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Abstract
Several	Central	and	Eastern	European	countries	have	recently	enacted	retrogressive	
laws	and	policies	introducing	new	preconditions	that	women	must	fulfill	before	they	
can	obtain	legal	abortion	services.	Mandatory	waiting	periods	and	biased	counseling	
and	information	requirements	are	particularly	common	examples	of	these	new	prereq-
uisites.	 The	 present	 article	 considers	 these	 requirements	 in	 light	 of	 international	
human	rights	standards	and	public	health	guidelines,	and	outlines	the	manner	in	which,	
by	 imposing	regressive	barriers	on	women’s	access	to	 legal	abortion	services,	these	
new	laws	and	policies	undermine	women’s	health	and	well-	being,	fail	to	respect	wom-
en’s	human	rights,	and	reinforce	harmful	gender	stereotypes	and	abortion	stigma.
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1  | INTRODUCTION

Many	Central	and	Eastern	European	(CEE)	countries	were	among	the	
first	 jurisdictions	 in	 the	world	 to	 legalize	abortion.	 Indeed,	 laws	and	
policies	in	most	CEE	countries	have	long	permitted	access	to	abortion	
services	in	a	wide	range	of	circumstances.	In	the	early	stages	of	preg-
nancy,	abortion	is	allowed	on	a	woman’s	request	without	restriction	
as	to	reason.	In	the	later	stages,	access	is	allowed	when	a	woman’s	life	
or	health	is	at	risk,	and	in	cases	of	fatal	or	severe	fetal	impairment.1,2

However,	 in	 recent	years,	 a	wave	of	 regressive	 legislative	 initia-
tives	has	spread	across	CEE	jurisdictions,	with	lawmakers	and	govern-
ment	authorities	imposing	new	preconditions	that	women	must	fulfill	
before	 they	 can	 obtain	 legal	 abortion	 services.	 Mandatory	 waiting	
periods	and	biased	counseling	and	 information	 requirements	before	
abortion	are	particularly	common	examples	of	new	prerequisites	that	
have	been	adopted	or	proposed	in	countries	such	as	Georgia,	Latvia,	
Lithuania,	Macedonia,	Romania,	Russia,	and	Slovakia.3

Although	 some	proponents	of	 these	measures	have	argued	 that	
their	purpose	is	to	“protect”	women’s	health,	the	discourse	leading	to	
their	introduction	and	the	political	and	social	contexts	in	which	they	
have	 been	 proposed	 signal	 that	 they	 are	 in	 fact	 intended	 to	 ham-
per	women’s	 access	 to	 legal	 abortion	 services.4	 No	 evidence-	based	
research	 indicates	 that	 introducing	 mandatory	 waiting	 periods	 and	

biased	 counseling	 and	 information	 requirements	 before	 abortion	
advances	 women’s	 health.	 Instead,	 by	 contrast,	 such	 requirements	
contradict	WHO	 Safe	 Abortion	 Guidelines5 and jeopardize compli-
ance	with	international	human	rights	standards.	By	creating	barriers	to	
women’s	access	to	legal	abortion,	they	undermine	women’s	health	and	
well-	being,	fail	to	respect	women’s	human	rights,	and	promote	harmful	
gender	stereotypes	and	abortion	stigma.

Moreover,	 the	 introduction	of	retrogressive	measures—new	laws	
or policies that directly or indirectly impede or restrict enjoyment of an 
existing	entitlement—is	almost	never	permissible	under	international	
human rights law.6,7	This	means	that	laws,	policies,	and	practices	that	
introduce	new	restrictions	on	women’s	exercise	of	their	human	rights,	
including	their	right	to	health,	or	that	erect	new	barriers	to	women’s	
access	to	health	services,	will	rarely	comply	with	international	human	
rights	law	and	standards.	The	introduction	of	new	mandatory	waiting	
periods	and	biased	counseling	and	 information	 requirements	before	
abortion	in	CEE	jurisdictions	engages	this	international	prohibition	on	
such	regressive	measures.6–8 (paras.	32,48,50),9 (para.	38)

Although	mandatory	waiting	periods	and	counseling	requirements	
do	exist	 in	 several	 European	 jurisdictions	outside	CEE,	 in	 almost	 all	
instances,	 counseling	 is	 required	 to	 be	 non-	directive.	 Moreover,	 in	
almost	 every	 one	 of	 these	 countries,	 the	measures	were	 not	 intro-
duced	 as	 part	 of	 a	 retrogressive	 trend.	 Instead,	 they	 were	 largely	
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introduced	in	the	context	of	law	reform	processes	that	decriminalized	
and/or	liberalized	access	to	abortion	services.10	However,	it	is	import-
ant	to	underscore	that,	irrespective	of	context,	such	preconditions	to	
women’s	access	to	abortion	are	intrinsically	problematic.

2  | NEW BIASED COUNSELING AND 
INFORMATION REQUIREMENTS IN CEE

Recently	 adopted	 laws	 and	 policies	 in	 several	 CEE	 countries	 have	
introduced	new	 requirements	 that—for	 the	first	time	 in	 these	 juris-
dictions—compel	women	to	receive	counseling	or	information	before	
abortion	that	is	biased	and	directive.	Although	the	nature,	form,	and	
content	of	these	new	requirements	varies	across	the	relevant	jurisdic-
tions,	each	was	enacted	with	the	purpose	of	limiting	women’s	access	
to	abortion	and	 involves	 the	provision	of	medically	 inaccurate,	mis-
leading,	or	stigmatizing	information	about	abortion.

In	 some	 cases,	 the	 new	 law	 or	 policy	 is	 explicitly	 biased	 and	
directive.	For	 example,	 in	2010,	 the	Russian	Ministry	of	Health	 and	
Social	Development	issued	Guidelines	on	Psychological	Pre-	Abortion	
Counseling,11	which	 describe	 abortion	 as	 “murder	 of	 a	 living	 child”	
and portray women with unwanted pregnancies as irresponsible. 
Counselors	 are	 instructed	 to	 “awaken	 [the	woman’s]	maternal	 feel-
ings,”	 convince	 her	 of	 “the	 immorality	 and	 cruelty	 of	 abortion,”	 and	
“lead	the	woman	to	an	independent	conclusion	that,	‘if	a	baby	is	born,	
then	the	means	to	raise	it	can	be	found.’”

In	other	jurisdictions,	although	the	bias	underlying	new	counsel-
ing	and	information	requirements	might	not	be	explicitly	stated,	the	
nature	of	the	requirements	makes	their	 intent	clear.	For	example,	 in	
Macedonia,	counseling	requirements	adopted	in	201312 and 201413 
require	women	to	undergo	mandatory	ultrasonography	before	abor-
tion.	Then,	they	must	be	shown	the	“ultrasound	image	of	the	fetus”	
and be told about “all anatomical and physiological features of the 
fetus	at	the	given	gestational	age,”	as	well	as	about	the	effects	abor-
tion	will	 have	 on	 the	 fetus.	 The	 law	 also	 requires	 healthcare	 insti-
tutions	 to	 provide	women	with	 information	 and	 counseling	 on	 the	
“possible	 harm”	 abortion	 can	 cause	 to	 their	 health,	 including	 their	
psychological	health,	and	on	the	“possible	advantages”	of	continuing	
a pregnancy.12,13

In	 other	 countries,	 although	 the	 biased	 and	 directive	 nature	 of	
new	 information	 requirements	might	 be	 less	 obvious,	 their	 purpose	
is	 explicitly	 recorded	 in	 legislative	 history	 and	 explanatory	 reports	
as	being	 to	persuade	pregnant	women	 to	 continue	with	 their	 preg-
nancies	in	the	name	of	protecting	“the	unborn	child.”	For	example,	in	
2009,	Slovakia	adopted	a	law	requiring	that,	before	abortion,	women	
must	 receive	 information	 outlining	 the	 “physical	 and	 psychological	
risks”	 associated	 with	 abortion,	 “the	 current	 development	 stage	 of	
the	embryo	or	fetus,”	and	“alternatives	to	abortion”	such	as	adoption	
and	 support	 in	 pregnancy	 from	 civic	 and	 religious	 organizations.14 
Although	on	the	surface,	these	requirements	might	appear	less	intru-
sive	than	those	in	Macedonia	or	Russia,	they	were	introduced	with	the	
intention	of	dissuading	women	 from	obtaining	 abortion	 services	 “in	
favor	of	the	life	of	an	unborn	child.”14

3  | CONTRADICTING INTERNATIONAL 
HUMAN RIGHTS STANDARDS AND PUBLIC 
HEALTH GUIDELINES

Forcing	 women	 to	 undergo	 counseling	 or	 receive	 information	 that	
they	do	not	want	inherently	undermines	women’s	human	rights	and	
decision-	making	capacity.	When	such	requirements	also	mandate	that	
the	information	provided	be	directive	and	is	biased	toward	a	favored	
social	outcome,	 they	have	particularly	severe	 implications	for	wom-
en’s	health	and	human	rights.

Under	 international	 human	 rights	 law,	 women’s	 right	 to	
health,	including	reproductive	health,	necessitates	that	women	be	
afforded	 access	 to	 acceptable,	 good-	quality	 reproductive	 health	
services	and	information.9 (paras.	15,	18–21),15	This	requires	that	states	
guarantee	women’s	access	to	reproductive	health	information	that	
is	scientifically	and	medically	appropriate,	and	refrain	from	censor-
ing,	withholding,	or	misrepresenting	such	 information.8 (paras.	12,	21,	
34),9 (paras.	 21,41)	 They	must	 also	 ensure	 such	 information	 is	 “deliv-
ered	 in	a	way	that	ensures	that	a	woman	gives	her	fully	 informed	
consent,	 respects	 her	 dignity,	 guarantees	 her	 confidentiality	 and	
is	sensitive	 to	her	needs	and	perspectives.”16 (para.	22)	Additionally,	
women’s	rights	to	privacy,	personal	autonomy,	and	integrity	require	
that	 women	 are	 able	 to	 exercise	 agency	 and	 make	 autonomous	
choices about their bodies and their health free from arbitrary 
restrictions.17,18

The principle of informed consent is also an integral component 
of	women’s	rights	to	health,	personal	integrity,	privacy,	and	informa-
tion.16 (paras.	22,	31(e)),17,19 (paras.	18–19)	 Informed	consent	 requires	 that	 a	
patient’s	medical	decision-	making	be	free	from	threat	or	inducement,	
and	that	consent	to	medical	procedures	is	given	freely	and	voluntarily,	
after	having	received	understandable,	adequate,	and	evidence-	based	
information	 on	 the	 proposed	 treatment,	 as	 well	 as	 on	 alternative	
modes of treatment.20 (p.	23) It is implicit in the principle of informed 
consent	that	“[j]ust	as	a	patient	has	the	right	to	receive	 information	
in	giving	consent,	a	patient	has	the	right	to	refuse	such	 information	
in	giving	consent,	providing	disclosure	of	such	 information	has	been	
appropriately	offered.”19 (para.	15)

Mandatory	 counseling	 or	 information	 requirements	 before	
abortion	 undermine	 these	 principles	 and	 standards.	When	women	
wish	 to	 access,	 or	 consider	 accessing,	 legal	 abortion	 services,	 their	
decisions and their ability to make them must be respected. While 
states	must	offer	women	good-	quality,	non-	directive	information	and	
counseling	 support	 before	 abortion,	 laws	 and	 policies	 that	 seek	 to	
interfere in personal decision- making processes by obliging women 
to	undergo	abortion	counseling	or	receive	mandatory,	one-	size-	fits-	
all	 information,	regardless	of	women’s	individual	wishes,	needs,	and	
circumstances,	 undermine	women’s	 autonomy	and	decision-	making	
capacity.21 (pp.	 1688–89) Although some women could decide to seek 
information	 or	 counseling	 support	 in	 the	 course	 of	 their	 decision-	
making,22	other	women	seeking	abortion	could	have	made	up	their	
minds	 before	 seeking	 care,5 (p.	 36),22 and others might not wish to 
discuss the reasons for their decisions with a health professional or 
counselor.23,24
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The	 WHO	 Safe	 Abortion	 Guidelines	 advise	 against	 mandatory	
counseling	requirements,	specifying	that	“[m]any	women	have	made	
a	decision	to	have	an	abortion	before	seeking	care,	and	this	decision	
should	be	respected	without	subjecting	a	woman	to	mandatory	coun-
selling.”5 (p.	36)	By	mandating	that	a	patient	undergo	counseling	before	
abortion,	such	requirements	contravene	the	need	for	counseling	to	be	
entered	into	freely	and	voluntarily,	and	undercut	the	patient’s	entitle-
ment	to	refuse	information	and	proceed	to	treatment	without	it.

These	 concerns	 increase	 significantly	 when	 mandatory	 coun-
seling	 and	 information	 before	 abortion	 is	 biased	 and	 directive.	 By	
requiring	 that	women	 receive	 “medical	 information”	 that	 in	 fact	 is	
misleading,	or	by	exposing	them	to	judgmental	and	stigmatizing	atti-
tudes,	 biased	 counseling	 and	 information	 requirements	 undermine	
the	right	to	receive	scientifically	accurate	and	medically	appropriate	
information	 concerning	 abortion,	 and	 contravene	 the	 requirement	
that	medical	decision-	making	be	free	from	inducement,	coercion,	or	
discrimination.	Biased	counseling	requirements	often	require	health	
professionals	to	overemphasize	the	risks	involved	in	abortion	proce-
dures,	to	portray	abortion	as	harmful,	or	to	provide	other	inaccurate	
information.24	This	will	give	rise	to	an	intentional	misrepresentation	
or	distortion	of	scientific	information.5 (p.	21),20 (p.	153,	para.	5)	Moreover,	
being	 compelled	 to	 undergo	 directive	 counseling	 or	 receive	 infor-
mation	that	seeks	 to	stigmatize	abortion	or	 is	medically	 inaccurate	
or	misleading	might	be	traumatic	or	humiliating	for	women,	or	have	
other	harmful	effects.

The	WHO	Safe	Abortion	Guidelines	clearly	specify	that	counsel-
ing	about	abortion	should	be	non-	directive.5 (p.	36) They outline that 
a	woman	making	a	decision	about	whether	to	continue	a	pregnancy	
must	 be	 “treated	with	 respect	 and	 understanding	 and…be	 provided	
with	 information	 in	 a	way	 that	 she	 can	understand	 so	 that	 she	 can	
make	a	decision	free	of	inducement,	coercion	or	discrimination.”5 (p.	68) 
As	the	International	Federation	of	Gynecology	and	Obstetrics	(FIGO)	
has	advised,	“[n]either	society,	nor	members	of	the	health	care	team	
responsible	for	counselling	women,	have	the	right	to	impose	their	reli-
gious	or	cultural	convictions	regarding	abortion	on	those	whose	atti-
tudes	are	different.”20 (p.	155,	para.	5)

4  | NEW MANDATORY WAITING PERIODS 
IN CEE

Alongside	 the	 introduction	 of	 biased	 counseling	 and	 information	
requirements,	several	CEE	countries	have	also	seen	the	introduction	
of	 new	 obligatory	waiting	 periods.	 These	waiting	 periods	 specify	 a	
particular	period	of	time	that	must	pass	between	the	point	at	which	
a	woman	requests	an	abortion	and	when	the	procedure	can	be	per-
formed.	Generally,	 they	are	applicable	only	to	abortion	provided	on	
a	woman’s	 request,	but	are	not	 required	when	abortion	 is	provided	
for	 therapeutic	reasons	or	when	a	pregnancy	 is	 the	result	of	sexual	
assault.

The	length	of	the	new	mandatory	waiting	periods	varies	by	coun-
try.	 For	 example,	 to	obtain	 abortion	on	 request,	women	 in	 Slovakia	
must	wait	48	hours,14 (sec.	6b)	women	in	Russia	are	required	to	observe	

either	a	48-	hour	or	7-	day	waiting	period	depending	on	the	duration	of	
their	pregnancy,25	and	women	in	Macedonia	must	wait	3	days.12 (art.	6)

5  | UNDERMINING INTERNATIONAL 
HUMAN RIGHTS STANDARDS AND PUBLIC 
HEALTH GUIDELINES

Women’s	right	to	health	necessitates	timely	access	to	safe,	afford-
able,	and	good-	quality	abortion	services,	and	their	rights	to	privacy	
and	 personal	 integrity	 require	 that	 they	 be	 enabled,	 not	 ham-
pered,	in	exercising	their	right	to	obtain	legal	abortion	in	a	timely	 
manner.8 (paras.	 12,21),15,16 (para.	 21),18	 However,	 mandatory	 waiting	 
periods	 jeopardize	 women’s	 enjoyment	 of	 these	 rights	 and	 can	
 endanger their physical and mental health. When such periods are 
combined	with	biased	counseling	and	information	requirements,	the	
negative	effects	are	exacerbated.

Mandatory	waiting	periods	can	delay	women’s	access	to	timely,	
legal	 abortion	 services.5 (p.	 96)	When	 performed	 properly	 by	 quali-
fied	practitioners,	 abortion	 is	 an	extremely	 safe	medical	procedure	
at	all	stages	of	pregnancy.	However,	 risks	of	complications,	 though	
still	small,	increase	as	a	pregnancy	progresses.5 (p.	32)	Moreover,	man-
datory	waiting	periods	and	resulting	delays	can	jeopardize	women’s	
ability	to	obtain	legal	abortion	by	pushing	women	beyond	legal	gesta-
tional	limits	stipulated	for	abortion.	This	could	result	in	some	women	
being	 denied	 timely	 lawful	 care,	 and	 later	 undergoing	 illegal	 and	
potentially	 unsafe	 abortions.	Alternatively,	 it	 could	 compel	women	
with	the	necessary	resources	to	travel	to	another	country	to	obtain	
abortion	care.

Mandatory	waiting	periods	often	 increase	the	costs	of	accessing	
abortion	services.	They	usually	require	that	women	make	at	least	two	
trips	 to	 a	 health	 facility.	 Additionally,	 when	 the	 commencement	 of	
a	mandatory	waiting	period	 is	 linked	 to	 the	provision	of	mandatory	
counseling	 or	 information,	 women	 could	 need	 to	 travel	 more	 than	
twice.26	This	can	significantly	increase	the	personal	and	financial	costs	
involved	 in	obtaining	 legal	abortion,	and	can	have	a	heightened	and	
disparate	 impact	 on	 some	women.	 For	 example,	women	 from	 rural	
areas	could	need	to	travel	long	distances	to	reach	providers,	women	
with	 low	incomes	could	 lack	access	to	necessary	transportation	and	
financial	resources,	and	single	parents	or	caregivers	could	struggle	to	
find	time	for	repeated	visits	to	facilities	because	of	family	obligations	
and	 lack	of	alternative	caregivers.	Meanwhile,	 for	women	or	adoles-
cents	at	risk	of	domestic	violence,	the	necessity	of	multiple	visits	to	
health	facilities	could	create	safety	concerns.27,28

Impositions	of	mandatory	waiting	periods	also	undermine	women’s	
agency and ability to make autonomous decisions about their bod-
ies	and	their	lives.	These	impositions	imply	that	without	the	required	
“reflection	period,”	women	would	make	 rash	decisions	or	would	not	
properly	 consider	 the	 impact	 of	 their	 decisions.	 At	 times,	 this	 dis-
criminatory	 assumption	 about	women’s	 decision-	making	 capacity	 is	
explicitly	expressed	in	relevant	legislative	documents.	For	example,	in	
Slovakia,	official	explanatory	materials	specify	that	the	purpose	of	the	
required	waiting	period	is	to	provide	women	with	time	to	reflect	on	
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their	decision	to	have	an	abortion	so	as	to	ensure	the	decision	is	“more	
competent” and “free.”29

For	all	these	reasons,	WHO	indicates	that	mandatory	waiting	peri-
ods	should	not	apply	to	abortion	services.	It	outlines	that	“[m]andatory	
waiting	periods	can	have	the	effect	of	delaying	care,	which	can	jeop-
ardize	women’s	 ability	 to	 access	 safe,	 legal	 abortion	 services.”5 (p.	 96) 
It	underlines	 that	 “[o]nce	 the	decision	 [to	have	an	abortion]	 is	made	
by	 the	woman,	 abortion	 should	 be	 provided	 as	 soon	 as	 is	 possible”	
and without delay.5 (pp.	36,	64)	WHO	recognizes	that	mandatory	waiting	
periods	“demean…women	as	competent	decision-	makers,”	and	speci-
fies	that	medically	unnecessary	waiting	periods	should	be	eliminated	
to	 “ensure	 that	 abortion	care	 is	 delivered	 in	 a	manner	 that	 respects	
women as decision- makers.”5 (pp.	96–97)

International	 human	 rights	 mechanisms	 have	 also	 outlined	 that	
mandatory	 waiting	 periods	 undermine	 women’s	 human	 rights	 to	
health	and	non-	discrimination.	These	mechanisms	have	urged	states	
to	 eliminate	 medically	 unnecessary	 mandatory	 waiting	 periods,	 as	
well	as	mandatory	and	biased	counseling	required	to	access	abortion	
care.9 (para.	41),30

Furthermore,	although	mandatory	waiting	periods	usually	do	not	
apply	to	situations	in	which	women’s	lives	or	health	are	at	risk,	there	
are	 indications	 that	 in	 some	 CEE	 jurisdictions,	 health	 profession-
als might not be fully informed about the proper scope of the new 
requirements,	and	as	a	result,	might	be	hesitant	to	perform	therapeutic	
abortions	without	observing	a	waiting	period	out	of	fear	of	sanction.	
For	example,	 in	Macedonia,	 shortly	after	 the	 introduction	of	a	man-
datory	waiting	period	for	abortion	on	request	in	the	first	10	weeks	of	
pregnancy,	two	pregnant	women—one	carrying	a	dead	fetus	and	the	
other	experiencing	a	hematoma—were	erroneously	required	to	adhere	
to	the	new	mandatory	waiting	period	before	undergoing	abortion	pro-
cedures,	 despite	 the	 fact	 that	 the	 attendant	 risks	 to	 their	 lives	 and	
health	meant	that	the	waiting	period	was	not	legally	required.31 The 
United	Nations	Human	Rights	Committee	 expressed	 concern	 about	
this	 situation	and	urged	Macedonia	 to	eliminate	procedural	barriers	
to	abortion.32

6  | DISCRIMINATION, 
STEREOTYPES,  AND STIGMA

The	 retrogressive	 introduction	 of	 mandatory	 waiting	 periods	 and	
biased	counseling	and	information	requirements	in	CEE	jurisdictions	
not	only	has	practical	repercussions	for	women’s	access	to	legal	abor-
tion	services,	but	their	introduction	into	law	and	policy	also	promotes	
harmful gender stereotypes33	and	discriminatory	assumptions	about	
women’s	capabilities	and	behavior.	For	example,	mandatory	waiting	
periods	 and	 counseling	 requirements	 reflect	 common	 assumptions:	
that	women	are	 innately	 emotional	 and	 reactive;	 that	 they	 are	 less	
capable	 than	men	 of	 rational	 thought,	 considered	 decision-	making,	
or responsible moral choice; and that they always need assistance 
when taking important decisions to “protect” them from their own 
impulsive	and	emotional	reactions.34,35	They	also	reflect	the	view	that	
the	primary	role	of	women	in	society	 is	as	mothers,	and	the	related	

assumption	that	women	are	by	their	nature	maternal.	As	a	 result,	a	
woman’s	decision	to	have	an	abortion	is	assumed	to	be	counter	to	her	
“nature,”	and	therefore	potentially	irrational	and	harmful.21 (pp.	1686–87) 
Biased	counseling	requirements	often	project	a	sense	of	disapproval	
and	 shame,	 and	 promote	 a	 belief	 that	women	who	 terminate	 their	
pregnancies are doing something unnatural and wrong.

FIGO	 has	 confirmed	 that	 abortion	 restrictions	 often	 reflect	 the	
assumption	 that	 “termination	of	 their	 pregnancies	 is	 harmful	 to	 the	
women	themselves	because	they	will	come	to	regret	such	decisions	
and	 suffer	 remorse.”20 (p.	 42,	 para.	 8)	 It	 has	 observed	 that	 this	 view	 is	
based	on	“the	false	stereotype	that	women	make	fickle,	changeable,	
impulsive	decisions	governed	by	emotions	of	the	moment,	and	require	
the	guidance	of	steadfast,	more	discerning,	usually	male	protectors	of	
their interests.”20 (p.	42,	para.	8)

International	human	rights	law	and	standards	prohibit	discrimina-
tion	against	women	 in	 the	enjoyment	of	human	 rights,	 and	guaran-
tee	women’s	equality	in	law	and	practice.36 (arts.	1–3),37 (paras.	3,	9,	10),38–40 
States must accordingly ensure that their laws and policies do not 
embody	or	reflect	discriminatory	gender	stereotypes	or	assumptions,	
and	are	obliged	to	eliminate	existing	discriminatory	laws	and	policies,	
and	 refrain	 from	 enacting	 new	 laws	 and	 policies	 that	 discriminate	
against	women	in	wording	or	effect.9 (paras.	27-28,	34),36 (art.	2),37 (para.	9) The 
retrogressive	 introduction	 of	mandatory	waiting	 periods	 and	 biased	
counseling	or	 information	requirements	before	abortion	undermines	
compliance	with	these	obligations.

7  | CONCLUSION

The	recent	retrogressive	 introduction	in	several	CEE	jurisdictions	of	
mandatory	 waiting	 periods	 and	 biased	 counseling	 and	 information	
requirements	before	 abortion	 is	of	 serious	 concern.	Their	 introduc-
tion	undermines	international	human	rights	standards	and	the	princi-
ple	of	informed	consent,	jeopardizes	women’s	health	and	well-	being,	
undercuts	 their	 decision-	making	 capacity,	 and	 propagates	 harmful	
gender	 stereotypes	 and	 assumptions.	 The	 states	 concerned	 should	
move	swiftly	to	repeal	such	retrogressive	measures	and	restore	wom-
en’s	ability	to	access	legal	abortion	services	free	from	discrimination,	
stigma,	and	bias.
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