all) until girls reach menarche. This is 
a missed opportunity: it is critical to 
begin laying the groundwork for pro-
per sexual and reproductive health at 
a young age, involving both male and 
female students. 

In a survey of 4,127 girls and boys 
from four countries – Brazil, Indonesia, 
the Netherlands, and Uganda – the 
most common reason given for avoi-
ding the topic was that menstruation 
is a ‘private matter’ for girls and wo-
men. Respondents aged 16 to 25 
also admitted that they often asso-
ciate menstruation with words like 
“dirty” (55%), “embarrassing” (31%) 
and “disgusting” (38%) (PERIOD, 
2022). Education about puberty and 
menstruation, provided to both girls 
and boys as part of a comprehensive 
sexuality education curriculum, can 
help them better understand physi-
cal changes, become more aware of 
socially constructed myths around 
menstruation, and reduce the stigma 
against menstruation and gender di-
scrimination, which is still particularly 
prevalent (Plan International, 2021).

WASH in Schools  
and MHM:  
WeWorld’s work in 
schools
In the broader framework of WASH in 
Schools (WinS), menstrual hygiene ma-
nagement (MHM) also plays a key role in 
achieving several SDGs, including the 3, 
4, 5 and 6 (see box on the link between 
WASH to sexual and reproductive rights 
in the previous section). 

it is now universally recognized that 
the education field has a leading role to 
play in promoting non-discriminatory 
gender roles, as well as cross-sector 
collaboration with the health and water 
sectors, to make mHm access a univer-
sal service available to all girls.

WeWorld conducts activities to ensure 
menstrual health for women and girls 
as part of its WASH in Schools strategy, 
including:

 • Teacher and educational staff training 
and capacity building.

 • Activities to raise awareness (including 
waste disposal and management).

 • Integration of menstrual hygiene 
sessions into formal or non-formal 
curricula.

 • Distribution of “dignity kits,” which 
are kits of basic products needed to 
ensure personal and menstrual hygie-
ne. These kits are designed with local 
culture, customs, item availability, and 
WASH strategy guidelines in mind.

More than  
1 in 3 boys  
think periods  
should be kept secret  
(Plan international, 2021)
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menopause is parT of 
The mensTrual healTh 
conTinuum

menopause is one of the milestones 
in a woman’s life that marks the end 
of her reproductive period (WHO, 
2022e). Except in rare cases whe-
re specialised fertility treatments are 
used, a woman cannot become pre-
gnant after menopause. menopause 
occurs after premenopause and is 
diagnosed after the menstruating 
person has been without a period 
for 12 months. The global median 
age at menopause onset is 51 years 
(ibid.). Although there are associations 
between age at menopause and cer-
tain demographic, health, and genetic 
factors, it is impossible to predict when 
a woman will experience menopause. 
It can also be induced by surgical pro-
cedures that remove both ovaries or 
medical interventions that cause the 
ovarian function to cease (for example, 
radiotherapy or chemotherapy). 

Many women who have had specific 
surgical procedures (hysterectomy or 
surgical removal of the uterine lining) 
and those who use certain hormonal 
contraceptives and other drugs that 
cause infrequent or no periods, stop 
having periods before menopause. 
They may, however, experience other 
menopausal-related changes such as 
sleep-wake rhythm changes, hot fla-
shes, vaginal dryness, and so on. 

The global population of postmeno-
pausal women is increasing. Women 
aged 50 and up will account for 26% 
of all women and girls worldwide in 
2021. This percentage has increased 

by 22% in the last decade, reflecting 
the fact that women are living longer 
lives (WHO, 2022e).

It is critical to look at menopause 
as a point on the life continuum ra-
ther than a final destination and to 
pay close attention to the pre-and 
post-menopausal stages. A woman’s 
health status as she enters premeno-
pause will be largely determined by 
her previous reproductive and health 
history, as well as lifestyle and environ-
mental factors. Pre- and post-meno-
pausal symptoms can be detrimental 
to personal and professional life, and 
menopausal changes will have an im-
pact on a woman’s health as she ages. 

as a result, appropriate and infor-
med pre-menopausal care is critical 
to promoting healthy ageing and a 
higher quality of life in general. Pre-
menopausal women require quality he-
alth care and rely on communities and 
systems to help them. unfortunately, 
in most countries, both stakeholder 
awareness and access to menopau-
se-related information and services 
remain significant challenges. The 
topic of menopause is frequently avoi-
ded in families, communities, wor-
kplaces, and even healthcare settings. 
Women may also experience meno-
pause-related symptoms without reali-
sing that there are counselling and tre-
atment options available to help them 
(ibid.). As a result of the lack of discus-
sion about menopause, people are less 
likely to seek help or draw attention to 
their own experiences.

Furthermore, it is not uncommon 
for healthcare professionals to be 
untrained in recognising pre- and 

post-menopausal symptoms and, as 
a result, to advise patients on treat-
ment options and the importance of 
maintaining good health before, du-
ring, and after the menopausal tran-
sition. Menopause is currently given 
little attention in many health profes-
sional training programmes, and the 
sexual well-being of menopausal wo-
men is neglected in many countries 
(WHO, 2022e). 

This means that common gynaecologi-
cal effects of menopause, such as vagi-
nal dryness and pain during intercour-
se, may be overlooked. Similarly, older 
women may not consider themselves 
to be at risk for STIs, such as HIV, and 
may not be advised to practise safe 
sex or get tested. Many governments 
do not have health policies or funding 
in place to include menopause-related 
diagnosis, counselling, and treatment 
services as routinely available services. 
menopause-related services are par-
ticularly difficult to fund in settings 
where other urgent and competing 
priorities for health funding exist, 
such as in countries experiencing 
protracted crises and emergencies 
(WHO, 2022e).

Finally, menopause can be viewed as 
a significant social as well as biological 
transition. Indeed, gender norms and 
family and sociocultural factors, such 
as how the female ageing process and 
menopausal transition are viewed in 
the culture in which she is embedded, 
can influence a woman’s experience 
of menopause on a societal level. As 
a result, women must be given the 

Several studies have found 
that women’s pain 
is more likely to be 
minimised or ignored 
by healthcare providers  
than men’s 
(WHO, 2021b)

It is critical to look at 
menopause as a point 
on the life continuum 
rather than a final 
destination and to pay close 
attention to the pre-and 
post-menopausal stages. 

that occurs during menstruation), pre-
menstrual dysphoric disorder (PMDD), 
endometriosis, or uterine fibroids. not 
all mDcDs are diagnosable or trea-
table, but they refer to the full ran-
ge of distressing physical, mental, or 
emotional symptoms a person may 
experience about their menstrual 
cycle.

endometriosis is a chronic and pro-
gressive condition that has long been 
ignored. It is a disease characteri-
zed by the presence of tissue similar 
to the endometrium (the inner lining 
of the uterus) on the outside of the 
uterus (WHO, 2021b). Endometriosis 
causes a chronic inflammatory re-
action that can lead to the formation 
of scar tissue (adhesions, fibrosis) wi-
thin the pelvis and other parts of the 
body. Endometriosis can also cause 
infertility due to likely effects on the 
pelvic cavity, ovaries, fallopian tubes 
or uterus (ibid.). Often, endometriosis 
is mistaken for other conditions that 
cause pelvic pain, including ovarian 
cysts, leading to delays in diagnosis: 
on average, an endometriosis diagno-
sis takes eight years (PERIOD, 2022). 

Endometriosis has significant social, 
public health, and economic implica-
tions. It can reduce the quality of life 
due to severe pain, fatigue, depression, 

anxiety and infertility. Some people 
with endometriosis experience such 
debilitating pain that they cannot get 
to work or school (WHO, 2021b). 
Furthermore, the pain experienced du-
ring sexual intercourse due to this con-
dition can lead to interrupting or to-
tally avoiding sexual intercourse, with 
significant repercussions on the sexual 
health of the affected persons and/
or their partners (ibid.). adequately 
addressing endometriosis, with pre-
vention and early diagnosis policies, 
could ensure the empowerment of 
those affected while simultaneously 
supporting their right to work, edu-
cation and the highest standard of 
sexual and reproductive health, qua-
lity of life and general well-being.

In the context of the MDCDs, there is 
also a debate about menstrual leave, 
which is a type of leave that allows 
a person with menstruation to take 
holidays or extra paid sick days from 
their job and/or work flexibly (PERIOD, 
2022). Menstrual leave policies vary 
widely around the world and can be 
implemented at the national, state, 
or local levels. Looking at national sy-
stems, there are still a few countries 
(such as Japan, South Korea, Taiwan, 
Indonesia, and Spain) that have in-
corporated menstrual leave into their 
labour codes, both nationally and in in-
dustry agreements (Euronews, 2023). 
The most recent and notable case in 
Europe is that of Spain, which appro-
ved a law on paid menstrual leave in 
February 2023, becoming the first 
European country to do so (Politico, 
2023). 

Today, however, the subject is extre-
mely divisive. On the one hand, op-
ponents of menstrual leave argue that 
it would undermine efforts to achieve 
greater gender equality by widening 

the pay gap and deepening inequalities 
by portraying women as more expen-
sive or less reliable workers (PERIOD, 
2022).

Proponents of menstrual leave, on the 
other hand, argue that it ensures gen-
der-sensitive workplaces that recogni-
se the diverse needs and experiences 
of all employees.

An additional perspective then enters 
the debate, referring to the concept of 
the gender pain gap. This notion en-
compasses the series of inequalities 
observed and experienced by men 
and women in the health system, 
particularly the prejudice against wo-
men’s expressions of pain, which has 
a negative impact on the diagnosis 
and treatment of their health condi-
tions when compared to those of men 
(ibid.). This bias is rooted in pain stere-
otypes passed down through centu-
ries of medical discourse about female 
bodies (see box ‘Menstruation, stere-
otypes, and gender discrimination’). In 
fact, research into the gender pain gap 
and the biases that support it is relati-
vely new. several studies have found 
that women’s pain is more likely to be 
minimised or ignored by healthcare 
providers than men’s (WHO, 2021b). 
Women of colour, including black, 
asian, indigenous, and other histori-
cally marginalised communities, are 
much more likely to face discrimina-
tion, and their pain is frequently un-
derestimated and taken for granted 
due to false beliefs about racial diffe-
rences and pain sensitivity (PERIOD, 
2022). In this context, menstrual leave 
is viewed as a normalisation of pain 
rather than an active attempt to alle-
viate the discomforts experienced by 
menstruating people. Finally, it’s worth 
noting that the period-leave debate 
has raised important questions about 
how to promote inclusiveness in the 
workplace for menstruating people. 
Whether the menstrual leave is plan-
ned or not, it is critical to take con-
crete steps to provide adequate an-
swers and tools for employees who 
menstruate.
  

The global  
median age  
at menopause  
onset is 51 years

Endometriosis  
affects approximately 
10% of the female 
population (190 million 
women and girls) worldwide  
(WHO, 2021b)

On average,  
an endometriosis  
diagnosis takes  
eight years
(periOD, 2022)
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opportunity to positively experience 
this important transition, which al-
lows them to re-evaluate their health, 
lifestyle, and relationship with their 
bodies (WHO, 2022e). 

Failure to act in this manner can have 
serious consequences for women’s li-
ves and, as a result, for the societies in 
which they live, to the point where an 
international debate on the so-called 
“menopause economy” has recently 
begun (Ladynomics, 2022). several 
studies have found that menopause 
can be expensive for women who 
need medical and pharmacological 
interventions. In terms of specialist 
visits, prescriptions, drugs, and so on, 
the menopause “business” would be 
worth approximately 600 billion dol-
lars globally (Hinchliffe, 2020). 

Furthermore, menopausal women 
have higher levels of anxiety and de-
pression, incur higher healthcare co-
sts, and are frequently forced to miss 
work due to symptoms and discomfort 
(Keshishian et al., 2015). According 
to a study conducted in the United 
Kingdom, approximately one-third 
of working women aged 50 to 64 
require time off work to relieve me-
nopausal symptoms (Ladynomics, 
2022). In this case, corporate inclusion 
and welfare policies, including training 
and awareness-raising activities, could 
make a difference in supporting their 
employees during such a difficult time. 

the issue is not the menopause itself, 
but the economic, work, and social 
context that ignores gender and ge-
nerational differences, promoting a 

linear standard work model with a 
male imprint that does not allow for 
interruptions (see WeWorld (2022), 
Papà, non mammo).

In terms of specialist visits, prescriptions, drugs, 
and so on, the menopause “business” would 
be worth approximately 600 billion dollars 
globally
(Hinchliffe, 2020)
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bURUNdI

WeWorld in Burundi:  
World AIDS Day

Since 1994, WeWorld has been pres-
ent in Burundi with projects related 
to water, nutrition, socio-econom-
ic development and health. In 2017, 
a program aimed at strengthening 
health services was activated in five 
refugee camps for people from the 
Democratic Republic of the Congo, 
guaranteeing health care for over 
17,000 people: some living with HIV/
AIDS33. 

“It is a complex issue, which still carries 
with it its stigma and prejudices”, says Dr 
Happy Pauliane Mwete, head of the 
health centre of the Musasa refugee 
camp and WeWorld manager for the 
Muyinga and Ngozi area, in Burundi.

“There have been many instances of 
discrimination in refugee camps in the 
past, and many refugees demanded that 
people living with HIV/AIDS live isolated 
and apart from their communities. I have 
once seen a parent forbid their child to 
play with that of an HIV/AIDS patient. 
One day the little ones escaped from pa-
rental control and spent time together. 
Alarmed, the family went to the Health 
Centre asking us to test the child to verify 
that he was not sick.

It is in these cases that we take the time 
to intervene with adequate training. 
The refugees participated in numerous 
awareness sessions in which they learned 
about the different ways of contagion, 
the methods of prevention, and the treat-
ments available and got to know what it 
means to live with the disease through 
the testimonials of other people. Today, 
with the passing of time and thanks to 

33 AIDS (acquired immune deficiency syndrome) is 
an infectious disease caused by HIV and identifies an 
advanced clinical stage of the virus.

regular awareness campaigns, we reg-
ister few cases of discrimination in the 
camps; many refugees have increased 
their knowledge about HIV/AIDS and 
thanks to the fieldwork of all partners, 
people living with HIV have been inte-
grated into different professional and 
cultural activities, improving their in-
clusion and reducing stigmatisation.

The community today is generally atten-
tive and supportive. However, it happens 
that the first not to accept the disease 
for fear of stigma are the patients them-
selves. These people sometimes refuse 
medical treatment at the Health Centre 
and prefer to be treated in clinics outside 
the camps. Still, the camps’ health cen-
tres are functioning and have the nec-
essary medical equipment for screening, 
treatment and prevention. We also do 
HIV viral load tests for control. Within 
the health centre it is possible to provide 
all medical care according to the recom-
mendations and protocol of the Ministry 
of Health. We must continue to work to 
eliminate stigma and spread the message 
that there is life after an HIV diagnosis”. 
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More than 30 different bacteria, vi-
ruses, and parasites can be trans-
mitted through sexual contact, in-
cluding vaginal, anal, and oral sex 
(WHO, 2022f). During pregnancy, 
childbirth, and breastfeeding, some 
sexually transmitted diseases (STDs) 
can be passed from mother to child. 
Eight pathogens have been linked to 
an increase in STD incidence: syphilis, 
gonorrhoea, chlamydia, trichomoni-
asis, hepatitis B, herpes simplex virus 
(HSV), HIV, and human papillomavirus 
(HPV) are all examples of viruses34. 

34 Furthermore, outbreaks of new infections that 
can be transmitted through sexual contacts, such as 
monkeypox, Shigella Sonnei, Neisseria meningitides 
(meningococcus), Ebola and Zika are emerging, as is the 
re-emergence of neglected STIs such as lymphogran-
uloma venereum. These herald growing challenges in 
providing adequate services for the prevention and 
control of sexually transmitted diseases (WHO, 2022f).

Pregnancy and HIV

A woman living with HIV can transmit the infection to her child during preg-
nancy, childbirth, and breastfeeding (mother-to-child transmission, MTCT). 
The virus can pass through the placenta or, during delivery, through exposure 
to secretions, maternal blood, or, finally, breast milk. As a result, preventing 
virus transmission from mother to child (PMTCT) is critical. 

The main preventive measure is to get an HIV test before or during pregnan-
cy so that therapeutic measures can be implemented to prevent or limit virus 
transmission if infected. Currently, available therapies (antiret-
rovirals) involve taking oral combinations of drugs with different 
mechanisms of action to suppress HIV replication and reduce 
viral load. This therapy should be strengthened during childbirth 
when children are most vulnerable to contagion  (WHO, 2022f).

In 2020, the WHO 
estimated 374 million 
new infections, 
including chlamydia 
(129 million), 
gonorrhoea (82 million), 
syphilis (7.1 million), 
and trichomoniasis  
(156 million)

In fragile and conflicts 
afflicted countries, just over  
1 in 2 pregnant women receive 
antiretroviral therapy for PMTCT

AfGhANISTAN, CoNGo 
Dem. reP., eThIoPIA, 
mAlI, NIgerIA, PAkISTAN, 
SyrIA, SomAlIA, SoUTh 
SUDAN, SUDAN, yemeN

Every day, over 1 million sexually 
transmitted diseases are contracted 
(ibid.). In 2020, the WHO estimated 
374 million new infections, including 
chlamydia (129 million), gonorrhoea 
(82 million), syphilis (7.1 million), and 
trichomoniasis (156 million)35. 

35 Research to develop genital herpes and HIV vac-
cines is advanced, with several vaccine candidates in 
early clinical development. There is mounting evidence 
to suggest that the vaccine prevents meningitis (MenB) 
and provides cross-protection against gonorrhoea. 
More research is needed on vaccines for chlamydia, 
gonorrhoea, syphilis and trichomoniasis (WHO, 2020).

LSTDs can have serious consequenc-
es beyond the immediate impact of 
the infection itself:

 • Diseases such as herpes, gonorrho-
ea and syphilis can increase the risk 
of acquiring HIV.

 • Mother-to-child transmission of 
STDs can lead to stillbirth, neonatal 
death, low birth weight and prema-
ture birth, sepsis, neonatal conjun-
ctivitis, congenital deformities, blin-
dness, and deafness.

 • HPV infection can cause cervical 
and other types of cancer (see the 

section dedicated to HPV and cer-
vical cancer).

 • Hepatitis B caused about 820,000 
deaths in 2019 (WHO, 2022f), 
mainly from cirrhosis and hepato-
cellular carcinoma. STIs such as go-
norrhoea and chlamydia are major 
causes of pelvic inflammatory di-
sease and infertility in women (see 
also section on natal health).

Worldwide,  
1.7 million children  
aged 0-14  
are living with HIV  
(who, 2022f)
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BoliVia

WeWorld in Latin America: 
the telemedicine service in Bolivia and Peru
The suspension or reduction of health ser-
vices because of the COVID-19 pandemic 
has had a global impact. However, it has 
made it even more difficult for people living 
in areas where health systems are absent 
or fragile, or where proximity medicine net-
works are not widespread, to obtain treat-
ment, screening, and consultations.

The rural populations of Apurmac in Peru 
and La Paz and Pando in Bolivia do not 
have access to quality health care. This is 
due to a lack of professional human re-
sources and limited government financial 
resources invested in healthcare on the 
one hand, and a lack of infrastructure and 
roads in geographically inaccessible areas 
on the other. 

The binational project “Health and 
Telemedicine: Consolidating and 
Strengthening Access to Basic Health Care 
in Peru and Bolivia” aims to improve access 
to health services by utilising telemedicine.

WeWorld has been in Bolivia since 1987 
and Peru since 2002. The project operates 
in all of Peru’s Apurmac provinces (Abancay, 
Andahuaylas, Antabamba, Aymaraes, 
Chincheros Cotobambas, and grau) and 
Bolivia’s la Paz and Pando regions, estab-
lishing an integrated health system ca-
pable of ensuring efficient and effective 
responses to the needs of the most vul-
nerable population, which has been exac-
erbated by the pandemic. 

The initiative, which focuses on the primary 
challenges of public health systems, aspires 
towards four concrete outcomes: strength-
ening health systems in the reference 
context through technological innovations 
and health personnel training; improving 
access to health care services delivered 
through telemedicine for the most vulner-
able population of Apurmace of la Paz and 
Pando; disseminating a correct health and 
prevention culture and raising awareness 
of healthy lifestyles in the community. 
WeWorld will strengthen the Telemedicine 
system in Bolivia by supporting the National 
Telemedicine Programme of the National 
Ministry of Health. 

Cervical cancer
Cervical cancer is a type of gynaeco-
logical cancer36 that develops in the 
cervix of a woman (also known as the 
“neck of the womb”). Cervical cancer 
is the fourth most common cancer 
type in women (after breast, colon, 
and lung cancer), accounting for 7% 
of all new cancer diagnoses in 2020 
(WCRFI, 2022). In addition, 604,127 
women were diagnosed with cervi-
cal cancer worldwide in 2020, with 
341,831 dying from the disease (ibid.). 

36  gynaecological cancer is defined as any cancer 
that originates from a woman’s reproductive organs. 
gynaecological cancers can develop in different plac-
es within a woman’s pelvis, which is the abdomen area 
below the navel and between the pelvic bones. Types 
of gynaecological cancer: the (lower case) cervical can-
cer starts from the cervix, which is the narrow, low-
er end of the uterus; Ovarian cancer originates in the 
ovaries, which are on each side of the uterus. Some 
ovarian cancers can also start in the fallopian tubes or 
peritoneum; uterine cancer begins in the uterus; vagi-
nal cancer originates in the vagina, which is the hollow, 
tube-like canal between the fundus of the uterus and 
the outside of the body; Vulvar cancer originates in the 
vulva, the external part of the female genital organs 
(WCRFI, 2022).

Nearly all cases of cervical cancer 
(99%) are caused by human papilloma-
virus (HPV) infection, which is spread 
through sexual contact (WHO, 2022g). 
Although most HPV infections resolve 
on their own with no symptoms, per-
sistent infection in women can lead to 
cervical cancer.

Cervical cancer is one of the most 
avoidable types of cancer. Most cas-
es of cervical cancer are prevented by 
effective primary (HPV vaccination) and 
secondary (screening and treatment of 
precancerous lesions and HPV) pre-
vention strategies. In many countries, 
a global strategy based on human 
papillomavirus (HPV) vaccination and 
HPV-based screening has proven to 
be the most cost-effective measure 
(De Martel, 2017). However, progress 
towards increased prevention is fre-
quently slow, with relatively low vac-
cine access and limited use of cervical 
cancer screening, particularly in coun-
tries in the Global South (ibid.).

The global incidence of HPV is estimat-
ed to be 12%, with significant regional 
differences. Sub-Saharan Africa had the 
highest incidence (24%), followed by 
latin America and the Caribbean (16%), 
Eastern Europe (14%), and Southeast 
Asia (14%). Furthermore, HPV is more 
prevalent in groups under the age of 
25 (22%), highlighting the importance 
of anti-HPV vaccination campaigns 
among adolescents (De Martel, 2017).

Cervical cancer is one of the most suc-
cessfully treatable cancer types when 
detected early and managed effective-
ly. Cancers that have progressed to an 
advanced stage can also be managed 
with appropriate treatment and palli-
ative care. Cervical cancer could be 
eradicated within a generation if a 
comprehensive approach to preven-
tion, screening, and treatment is im-
plemented (WHO, 2022g).

Common Cancer Types  
in Women
Breast cancer

Breast cancer is not a contagious or 
infectious disease. unlike some can-
cers that are caused by infections, 
such as human papillomavirus (HPV) 
infection and cervical cancer, no viral 
or bacterial infections have been linked 
to the development of breast cancer. 
About half of all breast cancers occur 
in women who have no other risk fac-
tors for the disease other than their 
gender (female) and age (over 40). 
However, some factors, such as in-
creasing age, obesity, harmful alcohol 

use, family history of breast cancer, ra-
diation exposure, reproductive history 
(such as age at onset of menstruation 
and age of first pregnancy), tobacco 
use, and postmenopausal hormone 
therapy, can increase the risk of breast 
cancer (WHO, 2021c).

In 2020, there were approximately 
2.3 million new cases of breast can-
cer worldwide and approximately 
685,000 deaths, with large geograph-
ic variations observed between re-
gions and countries around the world. 
Breast cancer incidence rates are 
highest in the Global North (where 
prevention systems are more robust 
and widespread) while Global South 
countries account for a dispropor-
tionate share of breast cancer deaths 
(International Agency for Research on 
Cancer, 2022). Several studies show 
that while breast cancer mortality rates 
in most high-income countries have 
decreased over time, they remain high 
and are increasing in many lower-mid-
dle-income and low-income countries 
(lima et al., 2021).

Breast cancer treatment can be very 
effective, especially when the disease 
is detected early. However, there are 
significant disparities around the world 
in terms of who can access cancer ser-
vices, including screening and treat-
ment. In some regions, this is due to a 
lack of infrastructure to provide such 
services, while in others, the services 
are prohibitively expensive (WCRFI, 
2023). If such screening services are 
unavailable or inaccessible, the can-
cer will most likely be detected at a 
later stage, decreasing the person’s 
chances of survival. The same is true 
for cancer treatments: if people cannot 
access them, they are unlikely to live a 
long life once diagnosed (ibid.). 

COVID-19 Effect

The COVID-19 pandemic has resulted in a suspension or 
reduction of cancer screening and diagnosis appointments. 
Simultaneously, people eligible for cancer screening may have been hesi-
tant to attend their appointments due to concerns about being exposed to 
COVID-19 in a hospital, clinic, or doctor’s office (WCRFI, 2022). Reduced 
cancer screening and treatment during the pandemic pose a public health 
issue: while cancer incidence is likely to have remained constant, fewer 
cases have been diagnosed promptly. This means that cancer mortality may 
rise in the future as more people are diagnosed with the disease and begin 
treatment at a later stage. 

In 2020, approximately
2.3 million new cases 
of breast cancer and 
685,000 deaths were 
recorded worldwide
(International Agency for research on cancer, 2022)

Breast cancer  
is the most common type  
of cancer, accounting for  
1 out of every 8 cancer 
diagnoses globally 
(International Agency for research on cancer, 2022)

Cervical cancer is the 
fourth most common 
cancer type in women 
(wcrfI, 2022)
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WE DO CARE. Conclusions  
and Recommendations
The world’s population peaked at 8 
billion people in November 2022, an 
extraordinary achievement that re-
flects, among other things, decades 
of remarkable accomplishments to 
ensure greater access to health care, 
information, and education, as well 
as to reduce poverty (UNFPA, 2023). 
However, such a result should prompt 
us to reflect on the challenges and op-
portunities for future progress. People 
have never needed to exercise their 
rights and be able to make informed 
choices more than at this precise mo-
ment, which is marked by multiple cri-
ses and profound changes. 

While the COVID-19 pandemic has 
passed its peak, its side effects are far 
from over. The war in Ukraine has sent 
shockwaves around the world, threat-
ening food security and raising living 
costs. In February 2023, the earth-
quakes in Syria and Turkey highlight-
ed the extreme vulnerability to which 
people living in long-term crises and 
conflict are exposed. Climate change 
threatens our planet’s very existence, 
and growing inequalities, combined 
with increasing social and political po-
larization, undermine hopes for sus-
tainable development. In this context, 
there is a significant risk that people’s 
sexual and reproductive rights will not 
be prioritised.

The Nairobi Summit was held al-
most four years ago (2019), and the 
next International Conference on 
Population and Development (ICPD) 
is scheduled for 2024. Given the sig-
nificance of this international appoint-
ment, it is necessary to emphasise the 
importance of a sexual and reproduc-
tive justice agenda as a vehicle for 
delivering on 2019 commitments, not 
only to guarantee sexual and reproduc-
tive rights per se, but also to combat all 
violations of other rights, fundamental 

freedoms, and social, political, cultural, 
and economic inequalities.

Since 2019, at least 77 countries37 
have developed national action plans 
to incorporate the Nairobi commit-
ments into their national or sectoral 
policies and/or develop systems to 
track progress. However, as this Atlas 
shows, there are still many gaps be-
tween the global North and global 
South. The COVID-19 pandemic has 
hindered progress made since the 
proclamation of the 2030 Agenda 
objectives and forecasts for improve-
ments desired with the 12 Nairobi 
commitments. 

Furthermore, today’s revival of rights 
and sexual and reproductive health, 
bodily autonomy, and freedom from 
gender-based violence is jeopard-
ised by restrictions on women’s rights 
as well as the persistence of con-
flict and protracted crises. Consider 
Afghanistan, where the Taliban banned 
the sale of contraceptives, claim-
ing that their use by women resulted 
from a Western conspiracy to control 
the Muslim population (The Guardian, 
2023). Access to health care and sex-
ual and reproductive health care is 
hampered, if not directly impeded 
in these countries, where resources 

37 Albania, Angola, Argentina, Bangladesh, Benin, 
Bolivia, Burkina Faso, Cambodia, Cameroon, Central 
African Republic, Chad, Colombia, Comoros, 
Congo, Cook Islands, Costa Rica, Ivory Coast, Cuba, 
Democratic Republic of Congo, Djibouti, Dominican 
Republic, Ecuador, Egypt, Federated States of 
Micronesia, Fiji, Georgia, Ghana, Guinea, Guinea 
Bissau, Haiti, India, Iraq, Jordan, Kazakhstan, Kenya, 
Kiribati, Kyrgyzstan, Lao People’s Democratic Republic, 
Lebanon, Madagascar, Malawi, Malaysia, Mali, Marshall 
Islands, Mauritania, Mexico, Morocco, Myanmar, 
Nepal, Nicaragua, Nigeria, North Macedonia, Pakistan, 
Paraguay, Peru, Philippines, Rwanda, Samoa, Senegal, 
Sierra Leone, Solomon Islands, Somalia, South Africa, 
South Sudan, Sri Lanka, Sudan, Syria, Thailand, Tonga, 
Tunisia, Turkey, Turkmenistan, Uganda, United Republic 
of Tanzania, Vanuatu, Vietnam and Zimbabwe. See 
https://www.nairobisummiticpd.org/sites/default/files/
HLC%20Report_11-01.pdf 

have been depleted to unsustainable 
and unacceptable levels.

The Atlas’ six sections (Natal health, 
Body policies, Gender-based violence, 
WASH and sexual and reproductive 
rights, Menstrual health, and Sexual 
health and well-being) highlight ma-
jor critical issues and gaps not only in 
terms of universal access to care and 
information on one’s health but also 
in terms of regulations, with several 
countries failing to guarantee citi-
zens’ bodily autonomy. Women, chil-
dren and adolescents are once again 
paying the highest price in regions 
that struggle with chronic poverty, 
conflicts, and inequalities, most nota-
bly in Sub-Saharan Africa, followed 
by Central-Southern Asia, the Middle 
East, and Latin America. As previously 
stated, this has implications not only 
for sexual and reproductive rights but 
also for a series of other fundamental 
human rights, including the right to 
education.

The Nairobi Statement: 12 Global Commitments
The 2019 Nairobi Summit galvanised global momentum, result-
ing in over 1,300 pledges from a variety of stakeholders, includ-
ing governments. The Summit was also followed by widespread 
support for the Nairobi Declaration, which outlines the global 
commitment to achieving the ICPD’s goals. The Declaration’s 12 
global commitments are critical to ensuring the full, effective, and 
expedited implementation of the ICPD Programme of Action (es-
tablished in Cairo in 1994) and achieving the goals of the 2030 
Agenda.

In this sense, the plan is to:
Intensify our efforts for the full, effective and ac-
celerated implementation and funding of the ICPD 
Programme of Action, Key Actions for the Further 
Implementation of the Programme of Action of the 
ICPD, the outcomes of its reviews, and Agenda 2030 
for Sustainable Development.

Achieve universal access to sexual and reproductive health and 
rights as a part of universal health coverage (UHC), by committing 
to strive for:

Zero unmet need for family planning information and 
services, and universal availability of quality, accessi-
ble, affordable and safe modern contraceptives.
Zero preventable maternal deaths and maternal 
morbidities, such as obstetric fistulas, by, inter alia, 
integrating a comprehensive package of sexual and 
reproductive health interventions, including access to 
safe abortion to the full extent of the law, measures 
for preventing and avoiding unsafe abortions, and for 
the provision of post-abortion care, into national UHC 
strategies, policies and programmes, and to protect 
and ensure all individuals’ right to bodily integrity, au-
tonomy and reproductive rights, and to provide access 
to essential services in support of these rights.
Access for all adolescents and youth, especially girls, 
to comprehensive and age responsive information, 
education and adolescent-friendly comprehensive, 
quality and timely services to be able to make free and 
informed decisions and choices about their sexuality 
and reproductive lives, to adequately protect them-
selves from unintended pregnancies, all forms of sex-
ual and gender-based violence and harmful practices, 
sexually transmitted infections, including HIV/AIDS, to 
facilitate a safe transition into adulthood.

Address sexual and gender-based violence and harmful practic-
es, in particular child, early and forced marriages and female genital 
mutilation, by committing to strive for:

Zero sexual and gender-based violence and harmful 
practices, including zero child, early and forced mar-
riage, as well as zero female genital mutilation; and 
elimination of all forms of discrimination against all 
women and girls, to realize all individuals’ full socioec-
onomic potential.

Mobilize the required financing to finish the ICPD Programme 
of Action and sustain the gains already made, by:

Using national budget processes, including gender 
budgeting and auditing, increasing domestic financing 
and exploring new, participatory and innovative fi-
nancing instruments and structures to ensure full, ef-
fective, and accelerated implementation of the ICPD 
Programme of Action.
Increasing international financing for the full, ef-
fective and accelerated implementation of the ICPD 
Programme of Action, to complement and catalyse 
domestic financing, in particular of sexual and re-
productive health programmes, and other support-
ive measures and interventions that promote gender 
equality and girls’ and women’s empowerment.

Draw on demographic diversity to drive economic growth and 
achieve sustainable development, by:

Investing in the education, employment opportu-
nities, health, including family planning and sexual 
and reproductive health services, of adolescents and 
youth, especially girls, so as to fully harness the prom-
ises of the demographic dividend.
Providing quality, timely and disaggregated data, 
that ensures privacy of citizens and is also inclusive 
of younger adolescents, investing in digital health 
innovations, including in big data systems, and im-
provement of data systems to inform policies aimed at 
achieving sustainable development.
Building peaceful, just and inclusive societies, where 
no one is left behind, where all, irrespective of race, 
colour, religion, sex, age, disability, language, eth-
nic origin, sexual orientation, and gender identity or 
expression, feel valued, and are able to shape their 
own destiny and contribute to the prosperity of their 
societies. 
Committing to the notion that nothing about young 
people’s health and well-being can be discussed and 
decided upon without their meaningful involvement 
and participation (“nothing about us, without us”).

Uphold the right to sexual and reproductive health services in 
humanitarian and fragile contexts, by:

Ensuring that the basic humanitarian needs and 
rights of affected populations, especially that of girls 
and women, are addressed as critical components of 
responses to humanitarian and environmental crises, 
as well as fragile and post-crisis reconstruction con-
texts, through the provision of access to comprehen-
sive sexual and reproductive health information, edu-
cation and services, including access to safe abortion 
services to the full extent of the law, and post-abor-
tion care, to significantly reduce maternal mortality 
and morbidity, sexual and gender-based violence and 
unplanned pregnancies under these conditions.

94 95CONCLUSIONS AND RECOMMENDATIONS



WeWorld’s proposal for Italy:  
sexual education in schools
Since 1975, when the first bill for compulsory sexual ed-
ucation in schools was presented, 16 laws have been pro-
posed in Italy, but none have been passed. The most recent 
attempt to introduce it was in 2015, when the then-Minis-
ter of Health, Beatrice Lorenzin, established a commission 
for implementing the WHO guidelines on sexual education, 
which had already been introduced in most European coun-
tries, in Italy.

Despite the lack of a unified policy on the subject, sexu-
al education is compulsory in the majority of EU Member 
States, except for Bulgaria, Cyprus, Italy, Lithuania, Poland, 
and Romania (Lo Moro et al., 2023). In Italy, the underlying 
motivations are different: on the one hand, there is an ongo-
ing debate within the Catholic Church between those who 
openly oppose all forms of sex education and those who, 
instead, have taken positions more open to addressing the 
issue of affective education (ibid.). On the other hand, in 
recent years, a vocal minority of pro-life activists and organi-
sations has carried out a number of campaigns and mobilisa-
tions in the media and on the streets aimed at undermining 

the importance of sexual education, while also appealing 
to some political groups and the attitudes of a sizable por-
tion of the public, which tend to promote traditionalist and 
conservative ideas (Prearo, 2022; Siviero, 2016). As a re-
sult, sexual education in Italy remains optional and sub-
ject to wide variation in teaching methods. Although some 
schools provide sexual education, this is dependent on the 
school administration’s willingness. Furthermore, teachings 
tend to focus solely on biological aspects, rather than the 
broader psychological, social, or emotional aspects advo-
cated by WHO and UNESCO (ibid.). In this context, several 
studies conducted among Italian adolescents to assess their 
sexual knowledge have revealed an urgent need for sexual 
education40. 

A 2016 survey (Drago et al., 2016) revealed that most male 
and female students enrolled believe that the school must 
play a central role in this educational process. Despite this 
awareness, the same male and female students rated their 
school’s sexual education as poor or absent (Drago et al., 
2016). A study conducted in 2022 (Lo Moro et al., 2023) ex-
plored the various Italian regional initiatives that took place 
between 2006 and 2021 to assess potential gaps in sexu-
al education teaching in our country. Twelve of the twenty 
Italian regions had at least one sex education programme, 
for a total of 39 projects. 

Overall, almost all of the UNESCO-identified themes were 
addressed, with notable differences between Northern, 
Central, and Southern Italy. The main themes (in 92% of 
the regions) were contraception, love, marriage, cohabita-
tion, and family. Pregnancy and childbirth were mentioned 
in only 25% of the regions. The least discussed topic (17%) 
was disability. Local initiatives funded by local health au-
thorities and the Regions can only compensate for some of 
these shortcomings and territorial differences. However, 
a review of the various initiatives revealed that significant 
improvements were made following sexual education in-
terventions, reconfirming their significance (Lo Moro et al., 
2023). 

Increasing the supply of sexual education teachings, achiev-
ing adequate educational standards, and lowering existing 
differences not only between the various Italian regions, but 
also between Italy and other European countries, are inter-
ventions that can no longer be postponed if future gener-
ations are to be provided with adequate knowledge and 
information on sex and sexuality and, as a result, ensure 
their well-being. 

40  See Bergamini et al., 2013; Bogani et al., 2015; Borraccino et al., 2020; 
Drago et al., 2016; Orlando et al., 2019; Smorti et al., 2019.

The fundamental role of  
comprehensive sexual education
People will not develop the agency to make in-
formed decisions about their bodies and the rest 
of their lives if their sexual and reproductive rights 
are not fully realised. Awareness of one’s sexual and 
reproductive rights, as now universally recognised, 
must pass through quality sexual education that is 
complete and inclusive of all cognitive, emotional, 
physical, and social aspects of sexuality (comprehen-
sive sexual education). 

Such education aims to provide girls, boys, and young 
people with the knowledge, skills, attitudes, and 
values that will enable them to realise their right to 
health, well-being, and dignity; develop respectful 
social and sexual relationships; consider how their 
choices affect their own and others’ well-being; and 
understand and ensure the protection of their rights 
for life (PERIOD, 2022). As a result, where there is 
no proper sexual education, it is impossible to af-
firm sexual and reproductive justice.

Teaching about the cognitive, emotional, social, and 
physical aspects of sexuality has been increasing-
ly recognised and demonstrated in recent decades 
to have a positive impact on the sexual and repro-
ductive health of girls and young people (UNESCO, 
2018). Emerging evidence also suggests that pro-
viding sexual education programmes in schools for 
children and young people can have a positive im-
pact on broader societal issues like gender equality, 
human rights, and the well-being and safety of fu-
ture generations. Sexual education programmes that 
include a focus on gender rights, for example, have 
been linked to outcomes such as reduced risk of child 
sexual abuse (ibid.).

Many instruments, treaties and international agree-
ments reaffirm the importance of sex education38. In 
particular, the UNESCO guidelines on the subject, 
published for the first time in 2009 and updated in 
201839, indicate 8 key concepts around which quality 
sex education curricula should be built: 

38  Among these: the Convention on the Rights of the Child (CRC) 
of 1989, with specific reference to article 19; the European Regional 
Strategy on sexual and reproductive health of 2001; the 2003 
General Comment of the Committee on the Rights of the Child; the 
2009 ICPD Resolution 2009/1; the 2010 WHO Standards for Sex 
Education in Europe; ICPD Resolution 2012/1 on young people and 
adolescents of 2012; the 2013 General Comment of the Committee 
on the Rights of the Child; targets included in objectives 3,4 and 5 
of the 2030 Agenda of 2015; the 2016 General Comment of the 
Committee on the Rights of the Child; the UNESCO International 
Guidelines, first published in 2009 and updated in 2018.

39  See https://unesdoc.unesco.org/ark:/48223/pf0000260770 
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A framework of true sexual and reproductive justice is re-
quired for the realisation of the global promises and goals 
promoted by the 2030 Agenda, the ICPD Programme of 
Action, and the Nairobi commitments, as proven by the 
data and evidence reported in this Atlas. This concept re-
fers to a broad range of rights underlying the principle of 
bodily autonomy, using an intersectional approach to reach 
out to groups of people who face multiple forms of dis-
crimination and violations of their rights. 

According to this viewpoint, full realisation of sexual and 
reproductive rights includes not only access to health 
care, but also to quality education, information, decent 
work, a safe and healthy environment, freedom from all 
forms of marginalisation and violence, and the ability 
to participate in decision-making processes (High-Level 
Commission on the Nairobi Summit, 2022). In essence, 
sexual and reproductive justice should become the key 
to unleashing the full potential of all human beings to 
create a more equitable, secure, and sustainable future.

For this reason, as also reaffirmed by the high-level 
Commission on the progress of the ICPD Action Plan, by 
2030, it will be essential to:

 • MAkE SExUAL AND REPRODUCTIVE jUSTICE ThE 
gOAL:  
Conduct all work on sexual and reproductive health and 
rights under a justice framework. This must consider 
human rights and fundamental freedoms as universal, 
indivisible, interdependent and interrelated. This appro-
ach entails developing and implementing accountability 
mechanisms, actively engaging civil society movements 
advocating for sexual and reproductive justice and for-
ging new alliances. National governments’ more concrete 
commitment should translate into the promotion of laws 
and budget choices that promote sexual and reproducti-
ve justice and gender equality (ibid.).

 • PUT RIghTS AND DEVELOPMENT AT ThE CORE: 
Develop universal health coverage with comprehensive 
sexual and reproductive health and rights as essential 
services. National recovery plans for the COVID-19 pan-
demic should be used to implement life-course universal 
health coverage. Putting users’ needs first, and listening 
to their requests and experiences will aid in the defence 
of their rights and the quality of assistance. (ibid.).

 • ThINk DIffERENTLy:  
Pursue recent innovations in health-care service delivery 
to accelerate sexual and reproductive justice and support 
people’s agency and bodily autonomy. A good place to 
start would be to explore the potential of self-managed 
care or telehealth, which could be especially useful in re-
aching out to some marginalised groups (ibid.).

 • REACh fURThER:  
Prioritize groups facing the worst disparities in sexual and 
reproductive justice. In this sense, closing gaps in huma-
nitarian action is an urgent priority, as is putting a greater 
emphasis on reducing risks to sexual and reproductive 
health and rights in future disaster risk reduction plans 
(ibid.)

 • ShOW ThE MONEy:  
Increase domestic and international finance for sexual 
and reproductive health and rights at levels sufficient 
to achieve sexual and reproductive justice. Dedicated 
expenditures in national health budgets must be identi-
fiable and measurable, and donor contributions must be 
considered. Comprehensive, free sexual and reproductive 
health and rights services should be implemented (ibid.). 

 • TELL A NEW STORy:   
Create new narratives around sexual and reproductive ju-
stice that are accurate and powerful enough to counter 
ongoing opposition. This necessitates the development 
of more robust data collection and use systems, which 
must be updated and disaggregated to capture critical 
aspects of sexual and reproductive health and rights, in-
cluding gender equality and intersectionality. Sexual and 
reproductive justice must become a compass that can 
re-energize and inspire action to galvanise broader sup-
port (ibid.).
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