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Abstract

The story of United Nations (UN) efforts to create an independent mechanism to foster greater
accountability across global health is one of high hopes, missed opportunities and, ultimately,
planned project failure. The creation of the UN Secretary-General’s Independent Accountability
Panel on Women’s, Children’s and Adolescents’ Health (IAP) in 2016 was born out of the idea that
accountability was the missing link to achieve progress on the Sustainable Development Goals related
to women’s, children’s, and adolescents” health. The IAP produced four reports before it was dissolved
in 2020. Subsequently, other independent accountability mechanisms have been proposed, such as for
antimicrobial resistance. In this paper, I draw on my experience as a member of the IAP to examine
the context for the creation of the IAP and share four lessons as to why meaningful accountability has
been so elusive in global health and how future efforts might benefit from these insights. These lessons
relate to the need for (1) normative grounding; (2) institutional legitimacy; (3) genuine independence;
and (4) conceptual clarity with respect to the meaning of accountability. I conclude by arguing that the
deeply neoliberal and colonial architecture of global governance for health constrains possibilities for
transformative accountability. In telling this story, I do not pretend to represent the views of other AP

members, who may have very different reflections.
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Introduction

The story of United Nations (UN) efforts to create an
independent mechanism to foster greater account-
ability across global health is one of high hopes,
missed opportunities, and, ultimately, planned
project failure. At the dawn of the Sustainable
Development Goals (SDGs) and the implementa-
tion of Agenda 2030, accountability-talk in global
health was at its apex; “accountability” seemed to be
mentioned at every global health summit, paraded
as the highest of political virtues, and deemed the
long-sought development jackpot. The creation
of the UN Secretary-General’s Independent Ac-
countability Panel on Women’, Children’s and
Adolescents’ Health (IAP) in 2016 was born out of
this enthusiasm for the idea that accountability was
the missing link to achieve progress on the SDGs
related to women’s, children’s, and adolescents’
health.

The TAP produced four reports while it exist-
ed. After its introductory report in 2016, the IAP’s
reports from 2017 to 2020 focused on accountability
in the context of specific areas: adolescents’ health
in 2017; the private sector in 2018; and COVID-19
and universal health coverage in 2020. At its incep-
tion, I was appointed by the UN Secretary-General
to the IAP, along with initially eight, and later nine,
other experts from diverse disciplines from around
the world who each served in our individual capac-
ities. Along with some of the original members, I
was reappointed in 2018 and served until the IAP
was terminated. In 2020, just as the COVID-19
pandemic began to ravage the world, the IAP
was dissolved. It was determined that account-
ability would be instead centered around the UN
High-Level Political Forum, a country-to-country
peer review process that differed substantially from
the concept of an independent accountability pan-
el.> Subsequently, other independent accountability
mechanisms have been proposed, such as for anti-
microbial resistance?

In this paper, I first set out the context for the
creation of the IAP. Thereafter, I share four lessons
as to why meaningful accountability has been
so elusive in global health and how future efforts

might benefit from these insights. These lessons
relate to the need for (1) normative grounding; (2)
institutional legitimacy; (3) genuine independence;
and (4) conceptual clarity with respect to the
meaning of accountability. I conclude by arguing
that the architecture of global governance for
health constrains possibilities for transformative
accountability. In telling this story, I do not pretend
to represent the views of other AP members, who
may have very different reflections.

Context for the IAP’s establishment

The 2008 financial crisis that began in the United
States and quickly spread throughout the world
shook development finance, as well as domestic
resources for health. The International Monetary
Fund doubled down on austerity programs, which
deeply affected health systems and development
financing.* By 2010, two-thirds of the way through
the Millennium Development Goals (MDGs),
lagging progress on MDGs 4 and 5 led then-UN
Secretary-General Ban Ki-moon to launch the
Every Woman, Every Child Initiative (EWEC) to
“intensify national and international commitment
and action by governments, the UN, multilaterals,
private sector and civil society to keep women’s,
children’s and adolescents” health and wellbeing at
the heart of development.™ As part of this initiative,
the UN Secretary-General set out a Global Strategy
on Women’s and Children’s Health, which, among
other things, identified accountability deficits as
a principal obstacle to progress.® That first Global
Strategy resulted in a World Health Organization
(WHO)-led Commission on Information and Ac-
countability. The commission elaborated a “unified
accountability framework” that included “monitor,
review, and act,” which in turn led to the creation of
the independent Expert Review Group on Informa-
tion and Accountability in Women’s and Children’s
Health iERG), a sui generis “global oversight mech-
anism to ensure that commitments to women’s and
children’s health were being delivered on time and
with impact.”

The first Global Strategy focused on 74 low-
and middle-income countries, with 49 “priority”
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countries that had high burdens of child and ma-
ternal mortality.® By the end of the MDGs, progress
was still highly uneven, and the countries “furthest
behind” were largely in Sub-Saharan Africa, where
there was the weakest infrastructure.® Macroeco-
nomic and structural constraints, however, did
not factor into measuring progress in the MDGs.
Moreover, while we should applaud progress on
these scourges, the plainly colonialist dynamics of
the knowledge and governance discourses estab-
lished in the MDGs presupposed a particular kind
of accountability. That is, many of the indicators,
such as maternal mortality ratios (MMRs), were
calculated using algorithms and monitored at a
distance by global institutions as opposed to na-
tional statistical offices.” Further, arguably, in these
highly aid-dependent countries, turning global
goals and targets—for example, reduce global ma-
ternal mortality by 75%—into national planning
tools (i.e., X country must reduce its MMR by 75%)
perverted the meaning of the goals and actually di-
verted accountability from governments to donors
and international institutions, away from their own
citizens.

The architects of the Sustainable Development
Goals sought to learn from some of the identified
problems in the MDGs.” The SDGs addressed
inequality, not just extreme poverty; explicitly
noted intersectionality and links across goals; and
applied universally to all countries. SDG 3 focused
on health broadly, and on universal health coverage
and health systems, as opposed to top-down siloed
approaches to maternal health, child health, and
certain infectious diseases.”? In preparation for the
SDGs, in 2015, the UN Secretary-General set out a
second, bolder “Global Strategy on Women’s, Chil-
dren’s and Adolescents’ Health,” through which the
iERG mechanism was succeeded by the IAP.”* The
revised Global Strategy went beyond setting out
goals with respect to “surviving” and “thriving”
and in its third pillar called for “transforming”
conditions that would allow women, children,
and adolescents to enjoy the fruits of sustainable
development.*

In its last report, the time-limited iERG had
set the stage for the IAP, arguing for a more robust

independent accountability mechanism and assert-
ing that

there is vigorous debate about the details. Where
should this group be hosted? What should be its
exact terms of reference? Who will fund it? Who
should it report to? How should its recommendations
be acted upon? These details matter. But, much
more importantly to us, the idea of independent
accountability seems secure, at least in this one
sphere of global health and in the short term."

In retrospect, those concerns were far from
logistical details, and the idea of independent ac-
countability was not so secure, even in this one area

of global health.

Lesson 1: Accountability cannot be merely
instrumental; it must have some normative
raison détre.

It was apparent from the outset that while, in glob-
al health, accountability was seen in instrumental
terms—i.e., to address lagging progress and “im-
prove the oversight of results and resources”—the
capacious and somewhat slippery concept had to
“earn adequate normative traction.™® The tech-
nocratic, results-based management approach to
the goals, targets, and indicators that permeates
global health institutions was simply not going
to be sufficient to meet the moment. As Danielle
Rachad writes, accountability alone is merely “an
empty container that structures and explicates a
bilateral or multilateral power-relationship. Some
substantive normative view, thus, must flesh out
this skeleton.” The proverbial flesh that was to
imbue the instrumental skeleton of accountability
with life, and to make it desirable and attractive for
its own sake, was good governance based on human
rights, which had been highlighted in both Global
Strategies. Moreover, Agenda 2030 itself was “to be
implemented in a manner that is consistent with the
rights and obligations of States under international
law,” which includes international human rights
law.® Accountability has long been seen as the sine
qua non of human rights, converting identified
problems into violations to be remedied through
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standard setting and the creation of institutions
and procedures to implement those standards.

In 2003, in light of the top-down approach
of the MDGs, which contrasted sharply with the
human development emphasized in the trans-sec-
toral UN development conferences of the 1990s,
the UN Development Group had set out a “Com-
mon Understanding on Human Rights-Based
Approaches to Development Cooperation and
Programming,” which highlighted accountability
and rule of law among its pillars.”” That Common
Understanding subsequently led to efforts to set
out intergovernmental agreements on human
rights-based approaches to health at the UN Hu-
man Rights Council, the first two of which related
to maternal health (2012) and child health (2014).>°

The IAP drew heavily on these experiences,
noting throughout our reports the relevance to
accountability of human rights norms related to
equality and nondiscrimination, meaningful par-
ticipation of affected communities, freedoms of
information and expression, and other democratic
ideals necessary for social and legal accountability.
However, we had neither the capacity nor the au-
thority to assess specific countries’ legal and policy
frameworks, budgets, public policies, monitoring
and evaluation standards, and remedies for viola-
tions, as these rights-based approaches had set out.

Moreover, while we rooted our normative le-
gitimacy in human rights law, we were operating
within a global health architecture that profoundly
imbricated the unaccountable private power of
transnational corporations, philanthropic foun-
dations, and other private actors.? Further, the
economic political power relations in the global
order were structured through other bodies of
international law; by the 2010s, neoliberal global-
ization had shaped international investment law,
trade and intellectual property law, and tax law,
among others.”> The “obligations of States under
international law” that were meant to guide actions
under the Global Strategy included those set out
under these other binding legal frameworks. This,
in turn, stymied the implementation of many of our
recommendations regarding, for example, curbing
the power of pharmaceutical monopolies in order

to ensure access to medicines, and stemming illicit
financial flows in order to preserve domestic re-
sources for health systems.

Far from oblivious to this context, from the
very first report in 2016, the IAP attempted to lever-
age our status as experts to highlight what the 2014
Lancet-University of Oslo Commission on Global
Governance for Health had labeled “global political
determinants of health: The norms, policies, and
practices that arise from global political interaction
across all sectors that affect health.™ Importantly,
in our reports we addressed issues in high-income
as well as lower-income countries, as well as sys-
temic forces structuring global governance for
health. For example, we included discussion of the
taxation of corporate actors, both in terms of prod-
ucts harmful to health (such as sugary beverages)
and in terms of international tax evasion.>

Yet, as a tiny panel of volunteers with a dras-
tically underfunded secretariat, we had no way
in which to foster allegiance to a set of normative
expectations that often conflicted either with these
other binding legal frameworks or with the grow-
ing conservative populist backlash to sexual and
reproductive health and rights that was emerging
forcefully at the time.>

Lesson 2: An independent accountability
mechanism requires institutional
legitimacy.

From the outset, the IAP struggled with insti-
tutional legitimacy, understood broadly as the
perception that an institution rightfully exercises
authority and can command obligations. The
exceptionally broad remit given to the IAP by the
Executive Office of the UN Secretary-General
(EOSG) was explained to us at our first face-to-face
meeting: “The Independent Accountability Panel
(IAP) ... is empowered to command attention
from the global community across the full range
of the updated Global Strategy’s accountability
framework ... across the spectrum of issues that
comprise the Global Strategy’s ‘Survive, Thrive,
and Transform’ themes.™® From the start, it was
unclear what “command attention from the global
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community” really meant, given that the IAP had
no ability to sanction governments, global institu-
tions, or private actors for poor performance—or to
confer rewards for progress. Indeed, Agenda 2030,
on which the SDGs drew, had called for a “robust,
voluntary, eftective, participatory, transparent and
integrated follow-up and review framework,” and
it was immediately apparent that states understood
compliance with the IAP’s follow-up and review
mechanism to be voluntary.”

The legitimacy stories of accountability in-
stitutions within states, even when contested or
dismissed in practice, are reasonably well accepted
in theory. However, accountability in global health
is far more complex than in a domestic sphere with
well-established institutions. As Ruth Grant and
Robert Keohane note, without a centralized gov-
ernment, there are a variety of power-wielders who
relate to one another in non-hierarchical ways.
For this very reason, in such a domain, “there is
no single ‘problem of global accountability’; there
are many.” Given that, the lack of a clearly defined
remit and legal authority posed a major problem
for the efficacy of the IAP in holding states, global
institutions, and private actors to account.*®

States are generally the subjects or principals
of international law, and international institutions,
such as WHO, act as their agents?* Human rights
law alters this relationship insofar as it sets out indi-
viduals as subjects of international law and asserts
that sovereign authority cannot be exercised wholly
independently from international standards. How-
ever, the institutional legitimacy of an international
institution, such as a supranational human rights
body, to issue judgments regarding a country’s
performance is based on the consent of states to be
bound by specific treaties or membership in spe-
cific organizations. The rules regarding signature,
ratification, and accession to human rights treaties,
as well as interpretation of the permissible scope of
reservations, understandings that are established
under international law, did not exist with regard
to the IAP»

In our case, there was no formal consent
from states and other duty bearers to be held to
account, and the follow-up and review mechanism

had explicitly been stipulated to be “voluntary.”
Endorsing Agenda 2030 or the Global Strategy was
a far cry from consent from a particular country to
be judged by the IAP for (in)actions under specific
treaties that it had ratified, or based on our inter-
pretation of the corpus juris of international human
rights law. We of course made efforts to socialize
our reports with human rights treaty monitoring
bodies, including the Committee on the Rights of
the Child. However, the IAP, just as was the case
with the iERG before it, did not have the authority
to “name and shame” specific states for violations
of human rights related to women’s, children’s, and
adolescents” health. Likewise, despite holding civil
society hearings and emphasizing the importance
of civic space and freedoms of assembly and infor-
mation, we did not have the authority to receive
individual or group complaints from affected people
and communities, as is possible through complaint
procedures in human rights mechanisms, with all
their limitations.

Our reports were limited to invoking stan-
dards, citing other well-established human rights
authorities as well as reputable indexes, and using
data to illuminate important comparisons and
trends. Because we had no proverbial sticks, we
sought to use carrots, praising certain countries
for legislative, regulatory, judicial, and other ef-
forts. For example, we praised Thailand’s National
Health Security Office for accountability in its stra-
tegic purchasing, including of benefits for women
and children; Brazil’s Supreme Court for banning
corporate contributions to parliamentarians to
influence food and other policies; and multiple
countries’ legislatures for instituting sugary bever-
age and alcohol taxes.

Additionally, the IAP faced particular legit-
imacy challenges due to the subject matter that
was a central domain of our work: sexual and
reproductive health and rights. While extraordi-
nary advances in gender equality and sexual and
reproductive health and rights had been made in
international human rights law and some domestic
constitutional law since the 1990s, a growing con-
servative backlash was apparent during these years,
which associated human rights guidance with
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illegitimate ideological global governance agen-
das® Across our reports, we made evidence-based
recommendations that aligned with emerging con-
sensuses in international law. Nevertheless, in the
context of growing conservative movements that
used contestation in reproductive rights around
abortion and LGBTQ+ rights to attack the broader
legitimacy of global human rights institutions writ
large, our inability to stand on firm institutional
legitimacy proved challenging.

Holding donor states and global institutions to
account proved equally difficult. When we attempt-
ed to act as a “monitor of monitors”—for example,
pointing out major gaps in data availability across
the 60 indicators for the second Global Strategy—
and questioned whether the right indicators were
being used to enable meaningful action, global
health institutions were not always receptive® This
resistance to our independent review extended to
arguing that the IAP’s “dashboards” of indicators
were duplicative of work that was already being
done, which ignored the fact that the data were set
out for quite a different purpose, such as delinea-
tion of responsibilities or concern for intersectional
inequalities, which were key to accountability in
the SDG framework. For example, the Institute for
Health Metrics and Evaluation and Countdown to
2030 prepared special visualizations based on its
own database as well as Demographic and Health
Survey and Multiple Indicator Cluster Survey da-
tabases, which enabled us to show equity gaps in
the financing of essential reproductive, maternal,
newborn, and child health services?” While we
were able to promote broad general agreement re-
garding the need for more disaggregated data and
actionable information to address equity gaps, it
is not clear to what extent sustained changes were
made across these institutions’ data collection and
review processes, or in development financing, as a
result of issues the IAP identified.

Perhaps the most disheartening were our
efforts to hold actors in the private sector to ac-
count for pledges and activities* At the time, the
private sector and philanthrocapitalist solutions
were being courted by leaders in global health,
and championed as responses to the lack of pub-

lic sector resources and capacity, to, among other
things, mobilize “billions to trillions.™ For our
private sector report, given the complexities and
diversity of private sector actors involved, we un-
dertook additional efforts: we met with private
sector stakeholders both in New York and at the
World Economic Forum headquarters; we hired a
consultant to conduct background research; and,
most importantly, a subset of the IAP panelists,
together with the then-director of the secretariat,
spent an entire additional week of volunteer time
holding meetings with an array of informants and
deliberating about key themes.

The 2018 report we produced contained
detailed findings and evidence-based recom-
mendations regarding the private provision and
financing of services; the pharmaceutical industry
and access to medicines; the food industry; the UN
Global Compact and EWEC partners; and donor
and business engagement in the SDGs.* We strong-
ly argued that increased monitoring and regulation
of private sector actors across these industries and
beyond was critical to ensuring accountability and
in turn making progress on women’s, children’s,
and adolescents’ health. Indeed, in 2018, we stood
out among international panels for arguing for ex-
traterritorial obligations of donor states to regulate
private sector actors headquartered in their own
countries, given the influence of the transnational
food, pharmaceutical, and other industries affect-
ing health.* Nonetheless, the lack of institutional
legitimacy meant that corporate and private actors
were able to ignore or dismiss our conclusions and
recommendations, and continue to trumpet dis-
crete actions of voluntary largesse.

Lesson 3: Meaningful accountability
requires genuine independence of the
oversight mechanism.

In the context of independent judiciaries and other
national oversight mechanisms, independence gen-
erally refers to two concepts: (1) autonomy, which
relates to freedom from political influence at the
domestic level and (2) decision-making authority,
which, as noted above, depends on both normative
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and institutional legitimacy. These two concepts are
equally relevant to the independence of oversight
mechanisms at the global level, which is why many
global panels (e.g., supranational human rights
tribunals) operate within a set of rules intended to
safeguard independent judgment.

As noted above, the IAP’s authority was chal-
lenged from the outset because it was not rooted in
a legal framework that would enable the sanction-
ing of relevant actors. Autonomy was also hindered
from the beginning. Structurally, the IAP was
created by the EOSG and reported directly to the
UN Secretary-General, not WHO as the iERG had
done. We presented our reports to the UN Secre-
tary-General at the UN General Assembly, not the
World Health Assembly, which underscored that
meaningful accountability issues extended beyond
the remit of health ministers. However, from the
beginning, the IAP faced challenges in terms of its
independence from the EWEC ecosystem.

The iERG had not been created to be indepen-
dent of WHO.* From 2012 to 2015, it attempted to
assert its small “i” independence from the rest of
the EWEC ecosystem with regard to its recommen-
dations. However, noting the lack of independence
as a major flaw in the iERG, the IAP was estab-
lished as independent from WHO from the outset,
at least in theory. Nonetheless, in practice the IAP’s
secretariat was situated within the Partnership for
Maternal Neonatal and Child Health (PMNCH),
a “partnership” hosted by WHO for which WHO
provides a legal, administrative, and fiduciary
platform. The IAP received its very small funding
as a percentage of the PMNCH budget and was
therefore legally accountable not just to the EOSG
but also to the Board of PMNCH, which includes
30 members from among the partnership’s mem-
bership.# The initial secretariat staff had even been
hired by PMNCH, although we quickly replaced
those personnel with direct hires by the IAP and
insisted on exclusive control over staffing decisions.
Further, despite a theoretical firewall between
PMNCH and the IAP secretariat, being physically
and administratively hosted by PMNCH frequently
meant obtaining budgetary approvals and sharing
information.

In addition to funding and physical posi-
tioning, another aspect of autonomy relates to
the appointment process to the IAP. The EOSG
appointed each of us to serve in our individual ca-
pacities, based on a diversity of experience, gender,
professional background, geographic representa-
tion, and age (we had two “youth” representatives
who served respectively from 2016 to 2018 and
2018 to 2020). Some members had previously held
high positions within the UN system; many if not
all of us had participated in WHO, PMNCH, and
other panels previously and were well known in
that orbit; two of our co-chairs, Carmen Barroso
and Joy Phumaphi, had previously served on the
iERG. Those backgrounds may be entirely justified
for a panel of the nature of the IAP, which had to
navigate a complicated global health institutional
architecture and also required some institutional
continuity with the iERG experience. However, it
is not clear what pool of possible candidates was
drawn on by the EOSG, nor the role of WHO and
PMNCH in the shaping of that pool or the ultimate
selection of panelists. Likewise, it was unclear how
those actors shaped the selection and remits of
the chairs in particular, who exercised substantial
control over the IAP’s internal governance and
external representation, as well as communications
with other actors in the EWEC ecosystem.

To be clear: this is not a personal critique of
anyone. I greatly admired many of my esteemed
co-panelists’ commitments to promoting equity
in global health, in addition to their formidable
technical expertise. It was a privilege to serve with
them, and many of us have stayed in touch, united
by our shared concern for women’s, children’s, and
adolescents’ health. Nonetheless, the processes for
appointment—and especially for reappointment
in 2018—were not sufficiently transparent to assess
the IAP’s structural autonomy from other actors in
the EWEC ecosystem.

Further, meaningful autonomy also requires
being protected from retaliation from powerful
stakeholders after critical reports are issued. The
IAP was accountable not just to the EOSG, which
would have been complicated enough. It was also
legally answerable to PMNCH Board, whose mem-
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bers represented different constituencies, including
donor governments and foundations, “partner
governments,” UN agencies, the private sector, and
nongovernmental organizations. This arrangement
placed us in the impossibly complicated position
of trying to hold accountable actors that held sway
over our financing and continued ability to func-
tion. Such a structural arrangement invariably
affected the boundaries of our permissible critique.
Genuine independence and institutional legit-
imacy are closely related. At a minimum, the IAP
would have required a direct, clearly articulated
mandate and accompanying budget directly from the
EOSG that was legally rooted in state consent, with
transparent selection processes. Without those con-
ditions in place, the hard-won capital “I” of the IAP
compared with the aspirational “i” in the iERG ended
up being less of an achievement than we had hoped.

Lesson 4: The concept and implications of

accountability remain deeply contested in
global health.

What complicates accountability discourses in
global health is not only the various contexts they
must address but also the multiplicity of concepts
they imply and their more or less pronounced nor-
mative undertones.* Because so much of the global
health community viewed accountability in a very
narrow limited way of monitoring data, much of the
IAP’s work entailed explaining what human rights
demanded in terms of accountability. In a 2017 arti-
cle, Carmel Williams and Paul Hunt explained the
importance of going beyond monitoring:

if the SDGs are simply monitored, using the agreed
indicators, human rights failings can be overlooked,
intentionally or otherwise. For example, if a state
were to introduce punitive measures against women
who fail to give birth in approved facilities, they
would likely show improvement on SDG 3.1.2,
with an increased number of births taking place
under supervised care. However, if this indicator is
achieved without women’s consent or in the absence
of culturally acceptable care being provided, then it
breaches women’s human rights entitlements.*>

The IAP took as a starting point the “monitor,

review, act” framework articulated by the Commis-
sion on Information and Accountability and used
by the iERG, but immediately noted that it would
additionally include remedies—in other words,
monitor, review, act, and remedy. Our reasoning
in adding judicial and other remedies was that
to be consistent with human rights law and meet
commitments to the bolder second Global Strategy
and the SDGs, national legislation and regulations
were required, policies and national plans of ac-
tion needed to be devised and implemented, and
priority-setting mechanisms for universal health
coverage needed to be instituted. All of these
require the use of law and are issues overseen by
courts in democratic societies.

As the High-Level Working Group on Health
and Human Rights of Women, Children and Ad-
olescents recognized in 2017, accountability for
rights in and through health requires legal review
as part of democratic governance.** Likewise,
General Comment 22 on the right to sexual and
reproductive health, which the UN Committee on
Economic, Social and Cultural Rights issued in
2016, underscored far more strongly the need for
judicial remedies in relation to health than had its
earlier General Comment 14 in 2000, noting that it
was imperative that

the right to sexual and reproductive health ...
be fully justiciable at the national level, and that
judges, prosecutors and lawyers be made aware of
that such a right can be enforced. When third parties
contravene the right to sexual and reproductive
health, States must ensure that such violations
are investigated and prosecuted, and that the
perpetrators are held accountable, while the victims
of such violations are provided with remedies."””

Judicial and quasi-judicial remedies are equally im-
portant at the international level for accountability
in global health and within efforts to achieve the
SDGs. For example, in its 2017 report, the IAP
highlighted the International Centre for Settlement
of Investment Disputes tribunal case in which Phil-
ip Morris had sued the government of Uruguay for
plain packaging on cigarette containers, in keeping
with the WHO Framework Convention on Tobacco
Control, and lost. The tribunal specifically noted the
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margin of appreciation (i.e., scope of permissible
policy action) afforded to states for the protection
of public health.® In its 2018 report, the IAP noted
the increasing frequency of concluding recommen-
dations from UN treaty monitoring bodies relating
to the regulation of private business enterprises, in
relation to health and beyond.#

The addition of judicial remedies in the IAP
framework had a fundamental epistemic purpose
as well; it underscored that when they are addressed
by courts, failures to address health issues are
transformed from being lapses in quality of care to
questions of dignity and nondiscrimination, viola-
tions of bodily integrity, and the like. This epistemic
change was essential to undergirding our norma-
tive claim that accountability was about more than
improvements in health indicators and required a
whole-of-government response, including sanc-
tions, which “independent review” was simply too
weak to trigger. In a real-world example, when an
estimated 272,000 women were forcibly sterilized
in Peru between 1996 and 2000 under Alberto Fuji-
mori’s administration, an independent review was
performed by the Population Council, which found
serious deficiencies in the quality of care and in-
formed consent. By contrast, human rights activists
mobilized politically and brought litigation, initial-
ly domestically and later internationally, arguing
that violations of bodily autonomy had to be un-
derstood in the context of systemic discrimination
against Indigenous women and the weaponization
of the health system under Fujimori.°

When supranational tribunals or forums are
involved, the institutional response shifts as well.
That is, when a supranational forum offers recom-
mendations or a judgment, ministries of foreign
affairs, justice, finance, and women and family
are involved, not just the ministry of health. For
example, Brazil created an interministerial com-
mittee when the Committee on the Elimination of
Discrimination Against Women found it in viola-
tion of rights regarding maternal health in Alyne da
Silva Pimentel v. Brazil >*

At the time, the enormous effort we made to
explicate accountability’s dimensions seemed an
appropriate, even strategic, response to the IAP’s

lack of capacity and authority.® We were commit-
ted to using our platform to make meaning out of
the ubiquitous disparities and deprivations faced
by women, children, and adolescents regarding
their health and to explain how such injustices
could be legally remedied and not merely lamented.
Because we were a tiny volunteer panel, and could
not ourselves sanction behavior, our efforts were
rightly intended to catalyze the strengthening and
implementation of systems at the national level and
to reaffirm the importance of existing systems at
the international level.

This focus on effective systems of democratic
governance was a departure from an idea proposed
in the final report of the iERG, which called for all
countries to “establish and implement transparent,
participatory, democratic, and independent nation-
al accountability mechanisms to monitor, review,
and act on results and resources for women’s,
children’s, and adolescents’ health, with special
attention to the translation of recommendations
into action and reporting to Heads of State.™*
Rather than promoting the creation of mini-IAPs
filled with technical specialists, the IAP instead
chose to emphasize that accountability in women’s,
children’s, and adolescents’ health was a matter of
regulating and transforming power through in-
stitutional arrangements, which both uphold and
require functioning democracies. It was critical
for the TAP, both epistemically and politically, to
repeatedly break through the tendency to focus on
the health sector, and delineate the roles of many
institutions—from national statistical offices to
health providers, and from parliaments to judicia-
ries—in protecting and promoting the health and
rights of women, children, and adolescents.

On the one hand, it was the IAP’s insistence
on judicial remedies that, perhaps more than any
other change from the iERG, garnered the enor-
mously positive feedback some of us received from
human rights advocates who were in the trenches
fighting to advance the justiciability of health-re-
lated rights and hold their governments and other
actors accountable. On the other hand, powerful
actors that may have bristled at the possibility of
facing sanctions and other legal remedies either
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rejected the idea that judicial remedies should play
a part in advancing accountability under the SDGs
or chose to elide the significance of emphasizing
remedies.

Although the IAP hoped to “command the
attention of the global community” regarding the
normative importance of all of these dimensions of
accountability, including remedies, in well-func-
tioning governance, in retrospect the time spent
on justifying evolving explanatory frameworks did
not prove as helpful as we hoped in attempting to
shore up our legitimating toolbox. Despite signifi-
cant efforts—including the creation of a brief video
created at Harvard University on a pro bono ba-
sis—in its short existence, the IAP had neither the
necessary resources nor the authority to catalyze
a broader acceptance of the justiciability of health
rights related to women’s, children’s, and adoles-
cents’ health at national and international levels.

Conclusion

In 2019, an independent evaluation of the IAP was
commissioned for the EWEC ecosystem. Among
the principal recommendations was to evolve the
remit of the IAP to include accountability for “who
is being left behind, where and why” across health
and well-being in the SDGs, with the idea that wom-
en, children, and adolescents would be among the
most left behind. However, there was no appetite
to address the extent to which the global political
economy itself perpetuates the exclusion of certain
populations in certain countries. Nor was there
readiness to acknowledge the dramatically different
legal mandate and institutional configuration that
such a remit would have required. In early 2020,
rather than set up a successor panel, the TAP was
dissolved and accountability efforts were centered
on the country-to-country peer review High-Level
Political Forum for Sustainable Development .

At a time when the Trump administration
has upended global governance for health and we
are seeing a disastrous retrogression on women’s,
children’s, and adolescents’ health, among many
concerns, the need to revive discussions of account-
ability in global health could not be more urgent.

However, the questions raised here bear serious
consideration before additional panels are set up
that are destined to fail. I have argued here that the
IAP faced at least four challenges in promoting ac-
countability for advancing women’s, children’s, and
adolescents’ health in the SDGs, which involved the
lack of effective normative grounding, institutional
legitimacy, genuine independence, and conceptual
agreement regarding elements of accountability
and why they matter.

All of these factors in turn must be understood
within a neoliberal global order permeated by enor-
mous economic and political power asymmetries,
which constrained transformative accountability.
Truly transforming the conditions that perpetuate
ill-health for women, children, and adolescents,
as the third pillar of the 2015 Global Strategy had
set out, calls for changing tax, sovereign debt,
investment, and trade and intellectual property
rules; adding leaders from the Global South to
decision-making multilateral institutions; chang-
ing the obsolete model of charity and crisis-based
development finance; and curbing the power of
private actors in the global health architecture. It
is those structural factors and “rules of the game”
that consign women, children, and adolescents to
being left behind in, if not excluded from, progress
in human development.

Even as we need to mitigate the devastation
that the Trump administration’s shambolic destruc-
tion has created, this inflection point also offers an
opportunity to consider how we might genuinely
transform global governance for health, including
the production and distribution of resources, the
construction of knowledge and epistemic authority,
leadership criteria, control over agenda setting, and
possibilities for accountability” Hard-won lessons
from the IAP should inform that thinking. There is
no room for nostalgia for the status quo ante, nor
for the empty invocation of new mantras—such as
the newly popular “country ownership”—without
situating such calls in the reality of macroeconomic
constraints and alignment with technology trans-
fer and other legal reforms. To recover lost trust
in institutions and advance global health justice
requires nothing less than a radical reimagining
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of global governance that addresses the political
determinants of global health and reanimates hope
for realizing dignity, equality, and well-being for
swaths of people across the world.
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