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This submission responds to the Expert Review Group’s request for information on good 
practices or obstacles in accountability arrangements as they relate to the implementation of the 
Commission on Information and Accountability (Commission) recommendations. The 
submission focusses specifically on recommendation 7, which calls for transparent, inclusive 
national accountability mechanisms. It focuses on good practices from human rights-based 
accountability mechanisms to promote and protect women’s and adolescents’ reproductive 
health, and in particular to secure women’s access to safe abortion.  Part I demonstrates how 
human rights accountability mechanisms can constitute a crucial component of implementing the 
Global Strategy for Women’s and Children’s Health (Global Strategy) and Commission 
recommendations.  Part II examines types of human rights accountability apparatuses that, where 
implemented effectively, have allowed for positive steps to be taken towards securing the right to 
health for women. 
 
I.  THE ROLE OF ACCOUNTABILITY IN IMPLEMENTING THE GLOBAL STRATEGY  

 
As the Global Strategy acknowledges, international human rights treaties firmly establish 
women’s and children’s health as a fundamental human right. Human rights are not only moral 
or political commitments, but also legal obligations.  Accountability is the process whereby 
States, as duty-bearers, demonstrate, explain and justify how they have discharged their human 
rights obligations to rights-holders and provide remedies and redress where they have failed.1   
 
Effective accountability arrangements – operating locally, nationally and internationally – must 
be both prospective and retrospective.  Prospective aspects of accountability fit in with the core 
components of the accountability framework identified by the Commission to monitor, review 
and act.2 Accountability mechanisms help identify which laws, policies and plans work, so that 
they can be continued, and which are not successful, so they can be reevaluated.3  Accountability 
requires the establishment of accessible mechanisms through which the government can explain 
and justify its policies and programs to rights-holders and receive their feedback.  Concurrently, 
such mechanisms must empower citizens, particularly members of marginalized groups, to claim 
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their rights and participate in formulating and monitoring policies that impact their lives.4  Thus, 
an effective accountability system increases the transparency of State decision-making, enhances 
public access to information, and demands active participation from diverse stakeholders.5  
Monitoring mechanisms complement accountability mechanisms by ensuring the collection and 
analysis of appropriate data to measure the State’s compliance with its human rights obligations.6  
 
It is essential that accountability mechanisms as envisaged in the Commission’s recommendation 
7 include those that act retrospectively.  Retrospective aspects of accountability remedy and 
redress the State’s failures to fulfill its human rights obligations.  Human rights law guarantees 
the right to an effective remedy,7 which includes reform of policies or programs, introduction of 
legislation, or human rights trainings for government officials or others who implement relevant 
programs.  Remedies also include traditional forms of redress such as compensation for victims 
of human rights violations. 
 
Establishing and supporting effective accountability mechanisms, and implementing their 
recommendations, is crucial to ensuring the commitments that States have made under the 
Global Strategy and as States parties to international human rights treaties are upheld. By 
providing a forum to assess States’ compliance with their human rights obligations, 
accountability mechanisms can translate human rights into concrete realities for individuals.8   
 
 
II.  GOOD PRACTICES IN USING HUMAN RIGHTS ACCOUNTABILITY MECHANISMS TO 

PROMOTE WOMEN ’S HEALTH  
 

Accessible, transparent, independent and effective accountability mechanisms are fundamental to 
improving policies and programs to ensure women’s and children’s health.9  We have divided 
them into three general groups: judicial, quasi-judicial and non-judicial mechanisms.   
 

a. JUDICIAL  
 

Judicial mechanisms have enabled rights-holders to bring claims before a third-party arbiter at 
the national, regional or international level to determine whether rights violations have 
occurred.10  Through judicial review, courts have determined whether a State failed to meet its 
constitutional and international human rights obligations related to women’s and children’s 
health, compel state action to correct systemic policy failures or order remedies for victims.11 
 

i. NATIONAL COURTS 
 

In India, advocates in domestic courts have successfully drawn on constitutional and human 
rights law to argue that the State is not fulfilling its legal obligations to prevent maternal 
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mortality and morbidity.12  In the 2010 decision of Laxmi Mandal v. Deen Dayal Harinagar 
Hospital & Others, the Delhi High Court recognized a constitutionally-protected right to 
maternal healthcare and ordered compensation for rights violations experienced by two 
impoverished women, one of whom died during childbirth.  The High Court recognized the 
State’s failure to implement various programs to reduce maternal and infant mortality.13  It 
ordered the State to financially compensate the women’s families14 and specifically directed the 
State to remedy deficiencies in and improve monitoring of public health programs.15  
 
Similarly, in the case of Sandesh Bansal v. Union of India and Others local advocates 
represented by the Human Rights Law Network, brought a case against Madhya Pradesh to push 
for structural change to address the State’s high rates of maternal mortality.16 In particular, the 
case sought to hold the State of Madhya Pradesh accountable for the unacceptable conditions in 
its health facilities, which contribute to the state’s high maternal mortality ratio, and achieve 
implementation of existing maternal health policies and programmes. The final decision in this 
case, issued in February 2012,17 held the government responsible for failing to implement its 
own policies on maternal health and, more specifically, for failing to ensure timely access to 
maternal health care. It provided specific orders calling for basic infrastructure improvements, 
ensuring the availability of an emergency vehicle, the provision of vaccinations to pregnant 
women and the establishment of a monitoring system to track patient records. Interim orders 
issued by the High Court of Madhya Pradesh while the case was still pending led to the approval 
of a license for a long-awaited hospital blood bank and construction of a water tank to help bring 
a primary health center into compliance with the applicable standards.18   
  
 

ii.  REGIONAL HUMAN RIGHTS COURTS 
 
Regional human rights courts, such as the African Court on Human and Peoples’ Rights, the 
Inter-American Court of Human Rights and the European Court of Human Rights, have played 
an important role in ensuring accountability for pregnancy-related rights violations in cases 
where national oversight has failed or been insufficient.  These mechanisms play an important 
role in issue legally-binding rulings and advisory opinions on the interpretation of treaties 
relevant to women’s and children’s health.19  For example, in the 2009 case of Xákmok Kásek 
Indigenous Community v. Paraguay, about the right of an indigenous community to ancestral 
land, the Inter-American Court of Human Rights condemned the absence of special measures to 
protect pregnant women for as contributing to the pregnancy-related deaths of indigenous 
women,20  rebuking Paraguay’s failure to implement policies to train skilled birth attendants, 
provide pregnancy-related care, and document cases of maternal mortality.21  It ordered the State 
to establish immediate measures to provide healthcare for pregnant women22 and directed it to 
conduct a study with the participation of community members and experts, to identify means for 
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adapting maternal care to community needs.23  In crafting this remedy, the Court mandated broad 
stakeholder participation in developing policies to combat maternal death.   
 

b. QUASI-JUDICIAL  
 

Quasi-judicial bodies, including NHRIs, health tribunals and U.N. Treaty Monitoring Bodies 
(TMBs), are also important mechanisms for holding states accountable to their obligation to 
ensure women’s and children’s right to health.24   
 

i. NATIONAL HUMAN RIGHTS INSTITUTIONS (NHRI S) 
 

NHRIs are independent governmental bodies that advance and defend human rights.25  
Therefore, they have an important role in ensuring national oversight for maternal health.  
NHRIs can use their powers to conduct inquiries into women’s health issues and make 
recommendations to the government aimed at improving progress towards health outcomes, 
human rights obligations and other global commitments.26  
 
In 2011, the Kenya National Commission on Human Rights (KNCHR) initiated a public inquiry 
into sexual and reproductive health rights in Kenya. The KNCHR recently released a report 
documenting the findings of this inquiry, and included concrete recommendations for removing 
barriers to the realization of women’s right to sexual and reproductive health, including 
improving access to contraceptive information and services, maternal healthcare, and  safe and 
legal abortion, and protecting the sexual and reproductive health rights of vulnerable or 
marginalized groups.27   
 
Through this inquiry, the KNCHR played a positive role in promoting accountability, using its 
formal, non-partisan powers to call for change in line with constitutional protections and 
international legal standards   
 

ii.  OMBUDSPERSON OR PATIENT ’S RIGHTS TRIBUNALS  
 

Likewise, Ombudsperson offices, Patient’s Rights Tribunals and Healthcare Commissions, as 
autonomous quasi-judicial accountability bodies, have played a crucial role in furthering 
accountability.  Specifically, the creation of an independent Ombudsperson on women’s and 
children’s health, or dedicated unit within an Ombudsperson’s office, can provide oversight of 
the maternal and pediatric health systems and a mechanism to facilitate dialogue among different 
actors involved in such healthcare, and can also promote access to judicial mechanisms where 
necessary.28 The Peruvian Ombudsman (Defensoría del Pueblo) has a dedicated Women’s Rights 
Unit, which includes a focus on maternal health,29 and the Ombudsman’s office has investigated 
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violations of the right to safe motherhood30 and the right to access contraceptive services free 
from coercion.31   
 
Patient’s Rights Tribunals or Healthcare Commissions handle complaints about the healthcare 
system, services or employees.32  These quasi-judicial mechanisms may also issue binding 
resolutions that compel changes within the health sector, conduct investigations into particular 
facets of the health system and formulate recommendations for implementation by 
policymakers.33  In the United Kingdom, following a national review of maternity services 
conducted by the Healthcare Commission, which revealed troubling variations in the quality of 
care throughout the country, in 2008, the Healthcare Commission collaborated with stakeholders, 
such as women and clinicians, to establish performance benchmarks for providing maternity 
services.34 
 

iii.  U.N. TREATY MONITORING BODIES 
 

U.N. TMBs have developed a vast jurisprudence in relation to national efforts to provide quality 
health care to women and children.35 This jurisprudence supports the Global Strategy’s call for 
the use of existing global accountability mechanisms “to support accountability efforts at the 
national and global level.”36 In this way the TMBs have served as essential forums for 
accountability where national oversight has failed to ensure accountability to women seeking 
access to safe abortion or for equitable distribution of resources.  
 
The Global Strategy urges states to ensure that women “have access to a universal package of 
guaranteed benefits, including … safe abortion services (when abortion is not prohibited by 
law).”37 The cases of L.C. v. Peru, which the Center for Reproductive Rights and its partner 
organization Promsex filed before the Committee on the Elimination of Discrimination against 
Women (CEDAW Committee), and K.L. v. Peru, which the Center for Reproductive Rights and 
its partner organizations DEMUS and CLADEM filed before the Human Rights Committee, 
demonstrate the importance of TMBs in holding States accountable for access to safe abortion 
services, where national efforts have been unsuccessful.   
 
L.C., a 13-year-old girl, became pregnant as a result of rape and, scared and ashamed, she 
attempted suicide by jumping off the roof of a building near her home. Her suicide attempt 
resulted in a devastating spinal injury, and doctors concluded that an emergency surgery was 
necessary. However, when hospital staff learned that L.C. was pregnant, they postponed the 
surgery. L.C. and her mother requested a legal therapeutic abortion, but hospital officials denied 
their request. L.C. was only able to access the surgery weeks later, after she had miscarried, at 
which point the procedure was virtually useless. L.C. is now quadriplegic.38 In 2011, the 
CEDAW Committee agreed, finding that the Peruvian government violated L.C.’s rights to 
health and to freedom from discrimination by denying her a safe, legal abortion, and called on 
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the government to compensate L.C. and provide measures of rehabilitation. The Committee also 
urged Peru to establish an effective mechanism for ensuring access to abortion where necessary 
to preserve a woman’s physical or mental health and to consider decriminalizing abortion where 
pregnancy is a result of rape or sexual abuse.39 
 
When K.L., a 17-year-old girl, learned that the fetus she was carrying had anencephaly—a 
condition that is fatal in all cases—her physician advised her to terminate the pregnancy and 
K.L. sought an abortion. Hospital officials, however, prevented K.L. from accessing a legal 
abortion, forcing her to carry an unviable fetus to term, with significant consequences to K.L.’s 
mental health. In 2005, the Human Rights Committee found that the Peruvian government had 
violated K.L.’s rights to be free from cruel, inhuman and degrading treatment, to privacy, and to 
special protection as a minor by denying her a safe, legal abortion, and called on the Peruvian 
government to take steps to prevent similar violations from occurring.40  
 
The Global Strategy also calls for states to “strengthen health systems to deliver integrated, high-
quality services….especially at the community level and to the underserved.”41 The case of 
Alyne da Silva Pimentel v. Brazil, which the Center for Reproductive Rights and its partner 
organization Advocaci filed before the CEDAW Committee on behalf of a woman who suffered 
a preventable maternal death, provides another example of how TMBs have been used to ensure 
accountability, in this case where national efforts to ensure equitable distribution of resources 
have been insufficient.42 Alyne, an Afro-Brazilian woman living in one of the poorest districts of 
Rio de Janeiro, died from preventable causes when she sought maternal care for signs of a high-
risk pregnancy from her local health center. Recognizing that racial and gender inequalities 
underlie Brazil’s high maternal death rates and that Alyne’s death in particular stemmed from 
multiple forms of discrimination in terms of both the health care that she had access to and the 
quality of care that she received as an Afro-Brazilian woman, the CEDAW Committee 
established that the Brazilian government had violated Alyne’s rights to health and to freedom 
from discrimination.43 In particular, the Committee drew attention to the fact that while policies 
and measures for the provision of quality medical care did exist in Brazil, the failure to manage 
human resources and allocate funding to policy implementation contributed to the violation of 
Alyne’s rights. The CEDAW Committee’s jurisprudence in this way shines a light on an obstacle 
to implementation of the Global Strategy, and supports efforts for accountability that national 
mechanisms have been unable to address. 
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c. NON-JUDICIAL  
 

i. MATERNAL DEATH REVIEWS  
 

Maternal death reviews, which are community and/or facility based, systematically examine the 
incidence and prevalence of maternal mortality and morbidity, thereby enabling health 
professionals to review the treatment provided and identify ineffective medical practices.44  
Community-based maternal death reviews have established the cause of death and illuminate any 
personal, familial and/or community factors contributing to the death.  Generally, in such 
reviews trained field-workers interview family members and others who can help to identify 
factors leading to the death.45  This community level discussion can facilitate the introduction of 
measures to prevent maternal deaths and disability.46  Facility-based reviews are “qualitative, in-
depth investigations of the causes of, and circumstances surrounding, maternal deaths which 
occur in healthcare facilities.”47  In 1986, Sri Lanka made qualitative investigations into the 
causes of maternal deaths obligatory, and these audits have been an effective tool for identifying 
key gaps in the provision of services that contribute to preventable maternal deaths, which in turn 
has informed development of maternal health policies in the country.48 
 
Where information gathered from maternal death reviews informs efforts to develop better 
policies, it can improve the quality of maternal health services and shape resource distribution.  
Reviews also serve as a baseline to measure progress in reducing maternal deaths and disability.  
However, in order to increase accountability, an independent body with authority to oversee 
State action and to verify the implementation of recommendations, must review the data to 
ensure the provision of objective, non-biased analysis and recommendations to policymakers.49      
 

ii.  POLITICAL AND LEGISLATIVE PROCESSES 
 

Political and legislative processes are essential non-judicial mechanisms to hold governments 
accountable to implement laws and policies that promote women’s and children’s health.  The 
effectiveness of political processes varies among countries, depending upon the political 
structure, the strength of political parties and the level of popular participation in free and fair 
electoral processes.50  Civil society’s ability to hold political actors accountable may be greater 
in countries with well-developed and transparent political and legislative systems.  
 
One legislative process to enhance accountability is the creation of Parliamentary Committees, 
which can evaluate and investigate proposed policy or legislation, and determine budgetary 
allocations.51  They also engage civil society by relying on relevant reports or testimony from 
outside parties to inform their analysis.  In 2001, an Inquiry Commission established by the 
Brazilian National Congress published a report on the incidence of maternal mortality.  The 
report resulted from hearings and public debates with civil society individuals and organizations 
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and contained recommendations for government agencies on improving women’s access to 
quality maternal healthcare services and strengthening accountability systems.52   
 
Political and legislative processes are most effective when States utilize them jointly. 
Specifically, legislative measures must accompany a State’s political commitment to reducing 
preventable maternal death and disability.53  For example, in 2002, Mali enacted a law on 
reproductive health, which recognizes that one aim of reproductive healthcare is to reduce 
maternal mortality and morbidity.54  Furthermore, it ensures the women’s rights to healthcare 
during pregnancy and childbirth.55   
   

III.  CONCLUSION  
 
Implementation of the Global Strategy and the Commission’s recommendations must be 
supported through a broad conceptualization of accountability. The absence and ineffectiveness 
of such mechanisms presents one of the biggest challenges in realizing their human rights. As set 
out above, different types of local, national and international mechanisms play an important role 
in upholding human rights obligations regarding women’s and children’s health: these 
obligations require States to take action through reviewing laws and policies, assigning budgets, 
eliminating discrimination and ensuring cross-sector programming, and thus accountability 
mechanisms must reflect all these obligations. Regional and international accountability 
mechanisms fill a crucial gap where national mechanisms do not provide the necessary oversight. 
We recommend that the first iERG report capture this broad conceptualization of accountability, 
and, in particular, recognize the essential role played by international, regional, and national 
human rights mechanisms in furthering accountability as envisaged in the Global Strategy.  
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