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Streesye and why it is important to success

s the era of the millennium devel-
opment goals (MDGs) draws to a
close, each year some 6.3 million
children under the age of 5,
289000 women, 2.8 million new-
borns, and 1.3 million adolescents still die
from preventable causes. Others experience
illness and disability, generating enormous
loss and costs. An additional 2.6 million
babies are stillborn. Building on the 2010
Global Strategy for Women and Children, the
forthcoming 2015 Global Strategy for Wom-
en’s, Children’s and Adolescents’ Health!
aims by 2030 to end these preventable
deaths and to achieve a “grand convergence”
in health, giving every women, child, and
adolescent an equal chance to survive and
thrive. As every preventable death is an
affront to human rights,? the 2015 strategy
has human rights at its core. It will be coun-
try led, universal, sustainable, equity
enhancing, evidence based, partnership
driven, and people centred. Robust, country
led, multi-stakeholder, and participatory
accountability processes, with independent
review, unified reporting, and follow-up
actions at all levels will be key to monitor
and review progress and make the necessary
policy adjustments to ensure success.?

Methods

A working group convened by the govern-
ments of Tanzania and Canada (see appen-
dix) prepared proposals for the

KEY MESSAGES

We need a strong, inclusive, transparent,
rights based and independent
accountability process, based on
experience implementing health aspects
of human rights treaties, the MDGs, the
2010 strategy, and other health initiatives
All the stakeholders in women's, children’s,
and adolescents’ health must be engaged
to achieve the convergence goals of the
2015 strategy

Key processes and institutions at the
country, regional, and global level need to
be strengthened and supported

The 2015 strategy will create a unified
global accountability mechanism

with links to key intergovernmental
mechanisms to ensure appropriate actions
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accountability framework in the 2015 strat-
egy.! In the absence of a comprehensive
review of the accountability processes pro-
posed by ColA, the group reviewed relevant
country and global reports, including on the
implementation of the 2010 strategy.* Other
accountability processes, such as nutrition
and education, were also reviewed and are
cited below. Consultations were held with
stakeholders during 2015, including two
review meetings with government, aca-
demic, civil society, private sector, youth,
and international agency representation.

The right to health
The right to the enjoyment of the highest
attainable standard of physical and mental
health was first articulated in the 1946 Con-
stitution of WHO. Since then, nine interna-
tional human rights treaties have recognised
or referred to the right to health or to ele-
ments of it.> Every state has ratified at least
one such treaty and has committed to pro-
tecting this right through international dec-
larations and domestic legislation and
policies. In recent years, there has been
increasing attention paid to the right to the
highest attainable standard of health—for
example, by bodies that monitor human
rights treaties, by WHO, and by the Commis-
sion on Human Rights (now the Human
Rights Council), which in 2002 created the
mandate of “Special Rapporteur” on the
right of everyone to the highest attainable
standard of physical and mental health.
These initiatives have clarified the nature of
the right to health and its achievement.
States have the primary obligation to respect,
protect, and promote the human rights of the
people living in their territory and in turn
must guarantee the right to health to the
maximum of their available resources, even
if these are tight. While steps might depend
on the specific context, all states must move
towards meeting their obligations to respect,
protect, and fulfil.6

Mechanisms of accountability, crucial to
ensure that state obligations concerning the
right to health are respected, take place at
national, regional, and international levels.
They involve various contributors, such as
the state itself, NGOs and civil society,
national human rights institutions, and
international treaty bodies. Accountability

chweitzer describes the steps taken to ensure accountability in the 2015 Global

compels a state to explain what it is doing,
why, and how. Without prescription of exact
domestic formulas for accountability and
redress, the right to health can be realised
and monitored through various mecha-
nisms. At a minimum, however, all account-
ability mechanisms must be accessible,
transparent, and effective.

Administrative and political mechanisms
are complementary or parallel to judicial
accountability mechanisms. For instance,
the development of a national health policy
or strategy, linked to work plans and partic-
ipatory budgets, plays an important role in
ensuring government accountability. Indi-
cators based on human rights support the
effective monitoring of key health outcomes
and some of the processes to achieve them.
Many groups, including health profession-
als, play key roles.® Policy, budget, or public
expenditure reviews and governmental
monitoring mechanisms hold the govern-
ment to account in relation to its obliga-
tions towards health rights. Some health
services have independent or internal sys-
tems to receive complaints or suggestions
and offer redress. Furthermore, impact
assessments and other studies allow policy
makers to anticipate the likely and actual
impact of policies on the enjoyment of the
right to health.

Political mechanisms, together with moni-
toring and advocacy by NGOs and civil society,
also contribute to accountability. Civil society
organisations use indicators, benchmarks,
impact assessments, and budgetary analysis
to hold governments and other service pro-
viders accountable. Judicial mechanisms
can also provide remedies. Incorporation
into domestic laws of international instru-
ments recognising the right to health can
considerably strengthen the scope and effec-
tiveness of remedial measures, by enabling
courts to adjudicate violations by direct ref-
erence to the International Covenant on Eco-
nomic, Social, and Cultural Rights.®

Accountability in the 2015 strategy

Accountability builds on experience gained
over the past decades, particularly since the
advent of the MDGs in 2000. In addition to
the measures described above, the 2005 Paris
Declaration on Aid Effectiveness called for
mutual accountability, with donors and
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BOX 1: BANGLADESH CIVILAND VITAL REGISTRATION—PROGRESS AND CHALLENGES?>

to the relevant statistical agency

standard

insufficient

everyyear
qualityisa concern

yet exist

partners both accountable for development
results.” Since 2010, a group of countries
and donors known as IHP+ (International
Health Partnership) have joined together to
provide “an independent assessment of
results at country level and of the perfor-
mance of each signatory individually as
well as collectively.”®

The 2011 UN Commission on Information
and Accountability for Women’s and Chil-
dren’s Health (CoIA), recognising the cru-
cial links between human rights and
health in human rights treaties, included a
framework for global reporting, oversight,
and accountability for women’s and chil-
dren’s health and the strengthening of
links with mechanisms for human rights.®
The commission recommended improve-
ments in vital registration, health indica-
tors, information and communications
technology, resource tracking, reaching
women and children, national oversight,
transparency, and aid reporting. An inde-
pendent Expert Review Group (iERG) has
reported regularly to the UN secretary gen-
eral on implementing the 2010 strategy
and the ColA recommendations.’® The
ColA definition of accountability’—a cycli-
cal process of monitoring, review, and
action that emphasises human rights prin-
ciples of equality, non-discrimination,
transparency, and partnership—is now
widely accepted in global health and will
be used in this paper.

Some progress

The 2010 strategy had four accountability

themes:

e national leadership

e country monitoring and evaluation

e reducing the reporting burdens on poor
countries. These countries often find
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e Public facilities in Bangladesh report deaths, and these data are available at the national level
e Deaths at most non-government facilities, however, go unreported. Hospital deaths are not reported

e Causes of death are notyet recorded/mentioned in the death registerin a manner consistent with ICD-
10 (international statistical classification of diseases, 10th revision)

e Accuracy, completeness, and quality of recording and reporting are not always at an acceptable

e Community births and deaths are now reported electronically and cover the whole country

e Maternal-perinatal death review based on verbal autopsy without medical certification is in the
pilot phase in four districts and will be scaled up in anotherthree districts, but resources are

e There is weak coordination between the agency responsible for statistics and the ministry of health
and family welfare (MOHFW), with both collecting data independently

e Data on fertility and mortality under statistically valid random sampling are in place and published

e Other survey data on vital statistics are also generated by the MOHFW from time to time, but data

e Ahealth and demographic surveillance system providing regular and timely health data does not

themselves at the receiving end of multi-
ple demands for data from donors and
partners

e tracking commitments.

There was no explicit reference to human
rights. High level political leadership, pub-
lic-private partnerships, increased resources,
and civil society participation have contrib-
uted to progress, particularly on vital regis-
tration, information, tracking of resources,
and oversight."! 12 Over 50 countries have
prepared country accountability frame-
works, with WHO participation.’

Serious challenges remain

The previously cited CoIA and iERG reports
note weak national accountability mecha-
nisms, lack of transparent data, and health
systems under pressure to deliver ambitious
political goals, with limited worker and
management capacity. “Multiple information-
collection systems have emerged, each with
its own process for tracking financial and
non-financial commitments” (CoIA). “The
success of the post-2015 agenda will be
judged by the way the current rhetoric on
accountability is translated into mechanisms
for robust and independent monitoring,
transparent and participatory review and
effective and responsive action” (iERG).

A preliminary assessment in 2014 by the
Every Woman, Every Child (EWEC) move-
ment identified progress but also different
dimensions of accountability that needed
strengthening.’ Weak data, such as those on
births and deaths, use of resources, or quality
of services, make it more difficult to devise
appropriate policies and solutions and to
ensure that resources are prioritised in favour
of poor women, children, and adolescents.
Poor data can also result in misallocation of
resources and inappropriate policies. Bangla-

desh is an example of a country showing
advances and challenges (box 1).

What have we learnt?

The experience of implementing account-
ability frameworks arising from the human
rights treaties, the efforts to achieve the
MDGs, and the EWEC movement since 2010
provide some key messages and principles
for a rights based accountability framework.
This is not a comprehensive list—others will
emerge as the 2015 strategy is implemented
and more evidence emerges on the impact of
such frameworks on outcomes.

The accountability framework for the 2015
strategy

The accountability framework builds on
these lessons together with the experience
in other sectors.?’??2 The 2015 strategy
will likely be launched at the same time as
the SDGs, and relevant SDG and strategy
indicators are being aligned to minimise
overload and confusion between compet-
ing data needs. Through its support for the
2015 strategy, the newly created Global
Financing Facility (GFF) will also play an
important role in providing additional
resources for accountability.?* Efforts are
under way to align the strategy account-
ability framework with existing global ini-
tiatives, such as Family Planning 2020, to
minimise additional demands for data and
monitoring.

Accountability principles

As countries and contexts differ consider-
ably, a single “accountability blueprint”
would not work. Rather, based on experi-
ence over the past decades, the account-
ability working group enunciated a core set
of accountability principles for the 2015
strategy:

e adherence to human rights including the
rights of women, children, and adolescents
to receive quality and respectful services

e therights of communities and civil society
to participate in monitoring, review, and
action, and

o the key roles and responsibilities of the
different stakeholders in the health sector,
from governments and international agen-
cies, to the private sector, civil society,
and, above all, the women, children, and
adolescents who have the right to survive
and thrive.

In some cases, accountability can be
assigned to a single stakeholder—for exam-
ple, the accountability of a government to
provide basic health services. In other cases
we are talking of mutual accountability—for
example, the accountability of partners in
an international health partnership to
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BOX2: DESIGNING ACCOUNTABILITY FRAMEWORKS—THE KEY MESSAGES

e focus on equity and human rights—The accountability framework, both at country and global levels, needs a firm human rights focus in the nine legally
binding international treaties that address health related rights and have corresponding mechanisms to monitorimplementation.’> Information needs to be
disaggregated by sex, income, and geography to ensure that at risk and vulnerable populations are prioritised

e Country ownership and oversightis paramount—Despite decades of efforts at harmonisation, there are still parallelinitiatives and data demands by the
development partners and sometimes by different country agencies.® As ever increasing proportions of financing come from domestic resources, the demand
for data, review, and action must be home generated, researched, and owned. Countries such as Tanzania, Nigeria, Rwanda, and Bangladesh are developing
accountability systems that focus on the local level and, in some cases, the engagement of civil society. Other countries have issued targets, such as birth
attendance by a skilled provider, which can be tracked by civil society®>

e Don’tforgetthe “health enhancing” sectors—A recent study highlighted the large contribution of “non-health” sectors (such as waterand sanitation, girls’
education, etc) to health outcomes forwomen and children.? These sectors need to be engaged—for example, through process indicators measuring the
extent of partnership between the relevant ministries and agencies. Indicators that directly measure issues such as access to clean water and sanitation can
be used as important proxy indicators for maternaland newborn health

e Value for money—Those countries that have achieved the health MDGs also achieved bettervalue for money and targeting of resources, as well as spending
morel6 17

® Include and engage the private non-profit and for profit sectors that provide the bulk of health services and even financing in many countries, but have been
largely ignored in the accountability debate

e Engage communities and civil society'® —Civil society and local communities must be engaged in issues that affect them and their decision making—for
example, on spending priorities and access to and quality of healthcare. Participation is a critical element of a rights based approach. Arandomised control
trialin Uganda found that community based monitoring had a profound effect on quality and uptake of services and outcomes.'® Other community based
mechanisms include assessments of the impact on human rights, reviews of maternal death, health tribunals, and local and traditional courts?®

e At sub-national levels there needs to be a focus on diverse settings—so that, for example, “hot spots” in areas of high need and/or areas with lack of services
are highlighted and large geographical and social inequities in health outcomes can be addressed

e The accountability process needs to be transparent, freely accessible, and independently verifiable, with open access to data and scorecards

e International agencies need to ensure mutual consistency of their data

e To avoid confusion and overload at the country level, the 2015 strategy indicators will be aligned with the SDG health goals and indicators and broader SDG
goals and indicators that have an impact on health

e Finally, there need to be much stronger linkages between the three parts of a rights based accountability framework: monitoring, review, and remedial action

BOX3: GLOBAL STRATEGY 2015 ACCOUNTABILITY PRINCIPLES

e The purpose, functions, and deliverables of the accountability mechanism in terms of a dynamic process of monitoring, review, and remedial actions must be
clear, transparent, and inclusive of all stakeholders

e Social accountability—defined as an approach towards building accountability that relies on civic engagement, in which ordinary citizens and/or civil society
organisations participate directly orindirectly in exacting accountability?>—is critical. Evidence of the impact of social accountability in Uganda has been
previously cited

e Accountability mechanisms should embody health rights (including sexual and reproductive rights) and equity with appropriate reference to human rights
instruments and treaty monitoring bodies. In this regard the rights of adolescent girls to receive access to quality sexual and reproductive health services are
paramount. the 2015 strategy accountability processes must therefore be coordinated with otheraccountability processes, including human rights, enacted
by UN and intergovernmental institutions and be aligned with SDG accountability processes

e The highest levels of political authority, including government leaders, parliaments, intergovernmental processes, representative bodies such as the Inter-
Parliamentary Union, regional and global bodies, and assemblies such as the African Union and the World Health Assembly, must also be engaged, as must
nationaland sub-nationalinstitutions, particularly in devolved governments. All are crucial to ensure that the findings of the accountability process are used
to shape subsequent investments, budgets, policies, and programmes

e Accountability mechanisms should, if possible, be independent. Both real and perceptions of conflict of interest should be avoided. Accountability
mechanisms should have established procedures to enable open and transparent engagement with key constituencies

e Regularand open reporting: data, scorecards, reports, etc, should be accessible, usable, and verifiable by civil society, communities, and researchers.
Monitoring should increasingly focus on outputs/outcomes, rather than inputs. Monitoring is not just about data but includes qualitative issues and
adherence to rights. Monitoring of accountability processes and engagement of key parties is also important

¢ National reviews should span the various administrative levels where services are delivered and should be linked to relevant national and sub-national
planning and budget cycles. This will be facilitated though strengthening capacity for participatory monitoring and accountability at the local, sub-national,
and national levels

e The institutions carrying out the accountability process should collect data from various sources. Health systems data as well as independent (for example,
citizen collected) data on access, quality, and equity of health services should be reviewed

e Resources: the accountability mechanism should be appropriately resourced

¢ Monitoring impact: the accountability mechanism themselves should be regularly reviewed.

mutually deliver agreed services. These core
principles will themselves need regular
review to ensure their continuing applicabil-
ity and relevance.

Balancing completeness and overload

The goals of the 2015 strategy are to survive
(end preventable deaths), thrive (ensure
improved health), and transform (expand
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enabling environments). It will have broad

coverage in six strategic areas:

¢ advancing country leadership

¢ maximising agency and potential

¢ strengthening health systems

e promoting community engagement

e enabling cross sector collaboration, and

e improving healthcare in humanitarian
settings.

This is a comprehensive agenda, and it will
be critical to avoid overloading already
stressed country data and information sys-
tems with demands for additional data.®
Comprehensiveness, to ensure that policies,
budgets, and services for women, children,
and adolescents can be adequately moni-
tored (including by the recipients of these
services), has to be balanced against
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Accountability—monitoring, review, and remedial action?'

Monitoring—regular, timely, good
quality, transparent, international
standards

Country

Review—inclusive, transparent,
multiple inputs

Act—evidence based,
transparent, timely

Data collection; annual performance
reports and scorecards; special
studies; CSO and academic reports;
social accountability reports

Health sector, civil society, academic
and other reviews; media reports;
parliamentary committees, country
level independent review bodies

Government budgets, plans
and programmes; civil society
and private sector budgets,
plans and programmes,
participatory budgeting and
policy planning

Regional

Regional monitoring report and
scorecards (such as Africa Health
Stats, CARMMA, ALMA, Africa Health
Budget Network, Arrow); social
accountability reports

(Sub)regional country peer review
mechanisms; regional UN reviews
(such as WHO regional committee,
UN regional commission); regional
groups such as African Union

Country action; regional
initiatives

Global

UN monitoring reports; CSO, academic  Such as UNGA, WHA, PPD, IPU;
expert groups; stakeholder groups;
“open” mechanisms

reports (such as Countdown);
commitment /expenditure reviews;
social accountability reports; annual/
biannual “state of RMNCAH” review

Country action; global
initiatives and advocacy;
funding decisions

CARMMA=Campaign on Accelerated Reduction of Maternal Mortality in Africa, ARROW=Asia-Pacific Research and
Resource Center for Women, ALMA=Africa Leaders Malaria Alliance, UNGA=United Nations General Assembly, WHA=World
Health Assembly, PPD=Partners for Population Development, IPU=Inter-Parliamentary Union, UNGA=UN General
Assembly, WHA=World Health Assembly, CSO=Civil Society Organization, RMNCAH=Reproductive, Maternal, Newborn,

Child, Adolescent Health.

feasibility, reliability, affordability, function-
ality, and access to data systems and their
links with the broader SDG system (table).

Country accountability

Country governance and accountability pro-
cesses depend on factors including
the degree of centralisation/decentralisation

Country accountability

Health sector reviews

Parliamentary committees

Citizen hearings

Financial and performance
audits

Maternal and child death
audits

ColA recommendations

reports

Country plans
Government

CSOs

Private sector
Development partners
ColA recommendations

Regional peer

review

Data collection
Special studies
Social accountability

Score cards
ColA recommendations

of health finance and delivery, the public-pri-
vate interface, legal statutes, parliamentary
oversight, the role of audit bodies, etc. The
2015 strategy accountability framework has
to build on these processes while incorporat-
ing a complex range of data on health out-
comes, service delivery, health finance and
expenditures, social determinants, human

UN monitoring reports
Expenditure reports
OECD-DAC reporting

Global strategy

Regional
reports
Country reports/
Report cards

RMNCAH

independent advisory
panel/data hub
State of the world’s

rights, adolescence, and contributions from
non-health sectors, disaggregated by
income, sex, and location.

Despite progress, there are still countries
with weak or non-existent civil registration
and vital statistics systems, national health
accounts, health management information,
and other data systems crucial for determin-
ing progress. Processes for review and reme-
dial action can also be weak, with limited
engagement with civil society and commu-
nity. The 2011 ColA recommendations on
strengthening country capacity® therefore
need to be fully implemented, together with
assistance to develop capacity for monitor-
ing, evaluation, research, and advocacy, so
that the outcomes of the accountability pro-
cess can be translated into policy and action.
Whatever the system of government, a base-
line standard of reporting is planned so that
progress can be compared across countries
and regions. The global accountability sys-
tem depends on accurate data from coun-
tries and is only as good as the sum of its
country parts.

Regional mechanisms

Key regional country groupings and organisa-
tions play a major role with regional peer mech-
anisms to review progress and propose remedial
action. Regional bodies will be essential to con-
nect and reinforce linkages between global and
national mechanisms - facilitating monitoring

Global accountability

SDGs high level
political forum

World Health

Assembly

Global initiatives
Commitments
Advocacy

Social accountability reports
CSO reports

Academic reports

Country and global accountability processes in the 2015 strategy

64

BMJ351:Suppll | thebmj



WOMEN'S, CHILDREN'S, AND ADOLESCENTS' HEALTH

through regional web platforms (such as Afri-
canHealthStats.org, CARMMA, ALMA, African
Health Budget Network, ARROW) supporting
peer learning and review through regional
meetings such as African Health Ministers, UN
regional commissions, etc, and enabling action
with support for countries to act on recommen-
dations and recognition of countries that have
exhibited progress and success.

Global mechanisms

Since 2010, various agencies, including the
iERG, ColA, Countdown to 2015, and the
Partnership for Maternal, Newborn, and
Child Health (PMNCH), have reported on
achievements of the global strategy and
highlighted issues for global attention. Each
accountability process, however, has had
separate mechanisms, with inadequate link-
age between them and weak follow-up
actions. Global accountability for the imple-
mentation of the global strategy will there-
fore be brought together under a unified
mechanism that will prepare an annual
report on the “State of Women’s, Children’s,
and Adolescents’ Health.” The Partnership
for Maternal, Newborn, and Child Health
(PMNCH) will play a key coordinating role,
with an independent advisory panel
appointed by the UN secretary general to
ensure greater independence in accountabil-
ity. An agreed set of data for expenditures,
outputs, and outcomes will be used by coun-
tries and their development partners, with
global and regional bodies providing reviews
and facilitating remedial actions (figure).

Review, dissemination, and action

A key lesson from the 2010 strategy was the
need to ensure that the accountability pro-
cess is linked to key intergovernmental
mechanisms such as the World Health
Assembly and the high level political forum
established for the SDGs. Multinational
and/or regional representative bodies, such
as the Inter-Parliamentary Union (IPU),
the African Union, the Partnership for
Population and Development, and UN
regional economic offices also need to
be engaged to ensure that the accountability
reports are widely disseminated, discussed,
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and acted on by key decision makers at the
national and international levels.
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