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1. Letter from the Executive Board

Greetings Delegates,

It gives us immense pleasure to serve as your Executive Board for the simulation of the UN Women
(UNW) at ODM Model United Nations 2025. We look forward to an enriching and rewarding
experience. The agenda which will be simulated will be: -

“Protecting Women’s Righ Acc lth ones and Authoritarian

Note: UN SA ROPs foll uring the mittee.

We are delighted to welcome you s C mit tion that seeks to address a global
issue of immense significance. As the Exe ard, sureghat this experience is both
intellectually rewarding and e le. Yo tion, ngness to engage will be
crucial in shaping the success ation. We hope that yo d your initial, most basic
research on the agenda and ass iS poi grasp the Committee's
scope and that, while there ma cisions cannot address

m, an

issues that fall outside the purv

da and the issues related to
namics and mandate
ng, it is important to

At this stage, we believe that y
it. It is essential to develop a cl
before engaging in deeper deli
remember that committee deci

The study guide that follows h cture, functions, and
working mechanisms of the committee. However, we would like to emphasize that this document is only
a guiding framework and should not be treated as your sole source of preparation. While it outlines a
possible direction for committee #mm W insi nd alternative
approaches to the table. We"v'a ff real "'\91-,1 beyond the limitations
of the guide. H > i'-,.l, r

While we ex
m id or
at

promptly.

We urge all delegates to use the background guide provided as only the beginning of your research.
Meaningful and engaging discussions will arise only when you look beyond the guide and delve into
various sources. We hope to see analysis rather than summary, argument rather than repetition. Do not
hesitate to present unconventional solutions only if you can defend them effectively, others will engage
with them.

Most importantly, we call on every delegate to approach this committee with sincerity, preparation, and a
shared commitment to learning. Your participation will shape not only your individual journey but also
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the collective experience of your peers. Should you have any questions, concerns, or suggestions, please
feel free to reach out to us at any time.

All the Best
Executive Board | UNW

Baisakhi Priyadarshini — Chairperson (baisakhijenal23@gmail.com)
— Vice Chairperson

2. Introduction to th’m I

The United Nations Entity for
established in July 2010 by the Un
Women became operational in January 20
progress on gender equality an ddress the fragmentation and
limited impact of past UN Stru. : DAW (Division for the
Advancement of Women), IN stitute for the Advancement of
Women), OSAGI (Office of th EM (United Nations
Development Fund for Wome

and the Empo men (UN Women) was
thr Resolution A/RES/64/289. UN

dy dedicated to accelerating

As laid out in its founding reso
intergovernmental bodies such
Social Council (ECOSOC) in t nd norms; help Member States
to implement these standards b to hold the UN system itself
accountable for gender mainst ’s headquarters is in New
York City, USA, and it maintains a field o i countries globally.

f UN Women is to support
W) and the Economic and

UN Women is uniquely mandated ordinat d promote accountability
within the UN system for itsﬁf p . It operates with a hybrid
governance structure, reporting||
Executive Board made up

s overseen by an
s. UN Women is indeed

(PBC), among others.

Historically, UN Women has played a central role in the implementation of global normative frameworks
such as the Beijing Declaration and Platform o fAction (1995), the Convention on the Elimination of All
Forms of Discrimination Against Women (CEDAW), and the 2030 Agenda for Sustainable Development,
particularly SDG 4 on Gender Equality. It has also been instrumental in integrating a gender perspective into
post-conflict peacebuilding, humanitarian response, climate action, and economic recovery efforts.
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All recommendations or outcome documents emerging from UN Women and its affiliated platforms such as
the CSW as non-binding in nature. However, they are crucial in shaping global consensus, mobilizing
funding, and guiding national legislation on gender equality.

Mandate of UN Women (UNW)

UN Women is mandated to;

i.  Normative Support Fun!Assi 2oV bod'h as the Commission on the
Status of Women (CSW) and the sem ulating global standards and policies on

gender equality and wo mpowerment.
ii.  Operational Support Func Su i em tt quest in implementing

international standards and commi oug and*inancial assistance, capacity-
iC SUppo
ing and promoting accountabili

building, and program
iii.  UN System Coordinati
equality, including mo
mainstreaming across a
iv.  Monitoring & Evaluati
equality commitments,
2030 Agenda (SDG 5).
v.  Policy Advocacy & Re
related issues, includin
and promoting women’
vi.  Gender Mainstreaming ntation of the Women, Peace
and Security agenda, es uent resolutions, by promoting
women’s leadership and protection in conflict and post-conflict settings.

vii.  Global Partnerships and Mobilization: i ivi ie e priva
and other stakeholde# advance g i for 1
gender-responsive ;v estand imitia .
3. Overview of the Agénda™
This a itarian i i cti 1 nd accessyto
health s i a i g ance. It f articularly on
the oblig ; i it i nti tural
discrimina i ct cessito es alth
services.

In the context of armed conflict, women are recognized as protected persons under International
Humanitarian Law (IHL), including Common Article 3 of the Geneva Conventions and the Additional
Protocols, which prohibit violence to life, outrages upon personal dignity, and denial of medical care to those
not taking active part in hostilities. IHL, as codified and developed through customary rules and the Geneva
Conventions, explicitly prohibits sexual violence, enforced pregnancy, and medical discrimination against
women and girls. The principle of non-discrimination embedded in these instruments obliges all parties to a
conflict to ensure women’s equal access to humanitarian aid and healthcare without adverse distinction. In

UN system’s work on gender
effective gender

the implementation of gender
g Platform for Action, and the

ommendations on key gender-
bating gender-based violence,

ctor, youth organizations,
sed investment in
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authoritarian regimes, legal restrictions and political control often result in systemic suppression of civil
liberties, including restrictions on the rights of women to bodily autonomy, privacy, and access to
information about reproductive health. Such regimes may also criminalize or limit the work of civil society
and healthcare providers, thereby impeding delivery of life-saving services.

The agenda also examines SRHR (Sexual and Reproductive Health and Rights) as a core element of the right
to health under Article 12 of the International Covenant on Economic, Social and Cultural Rights, and as
reaffirmed by General Recommendation No. 24 of the Committee on the Elimination of Discrimination

against Women. These rights ar‘mb ulre particular safeguards in
times of crisis. General Recommenda 10n nﬂ1c Prevention, Conflict and Post-
conflict Situations provides a binding interpretative framework for Sta ations under CEDAW,

affirming that States are responsi ot 0 ir di for failing to regulate or prevent
rights violations by third parties, includin cup g powers. It further clarifies that
women’s rights under the Convention do urin thoritarian transitions, and
that extraterritorial obligations icularly i es of oc r cross-border control of
healthcare access.

anitarian, human rights, and
health access, dignity, and

This agenda therefore seeks to
criminal law, can be operation
protection in highly restricted

4. Legal Risks to W uthoritarian Rule

a. Suppressio tions (ICCPR Article

y invoke legal frameworks
nal Covenant on Civil and

In situations of armed confli
that allow for the tempora
Political Rights (ICCPR) p which threatens the life
of the nation,” provided theymg ] d non-discrimination.
Any derogatlon must be 0fﬁc1a ] j i nal overs1ght including

freedom from torture or cruel, inhuman, or degrading treatment. Under emergency regimes, states have
curtailed access to essential SRHR services including prenatal and postnatal care, emergency contraception,
abortion services (where legal), and clinical management of rape. These restrictions may be formalized
through emergency decrees, military orders, or religious edicts, or may arise from indirect barriers such as
movement restrictions, forced displacement, breakdown of supply chains, or the criminalization of
healthcare providers.
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While the ICCPR permits derogation under limited circumstances, the Convention on the Elimination of All
Forms of Discrimination against Women (CEDAW) does not contain any derogation clause. CEDAW
obligations remain binding at all times, including during armed conflict, occupation, and states of
emergency. As clarified by General Recommendation No. 30, State parties are responsible for preventing,
investigating, and remedying violations of women’s rights during conflict and crisis, including those
committed by state actors, non-state armed groups, and third parties. States are also required to ensure the
availability, accessibility, acceptability, and quality of SRHR services, and must avoid policies that result in
Authoritarian regimes frequently exploit emergency po

de facto or de jure discrimination against women and girls.

ct lp disproportionately affect
women, such as restrictions on access to information, ce f reproductive health content, or
surveillance and criminalization of women'’s rights defenders and health orkers. These measures often
lack transparency, are shielded from judicial.review, and in en ents where independent civil
society and media oversight are suppressed. The cumula to policies is to entrench gender

inequality, limit accountability for abuses, and deprive ccess to life-saving services at the very
moment when vulnerabilities areé most acute.

b. Systematic Use of GBV as.a To
Statute, Customary IHL Rule

arfare (Rome

Gender-based violence (GBV), particularly in the form of sexual
as a method of warfare and state repression. In both inte
acts are not incidental but often strategically deployed to
communities, and destroy social cohesion. The use of GBV in the
international law and engages both individual.eriminal r ibi
Rome Statute of the International Criminal Court (ICC), enforced prostitution, forced
pregnancy, enforced sterilization, and other forms of sex fy as war crimes under Article
8, crimes against humanity under Article 7, and in some contexts, acts of genocide under Article 6 when
committed with the intent to destroy, in whole or in part, a protected group.

increasingly been recognized
rnational armed conflicts, such
, forcibly displace

onstitutes a grave breach of
accountability. Under the

. o
Customary International Humanitarian-Ia
Committee of the Red Cro &I‘( RC
all times and in all circums ]
state armed groups and occ

he International

iolence are prohibited at
te forces but also to non-
state has ratified specific

held liable for acts committed by subordinates if they ave known about such conduct and
failed to prevent or punish it.

Victims ma e reprisal§'for reportmgabuse, including further vidlen etéfition, or s
ostracization. The denial of legal remedies and lack of prosecutorial action create an environment of
impunity, which is contrary to States’ obligations under the Convention on the Elimination of All Forms of
Discrimination against Women (CEDAW) and customary human rights norms. Under CEDAW General
Recommendation No. 30, States are required to exercise due diligence in preventing, investigating,
punishing, and providing reparations for acts of GBV in conflict and crisis settings, including when
committed by private actors.

The systematic use of GBV in these contexts thus constitutes both a manifestation of power asymmetry and a
violation of peremptory norms of international law. Its prohibition is absolute and non-derogable, and all
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States have a responsibility under international law to prevent such acts, prosecute perpetrators, and provide
redress to survivors through victim-sensitive and trauma-informed mechanisms.

c. Erosion of Civil Liberties (legal restrictions on NGO activity,
expression, and movement affecting service access)

In conflict zones and authoritarian regimes, the erosion of civil liberties significantly impairs women's ability

to access health services and exercise fundamental rights ent introduce legal and
administrative measures that restrict the functioning of c y or 1ons, particularly those focused

on women's rights, reproductive health, and gender-base The€se measures frequently include
compulsory registration with vague approval criteria, burdénsome financi orting obligations, limitations
on foreign funding, and broad national security laws that allo arb uspension or criminalization of
organizational activity.

ed edicts that prohibited
rganizations. As a

edical personnel, which is
between women and male
ices, and basic clinical
ight to health as protected
ral Rights.

In Afghanistan, following the takeover by the Taliban in
women from working with both national and international non-gove
consequence, women across the country were cut off from
especially critical in conservative settings where norms s
health providers. This led to the disruption of maternal c
outreach, directly contravening international humanitari
under Article 12 of the International Covenant on Economic, Soci

ed severe constraints on civil
istance for survivors of
surveillance, intrusive

Similar patterns can be observed in Egypt, where Law N
society operations. Women's rights groups working on issues such
domestic violence or access to sexual health-education h
inspections, and arbitrary legal action. These constraints eakening of service delivery
networks, especially in underserved areas such as info al regions, thereby increasing
the vulnerability of women to rights violations without access to redress or protection.

rly under the guise of
ance, the blockade and
el for women seeking
€ Oor cancer treatment.
er international

of occupying powers.

Freedom of movement is also ;regue ly.restricte
public morality, emergency law, or rtetrori
associated permit regime have res
urgent medical treatment outsi
These restrictions constitute:d yiole prin
humanitarian law and obstruct ;_s'-'té_ésential c

The cumulative effect of these restrictions is the systematic denial of women's ability to participate in public
life, access essential services, and claim their rights. These practices reinforce gender-based exclusion and
hinder the work of international and local actors seeking to deliver aid or conduct oversight. General
Recommendation No. 30 of the CEDAW Committee reaffirms that states retain full legal responsibility to
protect and promote women’s rights during armed conflict and political repression. This includes ensuring an
enabling environment for civil society, protecting freedom of movement and expression, and refraining from
practices that have a disproportionate impact on women and girls.
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5. Barriers to Health Services Delivery

a. Targeting of Health Infrastructure (Geneva Convention I & IV, UNSC
Resolution 2286)

The deliberate or indiscriminate targeting of health infrastructure in conflict zones constitutes a grave breach

of International Humanitarian da at to hea’urvival. Under the First and
faci S, an s ex€lusively assigned to medical

Fourth Geneva Conventions, medic
purposes are granted protected 1ties are prohibited unless they are being

tus. Attac st su
used, outside their humanitarian ion, to commit acts harmful to t y. This protection is reaffirmed
by customary IHL and has been c edi ional enc inding on both state and non-state

actors.

The gendered implications of't iolations are profou en he
rendered inoperative, women |
and gender-based violence, an
support, post-rape clinical man:
inaccessibility of such services
and survivors of wartime sexu

and long-term health complica

structure is destroyed or

c services, treatment for sexual
Iso provide psychosocial

here permitted. The collapse or
men with chronic conditions,
d risk of preventable mortality

ternal care, €
ies.

placing them at signific

healthcare workers and
ligations under IHL. Despite

UN Security Council Resoluti
facilities in armed conflict and
this, violations persist with ne aerial bombardments targeted
hospitals in Idlib and Aleppo d upported by international
humanitarian organizations. These attacks not only depleted medical capacity but also deterred healthcare
workers from operating in high-risk zones, creating critical gaps in maternal and neonatal care. Similarly, in
the Gaza Strip, Israeli airstrikes during-multiple military operationsgave resulteddn the destruction or

di ini ervices, contraception,
from humanitarian
o military authorities,

and emergency treatment fopin
agencies confirm that these'faci

which guarantees the right to the highest attainable standard of health without discrimination. As such, the
protection of health infrastructure must be treated not solely as a matter of military compliance, but as a
fundamental precondition for safeguarding women’s rights and bodily autonomy during conflict.

b. Denial of Access to SRHR Services (de facto and de jure restrictions,
non-discrimination obligations under ICESCR Article 12)
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The denial of access to Sexual and Reproductive Health and Rights (SRHR) services in conflict zones and
authoritarian regimes remains a critical barrier to women’s physical and mental well-being. This denial often
occurs through both de jure restrictions, such as laws that criminalize or restrict reproductive healthcare, and
de facto barriers, such as the collapse of health infrastructure, fear of reprisals, or deeply embedded gender
norms that inhibit care-seeking behaviour. These restrictions violate international legal obligations under
Atrticle 12 of the International Covenant on Economic, Social and Cultural Rights (ICESCR), which
recognizes the right of everyone to the enjoyment of the highest attainable standard of physical and mental
health. General Comment No. 22 of the Committee on Economic Social and Cultural Rights further affirms
that this includes access to a full range of sexual and rep ea ces, including contraception,
Wt is not against the law.

maternal health, emergency obstetric care, and access to

In authoritarian regimes, SRHR setvices are often subject to 1deologlcal itical control. For example, in
the Islamic Republic of Iran, the introductien.of restrictiv ion s in 2014 led to the curtailment
of access to contraceptives and a ban on the promotion o lan , which disproportionately
impacted women in rural and marginalized communities , In Afgh istan under Taliban rule, the
imposition of gender-based restrictions has severely limi n’s abili access prenatal care, attend

hospitals without a male guardian, or receive treatment from male
essential SRHR services for large segments of the femal

ectively reducing access to

to a breakdown in service
ealthcare workers created

id institutional births. Reports
nd obstetric services had shut
omenon was observed in parts
e virtual collapse of maternal

In conflict zones, healthcare systems are often fragment
delivery. During the Syrian confliet, attacks on hospitals
widespread fear among patients and providers, causing pregnant
from Homs and Aleppo indicated that many facilities of
down entirely, leading to a rise in preventable maternal
of South Sudan, where civil war has led to the displacement of mi
health service delivery in conflict-affected regions.

Furthermore, restrictive policies on aid distribution or ar ntrols can hinder the import
of critical reproductive health supplies For instance, in Gaza, the blockade and permit regime has been cited
by multiple UN agencies as a major impediment to the delivery of menstrual hygiene products, emergency
contraception, and trained per nne’l i i i nctionally deprive

States and occupying powe
discrimination. This include ‘ HR services, ensuring
the legal and practlcal avallabﬂ'ﬁ‘.qf'_ n‘cfsé i i ms, and addressing the

inal when

ain disru n, der

In conflict zones and authoritarian regimes, the collapse of public health systems represents one of the most
significant impediments to the realization of women’s right to health, particularly in relation to sexual and
reproductive health services. This collapse is typically multifactorial, driven by the destruction of
infrastructure, breakdown of essential supply chains, loss or displacement of medical personnel, and the
erosion of institutional coordination mechanisms.

Supply chain disruption is a primary feature of systemic collapse. Armed conflict often results in damage to
transportation networks, blockades, and insecurity that prevent the delivery of critical supplies such as
10|Page




contraceptives, antibiotics, blood products, maternal health kits, and equipment for emergency obstetric care.
For example, during the conflict in Yemen, reports by the United Nations Population Fund (UNFPA)
documented widespread shortages of reproductive health supplies, contributing to increased maternal
mortality and preventable complications during childbirth. In such contexts, even when facilities remain
structurally intact, their operational capacity is nullified by the absence of essential inputs.

The flight or targeting of healthcare providers further depletes system functionality. Health workers may be
internally displaced, subjected to intimidation or violence, or deprived of the resources needed to work
safely. In Syria, over 70 percent of the healthcare workf edl country or relocated
domestically due to threats from state and non-state acto d to c staff shortages, especially of
trained midwives, gynaecologists, and female health pro wh are essential for culturally and
legally acceptable service delivety.in many regions. In Afghanistan, foll the reassertion of Taliban
control, women health workers faced increasing restrictio plo and mobility, compounding the
shortage of qualified providers and 'making it harder for tien access care due to gender norms
prohibiting treatment by male physicians.

Institutional coordination failures exacerbate these challenges. Fra
authority, and interference by military or political actors |
provision. The Libyan civil conflict, for instance, resulte
chains of command, delaying international assistance an
assessments and response planning. Authoritarian regim:
humanitarian access, censoring information, or criminalizing enga
agencies. These measures prevent a unified or evidence-
mobile clinics, the establishment of safe zones for mate 5

conditions such as HIV, obstetric fistula, or unsafe abortion compl

vernance, parallel systems of
tions obstruct efficient service
ministries and overlapping
ction critical for needs

t coordination by restricting
foreign NGOs and UN

and disrupt the deployment of
uity of care for chronic

The cumulative impact of these failures disproportionate girls, who often require time-
sensitive and continuous care. The collapse of referral s ing, emergency evacuation
services, and postpartum care mechanisms results in a spike in maternal deaths, unsafe deliveries, and
untreated complications. In many contexts, community-based 1ntervent10ns or informal healthcare substitutes
emerge to fill the vacuum, but ’thgse efrequentl rced, and vulnerable to
repression by state authorltlﬁr {s ~

rt

Thus, the collapse of publi
obligations under internatio
protect, and fulfil the right to

also undermines legal
tes' duties to respect,
onflict and crisis.

d in

The Conve ; on o i i i W),
] ‘ , € bindi
framework for state parties to ehmmate discrimination against women in all spheres, including during armed
conflict and in authoritarian contexts. CEDAW is unique among human rights treaties in that it explicitly
addresses not only legal equality but also substantive equality, requiring states to take proactive measures to
dismantle structural and indirect discrimination that impedes women’s access to rights, including healthcare.

Article 12 of CEDAW specifically obligates state parties to eliminate discrimination against women in the
field of healthcare and to ensure access to appropriate services related to pregnancy, childbirth, and postnatal
care. This provision has been interpreted by the Committee on the Elimination of Discrimination against
Women to include access to sexual and reproductive health services as a core obligation. General

1M|Page




Recommendation No. 24 provides authoritative guidance that denial of access to reproductive healthcare
constitutes a form of discrimination under the Convention.

The Optional Protocol to CEDAW, adopted in 1999, allows individuals and groups to submit complaints to
the Committee when domestic remedies have been exhausted, thereby creating a mechanism for redress in
cases where states have failed to fulfill their obligations. This has generated a growing body of jurisprudence
on women’s health rights in restrictive and conflict-affected environments.

One landmark case is Alyne da.Si im ixei he ommittee found that Brazil
violated Article 12 of CEDAW ling thcare for a poor Afro-Brazilian
woman, ultimately resulting in her death. zed at states must ensure not only formal
access to services but also thei tive availability and cultural appro ess, particularly for
marginalized women. While not g di in a confli thi established critical precedent for
the application of CEDAW in con ns c ne tru 1 inequality, both of which are
exacerbated in authoritarian and conflict c

In the context of conflict, Gen
rights under CEDAW during a
violations by non-state actors,

military or security policies do
also recognizes extraterritorial
violations in territories under t
healthcare services are deliber

tates are required to prevent
heir control, and to ensure that
ices, including healthcare. It
accountable for rights
lockaded regions where

ctive health services in
strictions and permit
delays and denials of
rates.

For example, the Committee h
occupied Palestinian territories
requirements imposed by Israe
emergency obstetric care, dire

CEDAW's integration with other legal instruments such as the International Covenant on Economic, Social
and Cultural Rights (ICESCR}r ir trengthens the legal basis
for state accountability in protect y, the Convention, the
Optional Protocol, and the e framework to assess and
challenge violations of wo ive governance settings.

Article 3 common to the four Geneva Conventions requires humane treatment for all persons not taking
active part in hostilities, and this includes access to medical services without adverse distinction. Additional
Protocol I, Article 10, and Additional Protocol II, Article 7, affirm that the wounded and sick shall be
respected and protected in all circumstances and shall receive medical care to the fullest extent practicable
and with the least possible delay. These provisions explicitly prohibit attacks on medical units, personnel,
transports, and facilities, and classify such acts as serious violations of international law. Attacks against
hospitals, ambulances, and humanitarian health workers may constitute war crimes under the Rome Statute
of the International Criminal Court.
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In practice, these obligations are frequently undermined in modern conflicts, particularly those involving
asymmetric warfare and siege tactics. In the Syrian conflict, for example, extensive documentation by the
Commission of Inquiry and international NGOs has shown repeated aerial bombardments of hospitals in
rebel-held areas, including the deliberate targeting of maternity clinics. These violations not only deny
women access to reproductive and emergency care but also instill fear that deters civilians from seeking
medical assistance. In Yemen, the blockade of ports and inspection delays have critically affected the import
of medical supplies, including maternal health kits, further straining the health system and disproportionately
affecting women and children.

The protection of medical acceur I

end itar idors and evacuation routes.
Parties to the conflict are required under Prot icle™70, to allow and facilitate rapid and
unimpeded passage of humanitarian relief, including medical supplies. itfary denial of such access,

particularly when used as a meth wa collecti ishme stitutes a breach of IHL and may
also trigger responsibility under Internatio n Ri if theState exercises effective control over
the territory or population concerned.

States and non-state armed gro ositive obligation not o n from attacking medical
services but also to actively fa itari i g safe passage guarantees,
removing administrative barrie lity is respected. Failure to do
so not only results in direct civ conflict recovery, particularly
for women whose access to se compromised by structural
inequalities.

International accountability m
International Fact-Finding Mis
patterns of systematic targetin
alongside the normative devel
high-intensity conflict zones.

Court and the Independent
, have increasingly recognized
enses. These mechanisms,
ility of medical access even in

4
The Women, Peace, and Segkl
Resolution 1325 (2000), reMb et
States and UN bodies to integraté'ee

Security Council
that compels Member
esses. Resolution 1325

affirms that the disproportionat ; y through sexual and
gender-based violence, must be address¢ but also through their
active participation in peacebuilding and post-conflict governance. The resolution recognizes women as
agents S alls forgheir full in menty S nflict lution,

the need for Member States to report on progress, particularly in relation to access to reproductive health
services and legal redress for victims of sexual violence in conflict zones. This is particularly relevant in
contexts such as the Democratic Republic of the Congo, where systematic wartime sexual violence has been
used as a strategy of war and women’s access to healthcare and legal services remains severely restricted.
Resolution 2122 reinforces the need to incorporate SRHR in humanitarian action as a core component of
international response obligations.

Resolution 2467 (2019) builds on this by explicitly linking conflict-related sexual violence to structural
gender inequality and underscores the importance of survivor-centered approaches. It calls for access to
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comprehensive health services, including sexual and reproductive care, as part of reparative justice for
victims. The resolution also stresses the critical need for the inclusion of civil society, particularly women-
led organizations, in the design and implementation of protection and recovery mechanisms. An example of
this operationalization can be seen in post-conflict Colombia, where peace agreements incorporated gender
provisions after strong advocacy from women’s organizations. Despite political resistance, these provisions
have included commitments to sexual violence accountability and improved healthcare access in former
conflict zones.

Together, these Security Council resolutions form a bindi tiv ork that obligates both
conflict-affected states and the broader international co int omen’s rights, including
health rights, into all peace and security strategies. They t vidlations such as denial of maternal

health services, unsafe abortion due to lack of access, and targeted attac omen healthcare workers in
conflict settings are not isolated failures but.breaches of i i nd security standards. As such,
the WPS framework is directly applicable to the agenda 1 en’s rights and access to health
services in conflict zones and authoritarian regimes and dational lens for committee

deliberations.

7. Institutional and Operational Mecha

a. Mandates of UN Women, UNF CHA (response and
coordination under IASC)

ealth services in conflict zones
tities operating under the Inter-
chanism for inter-agency

The international response to the protection of women’s
and authoritarian regimes is coordinated through a range of Unlte
Agency Standing Committee (IASC) frameweork: The |
coordination of humanitarian assistance, facilitating coh ponses through sectoral
clusters and cross-cutting mandates. Within this structur ited Nations Population Fund
(UNFPA), the World Health Organization (WHO), and the United Nations Office for the Coordination of
Humanitarian Affairs (OCHA) each hold distinct yet complementary mandates relevant to the protection of
women’s rights in crisis settinlgs. ;
UN Women plays a normatb'l:; ﬁn
across humanitarian planni
sensitive frameworks such a }t&__

Teams. UN Women also wor ___g on Women, Peace and
Security, particularly in integrating geﬁ"‘der into early nflict recovery planning.
For example, in South Sudan, UN Women supported the deployment of women protection advisors who

of gender perspectives
application of gender-
hin Humanitarian Country

emergencies, a standard that ensures the provision of life-saving services including maternal care, access to
contraception, and clinical management of rape. In the Rohingya refugee response in Cox’s Bazar, UNFPA
established women-friendly spaces that provided confidential SRH services and psychosocial support to
survivors of gender-based violence, demonstrating how coordinated humanitarian interventions can
overcome access barriers in politically sensitive contexts.

WHO functions as the lead technical agency within the Health Cluster and coordinates the global health
response to crises. It provides normative guidance, coordinates disease surveillance, and ensures that public
health measures account for sex and gender dimensions. In conflict-affected areas such as Syria, WHO has
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coordinated with local and international partners to deploy mobile clinics that ensure maternal health care
reaches internally displaced women, even in besieged or opposition-held territories. WHO also tracks
disruptions to essential health services and promotes the inclusion of SRHR indicators in health monitoring
frameworks.

OCHA plays a critical role in coordinating overall humanitarian response through its management of
Humanitarian Response Plans (HRPs) and coordination of the Central Emergency Response Fund (CERF).
OCHA ensures that gender and protectlon principles are malnstreamed into humanitarian planning through

the use of tools such as the Hu ervie ectoral Analysis Framework.
In contexts such as the Democra pu on h d with GBV sub-clusters to
ensure coordinated protection strategies, e for girlS in areas of high insecurity.

Together, these institutions func ithi ader sys y under the IASC, ensuring that
gender equality and the right to health are oug ordination, context-specific
service delivery, and adherence to interna anit ights standards.

b. Access Cons S qY isa restrictions,
retaliation 2

Authoritarian regimes often im
or monitoring efforts relate to |
health, or gender-based violeng
frequently used as tools of cont
the collection of evidence rega

, particularly when assistance
its, sexual and reproductive
yal, or informal, and are
society operations, and limit

One of the most common mec
regimes on international aid or y delay or deny visas for
humanitarian workers, researche ; include work on gender-
based violence, maternal health, or reproductive rights. In countries such as Myanmar, the former military
reglme routlnely delayed Vlsa appro ls for UNFP alling the deployment of
ges have been observed
in the Syrian Arab Repubhd.,.w ere humani € access to areas
controlled by opposition gr&lp '.p JoJy i aternal care and post-rape

ictive visa and registration

treatment.
Authoritarian governments may‘!f;ﬁ'-‘};'g'ﬁfge 1n activ anitarian actors and
healthcare prov1ders perceived as cooperatlng with 1nternat10na1 organlzatlons This includes harassment,

e. In
ave

arrest 3 al vio

GOs,

Another core constraint involves suppression of medical and human rights data. Authoritarian regimes often
restrict public access to data on maternal mortality, sexual violence, and access to contraception, especially
during conflict or civil unrest. Data suppression serves to undermine both humanitarian response planning
and international accountability efforts. During the conflict in Ethiopia’s Tigray region, access by UN
agencies to data on gender-based violence and maternal health was heavily restricted, while medical supply
chains were disrupted, further impeding accurate monitoring. In many such environments, reporting sexual
violence or unsafe abortion becomes nearly impossible, not only due to legal risks for survivors but also
because of state-imposed barriers to documentation.
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These access constraints fundamentally impair the ability of the international community to meet its
obligations under Security Council Resolution 1325 and related instruments. They also hinder the
implementation of minimum initial service packages for reproductive health in emergencies, as outlined by
the Inter-Agency Working Group (IAWG) on Reproductive Health in Crises. Overcoming such constraints
requires strategic engagement with regional institutions, use of remote programming models, and leveraging
diplomatic channels to ensure that the principle of non-discrimination in access to health services is upheld
even under authoritarian rule.

8. Accountability, Menitoring.and Dipl

a. Use of Commission of Inquiry (€¢ ocedures, and Treaty

Body Reporting

Effective protection of women’s rights and access to hea igt zones and authoritarian
regimes requires robust international monitoring and acc s. Among the key tools
available to the United Nations system.are Commissions i ecial Procedures of the Human
Rights Council, and the treaty body reporting process under conventions. These
mechanisms function both as investigative and normativ ent violations, trigger
international responses, and compel states to fulfill their rnational law.

A Commission of Inquiry (Col) 1s a fact-finding mission establish
UN bodies with the mandate to investigate serious-huma
armed conflict or under authoritarian rule. Cols are typic
on collecting evidence of violations of international human rlghts
Independent International Commission of Inquiry.on the
documented systematic gender-based violence including tention facilities and the
targeting of female healthcare providers. Its findings hav f the International, Impartial
and Independent Mechanism (IIIM) and strengthened calls for international prosecutions. Cols often make
gender-sensitive recommendations, including the need for reparations, reform of discriminatory laws, and
protection of access to healthcﬂarrgin agile gove
/5N
Special Procedures refer to h{e_ '
appointed by the Human Ri
Special Rapporteur on viole
documentmg abuses agalnst

man Rights Council or other
luding those committed in
temporal mandate and focus
arian law. For example, the

, established in 2011,

and working groups
ntry situations. The
layed a critical role in

against Women (CEDAW) and the Intematlonal Covenant on Civil and Political Rights (ICCPR). States
parties are obligated to submit regular reports detailing their implementation of treaty obligations. Treaty
bodies, such as the CEDAW Committee, then issue Concluding Observations that assess compliance and
recommend reforms. In recent reviews, for instance, the CEDAW Committee has expressed concern over the
criminalization of abortion and denial of maternal health services in conflict-affected regions of Colombia
and Myanmar, recommending legal reform and the expansion of access to health services for marginalized
and displaced women. Treaty bodies also consider shadow reports submitted by civil society organizations,
which are particularly important in authoritarian contexts where state narratives may obscure violations.
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Collectively, these mechanisms contribute to building an evidence base, reinforcing state responsibility, and
advancing diplomatic pressure through multilateral forums. While they lack direct enforcement authority,
they are instrumental in generating political cost for non-compliance, informing the decisions of
international donors, and laying the groundwork for accountability through regional or international
tribunals. Their continued relevance depends on access, impartiality, and sustained engagement by states,
international organizations, and women-led civil society actors.

b. Indicators-Based Monitoring under SDG 5 and 16 in Crisis Contexts

regimes requires a structured and data-driven approach. framework of the 2030 Agenda for
Sustainable Development, Sustainable Development Goals (SDGs) 5 ffer critical benchmarks for
assessing state performance and identifying protection g 5 fo on achieving gender equality
and empowering all women and girls, while SDG 16 ad ce, Justice, and strong institutions. When
applied in conflict-affected or authoritarian contexts, ind m these g@als serve as both early-warning
tools and accountability mechanisms.

Monitoring the protection of women’s rights and access -ervm:onﬂict zones and authoritarian

Under SDG 5, relevant indicators include the proportion
physical, sexual, or psychological violence, the proporti
regarding sexual relations and reproductive health care,
health personnel. Monitoring these metrics in conflict zones such
disparities, particularly in access to maternal healthcare
for example, a UNFPA assessment found that over 70 p
services in active conflict areas, with reporting and verification
collapse.

ged 15 to 49 subjected to

heir own informed decisions
births attended by skilled

outh Sudan has revealed stark
nder-based violence. In Syria,
d access to reproductive health
security and institutional

SDG 16 provides indicators to monitor the prevalence o ss of legal institutions, and
access to justice. These are particularly useful in authori udicial independence is
compromised, and repression targets women human rights defenders, journalists, and healthcare providers.
For instance, in Afghanistan followmg the Taliban’s return to power, official data collection on gender-based
violence ceased, legal redress,m suppressed, rendering
conventional reporting stru ing and non-governmental
observatories become esse

Operationalizing SDG indicaﬁf 1
from multiple data sources inc

itions and triangulation
, mobile surveys, and civil

In conflict-affected and authoritarian settings, where domestic accountability is often weak or deliberately
obstructed, the international community relies on a combination of financial leverage, diplomatic pressure,
and collective action to promote compliance with human rights obligations, including those related to
women's rights and access to health services. Conditional aid, targeted sanctions, and multilateral diplomacy
form a triad of strategic tools that can compel behavioral change, deter further violations, and support
protective mechanisms for women.
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Conditional aid refers to the practice of linking the disbursement of development or humanitarian funding to
a recipient state's adherence to specific human rights benchmarks. Donor states and international financial
institutions increasingly use this tool to encourage policy reforms that enhance gender equality and
healthcare access. For example, the European Union’s Neighborhood Policy has included human rights
conditionality in its financial support to states like Egypt and Tunisia, demanding improvements in gender
legislation and the protection of civil society actors. Similarly, the United States has conditioned aspects of
its security and economic assistance to countries such as South Sudan and the Democratic Republic of the
Congo based on their cooperation with efforts to reduce sexual and gender-based violence in conflict.

Targeted sanctions, often refe 1ons the !e application of restrictive
measures such as asset freezes visa bans, estrl inst Tndividuals, entities, or government
bodies implicated in serious hu rights Vlolatlons Unlike broad-base tions, which can have harmful
effects on the civilian populatio ete ns aim accountable while minimizing
collateral damage. The United Nat ncil, , Peace and Security agenda, has
imposed sanctions on individuals in Mah for i atic sexual violence. The
United States’ Global Magnits e United Kingdom have also
been used to sanction officials anmar and Iran, including
those obstructing access to rep i omen.

al organizations to apply
rnational law. It includes
zation of intergovernmental
ional bodies like the African
Maputo Protocol has served as
Afghanistan, the collective
ng the Taliban’s restriction on
lomacy to respond to

Multilateral diplomacy involv
normative and political pressu
diplomatic démarches, joint co
forums such as the UN Genera
Union or Organization of Ame
a platform to demand state co
diplomatic stance adopted by s
women’s access to health and
authoritarian backsliding.

These tools are most effective when applled cons1stently, transparently, and in conjunction with robust
monitoring mechanisms and nd s with cl bjectives and sustained
engagement, conditional a y cameinforce international
norms, mitigate further ha nplify the'voi S ders operating under
threat.

https://www.un.org/en/pdfs/un_system_chart.pdf

Malcolm Shaw — International Law
https://drive.google.com/file/d/1 Ap59Y Q1dbtpCVoQtJGIswl-FkA WPz0Cu/view?usp=sharing

International Covenant on Economic, Social and Cultural Rights (ICESCR)
https://www.ohchr.org/sites/default/files/cescr.pdf

Convention on the Elimination of All Forms of Discrimination Against Women
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https://drive.google.com/file/d/1Up_8hAqWkjBM1CDmfb5DgNj9908f0VJJ/view
https://treaties.un.org/doc/publication/ctc/uncharter.pdf
https://www.un.org/en/pdfs/un_system_chart.pdf
https://drive.google.com/file/d/1Ap59YQ1dbtpCVoQtJGIswl-FkAWPz0Cu/view?usp=sharing
https://www.ohchr.org/sites/default/files/cescr.pdf

https://www.ohchr.org/sites/default/files/cedaw.pdf

Optional Protocol to the Convention on the Elimination of All Forms of Discrimination Against Women
https://legal.un.org/avl/pdf/ha/opceafdw/opceatdw_e.pdf

UNSCR 1325
https://www.securitycouncilreport.org/att/ct/%7B65BFCF9B-6D27-4E9C-8CD3-
CF6E4FF96FF9%7D/WPS%20SRES1325%20.pdf

UNSCR 2122
https://www.securitycouncilreport. /atf
CF6E4FF96FF9%7D/s _res 2 df

-8CD3-

fut

GC-II-EN.pdf

UNSCR 2467
https://www.securitycouncilreport.org/at
CF6E4FF96FF9%7D/s res 2467

1%t Geneva Convention
https://www.un.org/en/genocid

2"d Geneva Convention
https://www.un.org/en/genocid

3" Geneva Convention

https://www.un.org/en/genocid GC-III-EN.pdf

4" Geneva Convention

https://www.un.org/en/genocid GC-IV-EN.pdf

Protocol additional to the Geneva Conventions of 12 August
Additional Distinctive Emblem (Protocol I10), 8 December 2005
https://ihl-databases.icrc. org/e}ﬂl ea

relating to the Adoption of an

Protocol Additional to the
of International Armed Co fli

the Protection of Victims

-}-
Protocol Addltlonal to the Geneﬁ%tlons of 1 949, relatin the Protection of Victims

D ok1_2.pd

International Human Rights Law
https://www.icrc.org/en/download/file/1402/ihl-and-ihrl.pdf

Women, Peace and Security (WPS) Framework
https://www.un.org/womenwatch/ianwge/taskforces/wps/Strategic_Framework 2011-2020.pdf
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https://www.ohchr.org/sites/default/files/cedaw.pdf
https://legal.un.org/avl/pdf/ha/opceafdw/opceafdw_e.pdf
https://www.securitycouncilreport.org/atf/cf/%7B65BFCF9B-6D27-4E9C-8CD3-CF6E4FF96FF9%7D/WPS%20SRES1325%20.pdf
https://www.securitycouncilreport.org/atf/cf/%7B65BFCF9B-6D27-4E9C-8CD3-CF6E4FF96FF9%7D/WPS%20SRES1325%20.pdf
https://www.securitycouncilreport.org/atf/cf/%7B65BFCF9B-6D27-4E9C-8CD3-CF6E4FF96FF9%7D/s_res_2122.pdf
https://www.securitycouncilreport.org/atf/cf/%7B65BFCF9B-6D27-4E9C-8CD3-CF6E4FF96FF9%7D/s_res_2122.pdf
https://www.securitycouncilreport.org/atf/cf/%7B65BFCF9B-6D27-4E9C-8CD3-CF6E4FF96FF9%7D/s_res_2467.pdf
https://www.securitycouncilreport.org/atf/cf/%7B65BFCF9B-6D27-4E9C-8CD3-CF6E4FF96FF9%7D/s_res_2467.pdf
https://www.un.org/en/genocideprevention/documents/atrocity-crimes/Doc.30_GC-I-EN.pdf
https://www.un.org/en/genocideprevention/documents/atrocity-crimes/Doc.31_GC-II-EN.pdf
https://www.un.org/en/genocideprevention/documents/atrocity-crimes/Doc.32_GC-III-EN.pdf
https://www.un.org/en/genocideprevention/documents/atrocity-crimes/Doc.33_GC-IV-EN.pdf
https://ihl-databases.icrc.org/en/ihl-treaties/apiii-2005
https://ihl-databases.icrc.org/en/ihl-treaties/api-1977
https://ihl-databases.icrc.org/en/ihl-treaties/apii-1977
https://www.worldcourts.com/cedaw/eng/decisions/2011.07.25_da_Silva_Pimentel_v_Brazil.pdf
https://legal.un.org/avl/studymaterials/rcil-laac/2017/book1_2.pdf
https://www.icrc.org/en/download/file/1402/ihl-and-ihrl.pdf
https://www.un.org/womenwatch/ianwge/taskforces/wps/Strategic_Framework_2011-2020.pdf

