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Women’s health is so much more than a medical issue; it is cultural, 

political, economic, and – above all – an issue of social justice. 

Anne Firth Murray, From Outrage to Courage, 2013: XV 

 

INTRODUCTION.  

REPRODUCTIVE RIGHTS AND GENDER EQUALITY.  

SOCIOLOGICAL AND LEGAL PERSPECTIVES 

Reproductive health and rights are key issues for gender equality and social justice. 

The Committee on Economic, Social and Cultural Rights – the body responsible for 

monitoring the International Covenant on Economic, Social and Cultural Rights – indicates 

that gender equality as well as health-related education and information are, among 

others, the underlying determinants of health in general (see Committee on Economic, 

Social and Cultural Rights, General Comment 14, “The right to the highest attainable 

standard of health”, online). Given the scope of this analysis it is important to argue that 

analysing health-related issues in the domains of human sexuality and reproduction could 

be one of the ways leading to exposure of certain myths, stereotypes and acts of 

discrimination and could contribute to creating a more just and equal society. It is worth 

mentioning that the sphere of human sexuality and in particular reproductive health is a 

field where individuals experience abuse and discrimination mostly from other members 

of society, including one’s family members, as well as from physicians, pharmacists, 

political leaders, parliamentarians and Catholic Church hierarchy. 

As stated in a document issued by the Office of the United Nations (UN), the High 

Commissioner for Human Rights and the World Health Organization (WHO), redressing 

discrimination in all its forms, including in the provision of health care, and ensuring 

equality between men and women are fundamental objectives of treating health as a human 

right (2008: 12-13). The right to health contains particular freedoms and entitlements 

that first of all include the right to be free from non-consensual medical treatment, i.e. 

forced sterilisation, as well as being free from cruel, inhuman or degrading treatment. On 

the other hand, maternal, child and reproductive health, equal access to health services 

and essential medicines are basic entitlements stemming from the right to health. The 

guiding principle for the realisation of this right is non-discrimination (Ibid: 3-4). 
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Essential elements for the realisation of the right to health include availability, 

accessibility, acceptability and quality (see Figure 1). 

 

Figure 1. The Right to Health: Essential Elements 

 

Source: Centre for Reproductive Rights, UNFPA, ICPD AND HUMAN RIGHTS: 20 years of advancing reproductive rights 

through UN treaty bodies and legal reform 2013: 5. 

 

As the author will show, while analysing various areas of reproductive health in 

Poland, many individuals – women and girls in particular – experience denial and/or 

violation of reproductive rights. According to the World Health Organization, women’s 

reproductive health is of particular relevance because of their biological condition, socio-

economic factors, discrimination and stigma. Even though women live longer than men in 

general, women’s longer lives are not necessarily healthy lives. There are conditions that 

only women experience and whose potentially negative impact only they suffer. Some of 

these – such as pregnancy and childbirth – are not diseases, but biological and social 

processes that carry health risks and require health care. Some health challenges affect both 

women and men, but have a greater or different impact on women and so require responses 

that are tailored specifically to women’s needs. Other conditions affect women and men more 

or less equally, but women face greater difficulties in getting the health care they need. 

Furthermore, gender-based inequalities – for example in education, income and employment 

– limit the ability of girls and women to protect their health (WHO 2009: 1-2).  

Availability
States must ensure that there is an adequate number of functioning 
health care facilities, services, goods and programmes to serve the 

population, including essential medicines such as contraception 
and emergency contraception.

Accessibility
States must ensure that health facilities and services are accessible 

to their populations without discrimination, meaning that they 
must be accessible to all, in law and in practice, particularly the 
most vulnerable populations. Health facilities and services must 
also be physically accessible, including for people with physical 

disabilities, and economically accessible, which entails affordability. 
Finally, information must be accessible, meaning that individuals 

and groups must be able to seek, receive, and disseminate 
information and ideas on health issues. 

Acceptability
Health facilities, services, and goods must be culturally appropriate 
and should take into account the interests and needs of minorities, 

indigenous populations, and different genders and age groups.

Quality
Reproductive health care must be of good quality, meaning that it is 
scientifically and medically appropriate and that service providers 

receive adequate training.

The Right to Health: 
Essential Elements
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The varied conditions in which women live – such as living in a low- or high-income 

country, as well as differences within a country, including social and economic factors, 

access to education, place of residence and household wealth – differentiate women’s life 

expectancy, the quality of their lives and their use of health-care services.1 Moreover, 

there are several problems concerning women’s sexuality and reproduction that are 

central to their health and that only women face. These problems include unwanted 

pregnancies, unsafe abortions, and pregnancy and childbirth complications. Women are 

also much more vulnerable to sexually transmitted infections, including HIV/AIDS 

infection, especially in less developed countries and those countries where they 

experience a lack of comprehensive sex education (Ibid: 2).  

Although the reproductive rights approach is an important one when analysing 

women’s access to the health-care system, some scholars and activists indicate that while 

reproductive health applies to reproductive health supplies provision and reproductive 

rights address legal issues related to that provision, it is important to notice different and 

various social and cultural as well as economic factors that have an impact on the 

realisation of these rights. On this basis, the term reproductive justice has been 

conceived. Its meaning can be characterised as the complete physical, mental, spiritual, 

political, social, and economic well-being of women and girls, based on the full achievement 

and protection of women's human rights (Ross 2006: 14). Furthermore, Reproductive 

Justice Activism/Movement believes that reproductive justice will be achieved when women 

and girls have the economic, social and political power and resources to make healthy 

decisions about (…) [their] bodies, sexuality and reproduction for (…) [themselves], (…) 

[their] families and (…) [their] communities in all areas of (…) [their] lives 

(http://www.protectchoice.org/section.php?id=32#reproductivejustice). Reproductive 

justice puts special emphasis on the conditions in which women live and raise their 

children. For this kind of social justice movement it is important to link women’s 

reproductive decision making to an individual’s economic wealth, the environment in 

which one lives, one’s legal status, (dis)ability and skin colour (Ross 2006: 14). 

Acknowledgment of the specific needs of women and provision of access to specific 

services according to their biological and social state must be the basis for a gender 

equality policy. This means that the law, as well as solutions aiming to meet the specific 

                                                           
1 The scope of differences mentioned above is presented in Annex 1. 

http://www.protectchoice.org/section.php?id=32#reproductivejustice
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needs of women, should be recognised as gender equality issues. Not meeting these needs 

and not implementing particular solutions should be recognised as a violation of gender 

equality and non-discrimination rules.  

 

Figure 2. The broader context of sexual and reproductive health and rights [SRHR] 

 

Source: Author’s picture.  

 

International standards on reproductive health and gender equality 

 The most important documents and legal acts concerning reproductive health 

and rights include those produced at the macro, mezzo and micro levels. In this section, 

the author will concentrate on the most important documents issued by international and 

European bodies (macro and mezzo level), and the implementation of particular 

international conventions and legal acts into the Polish legal system (micro level) will be 

the subject of analysis while discussing particular areas of reproductive health and rights. 
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THE BROADER CONTEXT OF SRHR 
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 Convention on the Elimination of All Forms of Discrimination Against Women 

(CEDAW) 1979 

 The most crucial legal act concerning women’s rights is the Convention on the 

Elimination of All Forms of Discrimination Against Women (CEDAW), adopted by the 

General Assembly of the United Nations in 1979. The Convention aims to protect every 

woman against discrimination in all spheres of life, including recognising equal treatment 

in the sphere of health and health-care services (article 12 of the Convention). Special 

emphasis is put on the state’s provision of appropriate services in connection with 

pregnancy, confinement and the post-natal period, granting free services where necessary, 

as well as adequate nutrition during pregnancy and lactation (CEDAW 1979 article 12, 

paragraph 2). The Convention is a source of the equal treatment principle in the area of 

health and one of the very first documents from which a reproductive rights approach 

was further developed (Federation for Women and Family Planning 2013: 57).  

 The CEDAW Committee – the body responsible for monitoring implementation 

of CEDAW, supplements the Convention by the mechanism of individual case law and 

general complaints to make determined efforts designed to deal with women’s rights 

violations. The states’ reports presented to the Committee result in publication of general 

recommendations according to the implementation of particular provisions of the 

Convention (http://www.ohchr.org/EN/HRBodies/CEDAW/Pages/Introduction.aspx). 

  General Recommendation No. 24 (1999), which refers to article 12 of the 

Convention, emphasises the importance of the specific needs of women in the field of 

health and recognises the implementation of reproductive rights as one of the most 

important elements of equal treatment which, when restricted or denied, should be 

recognised as acts of discrimination against women. In this recommendation, family 

planning services and comprehensive sexuality education accompanied by adequate 

prenatal care are considered as priorities in implementing the principles of the 

Convention. In this document, the Committee also indicates the importance of 

decriminalisation of abortion, which is of special relevance for women who undergo 

illegal procedures to obtain this kind of medical service, especially when lawful.  

 

 International Covenant on Economic, Social and Cultural Rights 1976 

No less importance should be assigned to another international document – the 

International Covenant on Economic, Social and Cultural Rights (1976), which states that 
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every individual has the right to enjoyment of the highest attainable standard of physical 

and mental health (UN 1976, art. 12). Although article 12 itself and the Covenant in 

general do not mention reproductive health issues in particular, General Comment no. 14 

of the Committee on Economic, Social and Cultural Rights (CESCR) (2000/2003) does, 

putting special emphasis on an individual’s right to freedom in the sphere of sexuality and 

reproduction, as well as one’s right to information and education concerning sexual and 

reproductive health. 

 

 Programme of Action of the International Conference on Population and 

Development 1994 

 The term “reproductive health” was not widely used when discussing women’s 

health as a human right issue until 1994, on the occasion of the International Conference 

on Human Development in Cairo. The Conference’s final document (Programme of Action 

of the International Conference on Population and Development 1994) defines 

reproductive health as a state of complete physical, mental and social well-being and not 

merely the absence of disease or infirmity, in all matters relating to the reproductive system 

and to its functions and processes (7.2). The Programme of Action… specifies reproductive 

rights resulting therefrom as: the right of all couples and individuals to decide freely and 

responsibly the number, spacing and timing of their children and to have the information 

and means to do so, and the right to attain the highest standard of sexual and reproductive 

health. It also includes their right to make decisions concerning reproduction free of 

discrimination, coercion and violence (7.3). The adopted definitions and actions aimed at 

developing women’s empowerment worldwide were confirmed at the 1995 Fourth World 

Conference on Women in Beijing (see Beijing Declaration and Platform for Action 1995, 

paragraph 96 and 97). The right of couples and individuals to freely and responsibly 

decide on the number, spacing and timing of children had been developing since 1968 

(within the International Conference on Human Rights, Tehran 1968; World Population 

Conference, Bucharest 1974; World Conference on Human Rights, Vienna 1993) as a 

feature of human rights, although not every country adopted and recognised reproductive 

rights as human rights (UNFPA 2012; Nowicka 2011: 120). Understanding reproductive 

rights as human rights stems from certain articles prevalent in the abovementioned 

documents, as well as reflecting the notion present in the Universal Declaration of Human 
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Rights (1948), in which is stated that every individual has inherent dignity and the right 

to live.  

 

 Convention for the Protection of Human Rights and Fundamental Freedoms 

1950 

At the European level, the most important document regulating the European 

Union’s member-states’ obligations in the field of human rights is the Convention for the 

Protection of Human Rights and Fundamental Freedoms (1950). Although, as in the case 

of the International Covenant…, the Convention for the Protection of Human Rights… does 

not address reproductive health and rights directly, its body of jurisdiction – the European 

Court of Human Rights – complements it with its decisions on rights violation cases. This 

especially concerns article 8 – the right to respect for private and family life, article 2 – the 

right to life, article 3 – the prohibition of torture, and article 14 – the prohibition of 

discrimination (for a detailed analysis of individual law cases see Federation for Women 

and Family Planning 2013: 61-65). 

 

Although Poland ratified all the documents mentioned above, their 

implementation remains a big challenge for the Polish state. International and European 

Treaty Monitoring Bodies (i.e. CEDAW Committee, Human Rights Committee, Committee 

on Economic, Social and Cultural Rights, Committee against Torture) point to a number of 

problems related to the implementation of basic rights in the field of reproductive health. 

The most common problem, and one indicated by all the abovementioned bodies, 

concerns the abortion ban in Poland and “conscientious objection” strategy used by 

reproductive health care providers, which limits women’s access to lawful abortion 

services. As indicated by Treaty Monitoring Bodies, special attention should be paid to 

underground abortion, and the Polish authorities’ lack of recognition of this phenomenon, 

as well as its consequences for women’s health (Federation for Women and Family 

Planning 2013: 68-83).  

Limited access to contraceptives and counselling, as well as limited accessibility of 

information on family planning, reveals another important aspect of violations of 

reproductive rights in Poland (Ibid). Other reproductive health-related issues common in 

Eastern European countries, as indicated by the Central and Eastern European Women’s 

Network for Sexual and Reproductive Health and Rights in its 2009 report, consist of: lack 

http://www.ohchr.org/en/hrbodies/cescr/pages/cescrindex.aspx
http://www.ohchr.org/en/hrbodies/cescr/pages/cescrindex.aspx
http://www.ohchr.org/en/hrbodies/cat/pages/catindex.aspx
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of political will on behalf of governments to prioritize RH and gender equality agenda; [lack 

of implementation of] policies on fighting gender-based discrimination (…); intolerant 

religious fundamentalisms and conservative forces (…); [lack of] funding for promotion of 

reproductive health and reproductive health supplies from country government (…) (ASTRA 

2009: 25).  

Bearing in mind all of the above, the following analysis aims to identify the most 

important problems that are associated with access to reproductive health services and 

rights and the possible individual, social and political reasons for them, as well as its 

interconnection with implementation of the gender equality policy in Poland.  

 

Figure 3. Twelve Human Rights Key to Reproductive Rights 

 

 
 
1. The Right to Life 
2. The Right to Liberty and Security of Person 
3. The Right to Health, including Sexual and Reproductive Health 
4. The Right to Decide the Number and Spacing of Children 
5. The Right to Consent to Marriage and to Equality in Marriage 
6. The Right to Privacy 
7. The Right to Equality and Non-Discrimination 
8. The Right to be Free from Practices that Harm Women and Girls 
9. The Right to Not be Subjected to Torture or Other Cruel, Inhuman, or Degrading Treatment or 
Punishment 
10. The Right to be Free from Sexual and Gender-Based Violence 
11. The Right to Access Sexual and Reproductive Health Education and Family Planning 
Information 
12. The Right to Enjoy the Benefits of Scientific Progress 

Source: Centre for Reproductive Rights: Reproductive Rights are Human Rights 2009: 7.th 

e Benefits of Scientific Progress 

 

SEXUALITY EDUCATION IN POLAND  

According to the International Technical Guidance on Sexuality Education (2009) 

issued by UNESCO, comprehensive sexuality education has an important impact on young 

people’s behaviours and sexual acts, meaning that it can significantly delay sexual 

initiation and sexual activity. Gaining sexuality-related knowledge affects young people’s 

use of contraceptives (condoms and hormonal pills) and has an impact in terms of 

preventing unwanted pregnancy or minimising sexually transmitted infections. 

Furthermore, it brings awareness of their rights and ability to negotiate engagement in 

sexual acts within relationships. More importantly, provision of sexuality-related 

TWELVE HUMAN RIGHTS KEY TO REPRODUCTIVE RIGHTS 
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knowledge is one of the most important tools for achieving gender equality by promoting 

facts and information free of gender bias (see also UNAIDS 1997). The importance of 

sexuality education for human life and health can be summarised by the following quote 

from the Astra Network’s introduction to the report “Sexuality Education in Europe” 

(2007: 1): early, compulsory, comprehensive education in sexual and reproductive health 

prevents the spread of HIV, decreases transmission and incidence of other sexually 

transmitted infections, reduced teen pregnancy and abortion rates (notably unsafe 

abortions), lowers the age of sexual initiation, lessens sexual violence and exploitation, and 

plays a prominent role in addressing gender inequalities and stereotypes as well as sexual 

discrimination. 

 

International standards on sexuality education 

According to the final documents prepared as a result of the International 

Conference on Population and Development (Cairo 1994) and Fourth World Conference 

on Women (Beijing 1995) – which Poland accepted without reservations – states should 

introduce programmes aimed at gaining knowledge concerning health issues, including 

sexual and reproductive health matters, as well as gender equality, sexual violence and 

sexually transmitted infections (among others HIV and AIDS). Moreover, as stated in the 

Declaration of Sexual Rights (WAS 1999) introduced in 1999 at the 14th World Congress 

of Sexology (Hong Kong), the right to sexuality education is considered a human right.  

The World Health Organization (2010) also puts special emphasis on sexuality 

education, as a way of realisation of basic needs and rights, such as positive development 

of one’s sexuality and self-determination, and the right to be informed about sexuality and 

health-related issues. For WHO, the topic is one of the most important because of informal 

education provided mostly by unqualified family members or other members of society 

who can develop misguided, stereotype-based views and attitudes on human sexuality, as 

well as on gender and sexual identity. Moreover, the state’s denial of provision of sexuality 

education means violation of one’s right to education, to an attainable standard of health, 

to be free from discrimination, and to autonomy, self-determination and privacy.  

 

Sexuality education in the European Union 

In 1975 the European Court on Human Rights stated that comprehensive sexuality 

education should be compulsory in school curricula. Supplementary documents that 
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recognise the importance of sexual health education and information include the EU 

Resolution on the follow-up to the Cairo International Conference on Population and 

Development (1996), the EU Resolution on the report from the Commission to the 

Council, the European Parliament, the Economic and Social Committee and the Committee 

of the Regions on the state of women’s health in the European Community (1997), the 

European Commission White Paper “A New Impetus for European Youth” (2001), the 

Joint Parliamentary Assembly of the Partnership Agreement concluded between the 

members of the African, Caribbean and Pacific group of States on the one side and the 

European Community and its Member States on the other – and the Resolution on health 

issues, young people, the elderly and people living with disabilities (2002), to name but a 

few. All of these document stress the importance of sexuality education in prevention of 

HIV/AIDS and other sexually transmitted infections, unwanted teenage pregnancies, 

responsible sexual decisions, including family planning, and the implementation of basic 

human rights such as the right to information, privacy and personal well-being.  

 

The legal status of sexuality education in Poland 

The first signs of introducing sexuality-related counselling and education in Poland 

occurred in 1957, when the Association of Planned Motherhood came into existence. The 

history of sexuality education provided in public schools can be divided into two stages: 

the first period, 1973-1990, when sexual health education was introduced to school 

curricula, and the period of 1990-2002, when a number of decisions were made regarding 

this issue (Izdebski 2012: 718). Today, the state’s obligation to provide children and youth 

with sexuality education is regulated by article 4.1 of the Act on Family Planning, 

Protection of the Human Embryo and the Conditions for the Termination of Pregnancy, 

introduced by the Polish Parliament in 1993. Implementation of this obligation was 

introduced to the Polish legal system by the Ordinance of the Minister of Education of 12 

August 1999 as amended on Pre-school and General Education Curriculum in Elementary 

Schools, Middle Schools and Secondary Schools. According to this legislation, every 

elementary, middle and secondary school is obliged to provide 14 hours of a course titled 

“Preparation for Family Life” per year (paragraph 3.1). As stated in the Ordinance, the 

course content consists of knowledge about human sexual life, conscious and responsible 

parenthood, family values, life in its prenatal stage and the methods and means of conscious 

procreation (paragraph 1.1). The aim of the course is to: 1) support the educational role of 
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the family; 2) promote the integral perspective of human sexuality and 3) shape pro-family, 

pro-health and pro-social attitudes (paragraph 2). Worth mentioning is the fact that class 

attendance is not obligatory (paragraph 4.1) and that parents who do not want their 

child/children to attend classes can submit a written declaration in which they state that 

their child/children will not take part in the course.  

 

Implementation of the 1993 Act concerning sexuality education 

Poland’s implementation of the Act on Family Planning… and the Ordinance… 

proved to be very problematic. For instance, as stated by a non-government organisation 

(the Federation for Women and Family Planning, ASTRA) the name of the course –

“Preparation for Family Life” – indicates that its curriculum is affected by ideological 

values (Catholic in particular) and does not meet international standards concerning 

provision of health-related information. 

The Polish government is obliged to report on implementation of the 1993 Act on 

Family Planning on an annual basis. However, the first information concerning this issue 

appeared in 2001. As shown in Report: Twenty years of anti-abortion law in Poland (2013: 

38), prepared by the Federation for Women and Family Planning, the summary statistics 

of government records of implementation of the 1993 Act range from 79 to 96% 

(depending on the year) of Polish schools providing their students with a course on 

human sexuality. However, the government reports do not analyse the reasons for these 

various and differentiated implementations of this obligation in schools, which is not only 

serious negligence but also indicates the government ignorance on the matter. 

 In 2007 the Minister of Education and Sports introduced amendments to the 

Ordinance of the Minister of Education and Sports of 16 December 2004 on Detailed Scope 

of Data in Educational Databases, Data Identifying Entities Maintaining Educational 

Databases, Deadlines for Sharing Data Between Educational Databases and Templates of 

Summary Report Print-Outs, in which is stated that educational statistics should be more 

detailed and include students’ attendance in “Preparation for Family Planning” courses as 

well as statistics on teachers who are qualified and formally prepared to provide such 

knowledge (Council of Ministers’ reports from the implementation of the Act of 7 January 

1993 on Family Planning, Protection of the Human Embryo and Conditions of Pregnancy 

Termination in 2007: 47). As a result of this provision, more detailed information started 

to appear in government reports on implementation of the 1993 Act in 2007.  
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Table 1. Students attending a “Preparation for Family Life” course (in %) 

 2007 2008 2009 2010 2011 2012 

Elementary school 76.2 64.7 69.2 70.4 70.8 72.9 

Middle school 77.2 65.4 67.5 69.7 74.9 75.2 

Secondary school 46.7 37.7 39.8 38.4 35.8 37 

Specialised secondary school 52 43.7 48.4 46.7 46.5 42.2 

Technical secondary school 56.9 50.5 52.1 51.1 50.4 51.1 

Vocational school 46.3 43.7 57.78 47.6 46.9 47.9 

Source: Council of Ministers’ reports from the implementation of the Act of 7 January 1993 on Family Planning, 

Protection of the Human Embryo and Conditions of Pregnancy Termination in 2007-2012. 

 

The above table shows that students’ attendance on the course is lowest at 

secondary school level. The Ministry of Education has at no point tried to explain this 

situation. However, several reasons for this can be found in the Ponton Group of Sex 

Educators’ report on sexuality education in Poland (2009). In 2009 the Ponton Group 

conducted research on young people’s experiences with this particular course. Their 

findings revealed that most classes on sexuality education do not fit into the teaching 

hours/daily schedule, but are performed early in the morning or in the late afternoons 

(15-16). Moreover, as indicated by students, teachers providing knowledge on sexuality 

are not well qualified. Among the people engaged in providing sexual education there is a 

prevalence of priests and catechists, who are not ideologically neutral.  

Worth mentioning is the fact that students are aware of misguided opinions and 

information provided by their teachers. This information include masturbation, 

contraception, sexual orientation, abortion, STIs (including HIV/AIDS), sexual 

exploitation and sexual violence (i.e. rape). Many teachers present sexist and homophobic 

attitudes and promote the traditional model of a family, for example by claiming that 

single-parent families are pathological or that a child raised without one of his/her 

parents is condemned to abnormality. Among the sexist and confirming patriarchal 

attitudes are opinions on women being to blame for rape or violent behaviours aimed 

against them (Ponton 2009: 9-15). 

As indicated by the Public Opinion Research Centre (CBOS 2005), most adult Poles 

(79%) believe that sexuality education is important for self-development as well as for 

the psychosexual well-being of individuals. Only 18% do not agree with this opinion. Age, 

religion and political views play a significant role in endorsement of sexuality education. 
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This means that people who are older, more religious and with more conservative views 

believe that sexuality education is not necessary in the school curriculum. Another report 

prepared by the Ponton Group (2011) concerning parents’ provision of sexuality 

education at home showed that almost 98% of young people agreed with the statement 

that sexuality education is an important issue. At the same time, almost 45% of 

respondents claimed that their parents had never provided them with information on 

sexuality and reproductive life. Even though young people talk about sexuality with their 

parents, the knowledge they receive during these conversations is perceived as 

unsatisfactory, misguided, gender-biased and based on myths, stereotypes, fears and 

taboos rather than on objective facts. Parents are also reluctant to talk about particular 

topics, such as first intercourse, masturbation, contraceptives, sexual violence as well as 

HIV/AIDS and other STI-related topics. Parents’ reluctance, as well as schools’ 

disappointing provision of knowledge on human sexuality, can result in teen pregnancies 

and an increase in sexually transmitted infections, as well as an increase in the number of 

unsafe and illegal abortions. All of these can be seen as a violation of the right to health 

because of the low accessibility to and questionable quality of sexuality education.  

It is important to mention that teachers and parents are not first-hand sources for 

young people’s wish to obtain information concerning sexuality. In practice, as shown in 

Ponton’s report from 2011, schools’ and parents’ provision of information is indicated by 

young people in last place. As shown by Zbigniew Izdebski (2012: 723), Poles obtain 

sexuality-related information from their peers, from books, the press, television, teachers, 

sexuality education provided by the school and from their siblings (see Table 2).  

Table 2. Sources of sexuality-related information as declared by Poles aged 15-49 (in %) 

 Men Women 

Television 35.9 27.1 

Press 33.9 32.6 

Radio  6.7 3.7 

Books 38.6 46.3 

School teachers 19.1 22.4 

Peers 71.6 67.3 

Siblings 10.7 13.7 

Internet 7.7 3.3 

Family members other than parents  4.4 4.8 

Religion classes 1.6 1.4 

Sexuality education at school 11.9 14.9 

Physician or other medical personnel 0.6 1.8 

Others 1.2 1.3 

Source: Izdebski 2012: 723.  
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Boys’ exclusion from gaining knowledge about particular topics concerning 

sexuality needs a quick response. As shown in the Ponton reports (2009, 2011), boys and 

young men from less educated and rural families experience the strongest exclusion. Half 

of male respondents declared that their parents barely discuss topics concerning 

pregnancy and giving birth, as well as women’s physiology in general (i.e. information 

about menstruation and female body construction) with them. The same can be observed 

in Polish schools, where lessons concerning women’s physiology are attended only by 

girls (Ponton 2009, 2011; Izdebski 2012: 719). The most alarming fact is that boys’ fathers 

often use pornographic materials to teach their sons about sexuality. Worth highlighting 

is the fact that these kinds of simplified and disfigured materials project on boys and 

young males misguided information and representations on women’s and men’s sexuality 

and relationships, including responsible sexual acts and behaviours free of coercion. 

Other problems related to sexuality education in Poland include the curriculum 

and content of the teaching book for “Preparation for Family Life”, which are full of 

ideology (especially Catholic values and norms). As stated by the Astra Network (2006: 

44-45) and Federation for Women and Family Planning (2013), textbook content 

presents and supports Catholic values and conservative notions of human sexuality and 

intimate relationships. This means that pre-marital intercourse is strongly criticised, 

young people are discouraged from using modern contraceptive methods, and instead 

promotion of natural methods (such as the calendar-based method and withdrawal) 

occurs. While heterosexuality functions as an unquestionable norm, orientations other 

than heterosexual are perceived and presented as deviant and abnormal. Teenagers are 

also misinformed about masturbation, which is described as abnormal and harmful for 

people’s health and lives. The content of textbooks, as mentioned above, is full of ideology 

and false information on human sexuality, but also promotes a patriarchal model of a 

family, claiming that single-parent families are incomplete and anomalous and denying 

women’s right to decide on their fertility. Textbooks also support outrageous stereotypes 

about sexual violence, for instance stating that girls and women could be partly 

responsible for their sexual assault because of their behaviours and dress. Textbook 

content only supports the institutionalised model of a relationship – marriage – which 

according to modern scientific knowledge and sociological analysis is only one of the 

legitimate forms of human relationships.  
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To sum up, sexuality education on Poland requires a number of changes according 

to its low quality, gender-biased content and its ideologisation. Gender equality requires 

a sexually educated society where sexual education plays a prominent role in gaining 

knowledge about one’s sexuality and sexual rights, as well as where acts of 

discriminations against women, sexual minorities and alternative forms of human 

relationships are the subject of criticism and sanction.  

 

Implementation of the 1993 Act concerning contraception and family planning 

counselling 

The abovementioned problems interact with contraceptive use in Poland. This 

means that young Poles, if not prepared properly for further sexual life within the 

sexuality education provided by the school (i.e. not knowing modern and effective 

methods of avoiding pregnancy and infections), could face multiple problems including 

unintended pregnancy and sexually transmitted infections due to a lack of objective and 

scientifically based knowledge on contraception and its usage. As indicated by the United 

Nations report on Polish women’s health issued in 2007, 56% of female respondents 

declared use of contraceptive methods within the last 12 months, while 28% admitted to 

not using contraception at all (UNDP 2007: 87). The most common method to avoid 

pregnancy – which, as indicated by the UN report and Izdebski’s research (2012: 251), is 

the biggest fear of Polish women while sexually active – is condoms (see Table 3 and 4). 

Hormonal pills are women’s second choice. Withdrawal is commonly used by one fifth of 

women and their partners, which is surprising considering the low effectiveness in 

preventing pregnancy of this method.  

 

Table 3. Methods of contraception used by women aged 15-49 within the last 12 months 

(data from 2005) 

 

Method of contraception % 

Condoms 54.4 

Hormonal pills 30.1 

Withdrawal 20.7 

Calendar method 15.2 

Intrauterine device 5.2 

Variations on the rhythm method 3.8 

Spermicidal creams and gels  3.0 

Contraceptive cap 0.3 

http://www.netdoctor.co.uk/health_advice/facts/naturalfamilyplanning.htm
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Others 2.4 

No answer 0.7 

Source: UNDP 2007: 87 

 

Table 4. Methods of contraception used by women and men according to respondent’s age 

within the last 12 months (data from 2005, in %) 

Method of contraception Age in years 

18-24 25-29 30-39 40-49 

Calendar method 6.0 8.2 13.1 18.8 

Variations on the rhythm method 1.0 2.7 2.2 3.7 

Condoms 56.9 48.3 44.7 32.3 

Withdrawal 11.2 16.0 18.4 17.2 

Hormonal pills 30.7 25.5 24.2 15.1 

Intrauterine device 0.7 4.1 4.4 5.0 

Contraceptive cap 0.2 - 0.2 - 

Spermicidal creams and gels 2.7 1.0 1.6 2.3 

Others 1.0 1.4 3.1 1.8 

No answer 20.4 20.4 19.1 28.0 

Source: Izdebski 2012: 253 

 

Furthermore, women and young girls could face difficulties with accessing 

contraception. Financial and informational barriers, cultural norms and stereotypes are 

the most important obstacles. Financial barriers occur due to high prices of 

contraceptives as well as to partial state funding of selected oral contraception (i.e. 

Microgynon 21, Rigevidon and Steridil 30, which are outdated according to modern 

medicine-based information and have more serious consequences on women’s health 

than modern hormonal pills). Polish women also face a lack of subsidisation of patches, 

minipills, emergency contraceptives and vaginal rings. Accessibility to modern 

contraception can sometimes be limited by a gynaecologist’s approach to sexuality and 

sexual activity (more and more women experience prescription refusal due to physicians’ 

“conscientious objection”). Informational obstacles are the result of the poor sexuality 

education provided by schools and physicians’ reluctance to inform their patients about 

family planning methods as well as the state’s lack of national campaigns oriented 

towards promotion of condom use in preventing HIV and STIs (Federation for Women… 

2013: 30-32; Astra 2006: 45).  

In Poland, young women are also likely to experience a paradoxical situation 

according to their legal status. While sexual initiation can be performed by girls after 

http://www.netdoctor.co.uk/health_advice/facts/naturalfamilyplanning.htm
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turning 15, they cannot make legal decisions concerning health, including reproductive 

health, until the age of 18. This means that young women and girls experience the 

obligation to have at least one parent in attendance during a medical examination and to 

have their consent for prescription of contraception (Federation for Women… 2010: 6), 

which can be interpreted as a violation of the right to privacy and access to health 

supplies. 

According to statistics available in the UNDP report on women’s health from 2006 

(UNDP 2007: 33-34) and to data provided in the report on women’s health from 2013 

(Ostrowska 2013: 15-16), the main causes of women’s mortality between the ages of 15 

and 49 are malicious tumours, particularly breast cancer, cervical cancer and bronchial 

and lung cancer (see Figure 4). Women with primary education are almost five time more 

likely to die because of tumours than women with secondary and higher education.  

 

Figure 4. The most important causes of death in the total number of deaths of women aged 15-49 in 

1991-1993 and 2002-2004 (in %) 

 

Source: UNDP 2007: 35 

 

Preventive examination is a key element of women’s good health after turning 50. 

As indicated in Izdebski’s research (2012: 299-302), almost 40% of women aged over 50 

see a gynaecologist less than once a year, only 39% have a preventive breast examination 

at least once a year, while one in five women have never had such an examination 

performed in their lives. While cytology examinations are undertaken less than once a 
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year by 33.6% of women, almost 64% do not attend mammography testing or do so very 

rarely. Some 57.6% of men have never had prostate preventive testing done. 

Furthermore, women aged 70 and over, who have primary education, are from rural areas 

and are religious are more likely to avoid preventive testing. This is why no less 

importance should be assigned to the problem of exclusion from relevant and 

comprehensive information about sexual and reproductive health of women and men 

who live in the countryside and are older as well as economically unprivileged and less 

educated. In Poland, the state’s obligation to provide its citizens with information and 

counselling concerning their reproductive health and family planning is partly 

transferred to non-governmental organisations, which do their best to organise 

awareness-raising campaigns oriented towards women’s reproductive health and 

preventive testing (Berent-Mieszczanowicz 2009: 50-52). The state’s reluctance to 

provide women and men with reproductive health counselling and with national 

campaigns aimed at monitoring of women’s and men’s health on an annual basis, as well 

as the lack of state funding for or limited scope of preventive testing programmes are a 

very important violation of women’s and men’s rights to health and can be described as 

alarming and in need of a quick response from the state.  

 

PRENATAL TESTING, ABORTION AND PERINATAL CARE IN POLAND 

Legal status 

Poland has one of the strictest abortion laws in Europe, alongside Ireland and 

Malta (see Map 1). In 1989, when Poland started its transformative process from socialist 

regime to democratic state, the women’s movement also began the battle over women’s 

reproductive rights. This battle continues to this day, and remains one of the driving 

forces of feminist activities in Poland (Heinen, Portet 2009: 32). Until 1993 Polish 

legislation concerning termination of pregnancy proved to be very liberal, allowing 

women to abort on socio-economic premises (Czajkowska 2012: 108-109).  
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Map 1. Poland in comparison to European countries’ abortion laws (2014) 

 

Source: http://worldabortionlaws.com/map/ 

 

In 1993, the Polish Parliament, yielding to pressure from the Catholic Church, 

introduced the Family planning, protection of the human embryo and conditions for the 

termination of pregnancy Act, from which the social and economic grounds for 

performing an abortion vanished. The year 1993 is also indicative of the beginning of 

denial of women’s rights and violations concerning their sexual and reproductive health. 

According to Chałubiński’s analysis (1994) on the Polish Catholic Church’s influence on 

women’s reproductive rights after the collapse of communism, it is worth mentioning that 

this particular religious institution functions as a political actor. The decisions and 

declarations made by parliamentarians concerning antidiscrimination and gender 

equality issues are very often subordinated to the official Catholic Church stance on 

women’s role in society. Since the beginning of the democratic state, the Catholic Church 

hierarchy have started to be taken into account as experts during the work of 

parliamentarian committees. They give opinions on acts concerning education, as well as 

on social and health policy (Środa 2007: 655).  

The 1993 Family Planning Act provides women with the right to termination of 

pregnancy in one of the three following situations: 1) if the pregnancy threatens the 
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woman’s life or health, 2) if there is a suspicion of foetus impairment, and 3) if there is a 

suspicion that the pregnancy is the result of a criminal act. Furthermore, the 1993 Act 

states that termination of pregnancy can be performed only when the public prosecutor 

issues confirmation in the case of rape or incest. In cases where a woman’s health or life 

is in danger, the legal grounds for abortion are met when three physicians state their 

written opinion on the justification of abortion. In 1996, for a short period of time the 

Polish parliament adopted a liberalised law allowing abortion where a woman was 

socially or/economically disadvantaged. In 1997 by the decision of the Constitutional 

Tribunal which stated that the law was in contradiction with the Constitution of the 

Republic of Poland, in particular with article 2 (“The Republic of Poland shall be a 

democratic state ruled by law and implementing the principles of social justice”) and 

article 18 (“Marriage, being a union of a man and a woman, as well as the family, 

motherhood and parenthood, shall be placed under the protection and care of the 

Republic of Poland”), the social and economic premises for abortion were again removed 

from the Act (Nowakowska, Korzeniewska 2000: 228-229). 

The legislation on abortion in force today has been criticised fiercely by anti-

discrimination legal experts, who state that women’s right to freely and independently 

decide about their fertility, self-determination, and right to privacy are very often violated 

in theory as well as in everyday life (Płatek 2011; Zielińska 2011; Szumlewicz 2004). 

Although the Family Planning Act obliges government authorities to report women’s 

access to legal abortion and prenatal testing, its reporting is limited to providing statistics 

without comment on the actual situation and deeper insights concerning the results of the 

act’s limitation on women’s life as illegal abortion underground.  

Worth mentioning is the fact that the public discussion concerning women’s 

reproductive health and rights (i.e. the issue of abortion) becomes very ideological and 

full of linguistic manipulation. As Chełstowska (2011) argues, the ideologisation of the 

abortion debate stems from parliamentarians’ attitudes, which treat women and their 

rights as elements of the political battle for the electorate. Standard logic during abortion 

debates is based on the assumption that the woman and foetus do not share a common 

interest, but in contrast are conflicted in terms of the value of their lives. Limitation of 

women’s rights is linked to broadening of a foetus’s right to live. According to 

Chełstowska’s differentiation of the abortion phenomenon in Poland (ibid.), one has to 

deal with the commercialisation of abortion, which in fact signifies the development of an 



 
22 

abortion underground where illegal procedures of termination of pregnancy are 

performed at a very high price and in conditions threatening the health and/or life of 

woen. Furthermore, the second effect of the abortion ban limitations can be recognised in 

the development of abortion tourism, which can significantly reduce a woman’s or her 

family budget, affecting her and other family members’ lives and fulfilment of basic needs. 

  

Access to prenatal testing and legal abortion 

The Constitution of the Republic of Poland guarantees perinatal care, stating in 

article 68 that Public authorities shall ensure special health care to children, pregnant 

women, handicapped people and persons of advanced age. More detailed regulations are 

included in the Family Planning Act. Article 2.1 states that the government, as well as its 

local departments, are obliged to provide every woman with access to medical, social and 

legal care during pregnancy, in particular by ensuring access to prenatal testing (art. 

2.1.1), and especially in the case of probability of a genetic defect or life-threatening illness 

of the foetus (art. 2.2a).  

It should be noted that a prenatal testing programme has been implemented in all 

state districts, although as stated by the Federation for Women and Family Planning 

(2013), there are two groups of problems concerning prenatal testing that still need 

resolution. Those problems include the legal concerns and formal regulations of women’s 

eligibility for the prenatal testing programme. While the former problem stems from a 

lack of regulations of prenatal testing, including a lack of definition of prenatal testing and 

its purpose, the latter arise due to the inadequacy of criteria for admission to the 

programme.  

 The first group of problems results in women having limited access to the 

programme as a result of legal contradictions and misunderstandings, as well as 

physicians’ ignorance on the topic. Doctors often follow the list of admission criteria for 

prenatal testing and exclude woman from prenatal examination, even in cases when a 

patient has every reasonable motive to think of foetus malformation. Another problematic 

issue occurs when physicians refuse to issue referral for prenatal testing due to 

“conscientious objection” and the doctor’s suspicion that a woman is seeking to gain legal 

grounds for performing an abortion (which is a highly reprehensible assumption) 

(Federation for Women… 2013: 12-13).  
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The second group of problems with prenatal testing can be summarised by a 

quotation from the Report of the Federation for Women and Family Planning (2013: 13), 

in which it is stated that [a]ccording to the order of the President of the NHF (National 

Health Fund) of 29 October 2009 regarding the setting and implementing agreements such 

as preventive health programmes, the basic requirement is a referral from the doctor 

overseeing the pregnancy, which needs to include a description of abnormalities in order to 

justify admission to the programme. This is irrelevant to the fact that a criterion for 

admission is reaching the age of 35, and it seems that referral on this basis neither requires 

medical expertise, nor it is necessary for the doctor to oversee the pregnancy and know the 

health conditions of the patient in order to issue the referral. Doubts also arise in 

“calculating” the age of the woman. Doctors are not aware of the relevant legal provisions 

concerning the way in which age should be interpreted and often do not issue a referral on 

this basis. Therefore, women eligible for admission to the prenatal testing programme are 

often deprived of this opportunity.  

During pregnancy, a woman has the right to free ultrasound testing according to 

Annex 1 to the Ordinance of Ministry of Health regarding the scope of health care services, 

including screening and periods in which the procedures are carried out (Dz. U. 2004 Nr 

276, poz. 2740). The Ordinance states that every pregnant women has the right to 

ultrasound testing between the 11th and 14th, 21st and 26th, as well as 33rd and 37th 

weeks of pregnancy. The Federation for Women and Family Planning (2010: 10), 

however, indicates that women are compelled to use private sector services owing to the 

long time spent waiting for an examination, and are misled during interpretation of test 

results, which leads to birth of children with serious deformities. It is important to note 

that early detection of foetus malformation does not have to lead to termination of 

pregnancy. The decision to give birth or not should be taken by the woman/couple, who 

decide if she/they is/are financially, physically and/or mentally able to provide the child 

with proper care. If there is a legal premise for termination of pregnancy, the decision 

should be made by the woman/couple, not to a physician.  

Restrictions imposed on women according to their reproductive rights include 

their right to termination of pregnancy, even if there are legal grounds for performing a 

procedure. As indicated by many feminist scholars and activists, who based their 

expertise on documented cases, women are denied treatment even though pregnancy 

may pose a danger to their lives (Nowicka 2007; Chełstowska 2009; Ostrowska 2004). 
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Physicians usually refer to “conscientious objection” and postpone issuing a referral for 

prenatal testing, as well failing to inform women about other medical institutions where 

abortion can be carried out should physicians refuse to terminate the pregnancy (ASTRA 

2008; Raport. Pracując dla zmiany… 2009; Federation for Women and Family Planning 

2010, 2013). While some of those problems stem from the inadequacies of the Polish 

health care system itself, others arise due to physicians’ and politicians’ ideologisation of 

the issue of abortion.  

National statistics are very limited and regard only procedures performed in public 

hospitals, while most of them are carried out illegally in the private sector. Lack of 

recognition of the abortion underground by the Polish government is a serious 

negligence. Statistics provided by government reports on the implementation of the 

Family Planning Act show that the number of abortions performed in state hospitals has 

dramatically decreased since the fall of the communist system. For example, in 1990 there 

were almost 60,000 abortions per year2 (Council of Ministers’ reports 1994: 5), in 1993 

only 1240 (Kotowska et al. 2007: 88), and in 2012 just 752 (Council of Ministers’ reports 

2014: 77). Non-governmental organisations estimate that the number of abortions 

performed illegally ranges up to 100,000 per annum (Federation for Women… 2013: 19).  

Another important aspect raised by the Federation for Women and Family 

Planning includes statistics on legal abortion performed due to a criminal act. As indicated 

in the official report from 2012 on realisation of the 1993 Family planning, protection of 

the human embryo and the conditions for the Termination of Pregnancy Act (2014: 77-

78), there were 752 abortions conducted on legal grounds. 701 were performed because 

of foetus malformation, while 50 were due to the fact that pregnancy was threatening 

women’s life or health. Significantly, there was only one legal termination of pregnancy 

that was an effect of criminal act (i.e. rape, incest). According to the Federation for Women 

and Family Planning (2013: 14), these official statistics are not only underestimated but 

are contrary to official data collection on crimes based on sexual violence and/or 

exploitation (that indicates around 4000 crimes of this type in 2011). 

The Act on Family Planning is supplemented by the Penal Code, which states in 

articles 152-154 that certain behaviours resulting in termination of pregnancy shall be 

punished with imprisonment from 6 months to 8 years depending on who helped women 

                                                           
2 The main reason for the high number of abortions performed in public hospitals is that during communism 
in Poland women experienced a lack of contraceptives and treated abortion as a method of birth control. 
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to abort, how and with what consequences. According to the provisions of the code, the 

woman should not be penalised. Criminalisation of abortion results in – as mentioned 

above – the development of an abortion underground. The abortion underground is illegal 

and poses a certain risk to women’s health and life. On the one hand, women who are able 

to gather the large sum of financial resources needed to use illegal private sector services 

risk the procedure being performed by unqualified persons and in insecure hygienic 

conditions. On the other, these women are not covered by any post-procedural care and 

cannot enforce their rights in case of medical errors or complication occurring during and 

after the procedure (Ibid: 20-21).  

Another consequence of criminalisation of abortion is the risk of threatening one’s 

life and health by supporting the illegal pharmacological abortion underground, meaning 

buying medications of unknown origin and without knowledge of their side effects. 

Moreover, lack of financial resources to obtain medications as well as to use illegal 

underground services results, in addition, in a situation whereby women try to terminate 

the pregnancy by themselves in various and dangerous ways (i.e. by using heard-of and 

very often absolute unsafe methods, like mixing medications or using sharp tools placed 

into one’s vagina to terminate unintended pregnancy) (Ibid: 22).  

Abortion tourism may be perceived as the next consequence of the abortion ban, 

and in particular criminalisation of abortion. Following Poland’s accession to the 

European Union structures in 2004 as well to the Schengen Union in 2007, Polish women 

have the possibility to freely travel for abortion services to other European countries 

where abortion remains legal. Although there are no official statistics on abortion tourism, 

physicians’ testimonies outside Poland indicate that Polish women travel to Germany, the 

Czech Republic, Austria, Great Britain and Slovakia to fulfil their reproductive rights (Ibid: 

21-22). 

  

Perinatal care 

The last, but no less important issue that needs recognition is the matter of 

perinatal care. At the beginning of the 1990s, Gazeta Wyborcza launched the campaign 

“Rodzić po ludzku”, aimed at recognition of the problem of perinatal care in Polish 

hospitals. As a consequence, a number of Polish state hospitals have improved the 

conditions in which women give birth, as well as starting to pay more careful respect to 

patient’s rights. The report on perinatal care based on implementation of a course of 
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action showed that although there are some important improvements Polish women still 

experience violation of their rights. The most important and common ones include: 

 Violation of the right to intimacy, privacy and dignity (intimacy in emergency 

rooms, as well as in wards; multiple examinations during the hospitalisation 

procedure by different physicians; hospital personnel commenting on women’s 

behaviour, remarks about women’s personal situation, as well as comments 

concerning her giving birth; examinations without preservation of intimacy: no 

screens, open doors, presence of other patients; shared delivery ward; charging for 

a single delivery ward; exposing women to unnecessary pain by refusing 

anaesthesia). 

 

 Violation of the right to information (lack of information on one’s health status; 

lack of information about procedures being performed and their purpose as well 

as medications applied and their disadvantages; manipulation of information 

given to a patient in order to force women to give their approval for a procedure; 

not informing about existing pharmacological as well as natural pain reliefs; lack 

of a person designated to provide the patient with all the necessary information 

she needs; hiding information about complications occurring during giving birth, 

as well as in the post-partum period). 

 

 Violation of the right to express approval of consent for specific medical 

interventions (hospital personnel do not ask patients for their approval for 

induction or acceleration of labour; application of anaesthetics; episiotomy) 

(Fundacja Rodzić Po Ludzku 2007).  

 

Other problems connected with perinatal care are as follows: charging for family births; 

lack of information on infant health status; concealing diagnosis; parent(s)-infant 

separation; lack of support during the feeding and care of the newborn; compulsory 

breastfeeding; ignoring women’s emotional problems; medicalisation of delivery and 

labour by discouraging home births as well as performing unnecessary medical 

interventions that can lead to further development of health problems in the woman and 

child such as induction of labour, episiotomy and caesarean section (Fundacja Rodzić Po 
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Ludzku 2007). As a matter of fact, the more interventions proceed, the greater the 

probability of further interventions being made, as shown in Figure 5.  

 

Figure 5. Cascade of Interventions 

 

Source: Fundacja Rodzić Po Ludzku 2007: 36 

 

ASSISTED REPRODUCTIVE TECHNOLOGIES (ART) 

The International Legal Status of ART 

The European Union’s Convention for the Protection of Human Rights and Dignity 

of the Human Being with regard to the Application of Biology and Medicine: Convention 

on Human Rights and Biomedicine (1997) regulates issues concerning human rights and 

modern developments of biology and medicine. In particular, the Convention’s main aim 

is to set the minimum requirements for the protection of human dignity in the light of the 

development of new medical technologies. The Convention regulates issues connected 

with consent for medical interventions; the right to privacy and right to information 

concerning health status of a patient; interventions and tests on the human genome and 

discrimination on grounds of genetic heritage; biological and medical scientific research, 
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in particular acceptability of research on a person and embryo; procurement of organs 

and tissues from living donors for transplantation purposes; rules on storage and use of 

human body organs (Lipski 2007: 142). The Convention, however, does not regulate 

assisted reproductive technologies, and is supplemented by four additional protocols: the 

Protocol on the Prohibition of Cloning Human Beings (1998), the Protocol concerning 

Transplantation of Organs and Tissues of Human Origin (2002), the Protocol concerning 

Biomedical Research (2005), and the Protocol concerning Genetic Testing for Health 

Purposes (2008). 

European legislation concerning assisted reproductive technologies is by local, 

national legislations. For instance, the United Kingdom obtains one of the most liberal 

reproductive services policies, while the most restrictive are prevalent in Germany, 

Sweden and Italy. 

As of September 2014, the Convention had been signed by 35 states, 29 of which 

had ratified it by introducing corresponding local laws.  

 

Table 4. Ratification of the European Union’s Convention for the Protection of Human Rights and 
Dignity of the Human Being with regard to the Application of Biology and Medicine: Convention on 
Human Rights and Biomedicine (1997) by states 
 

  Signature  Ratification  Entry into 
force  

Albania   30/3/2011   30/3/2011   1/7/2011   
Andorra               
Armenia               
Austria               
Azerbaijan               
Belgium               
Bosnia and Herzegovina   16/12/2005   11/5/2007   1/9/2007   
Bulgaria   31/5/2001   23/4/2003   1/8/2003   
Croatia   7/5/1999   28/11/2003   1/3/2004   
Cyprus   30/9/1998   20/3/2002   1/7/2002   
Czech Republic   24/6/1998   22/6/2001   1/10/2001   
Denmark   4/4/1997   10/8/1999   1/12/1999   
Estonia   4/4/1997   8/2/2002   1/6/2002   
Finland   4/4/1997   30/11/2009   1/3/2010   
France   4/4/1997   13/12/2011   1/4/2012   
Georgia   11/5/2000   22/11/2000   1/3/2001   
Germany               
Greece   4/4/1997   6/10/1998   1/12/1999   
Hungary   7/5/1999   9/1/2002   1/5/2002   
Iceland   4/4/1997   12/10/2004   1/2/2005   
Ireland               
Italy   4/4/1997           
Latvia   4/4/1997   25/2/2010   1/6/2010   
Liechtenstein               
Lithuania   4/4/1997   17/10/2002   1/2/2003   
Luxembourg   4/4/1997           
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Malta               
Moldova   6/5/1997   26/11/2002   1/3/2003   
Monaco               
Montenegro   9/2/2005   19/3/2010   1/7/2010   
Netherlands   4/4/1997           
Norway   4/4/1997   13/10/2006   1/2/2007   
Poland   7/5/1999           
Portugal   4/4/1997   13/8/2001   1/12/2001   
Romania   4/4/1997   24/4/2001   1/8/2001   
Russia               
San Marino   4/4/1997   20/3/1998   1/12/1999   
Serbia   9/2/2005   10/2/2011   1/6/2011   
Slovakia   4/4/1997   15/1/1998   1/12/1999   
Slovenia   4/4/1997   5/11/1998   1/12/1999   
Spain   4/4/1997   1/9/1999   1/1/2000   
Sweden   4/4/1997           
Switzerland   7/5/1999   24/7/2008   1/11/2008   
Former Yugoslav Republic of Macedonia   4/4/1997   3/9/2009   1/1/2010   
Turkey   4/4/1997   2/7/2004   1/11/2004   
Ukraine   22/3/2002           
United Kingdom               

 

Source: http://conventions.coe.int/Treaty/Commun/ChercheSig.asp?NT=164&CM=8&DF=12/08/2014&CL=ENG 

 

Infertility is recognised by WHO as an illness that needs medical treatment. As 

stated by WHO, [f]or a woman, infertility (or a state of subfertility) can manifest itself as 

either: a) the inability to become pregnant, b) an inability to maintain a pregnancy, c) an 

inability to carry a pregnancy to a live birth (http://www.who.int/topics/infertility/en/). 

According to statistics provided by the European Society of Human Reproduction 

and Embryology, an infertility problem affects one in six couples in the world. Since 1978 

– when the first baby was born as the result of an in vitro fertilisation procedure – it is 

estimated that around 5 million children have been born worldwide thank to ART. 

Moreover, [t]he Nordic countries and Belgium have the highest ART availability in terms of 

cycles per million population. In Belgium, Denmark, Finland, Iceland, Norway, Slovenia and 

Sweden more than 3.0% of all babies born were conceived by ART. (…). Around 1.5 million 

ART cycles are performed each year worldwide, with an estimated 350,000 babies born 

(http://www.eshre.eu/Guidelines-and-Legal/ART-fact-sheet.aspx). 

  

ART in Poland 

Although Poland has over 45 clinics specialising in infertility treatment and has 

used in vitro fertilisation (IVF) as well as other assisted reproductive technologies (ARTs) 

since the mid-1980s, it still has not introduced any legislation concerning the connections 

between biomedicine and human rights. The 1997 European Convention on Bioethics has 
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not been ratified by the Polish authorities, which means that Poland is one of those 

European countries which has used ART for over 25 years without their legitimacy. 

Infertility clinics set rules on the procedure, as well as people’s entitlement to the 

procedure (concerning woman’s age, marital status etc.), on their own. Most of them stick 

to the rules set by the European Union, but not all of them report their findings, data about 

the method’s effectiveness and demographic statistics to the public (in Poland there is no 

obligation to do so) (Radkowska-Walkowicz 2013: 49-50).  

According to the observations of Sanocka and Kurpisz (2003), approximately 20% 

of couples in Poland are infertile. Moreover, expenses related to diagnosis and treatment 

are mostly covered by the patient. Due to the high price of a single procedure of an assisted 

reproductive service (around 2200-3200 euro) and the low income of Polish citizens 

(approx. 700-900 euro), most couples cannot afford to finance it from the private funds. 

Acceptance of IVF as a method for curing infertility problems is relatively high 

within Polish society. As shown by recent opinion polls, Polish society (80%) accepts IVF 

as a method of treatment for infertile heterosexual married couples (acceptance of 

heterosexual unmarried couples is lower, but still relevantly high – 60%) (CBOS 2012). 

Furthermore, acceptance of in vitro fertilisation for single women with a “wish for a child” 

has been constantly increasing (48% Poles accepted it in 2012, compared to 39% in 

2009).  

Although the debate about assisted reproductive technologies started in the mid-

1990s and was connected mostly with the then ongoing discussion about abortion 

legislation (Radkowska-Walkowicz 2013: 46), the debate intensified from 2007, when 

Minister of Health Ewa Kopacz declared that IVF would be funded from the state budget. 

Since then, seven different legislation bills concerning the field of biotechnology have 

been introduced to the Polish parliament. These bills range from a liberal one that aimed 

to provide wide access to in vitro fertilisation (i.e. single women, unmarried heterosexual 

couples, as well as same-sex couples) to the most restrictive ones, demanding punishment 

for those people who use and perform the method.  

At the beginning of July 2013, the Polish government introduced a three-year plan 

for 15,000 infertile heterosexual couples (married or not). The main objective of the plan 

is to partially cover IVF treatment (Korolczuk 2013). However, the programme that aims 

to reduce economic inequalities in assisted reproductive services did not fill the legal 

vacuum concerning the field of biotechnologies in general – as stated by Korolczuk (2013). 
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In June 2014, the additional medicines necessary during infertility treatment were added 

to a list of state-funded drugs. The list was extended by 13 new drugs 

(http://www.mz.gov.pl/aktualnosci/leki-stosowane-w-procedurze-in-vitro-objete-

refundacja-od-1-lipca-2014-r). Although we can notice government efforts to partially 

eliminate economic inequalities in access to infertility treatment, the scope of these 

efforts is not sufficient in the light of Polish reality and the number of infertile individuals 

and couples.  

The lack of regulations regarding IVF has its roots in opposition toward assisted 

reproductive technologies among conservative Polish parliamentarians and the rather 

strong position of the Catholic Church in Poland. For both conservative politicians and 

Catholic Church hierarchy, IVF should be recognised as a criminal act demanding 

punishment. As shown by the author during the conference “Gender in focus. (New) 

trends in media” (2014), the discourse on in vitro fertilisation in the Polish press can be 

divided into two opposing camps. While in more conservative and pronatalist discourse 

about IVF (e.g. in Rzeczpospolita daily), we experience demonisation of this form of 

assisted reproductive method, in more liberal sources (e.g. Gazeta Wyborcza daily), we 

can see an idealisation of IVF and the role of medicine in the process of obtaining a child, 

as well as of the role and interest of physicians.  

In Rzeczpospolita, the discussion about IVF is mainly focused on the place of 

Catholic values in the process of law making and nation building. Here, the embryo 

becomes a new citizen demanding protection from the state. In the eyes of 

Rzeczpospolita’s authors, infertile couples wishing for a child are selfish, irresponsible, 

immature and unhappy. We may state that Rzeczpospolita stratifies reproduction – some 

couples are empowered to have children, while others are denied this right. IVF is not 

understood as a method of treatment but as the easiest way, very similar to abortion, and 

most importantly, one that will lead to degeneration of humankind and to its extinction in 

the future (compare Korolczuk 2013; Radkowska-Walkowicz 2013).  

In contrast, Gazeta Wyborcza’s perspective is much more focused on presenting 

the topic as a purely political matter. Even though the infertility problem is seen as a 

private experience of a couple, childlessness becomes a public matter. Moreover, not 

having a child is presented as a tragedy and deviation from the standards present in 

society, and can be understood as a couple’s maladjustment to its requirement concerning 
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reproduction. Technology stands in opposition to the imperfect body and its sickness – 

infertility – the only obstacle in becoming a parent. 

A case that needs a rapid response from the authorities regards the hate speech of 

members of the Catholic Church hierarchy who insult children conceived by in vitro 

fertilisation as well as their parents. Children from IVF are publicly compared to 

Frankenstein’s creation, and are accused of killing their siblings (Radkowska-Walkowicz 

2013: 184). 

No less important is the case of the silence of physicians and legislators on 

children’s right to know their biological origin. The case is starting to be more broadly 

recognised by nation-states as well as non-governmental organisations gathering people 

who wish to know their biological parent(s). Biological citizenship is, for example, 

recognised in Sweden, Austria, Switzerland, the Netherlands, Norway, New Zealand and 

the United Kingdom. The matter of biological origin is relevant particularly in the case of 

sperm/eggs donation, as well as with surrogacy (see Radkowska-Walkowicz 2013: 184-

192), areas of reproductive technologies not legally regulated in Poland.  

 

CONCLUSIONS 

Implementation of the international conventions described at the beginning of the 

analysis and their regulations in the area of human sexuality and reproductive rights have 

proven to be very problematic in Poland. On the one hand, over the past 20 years Polish 

political leaders have accepted the conventions without reservations, but on the other 

they have demonstrated a lack of political will to put these regulations in force. Actually, 

we can state that Poland is reluctant to incorporate international treaties and conventions 

into its legal system. For instance, as shown while analysing abortion policy in Poland, 

even though the state authorities are obliged by domestic laws and international 

regulations to provide citizens with access to family planning, modern contraceptive 

methods and legal termination of pregnancy, many women and girls face multiple 

difficulties in obtaining coherent and objective sexuality education and experience refusal 

for contraceptive prescriptions as well as for legal abortion based on “conscientious 

objection”. It seems that although Polish political leaders promote family planning, there 

are no national campaigns aimed at promoting modern contraceptive methods, which 

significantly diminish women’s rights to freely decide about their reproductive lives, 

thereby limiting their self-determination and realisation of basic human rights.  
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To summarise, I would argue that the idea of gender equality and reproductive 

rights are very controversial issues in Poland and have two complementary dimensions. 

Firstly, the lack of public discussion on issues of discrimination against women results in 

little civil resistance (limited mostly to feminist and queer activists and their supporters), 

and lack of political will to change the status quo embodied especially in Poland’s 

provisional sexual and reproductive policy and actions. Secondly, to develop a 

comprehensive sexual policy and women’s empowerment Poland has to deal with 

ideologisation of debates concerning women’s sexuality, as well as with the presence of 

Catholic ethics in academia, public consciousness and public discourse. 
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