Written Contribution to the Human Rights Committee
Draft General Comment 36 on Article 6 (Right to Life) – Call for Comments
The Center for Reproductive Rights, Amnesty International, Human Rights Watch, the International
Commission of Jurists and Ipas are grateful for the opportunity to make a written contribution to the Human
Rights Committee (the Committee) ahead of its second reading of the draft general comment on article 6
of the International Covenant on Civil and Political Rights (the Covenant) on the right to life.
The current draft enables a more comprehensive examination of the right to life. We commend the
Committee for the enhanced clarity on the measures States parties must take to respect, protect and fulfill
women’s and girls’ right to life. The current version of the general comment reflects the Committee’s
recognition of the specific right to life violations that women and girls face, which are often related to their
childbearing capacities and gender stereotypes.
Critically, the draft as currently formulated also rightly acknowledges that the right to life concerns the
entitlement of individuals to enjoy a life with dignity.1 In addition, the current draft accurately affirms that
the right to life, in turn, encompasses the exercise of other rights that affect an individual’s ability to enjoy
one’s right to life with dignity,2 such as the right to the highest attainable standard of health. Moreover, we
welcome the removal of references to the application of Covenant rights before birth, consistent with the
Committee’s own jurisprudence, the Covenant’s own travaux preparatoires3 and in alignment with relevant
international, regional and national practice.4
In the present document, we highlight key areas in which this Committee could further support States parties
to respect, protect and fulfill women’s and girls’ right to life. Gendered threats to this right are inextricably
intertwined with women’s and girls’ lower socioeconomic status globally, as well as their unique health
risks, which may be compounded by marginalization on other grounds. In light of these considerations, this
submission focuses on three specific areas that merit further attention:
1. Recognition of the rights to non-discrimination, equality before the law and equal protection of the
law, specifically in relation to gender and sex, as fundamental components of the right to life
(paragraph 9);
2. Liberalization of abortion laws to ensure women’s and girls’ right to life by eliminating preventable
maternal mortality and morbidity (paragraph 9); and
3. Ensuring access to a comprehensive range of quality sexual and reproductive health services in
order to prevent maternal mortality and morbidity and enable women and girls to enjoy the right to
life (paragraph 30).
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I.

The right to life is interdependent on, and indivisible from, the right to nondiscrimination, as well as the right to equality before the law and equal protection of the
law, as gender-based discrimination detrimentally affects women’s and girls’ right to life.

As the Committee has aptly acknowledged in this draft general comment, the right to life, as well as its
enjoyment with dignity, is inherently connected to the exercise of other Covenant rights. Restrictions on
women’s and girls’ access to sexual and reproductive health services, including safe abortion, not only
implicate the right to life, but also the rights to non-discrimination (articles 2 and 3), privacy (article 17),
freedom from torture, cruel inhumane and degrading treatment (article 7), and the right to equality before
the law and equal protection of the law without discrimination (article 26).5 Noting the interdependence of
these rights is critical to ensuring women’s and girls’ right to life, especially with regard to their access to
sexual and reproductive health services.
In this context, States parties must ensure the right to non-discrimination as a fundamental part of realizing
the right to life, particularly for women and girls, as well as other marginalized groups. Non-discrimination
and equality are core principles of human rights law. In discussing equality between women and men, this
Committee has noted that States parties must take “all necessary steps” to enable every person to enjoy the
Covenant’s rights, asserting that a country must not only adopt measures of protection, but must also take
“positive measures in all areas so as to achieve the effective and equal empowerment of women.”6 It has
also stated that interference with women’s access to reproductive health care, including failure to ensure
that women do not have “to undergo life-threatening clandestine abortions,” violates their right to nondiscrimination, as well as their right to life.7 Concurrences in the cases of Mellet v. Ireland and Whelan v.
Ireland have also underscored the need to address gender-based discrimination intrinsic to abortion
restrictions.8 For example, in Mellet, one of the concurrences found that “[t]he right to sex and gender
equality and non-discrimination obligates States to ensure that State regulations, including with respect to
access to health services, accommodate the fundamental biological differences between men and women
in reproduction and do not directly or indirectly discriminate on the basis of sex.”9
This stance and reasoning is also supported by the Committee on the Elimination of Discrimination against
Women (CEDAW), which has explicitly recognized that, “[m]easures to eliminate discrimination against
women are considered to be inappropriate if a health-care system lacks services to prevent, detect and treat
illnesses specific to women. It is discriminatory for a State party to refuse to provide legally for the
performance of certain reproductive health services for women.”10
Intersectional discrimination, meaning that individuals experience multiple, simultaneous and
compounding forms of discrimination, can impede women’s and girls’ access to health care and their right
to life. For example, in the case of Alyne da Silva Pimentel v. Brazil, the CEDAW addressed the relationship
between women’s rights to life, health and non-discrimination regarding the preventable maternal death of
a poor, Afro-Brazilian woman due to the denial of adequate maternal health care. The CEDAW determined
that “the lack of appropriate maternal health services in the state party that clearly fails to meet the specific,
distinctive health needs and interests of women” violates the right to health and non-discrimination, as
protected under the CEDAW Convention.11 It also noted that the plaintiff “suffered from multiple
discrimination” and that “discrimination against women based on sex and gender is inextricably linked to
other factors that affect women, such as race, ethnicity, religion or belief, health, status, age, class, cast and
sexual orientation and gender identity.”12 The CEDAW found that such discrimination contributed to her
death.13 Moreover, the Committee on Economic, Social and Cultural Rights (CESCR), in its general
comment on the right to sexual and reproductive health, has acknowledged the pernicious nature of
intersectional discrimination, identifying groups such as poor women, persons with disabilities, migrants,
adolescents and people living with HIV and AIDS as more likely to experience multiple discrimination.14
It has called on States parties to take measures to specifically address the “exacerbated impact” of such
discrimination.15
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Moreover, the Working Group on Discrimination against Women in Law and Practice noted that countries
violate women’s rights when they “neglect women’s health needs, fail to make gender-sensitive health
interventions, deprive women of autonomous decision-making capacity and criminalize or deny them
access to health services that only women require,” remarking that these situations can result not only in
cruel, inhuman or degrading treatment, but also violations of the right to life.16
In the context of its second reading of paragraph 9 of the draft general comment, as currently formulated,
the Committee has the opportunity to clarify that States parties’ obligations to realize women’s and girls’
right to life are contingent upon the rights to non-discrimination, as well as equality before the law and
equal protection of the law. This includes addressing gender-based discrimination and intersectional
discrimination, compounded by marginalization on other grounds, that manifest themselves as restrictions
on essential health services that only women need.
II.

States parties must liberalize restrictive abortion legislation to realize women’s right to
life.

According to the World Health Organization (WHO), there are over 25 million unsafe abortions performed
each year,17 which not only results in deaths but also life-altering disabilities.18 Almost all of the deaths and
instances of morbidity occur in countries with restrictive laws on abortion.19 Access to safe abortion needs
to be guaranteed by all States parties in order to protect women’s and girls’ right to life. This Committee
has recognized that unsafe abortion undermines women’s right to life and has urged States parties to amend
their abortion laws to ensure that women do not have to resort to illegal and unsafe abortions.20
a. International law recognizes broader abortion-related human rights standards, not only to
advance gender equality and women’s autonomy, but also to eliminate preventable
maternal mortality and morbidity.
Increasing legal access to abortion not only enhances women’s and girls’ sexual and reproductive health,
but also reduces maternal mortality and morbidity. Evidence demonstrates that where abortion is legal on
broad grounds, there is a lower rate of unsafe abortions as well as a lower maternal mortality rate.21 Creating
enabling environments around abortion access can also reduce maternal morbidity.22 Moreover, women
seek abortions for various reasons, many of which do not fall into the current human rights standard on
abortion access, 23 which requires legalization in cases of threat to the woman’s life or health, in cases of
rape or incest and in cases of fatal fetal impairment.24
Regarding state practice, more than 30 countries in the last 20 years have liberalized their abortions laws,
allowing for expanded access to legal abortion.25 This includes over a dozen countries in Africa, seven in
Asia and six in Latin America and the Caribbean. Several of these countries adopted permissive laws that
allow abortion on request or on broad socioeconomic grounds.26
Evidence-based and gender-sensitive interpretations of international human rights law and standards have
enabled human rights mechanisms to take into account the abovementioned considerations and to urge
states to take action on abortion in a more comprehensive manner. Other treaty bodies general
comments/recommendations have not listed the grounds for abortion, with the most recent relevant general
comments/recommendations choosing to elaborate a broad formulation consistent with the rights of women
and girls to non-discrimination and individual autonomy. In 2016, the CESCR, in its general comment 22
on the right to sexual and reproductive health called for States parties to “liberalize restrictive abortion
laws” and “guarantee access to safe abortion services and quality post-abortion care.”27 The Committee on
the Rights of the Child (CRC), in its general comment on the right to health, recognized that a continuum
of care is essential during pregnancy, including “safe abortion services and post-abortion care”, and
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recommended that States parties ensure access to such services.28 Furthermore, in its general
recommendation on women in conflict, the CEDAW called on States parties to “ensure that sexual and
reproductive health care includes access to… safe abortion services.”29 Notably, the CESCR contextualized
increased access to abortion, as well as other sexual and reproductive health services, within States parties’
obligation to “respect the right of women to make autonomous decisions” about their health.30
The Special Procedures of the UN Human Rights Council have also advocated for a more comprehensive
human rights standard for abortion. The UN Working Group on Discrimination against Women
recommended that states should “recognize women’s right to be free from unwanted pregnancies”, and
“allow women to terminate a pregnancy on request during the first trimester” or later “in cases of risk to
the life or health of the woman, rape, incest and fatal impairment of the fetus.”31 Moreover, the Special
Rapporteurs on Health, Torture and Violence against Women, as well as the Chair-Rapporteur of the
Working Group on Discrimination against Women, issued a joint statement calling on states to provide
abortion services on request during the first trimester, with later terminations permissible “in cases of risk
to [women’s] life or health, including mental health, rape, incest and fatal impairment of the fetus.”32 They
noted that restrictive laws and policies on abortion not only contravene human rights law, but also “negate
[women’s] autonomy in decision-making about their own bodies.”33
This evidence attests to the fact that narrow exceptions to abortion bans are inadequate in eliminating
preventable maternal mortality and morbidity due to unsafe abortions. Thus, they fail to protect women’s
and girls’ right to life. In the context of its second reading of the draft general comment, by further
elaborating the content of paragraph 9 to align it with the abovementioned standards for abortion access,
this Committee would build on its own and other treaty body jurisprudence, provide the appropriate latitude
for States parties to take affirmative steps to strengthen protections on women’s and girls’ right to life, as
well as allow for the continued affirmation of reproductive rights under international human rights law in a
manner consistent with the Covenant.
b. States parties must decriminalize abortion to ensure that women and girls can realize their
right to life.
International law has recognized that criminalization of abortion leads to high rates of clandestine abortions,
which, in turn, increases maternal mortality and morbidity. This Committee has repeatedly expressed
concern about the relationship between restrictive abortion laws, unsafe abortions and maternal mortality.34
For example, in its review of Argentina in July 2016, this Committee urged the country to “consider
decriminalizing abortion” so that women and girls are not obliged to resort to clandestine abortions.35
Criminalization of abortion contributes to stigmatization and creates a chilling effect on service access and
provision. Criminal penalties cause service providers to be more reluctant in providing abortions, even in
situations where it is legal.36 Moreover, criminalization presents barriers not only to abortion, but also to
other essential reproductive health services that women and girls need. For instance, criminalization of
abortion results in women being reported, prosecuted and imprisoned for having miscarriages, creating a
chilling effect on women from seeking care.37
Other treaty bodies have addressed this issue. While the CRC has urged States parties to decriminalize
abortion for several years,38 it recently further elaborated on this by calling for the decriminalization of
abortion in “all circumstances.”39 Furthermore, in its general comment 20 on the implementation of the
rights of the child during adolescence, the CRC urged States parties “to decriminalize abortion to ensure
that girls have access to safe abortion and post-abortion services.”40 The CEDAW has also said that laws
that criminalize medical procedures only needed by women are barriers to health care and “when possible,
legislation criminalizing abortion should be amended, in order to withdraw punitive measures imposed on
women who undergo abortion.”41 The CEDAW explicitly linked this recommendation to reducing maternal
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mortality. Furthermore, in its general recommendation 35 on gender-based violence against women, the
CEDAW recognized criminalization of abortion, as well as denial or delay of safe abortion and post
abortion care, not only as violations of women’s sexual and reproductive health and rights, but also as
“forms of gender-based violence that…may amount to torture or cruel, in human or degrading treatment.”42
It also called for states to decriminalize abortion.43
Regarding medical providers, this Committee has noted, in its general comment on the equality of men and
women, that States parties should take measures to eliminate and protect against interference related to
women’s reproductive functions. It specifically referenced the imposition of a legal duty on doctors or other
health personnel to report cases of women who have undergone abortion as an example of such an
interference, acknowledging that such an imposition jeopardizes women’s right to life, as well as their right
to be free from torture or other cruel, inhuman or degrading treatment.44 Furthermore, this Committee has
explicitly recommended that a state should “avoid penalizing medical professionals in the conduct of their
professional duties” in relation to abortion and the right to life.45 The CEDAW has also noted that it is
critical for physician-patient confidentiality to be maintained, especially within the context of laws that
require medical personnel to report women who have had abortions.46 Moreover, the Special Rapporteur
on the right to health has noted the importance of decriminalizing abortion, including the decriminalization
of the abetment of abortion.47
Criminalizing abortion creates a chilling effect that undermines access to health services and results in an
increase of preventable maternal deaths and morbidity. By calling for the decriminalization of voluntary
termination of pregnancy in paragraph 9, this general comment would provide critical guidance to States
parties on compliance with article 6 and the realization of women’s and girls’ right to life.
c. Barriers to abortion services must be removed to safeguard women’s and girls’ right to life.
This Committee has recognized that barriers to abortion services threaten women’s right to life and has
urged States parties to remove them.48 It has called on them to remove and address all such obstacles,
including third party authorization, conscientious objection and undue delays caused, for example, by
prolonged review periods of decisions on abortion, which may drive women and girls to resort to
clandestine, unsafe abortions.49 Thus, States parties not only have an obligation to refrain from introducing
barriers to access to safe and legal abortion, but also to actively eliminate existing barriers.
Other treaty bodies have also called on States parties to refrain from introducing barriers to abortion services
or to eliminate them. As the CEDAW noted in its general recommendation no. 24, the “obligation to respect
rights requires States parties to refrain from obstructing action taken by women in pursuit of their health
goals”, and “States parties should not restrict women’s access to health services or to the clinics that provide
those services on the ground that women do not have the authorization of husbands, partners, parents or
health authorities, because they are unmarried or because they are women.”50 The CRC has also affirmed
the importance of minors having access to health services without parental consent.51 Furthermore, it has
stated generally that “there should be no barriers to commodities, information and counselling on sexual
and reproductive health and rights, such as requirements for third-party consent or authorization.”52
Additionally, the CRC has spoken out against biased counselling, noting it is key for “health care
professionals [to] provide medically accurate and non-stigmatizing information on abortion.”53 The
Committee against Torture (CAT) has also called for States parties to eliminate requirements of judicial
consent for abortion, including in the cases of rape.54 Moreover, the CESCR has reaffirmed the importance
of removing barriers interfering with women’s access to sexual and reproductive health services, goods and
information in its general comment on the right to sexual and reproductive health.55
From the medical perspective, the WHO has recognized that barriers deter women from seeking safe
abortions and thus jeopardize their lives. The WHO has therefore called for the removal of such barriers.56
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It has also called for expanded access to safe abortion care, including access to affordable services, as well
as task shifting service provision so that more healthcare providers and facilities that can lawfully perform
abortions.57 This is particularly important in rural areas where there is a dearth of qualified physicians.
In elaborating paragraph 9 of general comment no. 36, the Committee has the opportunity to call on States
parties to remove all barriers to safe and legal abortion in order to protect women’s and girls’ right to life.
III.

States need to take effective steps to ensure the enjoyment of women’s and girls’ right to
life, which includes access to a continuum of sexual and reproductive health services.

Ensuring access to a comprehensive range of quality sexual and reproductive health services is critical to
realizing women’s and girls’ right to life. Women and girls face unique risks to their lives due to
discrimination, inequalities and stereotypes related to their gender and sex, which can be compounded by
other marginalized status. One third of health issues for women aged 15-44 are related to sexual and
reproductive health.58 Moreover, over 200 million women of reproductive age who want to avoid pregnancy
do not have access to modern contraceptive methods.59 This Committee has recognized the centrality of
sexual and reproductive health to women’s right to life, and has urged states to ensure access to reproductive
health services for all women and adolescents, including access to emergency obstetrics care and emergency
contraceptives.60 It has explicitly noted the link between reducing maternal mortality and ensuring that
women have access to reproductive health services.61 Essential sexual and reproductive health services aim
to protect women’s and girls’ right to life, which, as set out above, encompasses their entitlement to enjoy
a life with dignity,62 and is premised on the central importance of personal autonomy to human dignity.
Protecting women’s and girls’ right to life thus requires States parties to provide pre- and post-natal care,
skilled birth attendants, emergency obstetrics services, as well as access to contraceptives and information.63
Essential health services must be delivered through a human rights based approach, ensuring nondiscrimination, informed consent and confidentiality. The WHO, along with 11 other United Nations
entities, have recognized that discrimination in health care settings “serves as a barrier to accessing health
services, affects the quality of health services provided, and reinforces exclusions from society for both
individuals and groups.”64 Such discrimination also prevents people from seeking the health care services
that they need.65 The CAT has also expressed concern regarding the ill-treatment of women in maternity
hospitals, particularly the practice of detaining women who are unable to pay their bills post-delivery. It
has called for an end to this practice of forcible detention.66 In addition to non-discrimination and fair
treatment, health services must also emphasize full, free and informed consent, as well as confidentiality.
International law has recognized that forced medical treatments are human rights violations, with some
forms of coercion constituting violence against women.67 The right to privacy and confidentiality are key
human rights in ensuring access to health services.68 In fact, this Committee has recognized the relationship
between this right and access to health services in acknowledging that a woman’s decision to pursue a
voluntary termination of pregnancy falls within the scope of article 17, the right to privacy.69 If services are
delivered in a discriminatory manner, without informed consent and without ensuring privacy, women and
girls will be less likely to access them to get the care that they need, thus fundamentally impeding women’s
and girls’ health, and potentially leading to circumstances that jeopardize their right to life.
By recognizing that women require access to a broad spectrum of quality sexual and reproductive health
services provided in a non-discriminatory manner, with informed consent and confidentiality in paragraph
30, general comment no. 36 would provide States parties with important guidance on the implementation
of, and compliance with, their article 6 obligations.
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IV.

Conclusion

We applaud the Human Rights Committee’s longstanding commitment to women’s sexual and reproductive
health and rights and its recognition that such rights are fundamentally intertwined with the right to life.
This Committee’s previous recommendations and jurisprudence have emphasized the need to enact,
implement and monitor effective laws and policies focused on respecting, protecting and fulfilling these
rights. In light of its history, as well as the current status of international law, we respectfully request that
the Committee consider including the following considerations in its second reading of the general
comment on the right to life:
• Emphasizing the importance of non-discrimination, as well as equality before the law and equal
protection of the law, especially in relation to gender- and sex-based discrimination, as well as
intersectional discrimination, in outlining States parties’ obligations to realize the right to life
(paragraph 9);
• Reaffirming States parties’ obligations to guarantee access to safe and legal abortion in order to
protect women’s and girls’ right to life, encompassing a call for immediate decriminalization and
removal of barriers to abortion (paragraph 9); and
• Realizing women’s enjoyment of the right to life by ensuring access to the full range of sexual and
reproductive health services, provided in a non-discriminatory manner that respects informed
consent and confidentiality (paragraph 30).
In addition to the core organizations that formally submitted this comment, the following organizations and
individuals endorse the contents of this submission:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Acciones Estratégicas por los Derechos Humanos (ACCEDER), Costa Rica
Action Canada for Sexual Health and Rights
Alicia Ely Yamin, JD MPH, Georgetown University, USA*
Amrita Basu, Paino Professor of Political Science and Sexuality – Women's and Gender Studies,
Amherst College, USA*
American Civil Liberties Union (ACLU)
Anis - Institute of Bioethics, Human Rights and Gender, Brazil
Anupam Shukla, Secretariat, Pratigya - Campaign for Gender Equality and Safe Abortion, India*
Articulación Feminista Marcosur
Asia Pacific Forum on Women, Law and Development (APWLD)
Association for Women's Rights in Development (AWID)
ASTRA Network, Central and Eastern European Network for Sexual and Reproductive Health and
Rights
British Pregnancy Advisory Service (BPAS)
Cambridge Reproductive Health Consultants, USA
Catholics for Choice
Católicas pelo Direito de Decidir – Brasil
Center for Education, Counselling and Research (CESI), Croatia
Centro de Derechos de Mujeres (CDM) Honduras
Centro de Promoción y Defensa de los Derechos Sexuales y Reproductivos (PROMSEX), Peru
Centro Feminista de Estudos e Assessoria (CFEMEA), Brazil
Cepam Guayaquil, Ecuador
Chantal Umuhoza, Spectra, Rwanda*
Cidadania, Estudo, Pesquisa, Informação e Ação (Citizenship, Study, Information and Action,
CEPIA), Brazil
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Clacai- Grupo Jurídico, Latin America and the Caribbean
Conectas Human Rights, Brazil
Coordinadora Andina de Organizaciones indigenas / Andean Network of Indigenous Organizations
(CAOI)
Corporación Miles, Chile
DEMUS, Peru
Development Alternatives with Women for a New Era (DAWN)
ECUARUNARI (Confederation of Kichwa Peoples of Ecuador)
Equipo Latinoamericano de Justicia y Género (ELA)
European Humanist Federation
Family Planning New Zealand
Federación de Planificación Familiar Estatal (FPFE), Spain
Federation for Women and Family Planning, Poland
FIAN International
Forum for Women, Law and Development (FWLD), Nepal
Fundación Oriéntame, Colombia
Global Health Justice Partnership, Yale Law School**
Global Justice Center
Grupo Curumim, Brazil
Grupo de Información en Reproducción Elegida, AC, Gire Mexico
Hungarian Civil Liberties Union (HCLU - TASZ)
Instituto de Liderazgo Simone de Beauvoir (ILSB - Mexico)
International Campaign for Women's Right to Safe Abortion
International Humanist and Ethical Union (IHEU)
International Planned Parenthood Federation (IPPF)
International Women's Health Coalition (IWHC)
Irish Family Planning Association (IFPA)
JuRI-Nepal
Justice for All, Nepal
KARAT Coalition, Central & Eastern Europe and Central Asia
La Mesa por la Vida y la Salud de las Mujeres, Colombia
Manuela L. Picq, Visiting Associate Professor, Departments of Political Science and Sexuality,
Women’s and Gender Studies Amherst College, USA*
Maria Luiza Heilborn PhD, Associate Professor - Social Medicine Institute, Rio de Janeiro State
University, Brazil*
Marie Stopes International
Melania Amorim, MD, PhD, Brazil*
Mindy Roseman, Yale Law School, USA*
National Advocates for Pregnant Women, USA
Network for Adolescents and Youth of Africa (NAYA KENYA)
Planned Parenthood Global (PPFA)
Population Services International (PSI)
Population, Reproductive, and Sexual Health Section - American Public Health Association, USA
Realizing Sexual and Reproductive Justice Alliance (RESURJ)
Rede de Desenvolvimento Humano (REDEH), Brazil
Rutgers, Netherlands
Sexual Rights Initiative (SRI)
Sexuality Policy Watch, Rio de Janeiro, Brazil
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•
•
•
•
•
•

SIA Legal Team, USA
Vs Chandrashekar, Chief Executive Officer, Foundation for Reproductive Health Services India
(FRHS India)*
Women and Media Collective, Sri Lanka
Women's Global Network for Reproductive Rights
White Ribbon Alliance
Yaku Perez Guartambel, President of ECUARUNARI / Coordinator of CAOI*

* Endorsing in their individual capacity
** This endorsement reflects the view of the Global Health Justice Partnership only, and not that of Yale Law School.
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[hereinafter Human Rights Committee, Draft General Comment on Article 6].
2
See id., para. 30, as well as paras. 3, 10 and 65 as currently formulated.
3
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4
This approach is reinforced by regional instruments, as well as national jurisprudence. The drafters of the African
Charter explicitly rejected language extending the right to life prior to birth - compare Frans Viljoen, The African
Charter on Human and People’s Rights/The Travaux Préparatoires in the Light of Subsequent Practice, 25 HUM.
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on Human Rights), with Draft African Charter on Human and Peoples’ Rights, art. 17, O.A.U. Doc. CAB/LEG/67/1
(1979) (adopting the language of art. 4(1) of the American Convention on Human Rights, but replacing “moment of
conception” with the “moment of his birth”). The European Court of Human Rights declined to find that a fetus
enjoys the right to life under the European Convention – see A, B and C v. Ireland, No. 25579/05 Eur. Ct. H. R., para.
227 (2010); Open Door and Dublin Well Woman v. Ireland, No. 14235/88 Eur. Ct. H.R., para. 68 (1992). Even
though the American Convention protects the right to life from “the moment of conception,” the Inter-American
Court of Human Rights determined that embryos do not constitute persons and cannot be afforded an absolute
right to life – see Artavia Murillo et al. (“In Vitro Fertilization”) v. Costa Rica, Preliminary Objections, Merits,
Reparations, and Costs, Judgment, Inter-Am. Ct. H.R., series C, No. 257, paras. 264, 273 (Nov. 28, 2012). For
national cases, please refer to Lakshmi Dhikta v. Nepal, Supreme Court of Nepal, WO-0757, 2067 (2009) (“Neither
does science nor the law recognize the existence of a human being until birth. Our constitution does not anywhere
speak of the rights of a child that has not been born.”); see also Roe v. Wade, 410 U.S. 113 (1973) (“[T]he law has
been reluctant to endorse any theory that life, as we recognize it, begins before live birth or to accord legal rights
to the unborn except in narrowly defined situations and except when the rights are contingent upon live birth…[i]n
short, the unborn have never been recognized in the law as persons in the whole sense.”)
5
See, e.g., K.L. v. Peru, Human Rights Committee, Commc’n No. 1153/2003, U.N. Doc. CCPR/C/85/D/1153/2003
(2005); L.M.R. v. Argentina, Human Rights Committee, Commc’n No. 1608/2007, U.N. Doc.
CCPR/C/101/D/1608/2007 (2011); L.C. v. Peru, Committee on the Elimination of Discrimination against Women
(CEDAW Committee), Commc’n No. 22/2009, U.N. Doc. CEDAW/C/50/D/22/2009 (2011); Human Rights
Committee, Concluding Observations: Ireland, para. 9, U.N. Doc. CCPR/C/IRL/CO/4 (2014).
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Committee, Commc’n No. 2324/2013, Appendix I (opinion of Ben Achour, Y., concurring), Appendix IV (opinion of
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