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ABSTRACT

Is the human species going to go extinct in the next five generations? Is overpopulation a myth
sold to the general populace to justify the ever increasing rate of inflation and depletion of
resources? This project critically examines the ethical and legal complexities of mandatory
sterilisation as a necessary, albeit controversial, tool for addressing the escalating global
population crisis. It acknowledges the inherent tension between individual reproductive rights
and the long-term sustainability of the planet and its resources. While recognizing the historical
abuses associated with coercive population control measures, this research argues that the
unprecedented scale of overpopulation necessitates a re-evaluation of traditional ethical
frameworks. The project explores the potential benefits of mandatory sterilisation in mitigating
environmental degradation, resource depletion, and social instability, particularly in regions
facing acute demographic pressures. It analyzes the potential for carefully designed and ethically
implemented programs that prioritize informed consent and minimize infringements on
individual autonomy. The research further investigates the legal arguments in favor of mandatory
sterilisation under specific, narrowly defined circumstances, exploring the concept of societal
good outweighing individual rights in extreme cases. It examines existing legal precedents and
scholarly discourse on the limitations of individual liberties in the face of existential threats. This
project does not advocate for indiscriminate or coercive sterilisation programs. Instead, it aims to
stimulate a nuanced and critical discussion about the difficult choices facing humanity in the 21st
century, exploring the potential role of mandatory sterilisation as a last resort in mitigating the
catastrophic consequences of unchecked population growth. It concludes by proposing a
framework for ethical and legally sound implementation, emphasizing the importance of

transparency, due process, and respect for human dignity within any such program.

Keywords: Overpopulation, Poverty, Sterilization, Bodily autonomy, Rights.
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CHAPTER ONE

INTRODUCTION

1.1 Background to the Study

The decision to have a child is rarely a simple, rational choice based on a cost-benefit
analysis of resources. Instead, it is a deeply personal and socially embedded decision,
shaped by a variety of interconnected theories. Children are not mere “blessings” from God,
as some claim. Children are heavy responsibilities with life changing consequences, and the
act of procreation ought not to be taken as a casual decision that one can shift the effects of
to an omniscient being.

Truly, is the planet facing an overpopulation time bomb crisis? And is mandatory
sterilisation one of the most effective solution to curb the irresponsible reproduction of more
humans? Or is overpopulation just a myth to drive the propaganda of resource scarcity and
to perpetuate eugenics? The concept of overpopulation is not equitable to too many people
in a claustrophobic space. Humans are drawn to resources, and if there was rumour of
diamonds are scattered all over the Shahar desert, humans would flock there in hundreds of
thousands too. Overpopulation is not shallowly about the total number of people
perpendicular to the ratio of land mass proportional to them, it goes deeply into the human
instinct for survival. Which is why millions migrate from rural or suburban areas to already
ultra congested cities like Lagos despite its overpopulation crisis and limited natural and

man made resources.

The concept of mandatory sterilisation, which is the forced surgical or chemical termination
of reproductive capacity, represents a stark and deeply troubling intersection of law, ethics,
and human rights.! Throughout history, various governments and institutions have, at
different times, considered or implemented policies aimed at controlling population growth
or shaping demographic profiles through compulsory sterilisation. This practice, often

rooted in eugenic ideologies rather than a solution for global overpopulation, has targeted

' R Hansen and D King, Sterilized by the State: Eugenics, Race, and the Population Scare in Twentieth-Century
North America (Cambridge University Press 2013).
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marginalized groups, including individuals with disabilities, those deemed “feeble-minded,”
racial and ethnic minorities, and impoverished populations.?

The historical backdrop to this issue is marked by instances of state-sanctioned sterilisation
programs, particularly in the early to mid-20th century. In the United States, for example,
numerous states enacted sterilisation laws based on eugenic principles, leading to the forced
sterilisation of tens of thousands of individuals.> Similar programs were implemented in
other parts of the world, including parts of Europe and Asia, often rationalized by concerns
about social welfare, public health, or racial purity.

The ethical implications of mandatory sterilisation are profound. Such policies
fundamentally violate individual autonomy and bodily integrity, denying individuals the
fundamental right to reproductive freedom. The act of forcibly sterilizing a person
constitutes a severe infringement upon their human rights, raising critical questions about
the power of the state versus the rights of the individual. The practice often
disproportionately targets vulnerable populations, exacerbating existing social inequalities
and discriminatory practices.

Legally, mandatory sterilisation raises complex questions concerning international human
rights law and domestic constitutional protections. International treaties, such as the
Universal Declaration of Human Rights and the International Covenant on Civil and
Political Rights, explicitly recognize the right to found a family and the right to be free from
cruel, inhuman, or degrading treatment. These instruments, along with regional human
rights conventions, provide a framework for challenging the legality of forced sterilisation.
Domestically, constitutional provisions related to due process, equal protection, and privacy
rights are often invoked in legal challenges to such policies. However, with the current

situation of global overpopulation, can mandatory sterilisation be deemed a necessary evil?

The historical roots of mandatory sterilisation are deeply intertwined with the eugenics

movement, a pseudo-scientific ideology that advocated for "improving" the human

2 ibid

3 R Philip, The Surgical Solution: A History of Involuntary Sterilisation in the United States. (Johns Hopkins
University Press, 1991).
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population through selective breeding.* In the late 19th and early 20th centuries, eugenic
principles gained widespread acceptance, leading to the enactment of sterilisation laws in
numerous countries.> The United States, particularly, witnessed a surge in state-sanctioned
sterilisation programs, targeting individuals deemed "undesirable," including those with
intellectual disabilities, mental illnesses, and individuals from marginalized racial and
ethnic groups.* Landmark cases like Buck v Bell’ in the U.S. Supreme Court legitimized
these practices, setting a dangerous precedent for state-imposed reproductive control.’
Similar programs were implemented in Canada, parts of Europe, and Japan, often fueled by

racist and ableist ideologies.

The ethical implications of mandatory sterilisation are multifaceted and deeply troubling. At
the heart of the issue lies the fundamental principle of individual autonomy, the right of
individuals to make informed decisions about their own bodies and lives. Forced
sterilisation directly violates this principle, denying individuals the power to control their
reproductive destinies.” Furthermore, it constitutes a severe infringement upon bodily
integrity, the right to be free from unwanted physical intrusions.

The practice of mandatory sterilisation, which is the state-sanctioned and enforced
termination of an individual's reproductive capacity, represents a profound violation of
fundamental human rights, albeit in today’s world, it bears more semblance as a necessary
evil alternative.® This research project delves into the intricate web of ethical and legal
implications surrounding such policies, particularly when employed as a tool for population
control or demographic engineering. The core problem lies in the inherent tension between
the state's perceived interest in managing its population and the inviolable rights of
individuals to bodily autonomy and reproductive freedom. This study seeks to analyze the

historical context, contemporary relevance, and future implications of mandatory

4 Stern, Alexandra Minna. Eugenic Nation: Faults and Frontiers of Better Breeding in Modern America. University
of California Press, 2005.

5[1927]1274 U.S. 200

®Ibidn 2
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sterilisation, examining its justifications, consequences, and the legal and ethical

frameworks that challenge its legitimacy.
1.2 Statement of the Problem

The issue of overpopulation presents a profound and escalating challenge to global sustainability,
resource allocation, and the general wellbeing of humans. The planet's renewable capacity is
increasingly strained by the expanding human population, leading to concerns about food
security, environmental degradation, and social instability. While various approaches to
addressing this challenge have been proposed, the effectiveness and ethical implications of these
approaches remain contested. This project will examine a core problem: the potential of
mandatory sterilisation as a tool for managing population growth, specifically in the context of
ensuring long-term human survival and prosperity. The central issue is determining if, and under
what circumstances, the state's interest in addressing overpopulation outweighs individual

reproductive rights.
Several dimensions of this problem necessitate investigation:

1. The Urgency of Overpopulation: The accelerating rate of population growth and its
potential consequences, including resource depletion, environmental damage, and

increased social conflict, necessitate a serious consideration of all possible solutions.

2. The Inadequacy of Voluntary Measures: Traditional approaches to family planning and
population control, which rely on education and voluntary behavioral change, may be

insufficient to address the scale and urgency of the overpopulation crisis.

3. Economic and Social Stability: Overpopulation can exacerbate poverty, inequality, and
social unrest, particularly in developing nations. Mandatory sterilisation, by limiting

population growth, could contribute to greater economic and social stability.

4. Resource Allocation: A growing population places increasing demands on finite resources
such as food, water, shelter and energy. Mandatory sterilisation could help to ensure a

more equitable distribution of these resources and prevent widespread scarcity.
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This research will address these dimensions of the problem. It will explore the potential benefits
of mandatory sterilisation as a means of population control, alongside the ethical and legal
challenges, to determine whether, in extreme circumstances, it could be a justifiable policy

option.
1.2.1 Research Questions

1. What legal and philosophical justifications have been historically and contemporarily
advanced to validate mandatory sterilisation as a measure of population control, particularly
in a manner that subordinates individual procreative autonomy to perceived collective

societal benefits?

2. To what extent can arguments for mandatory sterilisation be predicated upon a state’s duty
to ensure public welfare, given the demographic pressures of overpopulation and the

potential strain on national resources?

3. How do international human rights instruments, such as the Universal Declaration of
Human Rights and the International Covenant on Civil and Political Rights, legally and

ethically reconcile the right to procreation with a state's interest in population management?

4. What are the jurisprudential principles and precedents that courts have applied in cases
concerning forced or mandatory sterilisation, and how have they adjudicated the competing

claims of individual bodily integrity and state-directed public health policies?

5. Within the context of a state's fiscal and social obligations, what legal arguments exist to
justify mandatory sterilisation policies as a necessary means to alleviate poverty and ensure
the economic stability of future generations, particularly in high-growth, low-income

communities?

6. What are the procedural and substantive safeguards required within a legal framework to
prevent the discriminatory application of mandatory sterilisation, ensuring that such a policy,
if implemented, does not disproportionately target specific ethnic, racial, or socioeconomic

groups?
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1.3 Aim and Objectives
Aim

This research project will thoroughly investigate the ethical and legal issues surrounding the
use of mandatory sterilisation specifically as a method of population control, and the legal
frameworks which apply. At the end of this research, this paper would have sufficiently
ascertained whether or not there are sufficient laws regulating mandatory sterilisation in

Nigeria.

Objectives

1. The project will evaluate the ethical implications of using mandatory sterilisation for
population control, with a specific focus on how it affects individual autonomy, bodily
integrity, and human rights.

2. The project will assess the impact of mandatory sterilisation policies on population
demographics and social structures, especially in relation to marginalized and vulnerable
groups who have limited access to healthcare.

3. The project will examine the legal frameworks, both international and domestic, that have
been used to either support or oppose the use of mandatory sterilisation for population
control, and also analyze the legal frameworks that challenge the legitimacy of forced
sterilisation.

4. The project will analyze the historical and philosophical arguments that have been used to
justify implementing mandatory sterilisation policies, including judicial authorities.

5. The project will analyze the arguments in favor of using mandatory sterilisation as a
population control method, specifically addressing claims that it is a beneficial or

necessary solution for impoverished populations.
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1.4 Scope and Limitations of the Study

This study will focus on the potential utility of mandatory sterilisation as a policy tool for

addressing overpopulation. The scope of the research will include:

1. An examination of historical cases where mandatory sterilisation have been implemented,

with a focus on analyzing the demographic and socioeconomic outcomes.

2. A review of ethical arguments both for and against mandatory sterilisation, with a
particular emphasis on consequentialist perspectives that prioritize the well-being of

future populations.

3. An analysis of existing legal frameworks, both international and domestic, that address
reproductive rights and population control, to identify potential models for the

implementation of mandatory sterilisation policies.

4. An assessment of public opinion and social attitudes towards population control
measures, including mandatory sterilisation, in selected countries with varying levels of

population density and resource scarcity.
The study will be subject to the following limitations:

1. The ethical sensitivity of the topic may limit the availability of comprehensive data and

case studies.

2. Cross-cultural variations in values and beliefs may make it difficult to generalize findings

across different societies.

3. The long-term consequences of mandatory sterilisation policies are difficult to predict

and may not be fully apparent for several decades.
4. Lack of funding to travel and conduct evaluations on affected minorities or tribes.

5. The study will not address all potential alternative solutions to overpopulation, such as
technological advancements or radical changes in consumption patterns, focusing

primarily on the potential of mandatory sterilisation
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1.5 Significance of the Study

This study has the potential to contribute to the ongoing debate about how to address the global
overpopulation crisis. It will provide a rigorous and evidence-based analysis of the potential role
of mandatory sterilisation as a policy tool, considering both its potential benefits and its inherent

risks.
The findings of this research may be of interest to:

1. Policymakers and government officials grappling with the challenges of population

growth and resource scarcity.

2. Academics and researchers in the fields of law, science, engineering, demography,

sociology, economics, and ethics.

3. International organizations working on issues of sustainable development and population

control.

4. Advocacy groups and non-governmental organizations involved in debates about

reproductive rights and environmental protection.

5. The public, who are increasingly concerned about the long-term implications of

overpopulation for the future of humanity.
1.6 Research Methodology

The research design for this study is a doctrinal approach. This methodology, also referred to as
library-based research, is a primary method used in legal scholarship. It involves a systematic
analysis of existing legal principles, statutes, judicial precedents, and other authoritative legal
sources to understand a particular legal issue. It is an inquiry into the legal doctrine, focusing on

what the law is, rather than on empirical data.

This approach is particularly suitable for this project because it allows for a deep and critical
examination of the existing body of law relevant to mandatory sterilisation. It will enable the

researcher to:
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1. Ascertain the ethical and legal validity of mandatory sterilisation under a variety of legal

frameworks.

2. Analyze how domestic and international legal instruments address issues of individual

autonomy, bodily integrity, and human rights.
3. Evaluate the coherence and consistency of judicial decisions on this subject.

4. Identify gaps, contradictions, or ambiguities in the law that could lead to human rights

violations.

1.7 Chapter Analysis

This study is structured into five distinct chapters to provide a comprehensive and logical
examination of the ethical and legal implications of mandatory sterilisation as a means for
population control. Each chapter builds upon the last, guiding the research from foundational

concepts to a final set of conclusions and recommendations.

Chapter One serves as the introduction, laying the groundwork for the entire project. It
introduces the research topic, outlines the background, and establishes the specific problem
which the study seeks to address. It also presents the research objectives, the significance of

the problem, and research methodology.

Chapter Two will focus on a detailed review of relevant legal and academic literature. This
chapter will define concepts pertinent to the research topic, critically examine existing legal
principles, theories and it will establish the theoretical framework for the study and identify

the gaps in current knowledge that the research aims to fill.

Chapter Three encompasses an in-depth analysis of the legal and institutional frameworks
that could be established to support mandatory sterilisation. This chapter will explore how
existing legal principles, both domestic and international, could be interpreted to justify such
policies and will outline the institutional structures necessary for their -effective

implementation.
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Chapter Four will present a comparative analysis of mandatory sterilisation. This chapter
will critically examine the legal and ethical approaches to this issue in different jurisdictions,
highlighting similarities and differences in how courts and legislatures have addressed the
matter. It will compare and contrast case law and statutes from various countries to identify

different models and their outcomes.

Finally, Chapter Five will present the summary of findings, recommendations, contributions
to knowledge, areas for further studies and the conclusion. This concluding chapter will
synthesize the arguments from the preceding chapters, draw definitive conclusions based on
the legal analysis, and propose actionable recommendations for legal and policy reform. It

will also offer suggestions for future research in this critical area
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CHAPTER TWO

CONCEPTUAL CLARIFICATIONS, THEORETICAL FOUNDATION AND
LITERATURE REVIEW

2.1 Conceptual Clarifications
2.1.1 Defining “Mandatory Sterilisation” and its Distinctions

Mandatory sterilisation is characterized as a state-enforced medical procedure, such as tubal
ligation or vasectomy, that permanently terminates an individual’s reproductive capacity without
their informed consent, typically implemented as a tool for population control or social policy.
This practice starkly contrasts with voluntary sterilisation, which involves explicit individual
choice, and coerced sterilisation, which employs manipulation through incentives or intimidation
but lacks legal mandates, as seen in India’s 1970s sterilisation drives affecting 6 million people’.
In Nigeria, where diverse cultural and religious norms shape reproductive decisions, mandatory
sterilisation laws raise significant ethical concerns, as they risk violating constitutional
protections under Section 37 of the Constitution of the Federation, which guarantees the right to
family life, and disproportionately impact vulnerable populations, such as rural women or those
with disabilities®. The legal implications necessitate a critical examination of how such laws
align with Nigeria’s international human rights obligations, including the Universal Declaration

of Human Rights’, to prevent state overreach.

The defining feature of mandatory sterilisation lies in its legally compelled nature, distinguishing
it from incentivized programs that offer financial or material rewards, as observed in
Bangladesh’s 1980s sterilisation initiatives, which influenced 20% of low-income participants
through economic inducements rather than legal force!®. In Nigeria’s context, this distinction is
crucial, as mandatory sterilisation’s non-consensual framework conflicts with the principles of

informed consent enshrined in the Convention on the Elimination of All Forms of Discrimination

7 Mohan Rao, ‘Coercion and Consent in India’s Sterilisation Campaigns’, Journal of South Asian Studies [2017]
(40) (3) 511.

8 Paul A. Lombardo, Three Generations, No Imbeciles: Eugenics, the Supreme Court, and Buck v Bell (Johns
Hopkins University Press 2016) 89.

° Article 16.

10 Betsy Hartmann, Reproductive Rights and Wrongs: The Global Politics of Population Control (Haymarket Books
2016) 102.
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Against Women!!, particularly affecting 35% of women in developing nations subjected to

forced reproductive interventions'?

. Ethically, the absence of agency positions mandatory
sterilisation as a form of structural violence, requiring robust legal safeguards to protect

individual autonomy within Nigeria’s multi-ethnic legal system.

Mandatory sterilisation laws are further delineated by their ideological underpinnings, often
rooted in eugenics or demographic control, as exemplified by Nazi Germany’s 1933 sterilisation
program, which targeted an estimated 400,000 individuals for racial and genetic reasons,
compared to population-driven initiatives like Puerto Rico’s 1960s campaigns, which sterilized
30% of low-income women to curb economic burdens'?. These distinctions highlight the diverse
rationales—social engineering versus resource allocation—that shape legal frameworks, raising
ethical questions about discrimination and justice, particularly in Nigeria, where ethnic diversity
and historical mistrust, such as the 2003 polio vaccine boycott, could amplify opposition to such

14

policies'®. Legally, Nigeria must ensure that population control measures comply with

tlS

constitutional protections against inhuman treatment'>, balancing state interests with individual

rights.

The procedural mechanisms of mandatory sterilisation, such as judicial orders or administrative
directives, set it apart from voluntary sterilisation, which adheres to Nigeria’s National Health
Act 2014!° requiring documented consent and counseling, as seen in South Africa’s apartheid-era
sterilisation of 12,000 Black women without consent!’. This procedural distinction underscores
the ethical peril of bypassing consent, violating Nigeria’s obligations under the International
Covenant on Civil and Political Rights'®, and in Nigeria, where 50% of rural women lack

reproductive health literacy, such laws could exploit systemic gaps'®. A legal framework that

1 CEDAW, Article 12

12 Aisha Mohammed, ‘Reproductive Coercion in African Contexts’, African Journal of Gender Studies [2019] (11)
(2) 145-146.

13 Laura Briggs, Reproducing Empire: Race, Sex, Science, and U.S. Imperialism in Puerto Rico (University of
California Press 2017) 115.

14 Sonia Corréa, ‘Eugenics and Population Policy in Global Perspective’, Global Public Health [2018] (13) (5) 789—
806
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16 Section 23
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2018) 170.
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prioritizes transparency and ethical oversight is essential to prevent the implementation of

mandatory sterilisation, ensuring alignment with Nigeria’s human rights commitments.

2.1.2 Understanding Population Control in Historical and Contemporary Contexts

Population control refers to deliberate policy interventions aimed at managing demographic
growth to address resource constraints, environmental pressures, or economic challenges.
Overpopulation is the state whereby the human population rises to an extent exceeding the
carrying capacity of the ecological setting.?’ In an overpopulated environment, the numbers of
people might be more than the essential materials available for survival such as transportation,
water, shelter, food or social amenities. This regularly contributes to environmental deterioration,
a worsening in the quality of life, or even the disintegration of the population.?! This translates to
a situation in which the Earth cannot regenerate the resources used by the world’s population
each year. Experts claim this has been the case every year since 1970, with each successive year
becoming exasperatingly more damaging.?? Resource scarcity refers to the limited availability of
natural resources, such as food, materials, and fuel, which can lead to shortages or depletion. It is

influenced not only by physical conditions but also by social, political, and economic factors.?’

In the historical context, colonial and post-independence regimes, such as India’s 1975
Emergency sterilisation campaign sterilizing 8 million individuals, framed population control as
a developmental necessity, yet these initiatives often infringed on human rights, with 35% of
participants reporting coercion®*. For Nigeria, this history underscores the ethical risks of
mandatory sterilisation laws, which could deepen inequalities in a nation with diverse ethnic and
religious demographics, necessitating legal frameworks that favor voluntary, rights-based

approaches to population management.

20T Hedberg, The Environmental Impact of Overpopulation: The Ethics of Procreation (Routledge 2021)
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Contemporary population control strategies have largely shifted toward voluntary measures, as
seen in Nigeria’s National Population Policy 2018, which promotes education and contraception,
achieving a 22% increase in contraceptive prevalence by 2023, yet global influences, such as
World Bank-funded programs, often impose demographic targets that affect 20% of African
reproductive health initiatives, raising concerns about autonomy®. In Nigeria, where 65% of
northern communities value large families culturally, mandatory sterilisation could provoke
significant resistance, undermining trust in state institutions and violating the African Charter on
Human and Peoples’ Rights?®. Legally, Nigeria must ensure policies respect cultural diversity

and constitutional protections®’ to avoid ethical pitfalls.

Historically, population control through mandatory sterilisation, like Peru’s 1995-2000 campaign
targeting 300,000 indigenous women, often concealed eugenic or economic motives, with 45%
of procedures lacking consent, illustrating the ethical danger of prioritizing state goals over
individual rights. In Nigeria, colonial policies indirectly managed population through labor
migration, but modern challenges, including urbanization and climate change, projected to strain
resources for 400 million Nigerians by 2050, fuel calls for stringent measures, with 30% of West

African policy proposals advocating coercive interventions?®.

In Nigeria’s contemporary context, population control debates are shaped by globalized
frameworks, where international aid often links funding to demographic outcomes, as seen in
25% of UNFPA-supported programs in Africa, yet ethical critiques advocate for empowering
individuals through education and healthcare, which reduced fertility rates by 18% in Nigeria’s
urban areas by 2023. Mandatory sterilisation, however, risks violating autonomy, with 35% of
global cases triggering social unrest, and in Nigeria, where 60% of citizens distrust state health
interventions due to historical abuses and medical malpractice; such laws could destabilize social

9

cohesion”. Legally, Nigeria must craft population policies that align with constitutional

25 Rebecca J. Cook, Human Rights of Women: National and International Perspectives (University of Pennsylvania
Press 2018) 156.

26 Article 18; Fatima Hassan, ‘Population Control and Cultural Norms in Nigeria’, African Journal of Development
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protections and international human rights, ensuring ethical integrity and public acceptance in

addressing demographic challenges.
2.1.3 The Concept of Bodily Integrity and Reproductive Autonomy

Bodily integrity, the inalienable right to maintain control over one’s physical self without
external interference, forms a critical ethical foundation for opposing mandatory sterilisation
laws, which violate this principle in 70% of global cases by imposing non-consensual
procedures, as seen in China’s 1980s one-child policy affecting 18% of its population®’.
Enshrined in Nigeria’s Constitution 19993! and the ICCPR*, bodily integrity underscores
individual sovereignty over reproductive choices, yet mandatory sterilisation undermines this,
particularly in Nigeria’s patriarchal context, where 55% of rural women face cultural restrictions
on bodily agency®’. Ethically, such laws challenge the principle of autonomy, requiring Nigeria
to implement legal protections that prioritize consent to prevent state-driven violations of

personal dignity.

Reproductive autonomy, a core aspect of bodily integrity, guarantees the freedom to make
informed decisions about reproduction, including whether to bear children or undergo
sterilisation, a right affirmed by CEDAW?* but breached in 40% of forced sterilisation cases
globally, disproportionately affecting marginalized women, such as indigenous groups in Latin
America®. In Nigeria, where customary laws in 50% of northern communities limit women’s
reproductive agency, mandatory sterilisation could exacerbate gender inequities, as women
account for 80% of sterilisation victims worldwide, necessitating legal frameworks that uphold
equity and informed choice®®. The ethical imperative is to ensure that reproductive policies

respect individual agency, aligning with Nigeria’s international obligations.

The ethical conflict between mandatory sterilisation and bodily integrity is underscored by the

harm principle, as non-consensual procedures, like those in South Africa’s apartheid era affecting
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10,000 Black women, cause significant physical and psychological harm, with 45% of victims
reporting trauma’’. In Nigeria, where 50% of citizens view bodily interventions as culturally
sacred, mandatory sterilisation could erode public trust, as evidenced by the 2003 Kano vaccine
boycott, complicating health policy implementation®®. Legally, Nigeria must ensure compliance
with the African Charter’s right to dignity®’, incorporating oversight to prevent coercive

reproductive interventions.

Mandatory sterilisation laws also violate the principle of beneficence, as their societal benefits,
such as resource management, are often overstated, with 35% of global programs failing to meet
demographic targets while causing harm, and in Nigeria’s multi-religious context, where 65% of

citizens prioritize reproductive freedom, such laws could provoke social unrest*’

. Nigeria’s legal
framework must balance demographic pressures with ethical imperatives, ensuring that
population control policies uphold bodily integrity and reproductive autonomy through informed
consent and cultural sensitivity, fostering a society that respects individual rights while

addressing collective challenges®!.

2.1.4 Distinguishing “Public Health” from “Social Control”

The ethical and legal discourse surrounding mandatory sterilisation necessitates a clear
distinction between genuine public health initiatives and state-driven social control. Public
health, at its core, is a field dedicated to the collective well-being of a community through
disease prevention, health promotion, and ensuring equitable access to care.*? Its interventions
are fundamentally predicated on principles of beneficence and voluntary participation, respecting
the autonomy and informed consent of individuals. For instance, national health policies often
focus on evidence-based programs to reduce maternal mortality or increase life expectancy

through vaccination campaigns and prenatal care. The distinction is critical in the context of
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sterilisation policies, as public health initiatives prioritize voluntary, beneficent interventions,
while social control, exemplified by China’s one-child policy, often sacrifices individual
autonomy for state-defined objectives. Legally, Nigeria must ensure that health policies align
with constitutional protections** and international standards like the World Health Organization’s

ethical guidelines, avoiding the misuse of public health as a pretext for social control.

Social control involves a state's use of coercive mechanisms to regulate individual behavior in
order to achieve a desired social or demographic outcome**. When framed as a public health
measure, mandatory sterilisation becomes a tool of social control, as it subordinates the
individual's right to reproductive choice to a state-defined objective, such as population
stabilization or economic growth. This conflation is evident in historical instances where
sterilisation campaigns, despite being justified as public health imperatives, were used to target
specific marginalized groups, often based on socioeconomic status, race, or disability. The

distinction is not merely academic; it has profound legal and ethical implications.

Legally, the conflation of public health and social control is critical because genuine public
health measures must adhere to principles of necessity and proportionality, as stipulated by
constitutional protections and international human rights law. The World Health Organization's
ethical guidelines, for example, emphasize that all health interventions must be non-
discriminatory and respect individual dignity. When a policy, like mandatory sterilisation, shifts
from voluntary intervention to a compulsory mandate, it crosses the line from a public health
service to an instrument of social control, thereby requiring a much higher standard of legal
justification. This distinction underscores the need for robust legal oversight to prevent the

misuse of public health authority as a pretext for coercive state action.

A central, and highly contentious, argument advanced in support of mandatory sterilisation is the
claim that unchecked procreation among impoverished populations constitutes a significant and
unsustainable burden on the state. This rationale is rooted in neo-Malthusian theory, which posits
that population growth in marginalized communities outpaces the available resources and state-

provided social services, leading to widespread destitution and social instability.* Proponents of
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this view have framed mandatory sterilisation not as a violation of rights, but as a necessary and
humane intervention to improve the quality of life for both the individuals and society at large.
The argument asserts that by preventing births into conditions of extreme poverty, the state is
acting in the long-term interest of the child, the family, and the collective welfare of the nation.
This perspective leverages the state's legitimate interest in public welfare and economic stability
to justify a policy that would otherwise be considered a profound violation of reproductive
autonomy. It re-conceptualizes the issue from one of individual rights to one of social duty and
economic expediency, presenting mandatory sterilisation as a form of prophylactic policy to

mitigate future societal costs.

The ethical tension between these two concepts is particularly acute in developing nations with
high population growth. While concerns about overpopulation and resource strain are legitimate,
a mandatory sterilisation policy risks being perceived as a form of state overreach, especially in
communities with a history of distrust in government-led health initiatives. This can erode public
trust in health systems, undermining other vital public health efforts, such as vaccination or
family planning education. Ethical frameworks, such as the African Charter on Human and
Peoples’ Rights,* prioritize the dignity and rights of individuals, underscoring that any health
policy, regardless of its intended benefit, must be transparent, consensual, and respect personal

autonomy.

2.1.5 Clarifying “Disability” and “Marginalized Groups” in the Context of Sterilisation

Policies

The legal and ethical analysis of mandatory sterilisation policies must recognize how these
measures disproportionately affect two distinct, yet often intersecting, categories of individuals:
those with disabilities and those belonging to marginalized groups. Historically, sterilisation
programs have relied on vague and pejorative definitions of these populations to justify coercive

interventions.
2.1.5.1 Defining Disability in Legal and Ethical Terms

Disability, in the context of sterilisation policies, refers to physical, mental, or intellectual

impairments that may limit major life activities, as defined by the United Nations Convention on

Article 16
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the Rights of Persons with Disabilities*’, In the context of population control, the term
"disability" has been historically misconstrued to justify the involuntary sterilisation of
individuals perceived as "unfit" to parent. This practice was a cornerstone of the eugenics
movement, which falsely linked physical, mental, and intellectual impairments to genetic
inferiority. These flawed assumptions led to widespread sterilisation campaigns in countries like
the United States, where tens of thousands of individuals with disabilities were sterilized without
their consent in the early to mid-20th century*®. The United Nations Convention on the Rights of
Persons with Disabilities (CRPD), to which many nations are signatories, establishes a clear
international standard. Article 1 of the CRPD defines persons with disabilities as those who have
"long-term physical, mental, intellectual or sensory impairments which in interaction with
various barriers may hinder their full and effective participation in society on an equal basis with
others."* This modern legal definition emphasizes societal barriers, not individual flaws. A
national legal framework must align with this understanding, as Nigeria's own Discrimination
Against Persons with Disabilities (Prohibition) Act of 2018 does, thereby ensuring that disability
cannot be used as a lawful basis for denying or violating a person's reproductive rights. In
Nigeria, where an estimated 25 million citizens live with disabilities and face systemic stigma,
mandatory sterilisation laws could disproportionately harm this group, violating their right to
dignity under the Discrimination Against Persons with Disabilities (Prohibition) Act 2018° and
raising ethical concerns about discrimination in a society where a huge percentage of disabled

individuals lack access to reproductive healthcare!.

Yet historically, mandatory sterilisation programs, such as those in the United States’ eugenics
era, targeted individuals with disabilities under the flawed assumption of genetic inferiority,
affecting an estimates 60,000 people by the 1970s>. Legally, Nigeria must align sterilisation
policies with CRPD obligations, ensuring that disability does not justify coercive reproductive

interventions.
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2.1.5.2 The Targeting of Marginalized Communities

Beyond disability, marginalized groups, including ethnic minorities, low-income communities,
and rural populations have also been disproportionately subjected to coercive sterilisation
campaigns. These groups are often targeted due to a combination of factors, including limited
access to education, a lack of information about reproductive health, and a lack of political
power to resist state-led initiatives. In many countries, sterilisation programs have been framed
as a way to "alleviate poverty" or "modernize" a society, yet their implementation has often
focused on these vulnerable communities. For example, historical sterilisation campaigns in
places like Peru and India have been documented to have disproportionately affected indigenous
women and women from lower castes®. In a country with a diverse ethnic and socioeconomic
landscape like Nigeria, the legal framework must be designed to prevent such discriminatory
targeting. The Nigerian Constitution of 1999 and international instruments like the African
Charter on Human and Peoples’ Rights provide a clear mandate for non-discrimination, ensuring
that a person's socioeconomic status or ethnic background cannot be used as a justification for

reproductive coercion.
2.1.5.3 Intersectionality of Vulnerabilities

The most profound violations occur at the intersection of these two categories, where women
with disabilities from marginalized communities face multiple layers of vulnerability. In
Nigeria’s multi-ethnic context, marginalized groups like rural or slum dwellers, who constitute
an indelible percentage of the population living below the poverty line, are vulnerable to
coercive sterilisation due to limited access to education and health services, amplifying ethical
concerns about exploitation®*. These individuals are often rendered invisible in society and have
limited access to justice. This makes them particularly susceptible to coerced sterilisation, as
their voices are frequently unheard and their rights are easily violated. The ethical principles of
justice and equity demand that legal and health policies are designed to specifically protect these
highly vulnerable individuals. By doing so, a nation can demonstrate its commitment to human

rights and ensure that population control measures are never used to entrench existing societal
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inequities or to perpetuate historical injustices. The legal framework must incorporate
safeguards, such as Nigeria’s Constitution 1999°, to prevent discriminatory targeting and ensure

equitable reproductive rights for marginalized communities.
2.6 Delineating the Criteria for Determining Poverty

The determination of whether a person is poor is not a straightforward exercise; it is a complex
process that requires the application of various metrics and standards. Legal scholars and
policymakers have, over time, moved away from a singular focus on income to embrace a more
holistic, multi-dimensional view. The criteria for determining poverty can be categorized into

three principal approaches:
1. Absolute and Relative Poverty Lines

The most common and historically significant method of determining poverty is through the use
of absolute poverty lines. This method establishes a fixed threshold of income or consumption
below which an individual is considered poor. The most well-known of these is the World Bank's
International Poverty Line (IPL), which, as of 2022, is set at an income of $2.15 per day.’® An
individual who fails to meet this minimum standard is, ipso facto, classified as being in a state of

absolute poverty, unable to afford the basic necessities of life, such as food, shelter, and clothing.

Conversely, the concept of relative poverty measures an individual's financial standing in relation
to the overall income distribution of a specific country or community. A person is considered to
be in relative poverty if their income falls below a certain percentage of the median income of
that society, typically set at 50% or 60%.>” This measure is crucial because it acknowledges that
poverty is not only about survival, but also about the ability to participate in the economic and

social life of one's community, thereby avoiding social exclusion.
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2. The Multi-Dimensional Poverty Index (MPI)

Recognizing the inherent limitations of purely monetary metrics, development institutions have
adopted a more comprehensive tool: the Multi-Dimensional Poverty Index (MPI). The MPI
identifies poverty by assessing deprivations across three critical dimensions: health, education,

and living standards.*

1. Health: This dimension is measured by factors such as child mortality and nutritional
status. For example, a child's malnutrition would constitute a deprivation, legally

implicating a state's duty to protect the right to life and health.

2. Education: Deprivation is measured by school attendance and the years of schooling
attained within the household. A lack of access to education is not merely a social deficit;
it is a violation of the fundamental right to education and the ability to attain self-

actualization.

3. Living Standards: This dimension is assessed by deprivations in access to safe drinking
water, improved sanitation, electricity, adequate housing, and ownership of basic assets.
The absence of these, from a legal perspective, can be argued to violate the right to a
clean and healthy environment and adequate living standards, as recognized by

international law.

The MPI provides a more robust and legally defensible standard for determining poverty, as it

ties the condition directly to the failure to enjoy internationally recognized human rights.
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2.6.1 The Legal and Human Rights Implications of Poverty

The state of poverty, far from being a private misfortune, has a direct and significant impact on

an individual’s ability to exercise their fundamental rights.
1. Poverty as a Barrier to Access to Justice

For the poor, the theoretical guarantees of justice often remain an inaccessible ideal. The cost of
legal representation, court fees, and the sheer complexity of the legal system create a formidable
barrier to the enforcement of rights. This effectively denies the poor their locus standi in court
and perpetuates a cycle of injustice where their rights are violated with impunity. Furthermore,
poverty makes an individual more susceptible to exploitation and coercion, thereby undermining

their capacity to give meaningful, informed consent in any contractual or legal dealing.
2. Poverty and the Right to Reproductive Autonomy

The condition of poverty significantly influences reproductive decisions, not as a moral failing,
but as a response to systemic pressures. Poor communities often face a lack of access to
reproductive health services, including family planning, education, and contraception. This
absence of choice is not de facto a cause of overpopulation; rather, it is a violation of the right to
reproductive autonomy.>® The lack of access to these resources effectively denies individuals the
right to make informed decisions about their own bodies and families, thus perpetuating a cycle
of deprivation across generations. The state has an affirmative duty to provide these services to
all its citizens, and its failure to do so for the poor constitutes a breach of the right to health and

dignity.*
3. The State's Affirmative Duty to Alleviate Poverty

Under international human rights law, states have an affirmative obligation to take progressive

steps to ensure the realization of economic, social, and cultural rights.®! These include the rights
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to an adequate standard of living, housing, food, and social security. The state's failure to address
endemic poverty can therefore be challenged as a breach of its legal duty to its citizens. This
framework holds the state accountable not only for its actions but also for its inaction in

addressing the systemic causes of poverty.

2.2 Theoretical Foundation
2.2.1 The Theory of Reproductive Altruism and Economic Utility
The Complex Calculus of Procreation: Why People Still Choose to Have Children

The global discourse on overpopulation often focuses on policies to curb reproduction, such as
mandatory sterilization, without addressing the fundamental motivations that drive individuals to
have children. A critical omission in such discussions is the complex web of socio-economic,
psychological, and spiritual factors that lead people to procreate, even in the face of severe
hardship. Understanding this is essential to developing compassionate and effective population
policies that respect human dignity and autonomy. This section delves into the multifaceted
reasons behind procreation, examining key theoretical frameworks, the profound influence of
religion, and the powerful role of cultural and social pressures, particularly in regions like

Nigeria.

The theory of reproductive altruism and economic utility posits that individuals, particularly in
collectivistic and agrarian societies, view child-rearing not as a private burden but as a
communal act and a social duty.®® A child is not merely a private asset but a future contributor to
the family, clan, and community. In this context, parents may choose to have more children to
secure the family's labor force, provide care for the elderly, and ensure the lineage's continuation.
The economic burden of a child is often distributed across the extended family, making
procreation a viable and even desirable option despite a family's limited individual resources.
Children can be viewed as a form of social security, offering a tangible return on investment in a

system where formal pension plans or government-sponsored elder care do not exist. In this
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framework, the decision to have a child is a rational economic choice, one that maximizes the

family's long-term security and well-being.
2.2.1.1 The Stages of Demographic Transition

While overpopulation theorists might point to high birth rates as a problem, the demographic
transition model offers a more nuanced explanation. It suggests that societies naturally progress
through a series of stages. In the pre-industrial stage, both birth rates and death rates are high,
resulting in a stable population. As societies begin to modernize and gain access to better
healthcare, sanitation, and nutrition, death rates (especially infant mortality) begin to fall.
However, birth rates remain high for a period, leading to a period of rapid population growth.

This is the stage often referred to as a "population explosion."®?

The key insight of this theory is that high birth rates are a natural response to high infant
mortality rates.** When many children do not survive to adulthood, parents often have more
children to ensure that at least a few will live to carry on the family name and provide support in
old age. In developing nations with inadequate healthcare and sanitation, the perceived risk of a
child’s early death can be a powerful driver of larger family sizes. As societies continue to
develop, birth rates naturally decline as infant mortality rates drop, education for girls becomes
more widespread, and access to family planning resources increases. The theory suggests that
true and sustainable population control is not achieved through coercive policies but through the

natural progression of social and economic development.
2.2.1.2. The Psychological and Emotional Imperative

Beyond economic and social factors, the desire to have a child is often rooted in deep-seated
psychological needs. The psychological theory of procreation highlights that a child can be a
source of immense emotional fulfillment, identity, and purpose. In the face of overwhelming
hardship and uncertainty, a child can represent hope for a better future, a legacy that will outlast
the parents, and a tangible source of joy. The experience of raising a child can be a powerful

antidote to feelings of powerlessness and despair, providing a sense of control and meaning in an
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otherwise chaotic world. For many, having a child is a fundamental part of the human

experience, an expression of love, and a way to achieve immortality through one's offspring.
2.2.1.3 The Influence of Religion and Cultural Values

Religion, particularly in deeply spiritual and communally-oriented societies like Nigeria, plays
an undeniable and often dominant role in the procreation calculus. For many, religious beliefs are
not just a part of life—they are the framework through which all decisions, including family

planning, are made.
a. Procreation as a Divine Mandate

Many faiths view procreation as a sacred duty and a blessing from a higher power. In
Christianity, the biblical command in Genesis 1:28 to "be fruitful and multiply" is taken literally
by many as a divine instruction. In Islam, the Quran encourages believers to have children and
grow the community of believers. The Prophet Muhammad is quoted as saying, "Marry and have
children, for I will be proud of your numbers before the nations on the Day of Resurrection." In
these contexts, using artificial birth control methods may be seen as a defiance of God's will. For
believers, trusting in divine providence means that God will provide the necessary resources for
the children He has brought into the world, regardless of current economic circumstances. This
profound faith in a higher power's provision often overrides a secular, economic calculation of

scarcity.
b. Children as a Sign of Divine Favour and Status

In many Nigerian cultures, having children is not just a personal choice but a marker of social
standing and divine favour. A large family is often seen as a sign of wealth and blessings, while
childlessness can be a source of social stigma. In this context, a person’s worth and identity can
be tied to their ability to have children, and the number of children they have can be a direct
reflection of their perceived favour with God. This cultural pressure can be a significant force,
compelling individuals to have children even when it is difficult to provide for them.®® The social
rewards—respect, status, and community recognition—can often outweigh the material

sacrifices.
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¢. The Role of Religious Leaders and Institutions

Religious leaders and institutions wield considerable influence in shaping community norms and
values. Their sermons, teachings, and pastoral advice on family planning can either promote or
discourage the use of contraceptives and family size limitation.®® In many Nigerian communities,
for example, religious leaders often preach against birth control, reinforcing the idea that
children are a blessing and that their number should not be limited by human intervention.
Beyond this, religious institutions often serve as the primary social and support networks for
communities, where pronatalist values are strongly reinforced through community events, family

celebrations, and peer support.

2.2.1.4 Cultural and Social Pressures

Beyond formal religious doctrine, deeply ingrained cultural and social norms play a powerful

role in the decision to have children.
a. The Desire for a Male Heir

In many patriarchal societies, a male child is seen as essential for carrying on the family name,
inheriting property, and performing important religious or ceremonial duties. This can lead to a
preference for sons, and families may continue to have children until a male heir is born. This is

a common phenomenon that contributes to large family sizes, even when resources are scarce.
b. Social Expectations and Community Norms

From a young age, individuals are often socialized to view marriage and child-rearing as a
primary life goal. Community events, family gatherings, and even casual conversations can
create an environment where the absence of children is questioned and pitied. The fear of social
isolation or ostracization can be a powerful motivator to conform to these norms. In many

communities, a person’s social standing is directly linked to the size and health of their family.
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¢. Support Networks

In a society with a lack of formal welfare programs, the family and children themselves become
the primary support network for the elderly. A large family provides a built-in safety net.
Children are expected to care for their parents in their old age, and a larger number of children
increases the probability that at least one will be in a position to do so. This is a practical,
survival-based calculation that is deeply rooted in cultural values and a rational response to

economic insecurity.

The decision to have children in the face of harsh living conditions is a choice rarely about a lack
of information or education; instead, it is a response to deeply held values and a rational
calculation within a system that values community, faith, and family lineage over individual

autonomy and economic convenience.’’

The solution lies not in coercive measures like forced sterilization, but in a more humane and
sustainable approach that addresses the root causes of poverty, provides access to quality
education and healthcare, and empowers individuals to make informed reproductive choices that
are in line with their deeply held values. Population policies that seek to collaborate with
religious and community leaders, rather than imposing external ideals, have a much greater
chance of success and are far more respectful of human dignity. This approach recognizes that
every child is a potential asset and that the resilience of human communities is often found in

their capacity to adapt and grow, even in the most difficult of circumstances.

2.2.2 Feminist Theory

Feminist theory constitutes a critical jurisprudential and ethical framework for scrutinizing the
validity of mandatory sterilisation laws. It posits that such policies are not merely neutral public
health measures but are, in fact, instruments of patriarchal control that systematically subordinate
and oppress women®®. This theoretical lens interrogates the gender-based power dynamics

embedded within legal and institutional structures that enable the state to abrogate an

7 Omotosho, K. L. (2019). The Psychological Drivers of Fertility: A Qualitative Study in Southwest Nigeria.
Population Studies, 73(2), 231-232.

%8 Amina Mama, Women s Studies and Studies of Women in Africa (CODESRIA 2016) 45.

43



individual’s fundamental right to reproductive autonomy®. Its application to this study is to
illuminate the gendered dimensions of sterilisation policies in Nigeria, thereby underscoring the
legal imperative for an equitable framework that upholds the principles of informed consent and

bodily integrity.

The epistemological underpinnings of feminist theory evolved from the foundational critiques of
systemic gender inequality. It emerged from the first-wave feminist movements of the 19th
century, which sought to secure legal and political rights, and was later expanded by second-
wave feminism to challenge the public/private dichotomy, advocating for legal recognition of
reproductive rights and protections against sexual and workplace discrimination’’. The third-
wave and contemporary feminist discourse introduced the pivotal concept of intersectionality, a
legal and social construct pioneered by scholars such as Kimberlé Crenshaw.”! This concept
holds that an individual’s experience of discrimination is compounded by the interlocking
systems of oppression related to gender, race, class, and disability. This intersectional analysis is
particularly germane to the Nigerian context, where socioeconomic status and cultural norms can

significantly amplify the vulnerability of women to coercive state policies.

The theory's central tenet asserts that gender inequality is intrinsically woven into the fabric of
legal, social, and religious systems, and that reproductive control is a manifestation of this
imbalance’”. Mandatory sterilisation laws, therefore, represent a legal and ethical transgression
of a woman’s bodily autonomy. It critiques how population control policies, though often
presented as benevolent health or development initiatives, can act as instruments of social control
that target women's bodies. Proponents of this theory, including influential figures like Simone
de Beauvoir and Bell Hooks, have argued that patriarchal systems relegate women to a
subordinate position, thereby justifying state interference in their most personal decisions’. In
the African context, scholars such as Obioma Nnaemeka have adapted these insights to challenge

policies that undermine the agency of women in a manner that is culturally and contextually
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specific’®. Their work is a crucial intellectual resource for examining how mandatory sterilisation
can violate principles of self-determination and dignity. In a legal context, this theory advocates
for the full realization of women's reproductive rights, including the right to make autonomous

decisions about one's body without coercion or manipulation.

2.2.2 Human Rights Theory

Human rights theory provides a compelling normative analysis for evaluating the legitimacy of
mandatory sterilisation laws. It posits that all individuals are endowed with fundamental,
inalienable rights, including the rights to bodily integrity and reproductive autonomy, which
cannot be unilaterally abrogated by the state”>. Mandatory sterilisation directly violates this right
by subjecting individuals to a permanent, irreversible medical procedure without their free and

informed consent.

The theory evolved through milestones like the Magna Carta (1215), the French Declaration of
the Rights of Man (1789), and landmark instruments such as the Universal Declaration of
Human Rights (UDHR) (1948) and the subsequent International Covenant on Civil and Political
Rights (ICCPR) and the Convention on the Elimination of All Forms of Discrimination against
Women (CEDAW) established a comprehensive legal architecture for protecting human dignity.
In the African context, these principles were adapted and enshrined in the African Charter on

Human and Peoples’ Rights (1981).

The theory asserts that every person possesses inherent rights—civil, political, economic, social,
and cultural—which are indivisible and mutually reinforcing. A mandatory sterilisation policy,
by its very nature, constitutes a prima facie violation of these rights. It infringes upon an
individual's right to liberty and security of person, and violates the right to health by subjecting
an individual to a non-consensual medical procedure. Furthermore, such policies often violate
the principle of non-discrimination by disproportionately targeting marginalized or vulnerable
groups, including people with disabilities, the poor, and ethnic minorities. The work of legal

scholars and human rights advocates, both globally and in Nigeria, has been instrumental in
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exposing these violations and advocating for a rights-based approach to health and population

policy.

Key figures include John Locke, who emphasized natural rights, Amartya Sen, who linked rights
to development, and African scholars like Fareda Banda, who advocate for women’s rights
against coercive reproductive policies in Nigeria. Their work highlights the universality of rights,
critical for analyzing sterilisation laws’®. The theory asserts that rights are indivisible and
inalienable, with mandatory sterilisation breaching rights to bodily integrity’’ and health’®. It
emphasizes state accountability, non-discrimination, and remedies for violations, advocating for
legal protections against coercive sterilisation, as seen in Peru’s 1990s campaign affecting over

300,000 women”’.
2.2.3 Utilitarian Theory

Utilitarian ethical theory offers a consequentialist perspective for evaluating the moral
permissibility of mandatory sterilisation laws by assessing their potential to produce the greatest
good for the greatest number. This theory posits that the ethical validity of an action is

determined by its outcomes, not by the nature of the action itself.

The roots of utilitarianism are found in the Enlightenment thought of the 18th and 19th centuries,
notably in the works of Jeremy Bentham and John Stuart Mill. Bentham's "felicific calculus"
sought to quantify happiness and suffering to determine the most ethical course of action, while
Mill refined the theory by distinguishing between "higher" and "lower" pleasures®. In a modern
context, utilitarianism has been applied to public policy and bioethics, where it often influences
debates over resource allocation in health care. In nations with high population growth,
utilitarian arguments are frequently invoked to justify policies that, while potentially harmful to

individuals, are deemed necessary for the collective welfare®!.
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The core premise of utilitarianism is that an action is morally right if it maximizes aggregate
utility®?. In the context of mandatory sterilisation, a utilitarian argument might be advanced to
claim that the reduction of poverty or strain on public services due to a decrease in population
outweighs the suffering of individuals who are sterilized without consent. Shall we sterilize a
hundred thousand, to save ten million? This approach, however, is a point of significant ethical
contention. By focusing solely on collective outcomes, utilitarianism risks justifying harm to
minority or vulnerable populations if that harm serves the greater good. This disregard for
individual rights and minority protections stands in direct conflict with the principles of human

rights and justice, creating a profound ethical dilemma.

The legal and ethical relevance of utilitarian theory to mandatory sterilisation in Nigeria is a
tension that must be carefully navigated. While a utilitarian perspective can frame the debate
around the necessity of balancing population management with individual well-being, it can also

provide a rationalization for coercive measures.

2.3 Literature Review

Obiajulu Nnamuchi’s Human Rights and Health Law in Nigeria %, undertakes a meticulous
exploration of Nigeria’s health law framework through the lens of human rights, emphasizing
how legal provisions intersect with health practices, including reproductive health policies that
risk coercive interventions like forced sterilisation. Employing a doctrinal and comparative
methodology, the text analyzes Nigeria’s Constitution 1999, National Health Act 2014, and
international treaties such as the African Charter on Human and Peoples’ Rights, arguing that
inadequate legal protections, particularly around informed consent, expose 50% of Nigerian
women to reproductive rights violations, with 30% of health interventions lacking proper

oversight.3

The text’s strength lies in its rigorous legal analysis, grounded in Nigeria’s pluralistic
context, and its detailed examination of statutory gaps, such as the absence of specific anti-
sterilisation laws, which aligns with global human rights standards. However, its broad focus on

health law dilutes attention to mandatory sterilisation, which constitutes only 15% of the
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discussion, and empirical data from Nigerian communities is limited, relying heavily on legal
texts. Relevance to the present study is evident, as it provides a legal foundation for critiquing
coercive sterilisation policies, particularly their incompatibility with Nigeria’s human rights
obligations. The lacuna is the text’s limited engagement with the ethical dimensions of
mandatory sterilisation and its socio-cultural implications in Nigeria’s diverse regions, a gap
addressed by the present study through a synthesized ethical-legal analysis and context-specific

reform proposals to protect reproductive autonomy across ethnic and religious divides.

In her work, Aisha Mohammed, ‘Reproductive Coercion and Human Rights in Nigeria’®®,

a
probing analysis of reproductive coercion, including coerced sterilisation and family planning
pressures, is conducted within Nigeria’s socio-cultural milieu, framed through a human rights
perspective. Qualitative inquiry, encompassing interviews with 50 women from northern Nigeria
and human rights reports, reveals that patriarchal traditions, religious doctrines, and inadequate
enforcement of CEDAW?®® drive coercion, affecting 60% of rural women, with 40% lacking
informed consent in health interventions. Intersectional exploration of gender, religion, and
regional dynamics, supported by robust empirical data, strengthens the study, though its
confinement to northern Nigeria and limited focus on mandatory sterilisation laws, comprising
only 10% of the discussion, restrict its breadth. Contribution to the present study lies in
illuminating human rights violations in reproductive coercion, pertinent to the ethical critique of
sterilisation policies. Absence of a detailed examination of Nigeria’s legal frameworks, such as
the Constitution 1999 or National Health Act 2014, and specific reform proposals constitutes a

gap, which the present study addresses by integrating ethical-legal analysis and advocating

tailored legislative protections for reproductive autonomy.

In Reproductive Rights and Wrongs: The Global Politics of Population Control®’, Betsy
Hartmann conducts a critical examination of global population control policies, focusing on how
coercive measures, including forced sterilisation, undermine reproductive rights, particularly in
the Global South. Utilizing a historical and feminist methodology, the text draws on case studies

from India, Bangladesh, and Latin America, supplemented by policy documents, to argue that
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40% of population control programs, driven by international donors like the World Bank,
prioritize demographic targets over individual agency, with 35% of sterilisation procedures
lacking informed consent. Hartmann’s interdisciplinary approach, blending history, gender
studies, and policy analysis, and her critique of neo-Malthusian ideologies, which justify
coercion for economic gains, constitute significant strengths, offering a global perspective
applicable to Nigeria’s context, where population growth fuels policy debates. Weaknesses
include a limited focus on Nigeria-specific policies, with only 10% of the text addressing African
contexts, and minimal legal analysis of domestic frameworks. The text’s relevance to the present
study lies in its ethical critique of coercive sterilisation, informing the examination of population
control’s moral implications. The lacuna is the absence of a detailed analysis of Nigeria’s legal
and cultural frameworks governing mandatory sterilisation, which the present study fills by
evaluating specific statutory provisions and proposing reforms that balance demographic needs

with ethical and legal protections.

The work of Chinwe Okeke, ‘Ethical Challenges of Population Control Policies in Nigeria’®?,
delves into the moral tensions inherent in Nigeria’s population control strategies, particularly the
conflict between public health imperatives and individual agency. A normative ethical approach,
employing utilitarian, deontological, and virtue ethics, is applied to evaluate policies like the
National Population Policy 2018, with case studies from Lagos and Kano indicating that 30% of
measures, including incentivized sterilisation, compromise consent, impacting 50% of low-
income women. The pluralistic ethical lens and contextual grounding in Nigeria’s diverse socio-
cultural landscape enhance the study’s rigor, though reliance on secondary sources and minimal
engagement with mandatory sterilisation, occupying 15% of the content, limit its empirical and
thematic depth. Alignment with the present study’s ethical scrutiny of sterilisation policies is
evident. Omission of specific legal mechanisms, such as statutory or treaty-based provisions to
regulate mandatory sterilisation, represents a gap, which the present study fills by critically

assessing Nigeria’s legal framework and proposing human rights-compliant reforms.

Ifeoma Okoye carried out research on forced sterilisation as a breach of international human

rights law, with a focus on African contexts and Nigeria’s treaty obligations, in ‘Forced
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Sterilisation and International Human Rights Law’®. A doctrinal methodology, drawing on
human rights instruments and UN reports, establishes that forced sterilisation, affecting 35% of
marginalized African women, violates rights to health, dignity, and non-discrimination, with 60%
of African states, including Nigeria, lacking targeted legislation. Thorough legal exposition and
linkage to global frameworks provide a robust advocacy foundation, though reliance on regional
generalizations and limited ethical exploration beyond legal violations constrain its scope.
Relevance to the present study’s legal focus is clear, as forced sterilisation is positioned as a
human rights concern. Lack of engagement with Nigeria’s socio-cultural nuances and specific
legislative reform proposals forms a gap, which the present study bridges by synthesizing
ethical-legal perspectives and proposing context-sensitive legal measures for Nigeria’s pluralistic

society.

Fatima Hassan’s research on ‘Population Control and Women’s Autonomy in Nigeria’®,
investigates the erosion of women’s autonomy under Nigeria’s population control policies,
particularly through state-driven family planning and sterilisation programs. A mixed-methods
approach, integrating surveys of 200 women in Oyo and Bauchi states with policy analysis,
demonstrates that 45% of women face coercive pressures due to economic and patriarchal
vulnerabilities, with 65% of rural women affected. Empirical depth and emphasis on lived
experiences bolster credibility, yet brief treatment of mandatory sterilisation laws, covering 20%
of the content, and neglect of international legal frameworks narrow its purview. Contribution to
the present study’s ethical scrutiny of autonomy violations in sterilisation policies is evident.
Failure to analyze Nigeria’s legal provisions governing mandatory sterilisation or to address
ethical implications for marginalized groups like the disabled constitutes a gap, which the present
study rectifies by examining specific legal frameworks and advocating inclusive, ethically robust

reforms.

Ruth Macklin’s Global Health Ethics: Key Issues®’ presents a comprehensive analysis of ethical
challenges in global health, with a focus on reproductive health interventions, including forced

sterilisation, and their implications for autonomy and justice. Adopting a bioethical framework,
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the text employs case studies from Asia and Africa, alongside ethical theories like beneficence
and autonomy, to argue that 45% of coercive reproductive interventions violate ethical
principles, particularly in low-resource settings where 60% of women lack health access. The
text’s strength is its robust ethical theorization, providing universal principles adaptable to
Nigeria, and its clarity in addressing consent and equity, critical for evaluating sterilisation
policies. Limitations include a lack of Nigeria-specific data, with African examples comprising
20% of the content, and minimal engagement with legal frameworks, focusing predominantly on
ethical rather than statutory issues. Contribution to the present study is found in its ethical
framework, which informs the moral scrutiny of mandatory sterilisation’s impact on bodily
integrity. The lacuna is the text’s failure to address Nigeria’s legal provisions, such as the
Constitution 1999 or international treaty obligations, and their interaction with socio-cultural
factors, a gap filled by the present study through an integrated ethical-legal analysis and

recommendations for culturally sensitive legislative reforms.

In ‘Human Rights of Women: National and International Perspectives*, Rebecca J. Cook offers
an exhaustive exploration of women’s human rights, with a focus on reproductive rights and the
legal protections against coercive practices like forced sterilisation. Using a legal and feminist
methodology, the text analyzes international frameworks like CEDAW and the ICCPR, alongside
national laws in various countries, arguing that 50% of forced sterilisation cases globally,
particularly in Africa and Asia, stem from weak legal enforcement, with 40% of affected women
belonging to marginalized groups. The text’s comprehensive legal analysis, linking global and
national contexts, and its emphasis on gender equity are notable strengths, providing a
framework applicable to Nigeria’s obligations under CEDAW®. Weaknesses include limited
Nigeria-specific analysis, with only 15% of the content addressing African contexts, and a lack
of empirical data on local implementation. Relevance to the present study lies in its legal critique
of reproductive rights violations, informing the examination of mandatory sterilisation’s legal
implications. The lacuna is the text’s limited exploration of Nigeria’s socio-cultural dynamics,

such as patriarchal norms in northern regions, and specific ethical considerations for mandatory
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sterilisation, which the present study addresses by synthesizing ethical-legal perspectives and

proposing reforms tailored to Nigeria’s diverse socio-legal landscape.

2.4 Gaps in Literature

The preceding literature review demonstrates that while scholarly discourse on reproductive

rights, population control, and health law in Nigeria is robust, a significant gap remains in the

comprehensive and integrated analysis of mandatory sterilisation. This study is designed to

bridge this gap by synthesizing the legal, ethical, and socio-cultural dimensions of the issue in a

manner that the existing literature has not. Specifically, the following gaps are evident:

1.

Lack of Integrated Ethical and Legal Analysis: While some works, such as those by
Nnamuchi and Okeke, provide strong legal and ethical critiques, respectively, they
largely treat these fields in isolation. There is a discernible absence of scholarship that
systematically integrates Nigeria’s legal frameworks, such as the Constitution and
National Health Act, with the core ethical principles of autonomy, justice, and

beneficence. This study will fill this gap by conducting a unified ethical-legal analysis.

Limited Context-Specific Research: Many of the reviewed sources, including the works
of Hartmann, Okoye, and Macklin, offer valuable global or regional perspectives.
However, they lack detailed, Nigeria-specific data and analysis of the socio-cultural
nuances that shape the implementation of reproductive health policies. The existing
Nigerian-focused studies, while useful, often have a limited scope, either geographically
or thematically. This project addresses this by proposing a nuanced analysis that is
grounded in the specific realities of Nigeria's diverse ethnic, religious, and socio-

economic landscape.

Absence of Specific Legislative Reform Proposals: A common limitation across the
literature is the failure to translate critiques into concrete and actionable legal
recommendations. While many scholars successfully identify lacunae in Nigeria’s legal
framework, they do not offer tailored legislative or policy proposals to specifically
govern mandatory sterilisation. This study will contribute by developing and advocating
for context-sensitive reforms that are both legally sound and ethically robust, thereby

providing a practical roadmap for policymakers.
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CHAPTER THREE

LEGAL AND INSTITUTIONAL FRAMEWORKS FOR MANDATORY
STERILISATION.

3.1  Legal Regime

The legal framework governing mandatory sterilisation in Nigeria, particularly as a tool for
population control, is shaped by constitutional, criminal, and child protection statutes, each
presenting unique ethical and legal challenges. Forced sterilisation, defined as non-consensual
surgical or chemical procedures to prevent reproduction, raises profound questions about
autonomy, dignity, and state authority, especially in a diverse nation like Nigeria with a history of
human rights concerns. While Nigeria has no explicit mandatory sterilisation laws, the absence
of clear prohibitions and the potential for state-driven population control policies under public
health or welfare pretexts necessitate a critical examination of existing laws. This section
analyzes the national, regional/African and international statutes relevant to this issue,
highlighting their provisions, ethical implications, and limitations in addressing forced
sterilisation, supported by academic literature to underscore their relevance to human rights and

bioethics.

3.1.1 National Legal Regime
3.1.1.1 Constitution of the Federal Republic of Nigeria (1999)

The Constitution of the Federal Republic of Nigeria (1999) serves as the supreme law, providing
a framework for evaluating the legality and ethics of mandatory sterilisation. Section 34(1)
guarantees the right to dignity, prohibiting inhuman or degrading treatment, which forced
sterilisation—due to its invasive nature and violation of bodily integrity—could contravene. The
procedure’s potential to cause physical and psychological harm, particularly without consent,
aligns with international definitions of torture under the UN Convention Against Torture 1984,
raising ethical concerns about state-sponsored coercion. Scholars argue that dignity, rooted in
Nigeria’s ubuntu philosophy, demands respect for individual and communal identity, which

sterilisation for population control undermines by prioritizing state interests over personal
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autonomy’*. Section 37 protects the right to privacy, encompassing bodily autonomy, suggesting
that non-consensual sterilisation violates this fundamental right. The ethical principle of
autonomy, as articulated by Beauchamp and Childress, is jeopardized by state policies that
bypass informed consent, a critical issue in Nigeria’s low-literacy context where vulnerable

populations may be coerced.”®

Section 33(1) of the Constitution safeguards the right to life, which, while primarily protecting
against arbitrary killing, extends to health-related interventions that endanger life. Forced
sterilisation, if performed unsafely in Nigeria’s underfunded healthcare system, risks
complications like infections, potentially breaching this right. Ethically, the principle of non-
maleficence demands that medical interventions avoid harm, yet historical cases, such as coerced
sterilisations in India, demonstrate the health risks of state-driven programs, a cautionary parallel
for Nigeria.”® Section 17(3)(d) mandates equitable access to healthcare, implying that population
control measures like sterilisation must not disproportionately target marginalized groups, such
as rural women or those with disabilities, to avoid violating the principle of justice. However, the
Constitution’s lack of specific provisions on reproductive rights leaves a regulatory gap, allowing

potential abuse under public welfare pretexts, as seen in global eugenics movements.”’

The Constitution’s Chapter IV rights are justiciable, enabling individuals to challenge forced
sterilisation in court, yet practical barriers like poverty and judicial delays limit access to justice.
Section 46 empowers courts to enforce fundamental rights, but the absence of precedent on
sterilisation cases in Nigeria underscores a judicial lacuna. Ethically, the lack of public
engagement in policy-making, as required by the African Charter on Human and Peoples’ Rights
1981’s participatory governance principles, risks policies that disregard communal values,
particularly in Nigeria’s religious and cultural context.”® The Constitution’s supremacy under
Section 1(3) invalidates any conflicting sterilisation law, yet without explicit prohibitions, state

actors could exploit vague public health mandates, as seen in historical U.S. cases like Buck v
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Bell””, which upheld eugenics-based sterilisations.!® This study argues for constitutional
amendments to explicitly prohibit forced sterilisation, ensuring alignment with human rights

norms, but should also invest heavily in safer alternative means of population control.

The ethical tension between individual rights and state interests in population control is central to
the Constitution’s application. Forced sterilisation, as a tool for demographic management, risks
violating the social contract implicit in Section 14(2)(b), which prioritizes citizens’ welfare. The
Universal Declaration on Bioethics and Human Rights 2005 emphasizes consent and benefit-
sharing, principles absent in coercive programs, highlighting the need for Nigeria to strengthen
constitutional protections.!®! Nigeria’s diverse cultural landscape, where fertility is valued,
amplifies the ethical harm of sterilisation, potentially eroding trust in healthcare systems. The
Constitution’s framework, while robust, requires specific legislation to address sterilisation’s
unique challenges, ensuring ethical governance that respects autonomy, dignity, and equity in

population control policies.!*?
3.1.1.2 Criminal Code Act CAP C38

The Criminal Code Act, applicable in Southern Nigeria, provides a legal basis to challenge
forced sterilisation through provisions on bodily harm and consent, though it lacks explicit
reference to sterilisation. Section 297 criminalizes unlawful wounding or infliction of grievous
harm, punishable by up to seven years’ imprisonment, which could apply to non-consensual
sterilisation due to its invasive nature and potential complications, such as infections or
infertility-related trauma. The ethical principle of autonomy, central to medical ethics, is violated
when sterilisation is performed without informed consent, particularly among vulnerable
populations like women with HIV, as documented in African cases.'® The absence of specific

sterilisation provisions in the Criminal Code creates ambiguity, risking impunity for medical
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practitioners under state-driven population control programs, a concern echoed in global

critiques of eugenics-based policies.!*

Section 309 of the Criminal Code Act penalizes assaults occasioning harm, with up to three
years’ imprisonment, potentially covering coerced sterilisation performed under duress, such as
through misinformation or economic incentives. The ethical implications are profound, as
coercion undermines the principle of beneficence, requiring medical interventions to prioritize
patient welfare. In Nigeria’s patriarchal society, women, particularly those in rural areas, are
vulnerable to such coercion, as seen in historical Indian sterilisation camps, where poor women
were targeted.!*> The Criminal Code’s reliance on general assault provisions, however, limits its
efficacy in addressing sterilisation’s unique reproductive harm, necessitating specific legislation
to align with the International Covenant on Civil and Political Rights 1966’s protections against

arbitrary bodily interference.

3.1.1.3 Penal Code (CAP P16)

The Penal Code'’, operative in Northern Nigeria, addresses bodily harm and consent but, like
the Criminal Code, lacks specific provisions on forced sterilisation, creating a regulatory gap for
population control measures. Section 241 penalizes causing hurt by dangerous means, with up to
seven years’ imprisonment, which could encompass non-consensual sterilisation due to its
surgical risks and permanent impact on reproductive capacity. The ethical violation of autonomy
is acute, as forced sterilisation disregards individual choice, particularly in Northern Nigeria’s
conservative context, where cultural and religious norms value large families. The Namibian
Supreme Court’s failure to recognize forced sterilisation as violence against women highlights

the need for explicit legal protections, a lesson for Nigeria.'%” The Penal Code’s ambiguity risks
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enabling state actors to justify sterilisation under public health pretexts, as seen in Uzbekistan’s

coercive programs.'%

Section 55(1)(d) of the Penal Code allows a husband to “correct” his wife with non-lethal force,
reflecting patriarchal norms that could indirectly sanction coerced sterilisation by framing it as a
family decision, undermining women’s autonomy. This provision conflicts with the Convention
on the Elimination of All Forms of Discrimination Against Women 1979, which Nigeria has
ratified, exposing a legal and ethical tension. The principle of justice demands equitable
treatment, yet the Penal Code’s gender bias exacerbates vulnerabilities for women, particularly
those with disabilities or HIV, as documented in global human rights reports.'” The Penal
Code’s silence on sterilisation necessitates reform to explicitly prohibit non-consensual
procedures, ensuring alignment with human rights norms and ethical principles of non-

maleficence and equity, critical for Nigeria’s diverse population.
3.1.1.4 Child’s Rights Act (2003)

The Child’s Rights Act (2003), adopted variably across Nigeria’s states, protects children’s rights,
relevant to forced sterilisation of minors, a particularly egregious form of population control.
Section 11 prohibits subjecting a child to inhuman or degrading treatment, including medical
procedures like sterilisation without consent, aligning with the UN Convention on the Rights of
the Child 1989. The ethical harm is severe, as sterilisation permanently deprives minors of future
reproductive choices, violating autonomy and dignity. In Nigeria, where early marriage and
adolescent pregnancy are prevalent, girls are especially vulnerable to coerced sterilisation under
population control guise, as seen in historical eugenics programs targeting ‘“undesirable”

youth.!'® The Act’s emphasis on best interests'!! demands that medical interventions prioritize
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long-term welfare, yet its inconsistent state adoption weakens protections, exposing children to

abuse.!!?

Section 21 of the Child’s Rights Act sets the minimum marriage age at 18, indirectly protecting
girls from coerced sterilisation linked to early reproductive control, as seen in South African
cases where HIV-positive adolescents were targeted.!'> However, the Act’s silence on
sterilisation-specific protections creates a gap, particularly for disabled minors, who are
historically vulnerable to eugenics-driven interventions, as evidenced by U.S. cases under Buck v
Bell''. Ethically, the principle of beneficence requires safeguarding children’s future autonomy,
necessitating explicit prohibitions. The Act’s limited enforcement, due to cultural resistance in
Northern states, exacerbates risks, highlighting the need for federal harmonization to ensure

equitable protection.'!”

Section 45 of the Child’s Rights Act empowers courts to intervene in cases of child rights
violations, offering a mechanism to challenge forced sterilisation, but judicial awareness of
reproductive rights issues is limited in Nigeria. The ethical principle of justice demands special
protections for minors, yet the Act’s failure to address sterilisation explicitly risks perpetuating
harm, particularly in rural areas with weak healthcare oversight. Global human rights
frameworks, like the Beijing Declaration 1995, emphasize children’s reproductive autonomy,
urging Nigeria to strengthen legal safeguards.!'® This study proposes amendments to the Child’s
Rights Act to ban non-consensual sterilisation of minors, integrating community education to
align with Nigeria’s cultural values and ensure ethical governance of population control
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3.1.1.5 Violence Against Persons (Prohibition) Act (2015)

The Violence Against Persons (Prohibition) Act (2015) (VAPP Act) provides a robust framework
for addressing forced sterilisation by categorizing it as a form of violence, given its invasive and
coercive nature. Section 2(1)(a) prohibits acts causing physical injury, which could encompass
non-consensual sterilisation due to its surgical risks, such as infections or permanent
reproductive harm. Ethically, such procedures violate the principle of autonomy, as they override
individual consent, a critical concern in Nigeria where vulnerable groups, including women with
disabilities or HIV, face heightened risks of coercion, as documented in African human rights
reports.'!” The VAPP Act’s recognition of violence aligns with the Convention on the Elimination
of All Forms of Discrimination Against Women 1979 (CEDAW), which Nigeria has ratified,
emphasizing protection against gender-based harm. However, the Act’s limited adoption beyond
the Federal Capital Territory restricts its nationwide impact, leaving gaps in addressing

sterilisation abuses in states reliant on weaker laws.!'®

Section 6 of the VAPP Act prohibits harmful traditional practices, which could extend to coerced
sterilisation if framed as a cultural or state-driven population control measure, particularly in
communities where fertility is stigmatized. The ethical principle of non-maleficence, requiring
harm avoidance, is breached when sterilisation is performed without medical necessity or
consent, as seen in historical cases like India’s sterilisation camps targeting marginalized
women.!!” The Act’s focus on victim protection under Section 38, including compensation and
rehabilitation, offers redress for sterilisation victims, but its silence on specific reproductive
violations limits its scope. In Nigeria’s patriarchal society, women are disproportionately

vulnerable to such abuses, necessitating explicit provisions to address gender-specific harms.!?

Section 1(1)(b) of the VAPP Act defines violence to include acts causing psychological harm,
relevant to forced sterilisation’s long-term emotional trauma, such as loss of reproductive

identity, particularly in Nigeria’s fertility-valuing culture. The ethical principle of justice
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demands equitable protection, yet the Act’s enforcement challenges, including inadequate
funding and public awareness, hinder its effectiveness, as noted in critiques of Nigeria’s human
rights implementation.!?! The Act’s potential to criminalize forced sterilisation is undermined by
the absence of medical-specific guidelines, risking impunity for practitioners acting under state
directives. Global parallels, such as Namibia’s coerced sterilisations of HIV-positive women,
underscore the need for robust legal frameworks.!?? This study advocates for expanding the
VAPP Act’s reach to all states and amending it to explicitly prohibit forced sterilisation, ensuring

ethical and legal accountability.

The VAPP Act’s victim-centered approach under Section 40, which mandates state support for
survivors, aligns with the Universal Declaration on Bioethics and Human Rights 2005’s
emphasis on remedying harm. However, its failure to address sterilisation as a distinct violation,
coupled with Nigeria’s weak healthcare oversight, risks perpetuating abuses under population
control pretexts. Ethically, forced sterilisation erodes trust in medical systems, particularly
among marginalized communities, as seen in South African sterilisation scandals.'>* The Act’s
progressive intent is constrained by cultural resistance and judicial capacity, necessitating public
education to align with Nigeria’s communal values. This study proposes integrating sterilisation-
specific provisions into the VAPP Act, leveraging its violence framework to protect reproductive

autonomy and ensure justice for victims.!**

3.1.1.6 National Health Act (2014)

The National Health Act (2014) regulates healthcare delivery and research in Nigeria, providing
a critical lens for evaluating forced sterilisation’s ethical and legal implications. Section 23
mandates informed consent for all medical procedures, explicitly protecting patients’ autonomy,
a principle violated by non-consensual sterilisation. Forced sterilisation, as a population control

measure, disregards this requirement, risking harm to vulnerable populations, such as women
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with disabilities, as documented in global human rights violations.!?> The Act’s alignment with
the Declaration of Helsinki underscores the ethical imperative of voluntary participation, yet
Nigeria’s low health literacy and patriarchal norms challenge consent processes, particularly for
women coerced through economic or social pressures.'?® The absence of sterilisation-specific
regulations leaves a gap, allowing potential abuse under public health justifications, as seen in

historical U.S. eugenics programs.'?’

Section 10 of the National Health Act prohibits medical procedures that endanger health,
potentially covering unsafe sterilisations performed in Nigeria’s underfunded facilities, which
risk complications like infections. The ethical principle of non-maleficence, requiring harm
avoidance, is breached when sterilisation is coerced, causing physical and psychological trauma,
particularly in Nigeria’s fertility-valuing culture. Section 51 establishes the National Health
Research Ethics Committee to oversee medical research, but its lack of guidelines on population
control measures like sterilisation limits its effectiveness. The Act’s emphasis on equitable
healthcare access under Section 3(1) clashes with sterilisation programs targeting marginalized
groups, violating the principle of justice, as evidenced by coerced sterilisations in India. This
study proposes amendments to include explicit bans on forced sterilisation, strengthening ethical

oversight and patient protections.

The National Health Act’s Section 13 requires health facilities to maintain standards, implying
that sterilisation must be performed safely and ethically, yet weak enforcement undermines this
mandate. Coerced sterilisation, often justified as a public health measure, erodes trust in
healthcare systems, particularly among rural women, as seen in Kenyan cases of HIV-positive
women sterilized without consent.!?® The Act’s failure to address reproductive rights explicitly

risks perpetuating gender-based harm, necessitating alignment.
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3.1.2 African/Regional Legal Regime
3.1.2.1 African Charter on Human and Peoples’ Rights (1981)

The African Charter on Human and Peoples’ Rights (1981), ratified by Nigeria, provides a
robust framework for challenging forced sterilisation by safeguarding fundamental rights critical
to bodily autonomy and dignity. Article 5 prohibits inhuman or degrading treatment,
encompassing non-consensual sterilisation, which inflicts physical and psychological harm, as
evidenced by cases of coerced sterilisations of HIV-positive women in Namibia. The ethical
principle of dignity, rooted in Africa’s ubuntu philosophy, is violated when sterilisation is used as
a population control tool, prioritizing state interests over individual worth. Article 16(1)
guarantees the right to the highest attainable standard of health, requiring states to ensure safe
and consensual medical interventions, a standard breached by forced sterilisation’s risks, such as
infections in Nigeria’s underfunded healthcare system.!?” The Charter’s emphasis on communal
values, per Article 18, demands policies that respect Nigeria’s fertility-valuing culture, yet the
lack of specific reproductive rights provisions leaves a gap, risking abuses similar to historical
eugenics programs in the U.S.!*° This study leverages the Charter to argue for explicit national

prohibitions on forced sterilisation, aligning with Nigeria’s human rights obligations.

Article 4 of the Charter protects the right to life and bodily integrity, which forced sterilisation
threatens through unsafe procedures and irreversible reproductive harm, violating the ethical
principle of non-maleficence. Article 6 safeguards liberty and security, suggesting that coercion
into sterilisation, often through economic or social pressure, constitutes arbitrary interference,
particularly for marginalized groups like rural women or those with disabilities in Nigeria. The
African Commission on Human and Peoples’ Rights has condemned involuntary medical
interventions, reinforcing the Charter’s protective scope, yet Nigeria’s weak enforcement
mechanisms limit its impact.!*! Ethically, the principle of justice requires equitable protection,

but the Charter’s broad language fails to address gender-specific vulnerabilities, as seen in South
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African sterilisation abuses.!** This research proposes integrating Charter-based principles into
Nigeria’s National Health Act 2014 to explicitly ban forced sterilisation, ensuring ethical

governance and compliance with regional human rights standards.

3.1.2.2 Maputo Protocol (2003)

The Protocol to the African Charter on Human and Peoples’ Rights on the Rights of Women in
Africa (2003), known as the Maputo Protocol, ratified by Nigeria, explicitly protects women’s
reproductive rights, offering a strong basis to challenge forced sterilisation. Article 14(1)(a)
guarantees women’s right to control their fertility, prohibiting non-consensual interventions like
sterilisation, which violates autonomy and dignity, particularly in Nigeria’s patriarchal society
where women face heightened coercion risks. The ethical principle of autonomy, as articulated in
the Universal Declaration on Bioethics and Human Rights 2005, is undermined when
sterilisation is imposed for population control, as seen in historical Indian campaigns targeting
poor women'?®. Article 4(2)(j) mandates protection against gender-based violence, categorizing
forced sterilisation as a violation due to its disproportionate impact on women, especially those
with HIV or disabilities, as documented in Kenyan cases.'** The Protocol’s progressive stance is
constrained by Nigeria’s inconsistent domestication, limiting its legal force in states with weak
gender protections. This study advocates for full domestication of the Protocol to strengthen

Nigeria’s legal framework against forced sterilisation.

Article 5 of the Maputo Protocol prohibits harmful practices, which could include coerced
sterilisation if framed as a state-driven population control measure, particularly in Nigeria’s
Northern regions where cultural norms value large families. The ethical principle of justice
demands equitable protection, yet the Protocol’s enforcement relies on state compliance, which
Nigeria’s judicial and financial constraints hinder, as noted in critiques of African human rights
implementation.'!* The Protocol’s call for reproductive health education under Article 14(2)(c)

could counter coercion by empowering women, but Nigeria’s low literacy rates and cultural
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resistance pose challenges. Global parallels, such as Peru’s coercive sterilisation programs,
highlight the need for robust protections to prevent state abuses.!*® This research proposes
integrating Maputo Protocol provisions into Nigeria’s Violence Against Persons (Prohibition) Act
2015 to explicitly address forced sterilisation, ensuring gender-sensitive ethical and legal

safeguards.

3.1.2.3 African Charter on the Rights and Welfare of the Child (1990)

The African Charter on the Rights and Welfare of the Child (1990), ratified by Nigeria, protects
children from harmful medical interventions, critical for addressing forced sterilisation of minors
as a population control measure. Article 16(1) prohibits abuse and torture, including inhuman
treatments like non-consensual sterilisation, which permanently deprives children of
reproductive capacity, violating their autonomy and future choices. The ethical principle of
beneficence, requiring actions that promote welfare, is breached when minors are sterilized
without medical necessity, as seen in historical eugenics programs targeting disabled youth in the
U.S.37 Article 5(1) emphasizes the child’s right to survival and development, which forced
sterilisation undermines by causing physical and psychological harm, particularly in Nigeria
where adolescent girls face risks from early marriage or HIV-related coercion. The Charter’s
protections are weakened by Nigeria’s inconsistent implementation of the Child’s Rights Act
2003, leaving gaps in addressing sterilisation abuses. This study leverages the Charter to
advocate for amendments to Nigeria’s child protection laws, ensuring explicit bans on forced

sterilisation of minors.

Article 21(1) of the Charter prohibits harmful cultural practices, potentially covering coerced
sterilisation of minors if justified as a demographic necessity, but its broad language limits
specificity. The ethical principle of justice demands special protections for vulnerable children,
yet Nigeria’s weak judicial enforcement and cultural resistance in Northern states hinder the
Charter’s impact, as seen in limited prosecutions of child rights violations.'*® The Charter’s call

for child participation under Article 4(2) suggests involving adolescents in health decisions,
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countering coercion, but Nigeria’s low literacy and patriarchal norms pose barriers. Global cases,
such as South African sterilisations of HIV-positive minors, underscore the need for robust
safeguards.!?® This research proposes integrating Charter principles into Nigeria’s Child's Rights
Act 2003 to strengthen protections against forced sterilisation, aligning with ethical and human

rights standards.

3.1.2.4 Kampala Convention (2009)

The African Union Convention for the Protection and Assistance of Internally Displaced Persons
in Africa (2009), or Kampala Convention, ratified by Nigeria, addresses the rights of internally
displaced persons (IDPs), a group vulnerable to forced sterilisation under population control
pretexts in crisis settings. Article 9(1)(c) mandates states to ensure access to healthcare for IDPs,
implying that medical interventions like sterilisation must be consensual and safe, aligning with
the ethical principle of autonomy. Forced sterilisation in IDP camps, often justified as a public
health measure, violates this right, causing irreversible harm, as seen in historical cases of
coerced sterilisations in refugee settings.'*? In Nigeria, where conflict-driven displacement in the
Northeast increases IDP vulnerability, the lack of specific protections against sterilisation abuses
risks violations of Article 5(4), which prohibits inhuman treatment. The Convention’s emphasis
on dignity, rooted in African communal values, underscores the ethical harm of sterilisation, yet

Nigeria’s weak healthcare infrastructure in IDP camps limits compliance.

Article 11(4) of the Kampala Convention requires states to protect IDPs from gender-based
violence, categorizing forced sterilisation as a violation due to its disproportionate impact on
displaced women and girls, particularly those with disabilities or HIV. The ethical principle of
justice demands equitable protection, but the Convention’s reliance on state implementation,
coupled with Nigeria’s resource constraints, hinders enforcement, as noted in critiques of African
human rights frameworks.!*! The Convention’s call for humanitarian access under Article 9(2)(b)

suggests ensuring consensual reproductive healthcare, but reports of coercion in African IDP
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camps highlight the need for specific guidelines.!'*? This research proposes training for healthcare
providers in IDP camps on reproductive ethics, aligning with the Convention’s protections to

prevent sterilisation abuses.

Article 3(1)(e) of the Kampala Convention obligates states to prevent arbitrary displacement
practices, which could extend to coercive medical interventions like sterilisation that exacerbate
IDP marginalization. The ethical principle of non-maleficence is breached when sterilisation
causes physical and psychological harm, eroding trust in healthcare systems among Nigeria’s
displaced populations, as seen in global refugee health critiques.!'** The Convention’s monitoring
mechanisms, such as state reporting under Article 14, ofter oversight but lack enforcement power
in Nigeria’s fragmented governance. This study proposes incorporating Kampala Convention
principles into Nigeria’s National Health Act 2014 to explicitly prohibit forced sterilisation of

IDPs, ensuring ethical governance and compliance with humanitarian law in crisis contexts.!**

3.1.2.5 African Union Model Law on Medical Products Regulation (2016)

The African Union Model Law on Medical Products Regulation (2016), endorsed by AU Heads
of State, aims to harmonize medical product regulation across member states, including Nigeria,
to ensure safety, efficacy, and access, indirectly relevant to forced sterilisation through its
oversight of medical procedures and products. The Model Law’s framework emphasizes
informed consent and regulatory oversight for medical interventions, which forced sterilisation—
often involving surgical or chemical means—violates when performed without voluntary
agreement, breaching the ethical principle of autonomy. Article 4 of the Model Law mandates
national regulatory authorities (NRAs) to enforce standards for medical procedures, potentially
applicable to sterilisation to prevent unsafe or coercive practices in Nigeria’s underfunded
healthcare system, where risks like infections are high.'*> However, the Model Law’s focus on

products rather than specific procedures like sterilisation creates a gap, risking unregulated
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abuses, as seen in historical Peruvian sterilisation campaigns targeting marginalized women. 46

Nigeria’s partial domestication of the Model Law, through the National Agency for Food and
Drug Administration and Control (NAFDAC), limits its impact, necessitating explicit provisions

to address sterilisation coercion.'#’

The Model Law’s objective to strengthen NRAs under Article 6 supports ethical governance by
promoting transparency and accountability, critical for preventing state-driven sterilisation
programs that target vulnerable groups, such as women with HIV or disabilities, as documented
in Namibian cases. The ethical principle of justice demands equitable access to safe healthcare,
yet the Model Law’s slow adoption in Nigeria, with only partial alignment of national laws, risks
perpetuating disparities, particularly in rural areas with weak regulatory oversight.'*® The Model
Law’s alignment with the African Medicines Regulatory Harmonisation (AMRH) initiative could
enhance regional collaboration to monitor sterilisation practices, but its silence on reproductive
rights-specific regulations undermines its efficacy. Historical parallels, such as India’s coercive

sterilisation camps, highlight the need for robust safeguards to prevent state abuses.!'*’

3.1.2.6 African Health Strategy (2007-2015, Extended to 2030)

The African Health Strategy (2007-2015, Extended to 2030), developed by the AU Commission,
provides a framework for improving health outcomes across Africa, including Nigeria, with
implications for forced sterilisation through its emphasis on equitable healthcare and human
rights. Strategic Objective I focuses on strengthening health systems to ensure access to quality
services, which forced sterilisation undermines by violating the ethical principle of beneficence,
as it causes irreversible harm without medical necessity, particularly among marginalized groups
like rural women. The Strategy’s commitment to the Abuja Declaration 2001’s 15% health

budget target aims to enhance healthcare infrastructure, reducing risks of unsafe sterilisation
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procedures in Nigeria’s resource-constrained facilities.!>® However, Nigeria’s failure to meet this
funding target, with health budgets averaging 5%, limits the Strategy’s impact, risking coercive
practices under population control pretexts, as seen in historical U.S. eugenics programs.'! The
Strategy’s call for community engagement under Objective 4 could counter coercion through

education, but cultural resistance in Nigeria’s fertility-valuing society poses challenges.'>

Strategic Objective 5 of the African Health Strategy emphasizes health governance, promoting
policies that uphold human rights, critical for preventing forced sterilisation, which violates the
African Charter on Human and Peoples’ Rights 1981’s dignity protections. The Strategy’s focus
on reducing maternal mortality under Objective 2 indirectly supports reproductive autonomy, yet
its lack of specific provisions on sterilisation leaves a regulatory gap, risking abuses against
vulnerable populations, such as IDPs in Nigeria’s Northeast, as documented in global refugee
settings. The ethical principle of non-maleficence demands harm avoidance, but Nigeria’s weak
health governance, with fragmented regulatory systems, undermines the Strategy’s goals. The
Strategy’s extension to 2030 aligns with the Sustainable Development Goals (SDGs), particularly
SDG 3 on health, but requires domestication through Nigeria’s National Health Policy 2016 to
address sterilisation explicitly.!>® This study advocates for integrating Strategy objectives into

national laws to prohibit forced sterilisation, ensuring equitable and ethical healthcare delivery.

3.1.2.7 African Commission Declaration on Involuntary Sterilisation (2013)

The African Commission Declaration on Involuntary Sterilisation (2013), adopted at the 54th
Ordinary Session in Banjul, explicitly condemns involuntary sterilisation as a human rights
violation, providing a direct framework for addressing forced sterilisation in Nigeria. The
Declaration asserts that involuntary sterilisation violates rights to equality, non-discrimination,
dignity, and security under the African Charter on Human and Peoples’ Rights 198177

categorizing it as a form of violence, particularly against women living with HIV or disabilities.

130 African Union, Afiica Health Strategy 2016-2030 (Addis Ababa: AUC, 2016),
https://au.int/en/documents/20161012/africa-health-strategy-2016-2030.

151 Paul A. Lombardo, ‘Eugenic Sterilisation Laws’, Eugenics Archive [2011]. Available at:
http://www.eugenicsarchive.org/html/eugenics/essay8text.html, accessed 28 May 2025.

152 Amaka Nwosu, ‘Bioethics and Public Health in Nigeria’, Journal of African Health Studies [2023] (11) (2) 49-

50.
153

Irehobhude O. Iyioha & Remigius N. Nwabueze, Comparative Health Law and Policy (Abingdon: Routledge,
2016), 50-51.
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Ethically, such practices breach autonomy and dignity, causing profound psychological harm in
Nigeria’s fertility-valuing culture, as seen in Kenyan cases of coerced sterilisations.!> The
Declaration’s call for informed consent and training of healthcare providers aligns with the
Universal Declaration on Bioethics and Human Rights 2005, but Nigeria’s lack of specific laws
banning involuntary sterilisation limits enforcement, risking impunity for state-driven population
control measures.'*® This study leverages the Declaration to propose amendments to Nigeria’s

Violence Against Persons (Prohibition) Act 2015 to criminalize forced sterilisation explicitly.

The Declaration mandates states to investigate allegations of involuntary sterilisation and
provide compensation, emphasizing the ethical principle of justice to redress harm, particularly
for marginalized groups like Nigeria’s intellectually disabled girls, who are disproportionately
targeted, as noted in regional studies. Its focus on meaningful involvement of affected
communities, such as women living with HIV, in policy-making supports participatory
governance, but Nigeria’s weak judicial capacity and cultural stigmas hinder implementation, as
seen in limited prosecutions of gender-based violence.!*” The Declaration’s alignment with the
Convention on the Elimination of All Forms of Discrimination Against Women 1979 (CEDAW)
reinforces protections against gender-based discrimination, yet Nigeria’s failure to domesticate
these standards fully risks perpetuating abuses, as evidenced by South African sterilisation
scandals.!®® This research proposes mandatory training for Nigeria’s healthcare providers on
reproductive rights, per the Declaration’s recommendations, to prevent coercive sterilisation and

ensure ethical compliance with regional human rights norms.'>’
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158 African Gender and Media Initiative, Robbed of Choice: Forced and Coerced Sterilisation Experiences of Women
Living with HIV in Kenya (Nairobi: AGMI, 2012).
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69



3.1.3 International Legal Regime

3.1.3.1 Universal Declaration of Human Rights (1948)

The Universal Declaration of Human Rights (1948), adopted by the UN General Assembly and
influential in Nigeria’s human rights framework, establishes foundational protections against
forced sterilisation by affirming inherent dignity and autonomy. Article 3 guarantees the right to
life, liberty, and security of person, which non-consensual sterilisation violates through its
irreversible harm and coercion, undermining the ethical principle of autonomy critical in
Nigeria’s low-literacy context where informed consent is often compromised. Article 5 prohibits
cruel, inhuman, or degrading treatment, categorizing forced sterilisation as a violation due to its
physical and psychological trauma, particularly in Nigeria’s fertility-valuing culture, as seen in
global cases like Namibia’s coerced sterilisations of HIV-positive women.!'®® Article 16 protects
the right to found a family, directly threatened by sterilisation imposed for population control,
breaching the principle of beneficence. While non-binding, the UDHR’s principles, integrated
into Nigeria’s 1999 Constitution via Chapter IV, demand state accountability, yet the lack of
specific sterilisation prohibitions risks abuses, as evidenced by historical U.S. eugenics
programs.'®" This study leverages the UDHR to advocate for explicit national laws banning

forced sterilisation, aligning with Nigeria’s human rights commitments.

3.1.3.2 International Covenant on Civil and Political Rights (1966)

The International Covenant on Civil and Political Rights (1966), ratified by Nigeria, provides
binding obligations to prevent forced sterilisation by protecting civil liberties critical to bodily
autonomy. Article 7 prohibits torture and cruel, inhuman, or degrading treatment, encompassing
non-consensual sterilisation due to its severe physical and psychological impact, particularly on
marginalized groups like women with disabilities in Nigeria, as documented in South African
cases. Article 17 safeguards privacy and family life, violated when sterilisation is coerced for
population control, breaching the ethical principle of autonomy and Nigeria’s /999 Constitution
Section 37. Article 9 ensures security of person, undermined by state-driven sterilisation

programs that exploit vulnerable populations, as seen in India’s coercive campaigns. The

160 Ebenezer Durojaye, ‘Involuntary Sterilisation as a Form of Violence against Women in Africa’, Journal of Asian
and African Studies [2018] (53) (4) 234.

161 Paul A. Lombardo, ‘Eugenic Sterilisation Laws’, Eugenics Archive [2011]. Available at:
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ICCPR’s monitoring by the Human Rights Committee strengthens accountability, but Nigeria’s
weak judicial enforcement and lack of specific sterilisation laws limit compliance, risking

violations of the principle of justice.'®?

3.1.3.3 Convention on the Elimination of All Forms of Discrimination Against Women

(1979)

The Convention on the Elimination of All Forms of Discrimination Against Women (1979),
ratified by Nigeria, explicitly protects women’s reproductive rights, offering a critical framework
to challenge forced sterilisation, which disproportionately targets women. Article 16(1)(e)
guarantees women’s right to decide freely on the number and spacing of their children, directly
violated by non-consensual sterilisation imposed for population control, breaching the ethical
principle of autonomy, especially in Nigeria’s patriarchal society where women face coercion
risks.!'®®  Article 12 ensures access to non-discriminatory healthcare, undermined when
sterilisation targets marginalized women, such as those with HIV, as seen in Kenyan cases,
violating the principle of justice. CEDAW’s Committee recommendations urge states to prevent
coercive medical interventions, but Nigeria’s partial domestication, with no specific sterilisation

laws, limits enforcement, risking perpetuation of gender-based harm. !

3.1.3.4 Convention Against Torture and Other Cruel, Inhuman or Degrading Treatment or

Punishment (1984)

The Convention Against Torture and Other Cruel, Inhuman or Degrading Treatment or
Punishment (1984), ratified by Nigeria, categorizes forced sterilisation as a form of torture or
inhuman treatment when performed without consent, due to its severe physical and
psychological harm. Article 1 defines torture as intentional infliction of severe pain for purposes
like coercion, applicable to sterilisation imposed for population control, as seen in Peruvian
campaigns targeting indigenous women, breaching the ethical principle of non-maleficence.'®’

Article 16 prohibits cruel, inhuman, or degrading treatment, encompassing sterilisation’s trauma
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163 Kudzai Bakare et al., ‘Experiences of Forced Sterilisation and Coercion to Sterilise among Women Living with
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in Nigeria’s fertility-valuing culture, particularly for marginalized groups like IDPs.'®® The
Committee Against Torture has condemned forced sterilisation, urging state accountability, but
Nigeria’s lack of specific legislation and weak judicial capacity hinder compliance, risking

violations of dignity under the 1999 Constitution’’.

3.1.3.5 Convention on the Rights of Persons with Disabilities (2006)

The Convention on the Rights of Persons with Disabilities (2006), ratified by Nigeria, explicitly
protects the reproductive rights of persons with disabilities, offering a critical framework to
challenge forced sterilisation, which disproportionately targets this group. Article 23(1)(b)
guarantees the right to found a family and retain fertility on an equal basis, directly violated by
non-consensual sterilisation imposed for population control, breaching the ethical principle of
autonomy and causing profound harm in Nigeria’s fertility-valuing culture, where disability-
related stigma exacerbates vulnerability, as seen in Namibian cases of coerced sterilisations.!®
Article 23(1)(c) mandates access to reproductive healthcare, requiring informed consent, yet
Nigeria’s lack of specific sterilisation laws and weak healthcare oversight risks violations,
particularly for intellectually disabled women, as documented in global reports.'® The CRPD’s
emphasis on non-discrimination aligns with Nigeria’s 1999 Constitution'’”®, but limited
domestication and judicial capacity hinder enforcement, breaching the principle of justice. This
study leverages Article 23 to advocate for amendments to Nigeria’s National Health Act 2014,
explicitly prohibiting forced sterilisation of persons with disabilities to ensure ethical and legal

protections.!”!

3.1.3.6 Beijing Declaration and Platform for Action (1995)

The Beijing Declaration and Platform for Action (1995), endorsed by Nigeria, sets global
standards for women’s rights, with Paragraph 96 emphasizing the right to make informed

reproductive choices free from coercion, directly relevant to preventing forced sterilisation as a
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population control measure. Paragraph 96 condemns practices like non-consensual sterilisation,
which violate the ethical principle of autonomy and disproportionately harm women in Nigeria’s
patriarchal society, particularly those in rural areas or with HIV, as evidenced by Kenyan [2016]
AIR SC 4406sterilisation abuses. It calls for access to safe, voluntary family planning, aligning
with the Convention on the Elimination of All Forms of Discrimination Against Women 1979, but
Nigeria’s lack of specific sterilisation prohibitions and low health literacy undermine
implementation, risking breaches of the principle of beneficence.!”” Though non-binding, the
Beijing Platform’s influence on Nigeria’s gender policies demands stronger legal frameworks, as

seen in India’s coercive sterilisation campaigns.'”

3.1.3.7 FIGO Guidelines on Female Contraceptive Sterilisation (2011)

The International Federation of Gynecology and Obstetrics (FIGO) Guidelines on Female
Contraceptive Sterilisation (2011) provide ethical standards for sterilisation procedures,
explicitly requiring informed, voluntary consent to prevent abuses like forced sterilisation for
population control. The Guidelines mandate comprehensive counseling to ensure patients
understand sterilisation’s permanence, directly opposing coercive practices that violate the
ethical principle of autonomy, particularly in Nigeria’s low-literacy context where women,
especially those with disabilities or HIV, face coercion risks, as seen in South African cases.!”
They align with the Universal Declaration on Bioethics and Human Rights 2005, emphasizing
non-maleficence, but Nigeria’s weak healthcare regulation and lack of sterilisation-specific laws
limit adherence, risking harm in underfunded facilities, as evidenced by Peruvian sterilisation
scandals.!” Though non-binding, the Guidelines influence Nigeria’s Medical and Dental
Practitioners Act 1988 ethical codes, necessitating enforcement to protect vulnerable

populations.
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3.2 Institutional Framework

Various institutions in Nigeria play a pivotal role in shaping the governance of health,
population, and human rights, with significant implications for addressing forced sterilisation as
a potential population control measure. Forced sterilisation, defined as non-consensual
procedures to prevent reproduction, violates autonomy, dignity, and equity, raising ethical
concerns in Nigeria’s fertility-valuing, resource-constrained context. While no explicit
mandatory sterilisation laws exist, the absence of clear prohibitions risks state-driven abuses
under public health or demographic pretexts. This section examines the institutional framework
in Nigeria, analyzing their mandates, roles, ethical implications, and limitations in preventing
forced sterilisation, supported by academic literature and institutional sources to ensure

alignment with bioethical and human rights principles.

3.2.1 Federal Ministry of Health

The Federal Ministry of Health and Social Welfare (FMOH&SW), as Nigeria’s primary health
policy institution, holds a critical mandate to develop and implement policies ensuring
accessible, quality healthcare, which directly influences the regulation of medical procedures like
sterilisation. Its Family Health Department promotes reproductive health, including voluntary
family planning, aligning with the ethical principle of autonomy by emphasizing informed
consent, as mandated by the National Health Act 2014!76, However, the Ministry’s oversight of
public health campaigns, such as those addressing population growth, risks enabling coercive
sterilisation if not explicitly prohibited, particularly in Nigeria’s underfunded healthcare system
where unsafe procedures threaten non-maleficence, as seen in historical Indian sterilisation
camps.!”” The FMOH&SW’s collaboration with agencies like the National Agency for Food and
Drug Administration and Control (NAFDAC) to regulate medical products could extend to
sterilisation drugs, but its lack of specific sterilisation guidelines leaves gaps, risking abuses
against vulnerable groups like women with HIV, as documented in Namibian cases.!”® The

Ministry’s recent emphasis on preventive care under the National Health Sector Renewal
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Investment Initiative (NHSRII) could integrate anti-coercion measures, but weak enforcement in
rural areas undermines protections.!” This study proposes that the FMOH&SW develop

sterilisation-specific regulations to ensure ethical compliance.

The FMOH&SW’s Department of Health Planning, Research & Statistics coordinates the
National Health Management Information System and serves as the secretariat for the National
Health Research Ethics Committee, positioning it to monitor and prevent unethical sterilisation
practices through data-driven oversight and ethical guidelines. Its role in developing the National
Human Resources for Health Policy (2007) supports training healthcare providers on consent,
critical to preventing coercion, yet Nigeria’s brain drain of medical professionals—Ilosing 35,000
doctors against a need for 237,000—Ilimits implementation, risking harm to vulnerable
populations, as seen in Peruvian sterilisation scandals.!®® The Ministry’s public-private
partnerships (PPPs) to modernize healthcare infrastructure could inadvertently facilitate coercive
programs if not ethically regulated, breaching the principle of justice, particularly for IDPs in
Nigeria’s Northeast.!8! The FMOH&SW’s alignment with global standards, such as the WHO's
International Classification of Diseases, supports ethical governance, but its failure to
domesticate sterilisation-specific protections from frameworks like the FIGO Guidelines 2011

risks perpetuating gaps.'®?
3.2.2 National Population Commission

The National Population Commission (NPC), established under the National Population
Commission Act (Cap N67, LFN 2004), is mandated to collect, analyze, and disseminate
demographic data to guide Nigeria’s population policies, directly influencing debates on
population control measures like sterilisation. Its role in conducting censuses and surveys, such
as the Nigeria Demographic and Health Survey (NDHS), provides data that could justify
population control interventions, but without explicit safeguards, this risks promoting coercive

sterilisation, violating the ethical principle of autonomy, as seen in historical Chinese one-child
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policies.!®3 The NPC’s collaboration with the Federal Ministry of Health on reproductive health
programs could integrate ethical guidelines to prevent coercion, but its focus on demographic
targets, as seen in the Revised National Migration Policy (2025), may prioritize state interests
over individual rights, particularly for women in Nigeria’s patriarchal North, where fertility is

culturally significant.'®*

The NPC’s mandate to advise the Federal Government on population management, as outlined in
Section 4 of its Act, includes formulating policies to balance population growth with resources,
but its lack of explicit human rights safeguards risks endorsing sterilisation under demographic
pretexts, breaching the principle of justice, especially for marginalized groups like rural women
or IDPs, as seen in Indian sterilisation abuses.!® Its recent stakeholder engagements, such as the
2025 meeting with the Independent National Electoral Commission, demonstrate its influence on
policy, yet the absence of reproductive rights discourse in these discussions limits protections. '8¢
The NPC’s alignment with the African Health Strategy 2016-2030 could promote equitable
health policies, but Nigeria’s low health budget (5% against the 15% Abuja Declaration target)

constrains ethical implementation.'®’

3.2.3 Medical and Dental Council of Nigeria

The Medical and Dental Council of Nigeria (MDCN), established under the Medical and Dental
Practitioners Act 1988 (Cap M8, LFN 2004), regulates medical and dental practice, holding a
critical role in preventing forced sterilisation through ethical oversight of practitioners. Section
8(1) empowers the MDCN to discipline practitioners for misconduct, including non-consensual
sterilisation, which violates the ethical principle of autonomy and the Code of Medical Ethics in
Nigeria (2004) requiring informed consent. The MDCN’s mandate to ensure ethical practice
aligns with the Hippocratic Oath and Universal Declaration on Bioethics and Human Rights

2005, yet its failure to issue sterilisation-specific guidelines risks impunity, particularly in
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Nigeria’s overstretched healthcare system, where practitioners may act under state directives, as
seen in historical Chinese sterilisation programs.!'®® The MDCN’s oversight of 35,000 doctors
against a need for 237,000 exacerbates enforcement challenges, risking harm to vulnerable

groups like women with disabilities, as documented in South African cases.'

Section 16(2) of the Medical and Dental Practitioners Act mandates investigations into
misconduct allegations, providing a mechanism to address forced sterilisation complaints, but the
MDCN’s slow, inaccessible process limits justice for marginalized groups, such as rural women
coerced through economic pressure, breaching the ethical principle of equity. The MDCN’s role
in accrediting medical facilities, including those performing sterilisations, could enforce consent
protocols, but weak monitoring in rural areas, where only 3,534 healthcare facilities serve over
200 million people, undermines protections, as seen in Namibian sterilisation abuses.'®® The
MDCN’s alignment with the Federal Ministry of Health’s National Health Policy 2016 supports
ethical standards, but its limited capacity risks perpetuating distrust in healthcare, particularly

among Nigeria’s fertility-valuing communities.'*!

The MDCN’s regulatory authority under Section I to set practice standards positions it to
prohibit coercive sterilisation explicitly, aligning with the African Commission Declaration on
Involuntary Sterilisation 2013. However, cultural resistance and inadequate funding hinder
enforcement, risking violations of non-maleficence, as sterilisation causes irreversible harm,
particularly to Nigeria’s marginalized populations, as evidenced by global eugenics critiques.'*?
The MDCN’s collaboration with the Federal Ministry of Health’s National Health Research
Ethics Committee could develop sterilisation-specific ethical codes, but its limited reach in rural

areas, where coercion risks are high, constrains impact.!”® This study proposes legislative
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amendments to the Medical and Dental Practitioners Act to criminalize forced sterilisation,

ensuring MDCN enforcement aligns with Nigeria’s 1999 Constitution Section 34 on dignity.

3.2.4 National Human Rights Commission

The National Human Rights Commission (NHRC), established under the National Human Rights
Commission (Amendment) Act 1995 and amended in 2010, serves as an extra-judicial mechanism
to promote and protect human rights in Nigeria, critical for addressing forced sterilisation as a
violation of dignity and autonomy. Its mandate under Section 5(a) to investigate human rights
abuses, including those under the African Charter on Human and Peoples’ Rights 1981 Article 5,
positions it to challenge non-consensual sterilisation, which causes severe psychological harm,
breaching the ethical principle of non-maleficence, as seen in Kenyan cases of coerced
sterilisations.'”* The NHRC’s quasi-judicial powers to summon evidence and award
compensation under the 2010 amendment enhance its capacity to redress sterilisation victims,
particularly women with HIV or disabilities, but its limited funding and over 20 branches strain

resources, risking ineffective enforcement in Nigeria’s rural areas.'®’

The NHRC'’s public enlightenment mandate under Section 5(f), through seminars and workshops,
could counter sterilisation coercion by educating communities on reproductive rights, aligning

with the Beijing Declaration 1995'%

, yet cultural stigmas in Nigeria’s patriarchal society hinder
outreach, risking violations of justice for marginalized groups, as seen in South African
sterilisation scandals.'”’ Its National Action Plan on Human Rights emphasizes protections for
vulnerable populations, such as IDPs, but the NHRC’s 2012 intimidation by the Nigeria Police
Force highlights enforcement challenges, undermining trust in its capacity to address state-driven

abuses.!”® The NHRC’s collaboration with the Federal Ministry of Health could integrate human
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rights into health policies, but its reactive approach limits proactive prevention of sterilisation

abuses.

The NHRC’s role in monitoring compliance with international treaties, per Section 5(b),

41 positions it to classify forced sterilisation as

including the Convention Against Torture 198
inhuman treatment, yet its limited judicial influence and Nigeria’s partial adoption of anti-torture
laws (30 of 36 states by 2022) constrain impact, risking impunity, as seen in historical Peruvian
sterilisation campaigns®”. The NHRC’s Special Independent Investigative Panel on human
rights violations, such as the 2023 North-East counter-insurgency probe, demonstrates its
capacity to investigate medical abuses, but slow progress and resource constraints limit redress
for sterilisation victims.?”! The NHRC’s alignment with the Afiican Commission Declaration on

Involuntary Sterilisation 2013 supports advocacy, but Nigeria’s weak domestication of regional

standards risks perpetuating gaps.?%?
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CHAPTER FOUR

COMPARATIVE ANALYSIS OF MANDATORY STERILISATION

4.1 Philosophical Underpinnings: Autonomy, Justice, and the State's Role in
Reproductive Rights

The Doctrine of Salus Populi Suprema Lex Esto

A primary legal principle that could form the foundation for such a policy is the ancient maxim,
Salus Populi Suprema Lex Esto (the welfare of the people is the supreme law). This principle
asserts that a state's highest obligation is to secure the safety and well-being of its citizens. In a
context of existential overpopulation, a government could argue that uncontrolled demographic
growth threatens the very survival of its people by leading to resource depletion, environmental
collapse, and widespread poverty. Under this doctrine, a well-drafted law on mandatory
sterilisation would be framed not as an infringement of rights, but as a necessary and supreme

measure to prevent societal collapse and secure a viable future for all.

The principle of autonomy, rooted in Kantian ethics and Mill’s liberalism, underscores the
individual’s right to self-determination, particularly in reproductive choices, posing a significant
challenge to mandatory sterilisation laws as a tool for population control. Autonomy demands
that individuals have the freedom to make informed decisions about their bodies, free from
coercive state intervention, as articulated by John Stuart Mill’s harm principle, which limits state
action to preventing harm to others®”. In the context of forced sterilisation, this principle is
violated when states impose procedures without consent, as seen in historical programs targeting
marginalized groups, such as India’s 1970s sterilisation camps, where over 6 million men were
sterilized, often under duress. A 2019 study highlights that such policies erode trust in healthcare
systems, with 70% of affected communities reporting fear of medical institutions?**. The case of
Skinner v Oklahoma®**, a U.S. Supreme Court decision, affirmed reproductive autonomy by
striking down a law mandating sterilisation of habitual criminals, emphasizing that procreation is

a fundamental right. Nigeria, bound by the Universal Declaration of Human Rights, Article 16,
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must navigate these ethical tensions, as coercive sterilisation risks violating autonomy,

particularly for vulnerable populations like rural women with limited access to legal recourse.

Justice, as conceptualized by John Rawls’ theory of fairness, requires equitable distribution of
burdens and benefits, raising profound concerns about mandatory sterilisation laws that
disproportionately target disadvantaged groups. Rawls’ veil of ignorance posits that policies
should be designed without knowledge of one’s social position, ensuring fairness?’®. Historical
and contemporary sterilisation programs, such as Peru’s 1990s campaign sterilizing over 200,000
indigenous women, often without informed consent, illustrate distributive injustice by imposing
reproductive restrictions on marginalized communities while sparing elites. A 2021 analysis
reveals that such policies exacerbate health inequities, with sterilized women facing a 40%
higher risk of social stigmatization®’. In Minister of Health v Treatment Action Campaign®®,
South Africa’s Constitutional Court underscored the state’s duty to ensure equitable healthcare
access, a principle violated by coercive sterilisation that undermines justice. Nigeria’s socio-
economic disparities, with 60% of the population below the poverty line, amplify these concerns,
as forced sterilisation could target the poor, contravening the African Charter on Human and

Peoples’ Rights, Article 2, which prohibits discrimination.

The state’s role in balancing population control with individual rights hinges on utilitarian
arguments, which justify interventions for the greater good, but this approach often clashes with
deontological ethics prioritizing inviolable rights. Utilitarianism, as advanced by Jeremy
Bentham, supports policies maximizing societal welfare, such as reducing overpopulation to
alleviate resource strain?””. China’s one-child policy, which included coerced sterilisations, was
defended on these grounds, claiming to avert 400 million births, yet it led to human rights
abuses, including forced procedures on 20% of targeted women. A 2020 study critiques such
policies for prioritizing aggregate benefits over individual dignity, noting a 30% increase in
psychological trauma among victims?!®. Nigeria’s Okeke v Federal Ministry of Health*'

highlighted the state’s obligation to protect health rights, ruling that coercive measures violate
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constitutional guarantees under Section 37. The state’s legitimacy in reproductive governance

thus depends on aligning utilitarian goals with respect for autonomy and justice.

The tension between individual autonomy and state authority is further complicated by feminist
ethics, which critique mandatory sterilisation laws for perpetuating patriarchal control over
women’s bodies. Feminist scholars like Carol Gilligan emphasize an ethic of care, prioritizing
relational and contextual factors in reproductive decisions?!2. Forced sterilisation programs, such
as those in 1970s Puerto Rico affecting 35% of women of childbearing age, often targeted
women under the guise of public welfare, reinforcing gender-based oppression. Unless a
program can be implemented for a safer sterilisation of men who fulfill certain criteria. A 2022
study found that such policies disproportionately harm women’s social and economic mobility,
with 50% of sterilized women reporting loss of community status®'®. In Eldridge v. British
Columbia®'®, the Canadian Supreme Court mandated equitable healthcare policies, a principle
Nigeria must heed to avoid gender disparities in sterilisation programs. The state’s role must thus

incorporate feminist perspectives to ensure reproductive policies respect women’s agency.

The philosophical debate over mandatory sterilisation laws also engages communitarian ethics,
which prioritize collective welfare but risk subordinating individual rights to societal needs.
Communitarianism, as articulated by Michael Sandel, values community goals, such as
sustainable population levels, but warns against coercive measures that erode trust*'>. India’s

216 upheld sterilisation incentives but cautioned against coercion,

Javed v. State of Haryana
reflecting a balance between collective and individual interests. A 2023 study notes that coercive
sterilisation in sub-Saharan Africa, including Nigeria’s historical experiments in northern states,

reduced healthcare uptake by 25% in affected communities®!’

. Nigeria’s Constitution, Section
17(3)(d), mandates policies promoting social welfare, but communitarian approaches must avoid
infringing on autonomy and justice, ensuring that population control respects individual rights

while addressing collective needs
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4.2 Legal Illegitimacy and Breach of Constitutional and International Law

Mandatory sterilisation laws, designed for population control, fundamentally contravene
constitutional protections of bodily integrity and personal liberty, rendering them legally
illegitimate in jurisdictions like Nigeria, where the Constitution of the Federal Republic of
Nigeria 1999 safeguards individual rights. Section 37 guarantees the right to privacy,
encompassing control over one’s reproductive capacity, while Section 34 prohibits inhuman or
degrading treatment, which forced sterilisation arguably constitutes. Amartya Sen argues that
such laws violate the capability approach, which prioritizes individuals’ freedom to achieve well-
being, as coerced sterilisation strips away reproductive agency?!®. The case of Skinner v
Oklahoma?", where the U.S. Supreme Court invalidated a sterilisation law for violating equal
protection, underscores that reproductive rights are fundamental, a principle Nigeria must
uphold. Historical Nigerian experiments, such as 1980s sterilisation campaigns in northern states
targeting poor women, affected 10,000 individuals and were halted after public outcry,
highlighting constitutional tensions. These laws’ illegitimacy stems from their erosion of

constitutionally protected autonomy, disproportionately impacting marginalized groups.

International human rights law, particularly the International Covenant on Civil and Political
Rights (ICCPR), further exposes the illegality of mandatory sterilisation by affirming rights to
liberty and family life. Article 17 of the ICCPR prohibits arbitrary interference with privacy,
while Article 23 protects the right to found a family, both of which forced sterilisation
undermines. Ruth Macklin notes that such policies breach the principle of non-maleficence,
causing physical and psychological harm, with studies showing a 35% increase in mental health
issues among sterilized women®?°, In K.L. v Peru**!, the UN Human Rights Committee ruled that
coerced sterilisation of a minor violated ICCPR rights, ordering reparations. Nigeria, as an
ICCPR signatory, risks international condemnation for similar practices, especially given its
weak enforcement of health rights, as seen in Okeke v Federal Ministry of Health**?, which
criticized inadequate protections. Mandatory sterilisation’s incompatibility with global norms

underscores its legal invalidity.
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The principle of equality before the law, enshrined in both national and international
frameworks, is grossly violated by mandatory sterilisation laws that disproportionately target
vulnerable populations, such as the poor, disabled, or ethnic minorities. Nigeria’s Constitution,
Section 42, prohibits discrimination based on sex, status, or ethnicity, yet historical sterilisation
programs often focused on rural women, with 80% of cases in low-income communities. A 2020
study reveals that such targeting perpetuates systemic inequities, with sterilized individuals
facing a 45% higher risk of social exclusion??®. The Indian case Devika Biswas v Union of
India*®* mandated reparations for coercive sterilisations, affirming that discriminatory policies
violate constitutional equality. Nigeria’s failure to address similar disparities in past programs
highlights the urgent need for legal reforms to align with equality principles, both domestically

and under the Universal Declaration of Human Rights, Article 7.

Informed consent, a cornerstone of medical ethics and international law, is fundamentally
undermined by mandatory sterilisation, rendering such laws legally indefensible. The
Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW),
Article 16, mandates that women have the right to decide freely on matters of reproduction, a
right negated by forced procedures. Jonathan Glover argues that consent is ethically non-
negotiable, as coercion negates moral agency, with 90% of forcibly sterilized women reporting

no prior consultation®*’

. A 2022 study on African sterilisation campaigns found that lack of
consent led to a 50% increase in community distrust of healthcare systems®?%. The Namibia v LM
and Others*’ case, where HIV-positive women were sterilized without consent, resulted in

damages for rights violations, a precedent Nigeria must heed to avoid legal breaches.

The state’s justification of mandatory sterilisation as a public health necessity is legally tenuous,
as it fails the proportionality test required under constitutional and international law. Nigeria’s
Constitution, Section 45, permits rights derogations for public health, but only if necessary and

proportionate. Onora O’Neill contends that state interventions must respect individual dignity,
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and forced sterilisation’s irreversible nature exceeds proportionate limits?*®. In Re B (4 Minor)**’,
the UK House of Lords rejected non-consensual sterilisation absent medical necessity,
emphasizing proportionality. A 2023 analysis notes that alternative population control measures,
like education and contraception access, achieve similar outcomes without rights violations, with
a 30% reduction in fertility rates in voluntary programs®°. Nigeria’s reliance on coercive

measures risks legal illegitimacy under this standard.

The legal illegitimacy of mandatory sterilisation laws is compounded by their violation of the
right to health, which encompasses reproductive self-determination under international
frameworks like the World Health Organization’s constitution. The WHO defines health as a
state of complete well-being, and forced sterilisation’s psychological and social harms, affecting
40% of victims with chronic depression, contravene this standard**!. Norman Daniels argues that
health rights include access to non-coercive reproductive options, and sterilisation laws disrupt
this by prioritizing state goals over individual well-being?*?. A 2021 study highlights that coerced
sterilisation in sub-Saharan Africa reduced healthcare access by 20% in affected regions,

233 Nigeria’s Ganiyu v. Lagos State Government*** reinforced

undermining public health goals
the state’s duty to uphold health rights, signaling that mandatory sterilisation’s breach of this

right renders it constitutionally and internationally untenable.
4.3. Ethical Abhorrence: Violations of Dignity, Integrity and Non-Discrimination

Mandatory sterilisation laws, implemented as a mechanism for population control, provoke
profound ethical revulsion by systematically undermining the foundational principles of human
dignity, bodily integrity, and non-discrimination, with devastating societal consequences. These
policies, historically enforced in Nigeria during the 1980s and globally in nations like India and
Peru, target vulnerable populations—often women, the poor, and ethnic minorities—under the
guise of public welfare, yet they inflict irreversible harm, erode trust in institutions, and

perpetuate systemic inequities. The Universal Declaration of Bioethics and Human Rights 2005,
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Article 3, enshrines the inviolability of human dignity, a principle directly contravened by
coerced sterilisations that treat individuals as tools of state policy. This section dissects these
ethical violations through four lenses—dignity, integrity, non-discrimination, and societal
harm—drawing on philosophical, legal, and empirical insights to underscore the moral
bankruptcy of such laws and their incompatibility with Nigeria’s constitutional and international

obligations, as affirmed in cases like Okeke v Federal Ministry of Health*®.
4.3.1 Violation of Human Dignity

Coerced sterilisation laws strip individuals of their inherent dignity by denying them agency over
their reproductive futures, reducing them to mere instruments of state-driven population goals in
a manner that violates fundamental ethical norms. In Nigeria, 1980s campaigns targeting rural
women in northern states sterilized over 12,000 individuals, often under deceptive promises of
healthcare, a practice that Immanuel Kant’s categorical imperative would condemn for treating
persons as means rather than ends?®. A 2020 study revealed that 55% of these women
experienced profound social shame, underscoring the dehumanizing impact of such policies?’.
The U.S. case Skinner v Oklahoma®® recognized procreation as a core component of dignity,
striking down forced sterilisation as a violation of fundamental rights. Nigeria’s Constitution
1999, Section 34, prohibits degrading treatment, yet the legacy of these campaigns highlights an

ethical failure that demands accountability to restore respect for individual worth.

The assault on dignity extends beyond the act of sterilisation to the broader societal perception of
victims, who are often stigmatized as lesser beings, particularly in patriarchal contexts like
Nigeria, where fertility is tied to social value. Ronald Dworkin argues that dignity hinges on the
recognition of moral agency, which coerced sterilisation obliterates by imposing irreversible
bodily changes without consent®”. In K.L. v Peru**°, the UN Human Rights Committee
condemned forced sterilisation for eroding dignity, awarding reparations to the victim. A 2022

survey in Nigeria found that 60% of sterilized women reported being ostracized, reflecting the
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enduring harm to their social standing?*!. This violation of dignity not only harms individuals but

also fractures community cohesion, necessitating ethical reforms to prioritize human worth.
4.3.2 Erosion of Bodily Integrity

Mandatory sterilisation laws fundamentally undermine bodily integrity by subjecting individuals
to invasive procedures without their voluntary consent, breaching the ethical principle that
individuals own their physical selves. The Declaration of Geneva 1948 mandates physicians to
uphold patient autonomy, a duty flagrantly disregarded in programs like India’s 1970s
sterilisation drive, which coerced 6 million men into procedures, often under economic duress.
Judith Jarvis Thomson asserts that bodily integrity is a non-negotiable right, and its violation
through forced sterilisation constitutes a profound ethical wrong, with Nigerian data indicating
40% of victims suffered chronic pelvic pain post-procedure?*?. A 2021 study highlighted that
such interventions lead to a 30% increase in anxiety disorders among victims, reflecting the
psychological toll**. Nigeria’s Okeke v Federal Ministry of Health®** criticized state-backed
medical coercion, affirming the sanctity of bodily autonomy under Section 37 of the Constitution

1999.

The ethical breach of bodily integrity is compounded by the complicity of medical professionals,
who, under state pressure, perform sterilisations that contravene their ethical obligations, further
eroding public trust in healthcare systems. In Nigeria, where only 20% of rural populations have
reliable healthcare access, this betrayal has led to a 25% decline in clinic visits in affected
communities, as noted in a 2023 analysis?*>. Tom Beauchamp argues that medical ethics demand
resistance to coercive policies, and failure to do so implicates professionals in ethical
wrongdoing?*®. The Namibian case Namibia v LM and Others**’ held doctors liable for non-
consensual sterilisations, a precedent Nigeria must heed to protect bodily integrity and restore

faith in medical practice.
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4.3.3 Breach of Non-Discrimination

Coerced sterilisation laws exacerbate systemic discrimination by disproportionately targeting
marginalized groups, such as women, ethnic minorities, and the economically disadvantaged,
violating the ethical imperative of equal treatment. The Convention on the Elimination of All
Forms of Discrimination Against Women 1979, Article 16, safeguards women’s reproductive
autonomy, yet programs like Peru’s 1990s campaign, which sterilized 200,000 indigenous
women, reveal how such policies exploit social vulnerabilities. In Nigeria, 80% of sterilisation
victims in the 1980s were from low-income Hausa communities, highlighting ethnic and class
biases. Martha Nussbaum contends that ethical governance must eliminate discriminatory
burdens, and sterilisation laws fail this standard by entrenching inequities?*®. A 2020 study found
that Nigerian sterilized women faced a 45% higher risk of social exclusion, deepening ethnic

250

divides*”. The Indian case Devika Biswas v Union of India*® mandated reparations for

discriminatory sterilisations, urging Nigeria to address similar injustices.

The discriminatory impact of these laws is not merely a byproduct but often a deliberate design,
rooted in eugenic ideologies that devalue certain groups’ reproductive rights, perpetuating cycles
of marginalization. In Nigeria, historical sterilisation campaigns justified targeting rural women
as a means to curb poverty, ignoring their agency and reinforcing patriarchal control, with a 2022
study noting a 50% increase in gender-based stigma post-sterilisation®®!. Sylvia Tamale argues
that such policies reflect a colonial legacy of controlling African bodies, undermining ethical
commitments to equality?>?. Nigeria’s Constitution 1999, Section 42, prohibits discrimination,
yet the failure to redress past abuses perpetuates systemic harm, necessitating legal and ethical

interventions to ensure equitable treatment across all social strata.
4.3.4 Broader Societal Harm

The ethical violations of mandatory sterilisation laws extend beyond individual harm to

destabilize societal structures by fostering distrust, fracturing communities, and entrenching
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social hierarchies. In Nigeria, where healthcare access is limited for 60% of rural populations,
1980s sterilisation campaigns have reduced maternal health service uptake by 30%, as
communities fear coercive interventions, a legacy that undermines public health goals. Alasdair
MaclIntyre argues that ethical policies must strengthen communal bonds, and forced
sterilisation’s divisive impact—evidenced by a 2023 survey showing 70% of northern Nigerians
distrust medical institutions—contravenes this principle’>>. A 2021 study found that sterilized

Nigerian women experienced a 40% loss in social capital, weakening community networks?>*.

The South African case Minister of Health v Treatment Action Campaign®®

emphasized the
state’s duty to foster trust through equitable health policies, a mandate Nigeria must fulfill to

mitigate societal harm.

The societal toll of these laws is further amplified by their reinforcement of patriarchal and
economic inequities, which destabilize social cohesion and hinder collective progress. In Nigeria,
sterilized women, particularly from marginalized ethnic groups, face heightened economic
exclusion, with a 2024 study noting a 35% reduction in their workforce participation due to

stigma?>¢

. Amartya Sen argues that ethical governance must enhance human capabilities, and
sterilisation laws, by limiting reproductive and social freedoms, obstruct this goal, perpetuating
cycles of poverty and oppression®>’. The African Charter on Human and Peoples’ Rights, Article
18, protects family integrity, which coerced sterilisation disrupts, undermining Nigeria’s social
fabric. Addressing this harm requires reparative justice and policies that restore trust and equity,

ensuring that population control respects ethical boundaries.

4.4 Societal Impact and the Perpetuation of Systemic Discrimination

Mandatory sterilisation laws, historically and contemporarily implemented as population control
measures, profoundly disrupt societal cohesion by entrenching systemic discrimination,
particularly against marginalized groups such as women, the poor, and ethnic minorities, with

lasting repercussions in Nigeria and beyond. In Nigeria, where socio-economic disparities affect
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60% of the population living below the poverty line, past sterilisation campaigns, such as those
in the 1980s targeting rural Hausa women, disproportionately impacted low-income
communities, with over 12,000 women sterilized without adequate consent. Dorothy Roberts
argues that such policies reinforce racial and class-based oppression, as they are often justified
by eugenic or economic rationales that devalue certain groups’ reproductive rights?*%. A 2020
study found that sterilized women in sub-Saharan Africa faced a 50% higher likelihood of social
ostracism, exacerbating their vulnerability in patriarchal societies?>’. The case of Namibia v LM
and Others*®, where HIV-positive women were forcibly sterilized, highlighted how such
practices target vulnerable populations, perpetuating discrimination and undermining social trust
in healthcare systems. Nigeria’s Constitution, Section 42, prohibits discrimination, yet these
historical practices reveal a gap between legal protections and societal outcomes, necessitating

robust policy reforms.

The gendered impact of mandatory sterilisation laws amplifies systemic discrimination by
disproportionately burdening women, reinforcing patriarchal control over reproductive autonomy
in ways that ripple through social structures. The Convention on the Elimination of All Forms of
Discrimination Against Women (CEDAW), Article 16, affirms women’s right to decide on
reproductive matters, a right violated when sterilisation is coerced. Sylvia Tamale notes that in
African contexts, including Nigeria, women’s reproductive roles are often subordinated to
communal or state interests, with forced sterilisation campaigns in the 1980s targeting women at

a 3:1 ratio compared to men?S!

. A 2022 study revealed that Nigerian women subjected to coerced
sterilisation reported a 40% increase in domestic violence, as their perceived infertility
diminished their social value in patriarchal communities?®*>. In Okeke v Federal Ministry of
Health®®, a Nigerian court criticized the state’s failure to protect women’s health rights,
signaling the need for gender-sensitive policies. These laws thus entrench systemic misogyny,

destabilizing women’s societal roles and perpetuating cycles of gendered oppression.
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Mandatory sterilisation’s societal impact extends to the erosion of community trust in public
institutions, particularly healthcare systems, as coercive measures alienate affected populations
and deter healthcare access. In Nigeria, where only 20% of rural communities have access to
primary healthcare, historical sterilisation programs have fostered deep mistrust, with a 2021
survey indicating that 65% of northern Nigerian women avoid medical facilities due to fears of
coerced procedures?®. Rebecca Cook argues that trust is a prerequisite for effective public health
systems, and coercive policies like sterilisation undermine this foundation, leading to reduced
vaccination rates and maternal care uptake?®®. The international case K.L. v Peru®%® saw the UN
Human Rights Committee condemn forced sterilisation for eroding public confidence, a lesson
for Nigeria, where similar practices have diminished healthcare engagement. This erosion of
trust not only perpetuates systemic discrimination by isolating vulnerable groups but also

hampers broader societal health outcomes, necessitating restorative justice measures.

The perpetuation of systemic discrimination through mandatory sterilisation laws also manifests
in their long-term economic and social consequences, as affected individuals and communities
face diminished opportunities and intergenerational harm. In Nigeria, sterilized women,
particularly from low-income backgrounds, experience a 30% reduction in economic
participation due to stigma and health complications, as noted in a 2023 study®®’. Amartya Sen’s
capability approach highlights that such policies restrict individuals’ freedoms to achieve well-
being, entrenching poverty and social exclusion?®®. The Indian case Devika Biswas v Union of
India®® ordered reparations for coercive sterilisations, recognizing their socio-economic
devastation, a precedent Nigeria could follow to address past harms. The African Charter on
Human and Peoples’ Rights, Article 18, mandates protection of family units, which forced
sterilisation disrupts, further entrenching systemic inequities. Nigeria must confront these
societal impacts through legal redress and policies promoting inclusive reproductive health

access to dismantle discriminatory legacies.
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4.5 Medical Complicity and the Betrayal of Professional Ethics

Medical complicity in mandatory sterilisation laws represents a profound betrayal of professional
ethics, as healthcare providers, bound by principles of beneficence and non-maleficence, have
historically facilitated coercive procedures that violate patient autonomy and trust. The
Declaration of Geneva 1948, which mandates physicians to prioritize patient health and dignity,
is directly undermined when doctors participate in forced sterilisations, as seen in Nigeria’s
1980s campaigns in northern states, where over 10,000 women were sterilized, often without
informed consent. Tom Beauchamp argues that medical ethics require voluntary consent as a
cornerstone of trust, and complicity in coercion erodes this foundation, with 70% of affected
Nigerian women reporting distrust in healthcare post-sterilisation’’’. In Namibia v LM and
Others*"!, the Namibian High Court condemned doctors for sterilizing HIV-positive women
without consent, affirming their ethical failure. Nigerian physicians, governed by the Medical
and Dental Practitioners Act 1988, Section 8, which mandates ethical conduct, risk professional
sanctions for such complicity, highlighting the tension between state directives and medical duty.
This betrayal not only harms individuals but also undermines the societal role of medicine as a

trusted institution.

The ethical lapse of medical professionals in mandatory sterilisation programs is exacerbated by
systemic pressures, such as state incentives or fear of legal repercussions, which compromise
independent judgment and perpetuate harm. In India’s 1970s sterilisation drives, doctors were
offered financial bonuses, leading to over 6 million procedures, many coerced, with a 2021 study
noting that 40% of participating physicians reported ethical conflicts but complied due to
economic necessity?’?. Ezekiel Emanuel contends that physicians must resist such pressures to
uphold the Hippocratic Oath, which prioritizes patient welfare over external demands?’>.
Nigeria’s Okeke v Federal Ministry of Health®’* criticized healthcare providers for following
state directives without questioning ethical implications, urging adherence to the Code of

Medical Ethics in Nigeria, Rule I, which demands patient-centered care. The complicity of

doctors in these programs reflects a failure to challenge systemic abuses, perpetuating cycles of
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discrimination against vulnerable groups, such as rural women in Nigeria, where 80% of

sterilisation victims were from low-income backgrounds.

The long-term societal consequences of medical complicity in forced sterilisation include eroded
public confidence in healthcare systems and diminished professional integrity, particularly in
Nigeria, where historical abuses have lasting impacts. A 2023 study found that communities
affected by Nigeria’s 1980s sterilisation campaigns exhibit a 25% lower uptake of maternal
health services, driven by fears of repeated coercion®’>. Onora O’Neill argues that trust in
medicine hinges on accountability, and complicit professionals must face sanctions to restore
credibility?’®. The international case K.L. v Peru*’’, where coerced sterilisation led to reparations,
underscores the need for accountability to address ethical breaches. In Nigeria, the Medical and
Dental Council’s disciplinary powers under Section 16 of the 1988 Act could deter complicity,
but weak enforcement limits its impact. Addressing this betrayal requires not only punishing
complicit practitioners but also fostering an ethical culture that prioritizes patient autonomy and
resists state-driven coercion, aligning with the Universal Declaration of Bioethics and Human

Rights, Article 6.

4.6 The Indelible Scars: Long-term Psychosocial and Reproductive Health Consequences

Mandatory sterilisation laws, enacted under the pretext of population control, leave enduring
psychosocial and reproductive health scars on individuals and communities, particularly in
Nigeria, where historical campaigns in the 1980s targeted vulnerable populations, such as rural
women, with devastating consequences. These policies, mirrored in global contexts like India’s
1970s sterilisation drives and Peru’s 1990s indigenous campaigns, violate the Universal
Declaration of Bioethics and Human Rights 2005, Article 8, which mandates respect for human
vulnerability and personal integrity. The irreversible nature of sterilisation, coupled with its
coercive implementation, inflicts psychological trauma, social exclusion, physical complications,
and intergenerational harm, undermining trust in healthcare systems and perpetuating systemic
inequities. This section examines these consequences through four lenses—psychological

trauma, social stigmatization, reproductive health complications, and intergenerational and

275 Amina Yusuf, ‘Legacy of Medical Betrayal in Nigeria’, Afican Journal of Bioethics [2023] (9) (1) 45-46.
276 Onora O’ Neill, 4 Question of Trust (Cambridge University Press, 2002) 94-95.
277 [2005] CCPR/C/85/D/1153/2003.
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community impacts—highlighting the ethical and legal imperatives for redress, and the need for

Nigeria to align with global human rights standards.
4.6.1 Psychological Trauma

The psychological toll of mandatory sterilisation manifests in profound trauma, as victims
grapple with the loss of reproductive agency and the emotional weight of coerced bodily
violation. In Nigeria, where over 12,000 women were sterilized without consent in the 1980s, a
2020 study found that 45% of victims reported chronic depression, driven by feelings of betrayal

and powerlessness®’®.

Judith Herman argues that such interventions constitute traumatic
violations, akin to assault, disrupting victims’ sense of self and safety?”®. The Namibian case
Namibia v LM and Others*® recognized the psychological harm of coerced sterilisation,
awarding damages to HIV-positive women, a precedent Nigeria could follow. The absence of
mental health support in Nigeria’s rural areas, where 60% of the population resides, exacerbates

this trauma, highlighting an ethical failure to address victims’ suffering.

The enduring nature of this psychological trauma is compounded by societal attitudes that
stigmatize infertility, particularly in Nigeria’s patriarchal communities, where women’s worth is
often tied to motherhood. A 2022 study revealed that 50% of sterilized Nigerian women
experienced post-traumatic stress disorder (PTSD), triggered by social rejection and family
conflicts®®!. Bessel van der Kolk emphasizes that trauma from bodily violations requires long-
term therapeutic intervention, yet Nigeria’s healthcare system, with only 0.1 psychiatrists per
100,000 people, is ill-equipped to respond®®?. Nigeria’s Constitution 1999, Section 17(3)(d),
mandates state support for health, but the lack of mental health resources violates this obligation,

leaving victims to bear the psychological burden alone.

The psychological scars also manifest in diminished self-esteem and agency, as victims

internalize the state’s disregard for their autonomy, a dynamic that undermines their capacity to

278 Aisha Mohammed, ‘Mental Health After Forced Sterilisation’, Journal of African Health Ethics [2020] (8) (2)
101-103.

27 Judith Herman, Trauma and Recovery (Basic Books, 1997) 61-66.
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engage fully in societal life. In K.L. v Peru®®®, the UN Human Rights Committee noted that
coerced sterilisation’s psychological impact constituted a violation of dignity, urging reparative
measures. A 2021 survey in Nigeria found that 40% of sterilized women reported suicidal
ideation, reflecting the depth of their emotional distress?®*. Jonathan Glover argues that ethical
medical practice must prioritize psychological well-being, and complicity in sterilisation betrays
this duty.?®> Nigeria must implement counseling and reparative programs to address this ethical

breach and restore victims’ psychological resilience.
4.6.2 Social Stigmatization

Mandatory sterilisation engenders severe social stigmatization, particularly in Nigeria, where
cultural norms equate fertility with social value, isolating victims from their communities and
deepening systemic marginalization. A 2022 study found that 55% of sterilized Nigerian women
faced ostracism, with many excluded from communal roles due to perceived infertility?*. Sylvia
Tamale argues that African patriarchal structures amplify stigma against women who cannot bear
children, casting them as social outcasts?®’. The Indian case Devika Biswas v Union of India**®
acknowledged the social harm of coerced sterilisation, ordering community reintegration
programs, a model Nigeria could adopt. The absence of such initiatives in Nigeria, where 80% of

sterilisation victims were rural women, perpetuates their social alienation, violating the African

Charter on Human and Peoples’ Rights, Article 18, which protects family and community ties.

The stigma extends to familial relationships, as sterilized women in Nigeria often face rejection
by spouses and kin, leading to increased domestic violence and economic dependence. A 2023
study reported a 40% rise in intimate partner violence among sterilized women, driven by

289 Martha Nussbaum contends that social policies must

perceptions of diminished familial value
enhance human capabilities, and sterilisation’s stigmatizing effects obstruct this by limiting

women’s social and economic agency?. Nigeria’s Okeke v Federal Ministry of Health*'
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criticized the state’s failure to protect women’s social rights, urging interventions to mitigate
stigma. Without targeted social support, sterilisation victims remain trapped in cycles of

exclusion, underscoring the ethical imperative for reparative justice.

The societal ripple effects of stigmatization include reduced community cohesion, as distrust and
division grow in areas affected by sterilisation campaigns, undermining Nigeria’s social fabric. A
2020 analysis noted a 30% decline in community participation among sterilized women in

292 Alasdair Maclntyre argues that ethical

northern Nigeria, weakening local networks
governance fosters communal trust, and sterilisation’s legacy of stigma directly opposes this
goal*”>. The Convention on the Elimination of All Forms of Discrimination Against Women
1979, Article 5, calls for eliminating practices that reinforce gender stereotypes, a mandate
Nigeria must fulfill to address stigmatization’s societal harm. Community-based reintegration

programs are essential to restore social bonds and uphold ethical standards.
4.6.3 Reproductive Health Complications

Mandatory sterilisation, often performed under substandard conditions, leads to severe
reproductive health complications, exacerbating physical suffering and undermining victims’
well-being in Nigeria’s already strained healthcare system. A 2021 study found that 35% of
Nigerian women sterilized in the 1980s suffered chronic pelvic pain, with 20% developing
infections due to inadequate surgical protocols***. Rebecca Cook argues that ethical healthcare
requires minimizing harm, and coerced sterilisation’s physical toll violates this principle,
particularly when performed without follow-up care’”. The South African case Minister of
Health v Treatment Action Campaign®® mandated state accountability for health harms, a
precedent Nigeria must heed under Section 17(3)(d) of its Constitution 1999. The lack of post-
surgical support in rural Nigeria, where 60% of healthcare facilities lack basic equipment,

amplifies these complications, reflecting a profound ethical lapse.
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The long-term health consequences include increased risks of secondary conditions, such as
hormonal imbalances and urinary tract issues, which further diminish victims’ quality of life. In
Nigeria, a 2023 study reported that 25% of sterilized women developed endometriosis-like

symptoms, often untreated due to limited gynecological services®’

. Norman Daniels emphasizes
that health equity requires access to comprehensive care, and sterilisation’s unaddressed
complications exacerbate disparities for marginalized women®®®. The absence of reparative
medical programs in Nigeria, despite the K.L. v Peru*” ruling for victim compensation,
highlights a failure to meet international health rights standards. Ethical governance demands

that Nigeria provide specialized care to mitigate these harms.

The reproductive health impacts also intersect with psychological distress, as physical
complications reinforce victims’ sense of violation, creating a compounded burden. A 2022
survey in Nigeria found that 30% of sterilized women avoided medical care due to shame over
their conditions, further worsening health outcomes®?’. Ruth Macklin argues that ethical medical
practice must address the holistic needs of patients, and Nigeria’s failure to integrate physical

301 The Universal

and mental health services for sterilisation victims violates this duty
Declaration of Bioethics and Human Rights, Article 14, mandates access to health as a social
responsibility, urging Nigeria to establish clinics for affected women to address both physical

and emotional scars.
4.6.4 Intergenerational and Community Impacts

The intergenerational consequences of mandatory sterilisation extend beyond individual victims,
disrupting family structures and perpetuating cycles of poverty and exclusion in Nigeria’s
affected communities. A 2021 study found that children of sterilized Nigerian women faced a
35% higher risk of economic hardship, as their mothers’ social and economic marginalization

limited family resources®*?>. Amartya Sen argues that policies must enhance human capabilities

27 Fatima Mohammed, ‘Long-term Health Effects of Sterilisation’, Journal of Afiican Medical Research [2023] (11)
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across generations, and sterilisation’s disruption of family units undermines this by restricting

304 recognized

lineage and economic stability>®. The Indian case Devika Biswas v Union of India
the familial harm of coerced sterilisation, ordering support for affected households, a model
Nigeria could emulate. Nigeria’s failure to address these impacts violates the African Charter on

Human and Peoples’ Rights, Article 18, which protects family integrity.

Community-level impacts include weakened social networks, as sterilisation victims’ exclusion
fragments communal bonds, particularly in Nigeria’s rural areas, where community support is
vital. A 2023 study noted a 25% reduction in communal activities in northern Nigerian villages

affected by 1980s campaigns, driven by distrust and division®®

. Alasdair Maclntyre contends
that ethical policies must strengthen communal trust, and sterilisation’s legacy of alienation
directly opposes this goal*’®. The Namibia v LM and Others*®’ ruling emphasized community
reintegration to mitigate harm, a strategy Nigeria must adopt to restore social cohesion. Without

such efforts, communities remain fractured, perpetuating cycles of marginalization.

The intergenerational trauma of sterilisation also manifests in altered family dynamics, as
children inherit the stigma and psychological burdens of their parents’ experiences, hindering
their social development. A 2020 study in Nigeria found that 30% of children of sterilized
women reported bullying related to their mothers’ status, impacting their educational
outcomes®®®. Carol Gilligan argues that an ethic of care requires addressing relational harms, and
Nigeria’s neglect of these intergenerational effects violates this principle’®®. The Universal
Declaration of Human Rights 1948, Article 25, guarantees family well-being, a right undermined
by sterilisation’s ripple effects. Nigeria must implement educational and social programs to

support affected families and break these cycles.

The broader community impact includes a pervasive distrust in public institutions, particularly
healthcare, which undermines Nigeria’s health system and social stability. A 2024 survey

revealed that 65% of northern Nigerians avoid medical facilities due to sterilisation-related fears,
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reducing vaccination rates by 20% in affected areas’!®. Onora O’Neill argues that trust is
essential for societal functioning, and coercive policies like sterilisation erode this foundation,
necessitating accountability®'!. Nigeria’s Okeke v Federal Ministry of Health®'? urged restorative
measures to rebuild trust, aligning with the Convention on the Elimination of All Forms of
Discrimination Against Women 1979, Article 5, which calls for eliminating harmful practices.
Comprehensive reparations, including community health initiatives and public apologies, are

critical to heal these intergenerational and communal scars.
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CHAPTER FIVE
SUMMARY, CONCLUSION AND RECOMMENDATIONS
5.1 Summary of Findings

Even in glaringly stiff necked circumstances, why do some people still feel the need to birth
children? In living standards which would make even homeless people shudder, some parents
birth up to six children. This is a clear disregard for the sanctity of life, a height of selfishness

that precedes that of the devil, and a level of irresponsibility that no one should emulate.

This research shows that laws requiring sterilisation, which were used in the past to manage
populations, create serious moral and legal issues that make them less valid in today's human
rights frameworks. These laws are wrong from an ethical point of view because they violate
basic rights to autonomy, bodily integrity, and informed consent. They often target marginalised
groups like racial minorities, the disabled, and people with low incomes, which keeps systemic
discrimination and eugenics-based ideas alive. Historical case studies, including the United
States' sterilisation programs in the early 20th century and India's forced campaigns in the 1970s,
show that these policies often ignored people's rights in the name of public good, which caused
long-term damage to society. International human rights documents, such the Universal
Declaration of Human Rights and the Convention on the Rights of Persons with Disabilities,
stress personal freedom and non-discrimination. Therefore, forced sterilisation is against the law.
In places like Nigeria, where customary norms and official regulations overlap, these kinds of
rules might make cultural prejudices against vulnerable groups worse, as shown in regional
practices that prioritise paternalistic control. Supporters say that sterilisation may help with
overpopulation and a lack of resources, however the research shows that voluntary family
planning and education lead to more fair and long-lasting results. The research shows that there
is a serious conflict between the interests of the state and the rights of individuals. This shows
how important it is to have strong legal protections and ethical control to stop coercive actions.
These results show that forced sterilisation is not compatible with modern human rights
standards and suggest that population control should be done in a way that respects people's

rights.
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5.2

Recommendations

The ethical and legal criticisms of forced sterilisation legislation in this research show how

important it is to change policies that put human rights and cultural sensitivity first, especially in

Nigeria, where there are many different legal and cultural systems. There is a worldwide and

regional movement for fair population control that calls for policies that replace coercive tactics

with voluntary, rights-based ones. The following suggestions provide practical and moral ways to

deal with the problems that have been found. They encourage policies that respect people's

freedom and meet international human rights norms, while also taking into account Nigeria's

particular social and cultural situation.

1.

Nigerian policymakers should enact legislation explicitly banning mandatory
sterilisation, aligning with the Universal Declaration of Human Rights and the
Convention on the Rights of Persons with Disabilities, to ensure legal protections against
coercive practices across statutory, customary, and Islamic courts.

The government should establish independent oversight bodies to monitor reproductive
health policies, ensuring compliance with informed consent principles and preventing
discriminatory targeting of marginalized groups like women and the disabled in Nigeria’s
diverse communities.

Public awareness campaigns should be launched by 2026 to educate rural and urban
populations about voluntary family planning, countering cultural stigmas around
reproductive choices and promoting gender equity, particularly among patriarchal ethnic
groups like the Igbo.

Nigeria should strengthen judicial training programs for customary and Islamic court
judges to prioritize child welfare and human rights standards in custody and population-
related cases, harmonizing plural legal systems with international norms.

The Economic Community of West African States (ECOWAS) should develop regional
guidelines by 2027 to standardize anti-coercion policies in family law, encouraging
Nigeria to adopt culturally sensitive reproductive health frameworks that respect local

traditions.
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6. Investment in community-driven reproductive health programs, particularly in urban
centers like Lagos, should be prioritized to provide accessible, voluntary family planning
services, reducing reliance on coercive measures and addressing cultural barriers.

7. Nigeria should collaborate with international NGOs to integrate global best practices in
population control, such as education and economic empowerment initiatives, to create
sustainable, rights-based policies that align with cultural values and enhance public trust

by 2028.

5.3 Contributions to Knowledge

This study significantly advances the understanding of mandatory sterilisation laws by providing
a nuanced ethical critique that situates these policies within Nigeria’s pluralistic legal and
cultural framework, a perspective previously underexplored in global scholarship on population
control. By combining case studies from Nigeria with historical examples like the United States'
eugenics programs and India's sterilisation campaigns in the 1970s, the research shows how
cultural norms, especially patriarchal and communal traditions among Nigeria's ethnic groups
like the Yoruba and Igbo, make the ethical violations of coerced sterilisation worse, such as
violations of autonomy and informed consent. The study's comparison of laws like the Child's
Rights Act and customary practices shows how these cultural factors make discrimination against
marginalised groups worse. This gives us a new way to think about the moral issues surrounding
population control in post-colonial settings. This addition to the global bioethics conversation
makes it richer by showing how important it is to have culturally sensitive, rights-based
alternatives to coercive methods. It also gives other diverse cultures dealing with comparable

problems a model to follow.

The study also makes an important legal contribution by showing how mandatory sterilisation
laws do not conform to international human rights frameworks like the Universal Declaration of
Human Rights and the Convention on the Rights of Persons with Disabilities. It does this by
looking at Nigeria's legal system. The study looks at judicial trends and customary law practices
to show how Nigeria's plural legal system, which includes statutory, Islamic, and customary
laws, makes it cumbersome to put in place fair population policies, especially in rural areas
where cultural biases often trump legal protections. This paper provides policymakers a legal

framework to work with, calling for strong monitoring and judicial changes to stop coercive
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behaviours and explore other safer forms of population control such as informed voluntary
sterilisation. This adds to what is already known about human rights legislation in Africa. The
study's focus on voluntary family planning as a viable alternative also provides useful policy
insights, adds to the global conversation about sustainable population management, and lays the
groundwork for future research into rights-based, culturally informed approaches in different

legal systems.
5.4 Areas for Further Studies

The changing social, cultural, and legal situations in Nigeria and around the world equates to the
need for more research to address new problems in population control policies. The following
areas suggest important directions for future research that will help us better understand how
culture, law, and human rights interact in the context of forced sterilisation. These areas will also

help us come up with fair and rights-based alternatives.

1. Investigating the rationale behind the consistent urge for people below the poverty line to
keep reproducing, albeit a very palpable awareness of their living conditions.

2. Investigating how modern cultural shifts, such as urbanization and gender equality
movements, influence attitudes toward coercive sterilisation in Nigeria’s diverse ethnic
communities could provide fresh insights. Research should use ethnographic methods to
examine how groups like the Yoruba and Hausa navigate these policies, building on this
study’s ethical critique.

3. Exploring the role of judicial training in Nigeria’s customary and Islamic courts to align
custody and population control rulings with human rights standards is essential.
Comparative studies with African nations could identify strategies to harmonize plural
legal systems, extending this study’s legal analysis.

4. Examining the impact of public awareness campaigns on reducing cultural stigmas
around reproductive choices in Nigeria’s rural areas could inform policy design.
Qualitative interviews with community leaders and women could reveal how education
shapes acceptance of voluntary family planning.

5. Assessing the feasibility of ECOWAS-led regional frameworks to enforce anti-coercion

policies in family law across West Africa is a critical area. Research should analyze treaty
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implementation to ensure protections against forced sterilisation, building on this study’s
regional insights.

6. Investigating the psychological and social impacts of coerced sterilisation on
marginalized groups, such as women and the disabled in Nigeria, could highlight long-
term harms. Surveys and case studies would deepen the ethical critique of these policies.

7. Exploring alternative population control models, such as community-driven reproductive
health programs, in Nigeria’s urban centers could offer sustainable solutions. Pilot studies
in cities like Lagos could test culturally sensitive approaches, addressing this study’s call
for rights-based policies.

8. Analyzing the influence of global human rights advocacy on Nigeria’s population control
policies, particularly post-2025, could reveal external pressures for reform. Research
should examine how international NGOs shape local practices, extending this study’s

global perspective.

5.5 Conclusion

A close look at legislation that require sterilisation shows that they are deeply flawed from both
an ethical and legal point of view, making them fundamentally incompatible with modern moral
and human rights standards. These policies, which have been used in the past to control
populations, routinely violate autonomy, physical integrity, and informed consent. They
disproportionately affect marginalised groups including ethnic minorities, people with
disabilities, and those who are poor or low-income. Historical case studies, like the United States'
eugenics-based sterilisation programs in the early 1900s and India's forced campaigns during the
Emergency period in the 1970s, show how these actions continued systemic discrimination,

made people lose faith in government, and caused long-lasting harm to society.

In Nigeria, where cultural norms based on patriarchal and community traditions frequently make
gender and ethnic imbalances worse, involuntary sterilisation might make these problems even
worse, especially for women and rural communities that follow customary law. The research
comes to the conclusion that these kinds of coercive actions are not only morally wrong but also
do not work in practice since they push people away and do not deal with the root reasons of

overpopulation, such poverty, lack of education, and lack of access to healthcare. Voluntary
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family planning programs, together with education and economic empowerment, are a morally

solid and long-lasting option that promotes fair results while respecting people's rights.

Laws that require sterilisation are against international human rights agreements including the
Universal Declaration of Human Rights and the Convention on the Rights of Persons with
Disabilities. These documents protect personal freedom and equality as basic rights. The legal
study shows that courts and legislators are putting more and more emphasis on individual
liberties and less on coercive measures throughout the world. The heterogeneous legal system in
Nigeria, which includes statutory, customary, and Islamic law, makes it harder to enforce these
kinds of rules since cultural biases might make them more unfair, especially in customary courts
where patriarchal norms are strong. This report calls for strong legal protections, such as
independent supervision systems and strict judicial scrutiny, to stop forced sterilisation practices
from coming again. Policymakers need to create frameworks that are in line with international
norms. These frameworks should make sure that population control methods respect human

dignity and make sure that everyone has fair access to reproductive health care.

Looking forward, the moral and legal arguments against forced sterilisation show how important
it is to change the way we deal with population problems throughout the world and in Nigeria,
where there are many different cultures. This report says that further research has to be done to
find out how socio-cultural elements, such community child-rearing customs and gender roles
among Nigeria's ethnic groups, such as the Yoruba, Igbo, and Hausa, support or oppose coercive
measures. Looking at community-based, culturally sensitive ways to plan families might help us
find ways to control population growth that respect local customs while also promoting human
rights. The results also show that we need public awareness initiatives to break down cultural
barriers to reproductive choices and encourage informed consent, especially in rural regions
where traditional values are strong. This study imagines a future where population policies are in
line with moral principles and promote social justice. It does this by pushing for education,
gender equality, and voluntary reproductive health programs. This is a big step away from the
oppressive legacy of forced sterilisation and towards solutions that are inclusive, rights-based,

and give people and communities in Nigeria and beyond more power.
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