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SLIDE 1: “Progress, Partnerships, and Prospects:  The Cairo Agenda in the World 
of MDGs” 
 
Good afternoon, Distinguished Chairman, Thoraya Obaid, Ladies and Gentlemen. It is an 
honor to be here today, speaking about our collective efforts in implementing the Cairo 
Agenda. 
 
SLIDE 2: Ten Years Since Cairo: Changes in the Global Environment 
Growth of political conservatism 
Increase in terrorism 
Economic setbacks  
Globalization 
 
Almost 10 years have passed since we came together in Cairo to create the Programme of 
Action. Much has changed since then, and much of that change is not for the better. 
 
§ Politically, conservatism is dominant in the U.S. and appears to be on the rise in 

Europe.  This has particularly threatening implications for the sexual and 
reproductive health issues we are addressing today, and I will return to this theme 
– especially in terms of the U.S. role – in a minute. 

  
§ Terrorism and fanaticism are affecting all of our lives, directly or indirectly, in 

ways all too familiar to each of you.  
 
§ Economic problems have reduced resources across the board, including both 

private and public funding for reproductive health programmes, both North and 
South.  

 
§ Since 1994, we have been moving ever more rapidly towards globalization. The 

movement of resources, people, ideas, and information across international 
borders is unprecedented, and presents us with both unprecedented problems and 
unprecedented opportunities. 

 
SLIDE 3: Ten Years Since Cairo: Changes in the Field of Reproductive Health and 
Population 
Millennium Development Goals – New Framework 
HIV/AIDS 
“Youth bulge” 
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§ Our work is increasingly framed within the Millennium Development Goals, 
rather than the “population crisis” or “demographic imperative” of an earlier era. 
The far-reaching social and economic focus of the MDGs is both an advantage 
and disadvantage.  The urgency and broad scope of many of the goals can 
sometimes overshadow “our” issues, but it is also clear (if not explicitly 
recognized) that reproductive health goals, including family planning, are 
absolutely essential to achieving most, if not all, of the other MDGs.  These 
include the goals for education, women’s empowerment, and poverty eradication, 
as well as the more “obvious” health-related goals (HIV/AIDS, maternal health, 
child survival).  

 
§ The threat of HIV/AIDS, which was recognized in 1994, has been 

catastrophically realized. Already, more than 20 million people have died, and 
another 40 million are currently infected.  In 2002, 2.4 million people died of 
HIV/AIDS in Sub-Saharan Africa, and there were 3.5 million new infections. We 
are now seeing beyond the numbers and starting to truly understand the impact of 
this disease on families, children, grandparents, schools, hospitals, agriculture, 
and national economies. Young people are particularly affected, but in settings 
where prevalence is high, the economic and social consequences of the disease 
cannot be ignored.  In South Africa, for example, which accounts for an enormous 
share of sub-Saharan Africa’s economic output, gross domestic product in the 
year 2010 will be almost 20% lower than it would have been without AIDS.  

  
§ The world’s largest-ever generation of young people now live on our planet. They 

urgently need education, health care, contraception, and jobs that will guarantee 
their futures, yet societies, governments, religious institutions, and even parents 
continue turn a blind eye to reality and oppose the provision of reproductive 
health information and services. Nearly half the people in the world are under 25. 
Our challenge – and obligation – is to help them succeed. We will need to be at 
once creative and determined. 

 
SLIDE 4: Ten Years Since Cairo: Changes in the Political Environment 
U.S. government position 
More active religious opposition 
§ The White House (and the Vatican), and a range of other right-wing 

fundamentalist and religious groups, are working to turn back the clock and undo 
the gains made since Cairo – despite clear evidence that simplistic “abstinence 
only” campaigns do not work, and despite the evidence that imposition of the gag 
rule has resulted in countless additional unwanted pregnancies, unsafe abortions, 
and deaths. Steve Sinding, Director General of IPPF, urged us to be courageous in 
responding to fundamentalist opposition and their tactics by “discrediting their 
pseudo-science and unmasking their ideological motives. It is essential to 
demonstrate the truly dangerous consequences of their approach.”  We cannot 
allow differing opinions about abortion to derail commitment to improving 
women’s health.  
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Given all these changes in the environment, let’s review what progress we have made 
since 1994, and what challenges lie ahead. We will have more concrete evidence in a 
couple of months, when we publish a “report card” that looks at how individual countries 
are succeeding in meeting the goals agreed upon in Cairo. However, we are hampered by 
the extreme difficulty of collecting data on demographic and health status and on 
resource flows; more and better data are needed, so that we can better assess how much 
progress is being made, what interventions are effective, and what needs and priorities 
are still to be met. 
 
SLIDE 5: Progress and Challenges in Achieving the Cairo Agenda:  
Progress: 
§ Acceptance of the “reproductive health approach” 
§ Improvements in addressing unwanted pregnancy 

Challenges: 
§ HIV/AIDS: initial progress slow  

While it is sometimes easy to lose track of in the struggle to measure, analyze, and defend 
the ICPD commitments, we must give due credit to Cairo’s overriding achievement:  the 
almost unanimous acceptance of the new approach that places individuals at the center, 
acknowledges that people have a range of reproductive health needs, and recognizes that 
the most equitable and effective way to slow population growth is to offer 
comprehensive, high quality reproductive health services.  These include family planning 
as well as maternity and newborn care, safe pregnancy termination to the extent allowed 
by law, management of abortion complications, and prevention and treatment of sexually 
transmitted infections.  A look at policy statements from developing countries around the 
world provides ample demonstration of the acceptance of this approach; even India, 
notorious for its use of targets and incentives as a core component of its population 
programme, has shifted its policy to one that recognizes individual rights and choices. 
 
While actual implementation of the comprehensive approach remains challenging and 
incomplete in many settings, almost every country has moved toward comprehensive, 
integrated services, with a greater focus on higher quality, client-centered care.  
Reproductive health issues like management of unsafe abortion, which were once ignored 
or neglected, have benefited from greater awareness and understanding since Cairo, and 
are being addressed more fully – if still not fully enough.  And, despite what some 
doomsayers said during and immediately after ICPD, making family planning services 
more responsive to women’s and men’s needs, and more accessible, has helped reduce 
unwanted fertility and slow population growth. Now, with the commitment of both 
governments and NGOs, the world’s population is growing by 73 million people per 
year; in 1994, it was growing by 93 million per year.  
 
We have been less successful in addressing one component of the reproductive health 
challenge, and that is HIV/AIDS. There are various reasons for this. First, the response to 
HIV/AIDS was shamefully delayed in many settings, often because of its association 
with sexual activity. Second, there was a widespread notion that this disease was 
confined to marginalized “risk groups” such as IV drug users, prostitutes, or men who 
have sex with men, allowing many people feel that they would not be affected.  We now 
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know, of course, that is simply not the reality. We need to applaud the bravery of leaders 
in Uganda, Thailand, and other countries, who admitted publicly that AIDS was affecting 
their citizens, and took steps to slow its spread. The countries that addressed AIDS 
promptly are generally the ones that are seeing impressive reductions in transmissions 
now.  
 
Despite the clear lessons from these countries that prevention measures can be effective, 
there is a growing trend to view HIV/AIDS not as a component of reproductive health but 
as a “free-standing” infectious disease.  This trend ignores, or at best downplays, the fact 
that over 90% of HIV/AIDS cases result from sexual activity, when you include mother-
to-child transmission, and that HIV/AIDS increasingly affects women and young people. 
 
 
SLIDE 6: Next Steps  
§ Need for an integrated approach: HIV/AIDS is a reproductive health issue  
§ Prevention plus treatment:  an ethical imperative  

We need a “course correction.” We simply must acknowledge that HIV is a reality for 
most people in communities around the world. And we must apply to this challenge the 
lessons we have learned from several decades of work in reproductive health – in a 
“Cairo framework” that recognizes the complexities of people’s lives, respects their 
rights, and honors the obligation to provide good quality, accessible services. 
 
Strengthening health services generally, but particularly at the primary level, will help 
everybody. Let’s look at a community in a rural area of a developing country. In this 
community, you will find women who have a several children – and don’t want to have 
more. You will find men (and women!) forced by economic circumstance to migrate to 
cities or other countrie s for work. They want to stay free of disease, and keep their 
families safe and healthy. There are pregnant women who want, above all, to survive 
childbirth, and to give birth to a healthy, disease-free baby. There are adolescents who are 
wondering about their future, their changing bodies, about the pressures they are facing 
internally and from others in their society. There are girls and boys growing up, grappling 
with the constraints of their gender roles.  
 
HIV is intertwined in all these stories, and so are other essential health issues – family 
planning, improved women’s health, safe motherhood services, well-baby care, sexual 
and reproductive health education and services for young people. We would be short-
sighted to separate HIV/AIDS from these issues, or to ignore the lessons learned from 
decades of research and experience in reproductive health. It is a reproductive health 
issue! 
 
Treatment has been the focus of tremendous media attention recently, with the launch of 
new initiatives such as WHO’s “three by five,” an effort to have 3 million HIV positive 
people receiving treatment by the year 2005. It is simply immoral for high prices and 
government policies to keep drugs out of the hands of those who desperately need them. 
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But it is unjust and, frankly, equally immoral not to do more to help people avoid getting 
the disease in the first place. Just as we know the new anti-retroviral drugs work for many 
people, and can prolong and improve lives, we know also that concerted prevention 
efforts do work. However, they require more than simplistic “just say no” messages. 
They require political will, acknowledgement of the complexity of people’s lives, and 
adequate resources. That includes condoms. Microbicides and vaccines will also be 
essential tools for prevention.  
 
Yes, preventing AIDS is complicated and difficult. Behavior change is hard to achieve. 
We need to deal with some uncomfortable and intimate issues. But, providing treatment 
is going to be complicated and difficult too. It is not a matter or one or the other – on the 
contrary, the two approaches can reinforce each other. We simply cannot afford to put all 
our eggs in one basket – the road ahead is too rocky. 
 
SLIDE 7: NGOs working in partnership to realize the MDGs  
NGOs can and do: 
§ try out and evaluate innovative approaches  
§ articulate the views of women and other constituent groups  
§ have the courage to take on controversial issues 
§ work more quickly and flexibly 

With the emergence of HIV/AIDS, and increasing focus on reproductive health, we have 
learned that partnerships are increasingly important: no one sector can do this work alone. 
Fortunately, many more NGOs and other types of partners are working on reproductive 
health. Often, NGOs are able to do important, innovative work, blazing a trail for larger 
institutions like Ministries of Health.  For example, it is NGOs who often take the lead in 
trying out new approaches to sticky problems; when those approaches are thoroughly 
evaluated (which is, admittedly, not always the case), and when that information is 
shared effectively with governments, donors, and others, real progress can be made. 
  
There are, of course, many different kinds of NGOs, and it is difficult to generalize about 
their role.  But a few other examples demonstrate why NGOs have been critical to ICPD 
and what we have achieved since 1994 – and why they will continue to be essential 
partners: 
 
§ Community-based NGOs, including religious organizations and women’s groups, 

often have strong ties to their constituencies.  One of the major lessons in 
reproductive health is that programmes and services must be designed to be 
responsive to the needs of those who are supposed to use them – and working 
with community-based groups is an effective (and cost-effective) way to 
understand and incorporate the “user perspective.” 

§ NGOs are, shall we say, less constrained by political factors than governments 
usually are, and are therefore able to be more courageous (and sometimes 
outrageous) in tackling controversial issues.  One clear example is the provision 
of contraception and other reproductive health services to young people – an area 
that most governments have committed to on paper, but where action is lagging 
considerably. 
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§ NGOs are also, shall we say, more fleet of foot than governments – because of 
their smaller size and smaller bureaucracy, they can often initiate projects and 
programmes more rapidly, and adjust to changed circumstances and environments 
more quickly as well. 

 
SLIDE 8: Realizing the MDG on Universal Primary Education  
Education is essential 
Girls’ education has many rewards  
Education still neglected – especially in Africa 
 
Another MDG that is closely related to reproductive health needs significantly more 
effort: the goal of universal primary education. The education of young people, 
particularly girls, is critical to development overall. Investing in girls’ education yields 
important dividends – in reducing population growth, fertility, and both child mortality 
and maternal mortality, and improving family health, income, and nutrit ion. 
 
Yet, a recent report from UNICEF informs us that millions of children are kept out of 
school for lack of funds. Sadly, this translates into more children, and especially more 
girls, getting little or no education at all.  
 
Many of these children are in Africa. Because of AIDS, many are growing up as orphans. 
Already, they are missing out on learning about farming, about the world of work, about 
their cultural traditions. If they also miss out on formal education they are effectively 
condemned to poverty. They will also miss out on school-based AIDS education, which 
is the only AIDS education currently available to young people in most countries. Truly, 
education is the best investment. 
 
SLIDE 9: Moving Forward: Development and Reproductive Health  
Increase access to reproductive health services and commodities 
Recommit to promises of Cairo and the MDGs  
Work in partnerships 
Prioritize education 
How do we move forward?  
I have argued that the global development agenda is closely related to reproductive 
health. I think we are all aware that in our global village, the problems are not “out there” 
– we are increasingly dealing with terrorism everywhere, and refugees in our cities. 
Europe has taken the lead in combating poverty around the world – and this leadership 
must continue.  In the next ten years, we must: 
 
§ Get reproductive health services and commodities – including contraceptives, 

condoms, essential drugs (and hopefully AIDS vaccines and microbicides) – to 
communities that need them most. Without these supplies, we don’t have a hope 
of avoiding unintended pregnancies, fighting AIDS, reducing unnecessary deaths, 
and improving health.  
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§ Recommit ourselves to the promises made in Cairo and in other international 
agreements. It is critical that we meet the MDGs – and sexual and reproductive 
health is central to this effort. 

§ Take partnerships seriously – whether between public and private sectors, 
governments and NGOs, communities and health care providers. NGOs must be 
supported and encouraged, as well as monitored and held accountable, if they are 
to continue playing a vital, creative, role in finding solutions to global problems. 

§ Ensure that education gets the funding and attention it needs. 
 
These actions will of course require resources. Both rich and poor countries must do 
more to honor the promises made in Cairo. The donor community is still far short of the 
$5.7 billion “fair share” agreed to in Cairo, and developing countries’ own expenditures 
on reproductive health programmes may have even declined in 2001. Donor contributions 
are, quite simply, essential. Europe’s steadfast leadership is to be congratulated. We must 
have similar commitment from the U.S., the biggest donor in absolute terms, but not in 
terms of proportion of national resources committed. In addition, the U.S. must stop 
playing the role of “spoiler” in international development, whether it be defunding 
organizations that refuse to sign the “gag rule” or putting the desires of share-holders of 
multi-national corporations ahead of the future health of our planet. 
 
We are all share-holders of our earth’s future. We must recognize both the rights and 
responsibilities that this role entails.  Working in partnership, we can and must combat 
those who would deny women and men, young people and old, the services they need to 
achieve sexual and reproductive health for all.  


