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The Latin-American  and  Caribbean  Committee   for   the  Defense  of  Women’s  Rights  

(CLADEM) is represented, for the purpose of this communication, by Norma Enríquez 

Riascos, regional coordinator, and Valéria Pandjiarjian, director of the international 

litigation program; and sponsored by Dr. Maria Beatriz Galli and Dr. Carmen Hein de 

Campos, both attorneys and members of CLADEM-Brazil. CLADEM’s  headquarters are 

located at Jr. Estados Unidos, 1295, Dpt. 702, Jesús María, Lima 11, Peru, telephone 

number (51 1) 463.9237 and fax (51 1) 463.5898. CLADEM respectfully requests that the 

Committee on the Elimination of Discrimination against Women (CEDAW Committee) 

accept this AMICUS CURIAE in the case Alyne da Silva Pimentel v. Brazil presented by 

the Center for Reproductive Rights (CRR) and Advocacia Cidadã pelos Direitos 

Humanos (Advocaci). 
 

This amicus curiae presents international human rights law standards and specific data and 

research that we believe will support this Honorable Committee in the analysis and 

resolution of the issues raised in the above-mentioned communication. This amicus curiae 

is grounded in the rights to life, health, equality and non-discrimination that are contained 

in the Convention on the Elimination of All Forms of Discrimination against Women 

(CEDAW); the International Covenant on Civil and Political Rights (ICCPR); the 

International Covenant on Economic, Social and Cultural Rights (ICESCR); the 

International Convention on the Elimination of all forms of Racial Discrimination 

(ICERD); and the Inter-American Convention on the Prevention, Punishment and 

Eradication of Violence Against Women (Convention of Belém do Pará), as well as in 

other relevant international documents.  
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I - INTRODUCTION 
 

“The   tragedy  of  maternal  death   is  not   just that it is a death that 
occurs at a time of expectation and joy; it is one of the most 
terrible ways to die. A woman can see herself bleeding to death 
with no help able to stop the bleeding.”1  

 

Maternal mortality is an unnecessary tragedy in Brazil.  The World Bank and the United 

Nations Development Program (UNDP) have reported Brazil’s  maternal  mortality  ratio to 

be 110 maternal deaths per 100,000 live births.2  In contrast, the Brazilian Ministry of 

Health has reported estimates as low as 54 deaths per 100,000 live births.3 As discussed by 

Sandra Valonguerio Alves, Ministry of Health data is often directly reported from vital 

statistics, without any assessment of under-reporting.4  However, even the government has 

accepted  that  there  is  a  “sub-evaluation of the maternal mortality rate of, at the very least, 

two   times.”5  These differing results reveal the difficulty of estimating the magnitude of 

maternal mortality in Brazil, given the size of the country and significant variations in 

health care and vital statistics in different geographical regions.6  

 

Government attempts to reduce maternal mortality rates have been insufficient to ensure 

women’s human rights in relation to pregnancy, childbirth, and postnatal care.  In Brazil, 

the risk of maternal morbidity and mortality varies according to geographic region, race, 

ethnicity, and socio-economic status.  Women not only die due to lack of access to health 

care services, but also due to the poor quality of care that they receive during pregnancy 

and the puerperal cycle.  A significant number of health professionals lack sufficient 

training in the appropriate handling of obstetric emergencies.  This situation is worsened by 

                                                
1 Cook R.J., Dickens B.M., Fathalla M.F., REPRODUCTIVE HEALTH AND HUMAN RIGHTS 394 (2003) 
(emphasis added). 
2 World Bank, BRAZIL: MATERNAL AND CHILD HEALTH, REPORT NO. 23811-BR ¶ 1.3 (2002) [hereinafter 
World Bank, MATERNAL AND CHILD HEALTH]; United Nations Development Program (UNDP), Human 
Development Report 2006: Brazil Fact Sheet, (2006) available at 
http://hdrstats.undp.org/countries/country_factsheets/cty_fts_BRA.html. 
3 See e.g., Sandra Valongueiro Alves, Mortalidade Materna em Pernambuco, Brasil: o que mudou em dez 
anos? (“Maternal  Mortality  in  Pernambuco,  Brazil:  what  changed  in  ten  years?”)  15(30)  Reproductive 
Health Matters, 134-144 at 134 (2007) [hereinafter Valongueiro, Mortalidade Materna]. 
4 Id. 
5 Tribunal de Contas de União (TC), Evaluation of Maternal Mortality Monitoring and Prevention ¶1.7 
(2000) available at 
http://portal2.tcu.gov.br/portal/page/portal/TCU/comunidades/programas_governo/areas_atuacao/saude/Mort
alidade_Materna_Monitoramento_1.pdf. 
6 Valongueiro, Mortalidade Materna, supra note 3, at 134. 
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poor management of health services along with an inadequate health care infrastructure, 

including a lack of beds, equipment, and transportation to better-equipped units.  The Alyne 

case is a vivid example of how inadequate obstetric care and a broken health system 

contribute to high rates of maternal mortality in Brazil.  Hence, the relevance of this Amicus 

Curiae by CLADEM.  

 

II – INTEREST AND LEGITIMACY OF CLADEM 
 

The Latin American  and  Caribbean  Committee   for   the  Defense   of  Women’s  Rights  

(CLADEM) is a 20-year-old non-governmental organization aimed at bringing together the 

efforts of people, groups, and organizations in the region that are dedicated to promoting, 

safeguarding, and   defending  women’s   human rights.  CLADEM works from a feminist, 
social, and juridical perspective in order to confront gender discrimination and violence and 

to guarantee sexual and reproductive rights at the national and international levels.  

 

CLADEM was founded in 1987 and has held Consultative Status - Category II - with the 

United Nations Economic and Social Council (ECOSOC) since 1995.  In 2002, CLADEM 

was authorized to take part in activities at the Organization of American States (OAS).  

CLADEM’s   regional   headquarters   are   in   Lima,   Republic   of   Peru,   and   it   is   currently  

represented in 14 countries in the region, including Brazil, where it is headquartered at 

Antigona Institute in Florianopolis (SC).  CLADEM has been in Brazil since 1992 and has 

acted on   many   different   fronts   to   promote   women’s   human   rights, bringing together 

individual participants and organizations such as Themis (Legal Advisory and Gender 

Studies), Antigona Institute and the Institute for the Promotion of Equity (IPE).  

CLADEM’s   interventions   are   in   the   strategic   areas   of   international monitoring, 

international litigation, and capacity-building for women in the human rights field at both 

regional and national levels. 

 

CLADEM’s  activities  include  research,  advocacy,  education  and  information,  law  reform,  

and litigation.  CLADEM promotes the drafting and approval of international and regional 

human rights instruments, and it holds governments accountable for the lack of 

implementation   of   women’s   human rights standards by filing emblematic cases at the 

national and international levels.   
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CLADEM’s   goals   and   the  work   it   has   carried   out   in   Latin  America   and   the  Caribbean,  

especially in Brazil, explain its deep interest in presenting arguments of facts and rights in 

favor of the communication on the Alyne da Silva Pimentel case, since such a case of 

preventable maternal death reveals conditions that disproportionately impact the lives of 

poor, young, and Afro-descendant women living in underprivileged areas of the country.  

Unfortunately, a pattern of similar violations can be found in every Latin American 

country.  The complaint presented to this Committee, and the arguments presented therein, 

clearly show a systematic pattern of discrimination based on sex and gender, social class, 

race and ethnicity, and place of residence that impedes access to quality reproductive 

health care services.  This case exposes the flaws of the health system in terms of the 

quality of assistance provided during pre-natal care and emergency obstetric situations in 

the  health  units  and  reveals  violations  of  women’s  human  rights  as  set  forth  under  national  

and international human rights treaties ratified by the Brazilian State. 

 

Maternal mortality is one  of  the  main  causes  of  women’s  premature  death  and  disability  in 

developing countries and indicates   multiple   violations   of   women’s   human   rights.    In a 

society where maternity is highly valued but high rates of preventable maternal deaths are 

accepted, it is imperative to tackle the   “…challenge of breaking through the culture of 

naturalization of maternal death, that sees this kind of death as a natural event and a part 

of  women’s  inexorable  fate  rather  than  as  a  serious  violation of human rights.”7     

    

III - MATERNAL MORTALITY IN LATIN AMERICA AND BRAZIL IN THE 
LIGHT OF INTERNATIONAL JURISPRUDENCE 

 

The World Health Organization (WHO) defines maternal death as the death of a woman 

during pregnancy, childbirth, or the 42 hours after birth, irrespective of the duration and site 

of the pregnancy, from any cause related to or aggravated by pregnancy but not from 

accidental or incidental causes.8 

 

                                                
7 ADVOCACI, Mortalidade Materna e direitos humanos: as mulheres e o direito de viver livre de morte 
materna evitável (Maternal Mortality and human rights: women and the right to live free from preventable 
maternal death), 14 (2005) [hereinafter ADVOCACI, Mortalidade Materna e direitos humanos].  
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A 2005 WHO study estimated the rate of maternal death in Latin America and the 

Caribbean to be 130 deaths per 100,000 live births.9  That same year, 15,000 women died in 

the region as a result of preventable maternal mortality. Therefore, the risk of a woman 

dying during childbirth or due to complications from birth in Latin America is 1 in 290, 

whereas in Ireland the risk of maternal death is 1 in 47,600.10  

 

Maternal mortality in Latin America and the Caribbean, and particularly in Brazil, is 

therefore a grave issue. Brazil accounts for 30% of the total number of maternal deaths that 

occur in the region.  The most recent statistics show that approximately 4,100 women in 

Brazil die every year as a result of maternal mortality11 compared to a total of 1,200 

maternal deaths in Colombia,12 1,300 in Guatemala,13 and 1,500 in Peru.14 

 

In 2000, the United Nations Millennium Declaration was adopted and countries committed 

themselves to fulfilling the UN Millennium Development Goals (MDGs), such as the 

reduction of poverty and the elimination of inequality between men and women.  The fifth 

MDG calls for states parties to improve maternal health and reduce the number of maternal 

deaths by 75% by the year 2015.  According to the United Nations, however, very little 

progress has been made in this area.  At the global level, maternal mortality has decreased 

only 1% between 1995 and 2005, falling far short of the 5.5% required to reach the 

established goal by 2015.  The 2008 Millennium Development Goals Report shows that, as 

of 2005, Latin America and the Caribbean had only reduced maternal mortality by about 

one-quarter and thus is far from achieving the fifth MDG.15  

 

Although there has been some reduction in maternal mortality in Latin America, indicators 

have not shown satisfactory results.  The United Nations points out that in order to meet the 

                                                                                                                                              
8 World Health Organization (WHO), THE TENTH REVISION OF THE INTERNATIONAL CLASSIFICATION OF 
DISEASES (ICD-10), Geneva (1992). 
9 World Health Organization (WHO), MATERNAL MORTALITY IN 2005: ESTIMATES DEVELOPED BY WHO, 
UNICEF, NNFBA AND THE WORLD BANK, 16 (2007), available at 
http://whqlibdoc.who.int/publications/2007/9789241596213_eng.pdf. 
10 Id. 
11 Id. 24.  
12 Id. 23. 
13 Id. 24. 
14 Id. 25. 
15 United Nations, THE MILLENNIUM DEVELOPMENT GOALS REPORT, 25-26 (2008), available at 
http://www.un.org/millenniumgoals/pdf/The%20Millennium%20Development%20Goals%20Report%20200
8.pdf.  
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proposed goal, improvements in the entire region must be accelerated in all aspects of 

reproductive health, with special attention to obstetric services.16  In order to reduce 

maternal deaths, it is crucial that women are attended by qualified health professionals 
(doctors, nurses and attendants) during childbirth.  Proper care by trained professionals, 

with adequate equipment and referral services for complications and emergencies during 

pregnancy and childbirth, should also be standard procedure if maternal mortality is to be 

reduced.17 

 

In recent years, maternal mortality in Latin America has been an issue of concern for 

United Nations treaty monitoring bodies.  The Committee on the Elimination of 

Discrimination against Women (CEDAW Committee) has been especially vocal on the 

issue in this region.18  

 

The CEDAW Committee has issued Concluding Observations on the issue of maternal 

mortality to the following countries: Argentina,19 Bolivia,20 Brazil,21 Chile,22 Colombia,23 

Dominican Republic,24 Ecuador,25 Guatemala,26 Honduras,27 Mexico,28 Nicaragua,29 

Paraguay,30 Peru,31 and Uruguay.32  

                                                
16 Id. 25. 
17 Id. 25. 
18See JURISPRUDENCIA SOBRE DERECHOS HUMANOS DE LAS MUJERES (“Jurisprudence   on  Women  Human  
Rights”).  Argentina,  Bolivia,  Brasil,  Chile,  Colombia,  Ecuador,  El  Salvador,  Guatemala,  Honduras,  México,  
Panamá, Paraguay, Peru, República Dominicana, Uruguay. Comités Monitores de Naciones Unidas, Consejo 
de Derechos Humanos de Naciones Unidas, 2008. Programa de Monitoreo, CLADEM. Lima, Peru, 2009 
[hereinafter CLADEM, DERECHOS HUMANOS DE LAS MUJERES]. 
19 CEDAW Committee Concluding Observations, Argentina: 1997, ¶¶ 304 and 318, U.N. Doc. 
A/52/38/Rev.1; 2002, ¶¶ 360 and 361, U.N. Doc. A/57/38; 2004, ¶¶ 380 and 381, U.N. Doc. 
CEDAW/C/ARG/5/Add.1. 
20 CEDAW Committee Concluding Observations, Bolivia: 2008, ¶¶ 11-13, ¶ 43, U.N. Doc. 
CEDAW/C/BOL/CO/4.  
21 CEDAW Committee Concluding Observations, Brazil: 2003, ¶¶ 126-127, U.N. Doc. A/58/38; 2007, ¶¶ 29-
30, U.N. Doc. CEDAW/C/BRA/CO/6. 
22 CEDAW Committee Concluding Observations, Chile: 1995, ¶ 158, U.N. Doc. CEDAW/C/CHI/1; 1999, 
¶8, U.N. Doc. CEDAW/C/CHI/2 and CEDAW/C/CHI/3; 2006, ¶¶ 19-20, U.N. Doc. CEDAW/C/CHI/4.  
23 CEDAW Committee Concluding Observations, Colombia: 1996, ¶ 612 to the Second and Third Reports 
jointly; 1999, ¶¶ 393-394 U.N. Doc. A/54/38; 2007, ¶¶ 22-23, U.N. Doc. CEDAW/C/COL/CO/6. See also 
CLADEM,  DERECHOS HUMANOS DE LAS MUJERES, supra note 18, at 159, 165, 171 and 172. 
24 CEDAW Committee Concluding Observations, Dominican Republic: 2004, ¶ 309, U.N. Doc. A/59/38. 
25 CEDAW Committee Concluding Observations, Ecuador: 2008, ¶¶ 38-39, U.N. Doc. 
CEDAW/C/ECU/CO/7. 
26 CEDAW Committee Concluding Observations, Guatemala: 2002, ¶193 U.N. Doc. A/57/38; 2006, ¶ 33 
U.N. Doc. CEDAW/C/GUA/6. 
27 CEDAW Committee Concluding Observations, Honduras: 2007, ¶ 25, U.N. Doc. CEDAW/C/HON/6. 
28 CEDAW Committee Concluding Observations, Mexico: 2002, ¶ 445, U.N. Doc. CEDAW/C/MEX/5; 
2006, ¶¶ 32-33, U.N. Doc. CEDAW/C/MEX/6. 
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Peru, for example, while a country vastly different from Brazil in size, presents parallels in 

terms of discrimination in access to and quality of health care.  The population of Peru was 

approximately 28 million in 2005, 47% of which was indigenous.33  Despite being a 

country of moderate resources, more than 50% of the population lives in poverty, and 24% 

of the population lives in extreme poverty. In general, the population is concentrated in 

urban centers.  However, the majority of the indigenous population lives in rural regions, 

and particularly in poor rural regions.34  More than 50% of the rural population lives in 

extreme poverty, as opposed to only 9.7% of the urban population.  The geographic, socio-

economic, and racial disparities in the country intersect with gender to affect women and 

girls’ access to education and health care.35  Structural disadvantages are evident in the 

inequitable access to the necessary interventions to prevent maternal death: skilled birth 

attendants, access to emergency obstetric care and referral networks.36  

 

The leading causes of maternal mortality in Peru are the same as those around the world: 

hemorrhage, toxemia (pre-eclampsia/eclampsia), abortion-related complications, and 

infection.37  Access to skilled attendance and emergency obstetric care is extremely limited 

in rural regions.  For example, only 21% of women in Huancavelica and 27.8% in Puno 

(rural areas with small urban centers) received skilled attendance.  The impact of the lack 

of skilled attendance is shown in the variations in maternal mortality ratios within the 

                                                                                                                                              
29 CEDAW Committee Concluding Observations, Nicaragua: 2007, ¶¶ 17-18, U.N. Doc. 
CEDAW/C/NIC/CO/6. 
30 CEDAW Committee Concluding Observations, Paraguay: 1996, ¶131, U.N. Doc. A/51/38; 2005, ¶¶ 32-33, 
U.N. Doc. CEDAW/C/PAR/CC/3-5. 
31 CEDAW Committee Concluding Observations, Peru: 1998, ¶¶ 46-47, U.N. Doc. A/53/38/Rev.1; 2002, ¶¶ 
482-483, U.N. Doc. A/57/38; 2007, ¶¶ 24-25, U.N. Doc. CEDAW/C/PER/5. 
32 CEDAW Committee Concluding Observations, Uruguay: 2008, ¶ 38, U.N. Doc. CEDAW/C/URY/7. 
33 Physicians for Human Rights, DEMORAS FATALES: MORTALIDAD MATERNA EN EL PERÚ: UN ENFOQUE 
DESDE LOS DERECHOS HUMANOS PARA UNA MORTALIDAD SEGURA (Deadly Delays: Maternal Mortality in 
Peru: A human rights perspective for safe maternity) 6 (2007), available at 
http://physiciansforhumanrights.org/library/documents/reports/mortalidad-materna-en-peru.pdf.  
34 Id. 6. 
35 Id. 7& 38. (For example, girls who live in poverty attend school at a rate of 20% less than boys in the same 
situation.  Girls who live in rural areas experience an even greater disparity.  Approximately 17% of girls 
over six years of age receive no form of education whatsoever, and approximately 40% do not graduate from 
primary school.) 
36 Id. 
37 Id. 13. 



 10 

country. In Lima, the capital of Peru, the MMR is 55 per 100,000, whereas in 

Huancavelica and Puno the ratios are 302 and 367 respectively.38  

 

In 1998, the CEDAW Committee expressed concern about the situation in Peru, noting 

that: “maternal…mortality rates are high (...) and preventable diseases are common, all of 

which contributed to serious flaws in the Peruvian health system. [The Committee] notes 

that the main factor which affected women primarily in the most disadvantaged sectors is 

lack of resources to avail themselves of medical care when needed and with necessary 

speed.”39 Thus,   the  Committee   recommended   to  Peru   “that all efforts be made, so such 

women may exercise their right to health and receive proper care and the necessary 

information from medical and paramedical personnel as part of basic respect for their 

human rights.”40  The Committee reiterated its concern for the country’s  high maternal 

mortality rates in its periodic review of Peru in 2002.41  

 

The same issue of discrimination in access to quality health care is found throughout the 

Latin American region, and has been noted with concern by the CEDAW Committee in 

numerous concluding observations, for example, to Colombia in   2007:   “The Committee 

expresses its concern about the high rate of maternal mortality, especially among poor, 

rural and indigenous and afro-descendant women.”42  

 

The CEDAW Committee reached the same conclusions in regard to Guatemala43 in 2006, 

and Bolivia in 2008. In the case of Bolivia, the CEDAW Committee stated that “the  

poverty conditions of women are reflected in their (...) poor access to health care, including 

sexual and reproductive health, leading to high rates of maternal mortality.”44  It should be 

noted that in Guatemala, indigenous women suffer a risk of maternal mortality three times 

greater than non-indigenous women,45 while Bolivia has one of the highest maternal 

mortality ratios in Latin America at 230 per 100,000 live births.  The ratio rises to 887 per 

                                                
38 Id. 37. 
39 CEDAW Committee Concluding Observations: Peru, 1998, ¶ 337, U.N. Doc. A/53/38Rev.1. 
40 Id. ¶ 338. 
41 CEDAW Committee Concluding Observations: Peru, 2002, ¶482, U.N. Doc. A/57/38. 
42 CEDAW Committee Concluding Observations: Colombia, 2007, ¶ 22, U.N. Doc. CEDAW/C/Col/CO/6. 
43 CEDAW Committee Concluding Observations: Guatemala, ¶ 33, U.N. Doc. CEDAW/C/GUA/6. 
44 CEDAW Committee Concluding Observations: Bolivia, 2008, ¶ 11, U.N. Doc. CEDAW/C/BOL/CO/4.  
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100,000 live births in some parts of the rural high plateau where the population is primarily 

indigenous.46 

 

The CEDAW Committee has recommended that   the   Bolivian   State   “integrate a gender 

perspective into its national health policy in line with General Recommendation 24 and 

improve access to health services to the most vulnerable groups, in particular rural  and 

indigenous  women”.47  The Committee has also  urged  the  State  to  “act without delay and 

adopt effective measures to resolve the problem of the high rate of maternal mortality by 

guaranteeing adequate prenatal, childbirth and post-natal care, and ensuring access to 

health-care facilities and medical assistance provided by trained workers in all parts of the 

country, particularly in the rural areas.”48  

 

In 2006, the CEDAW Committee’s  periodic review of Mexico stated that the Committee 

remained   “concerned about the level of maternal mortality rates, particularly those of 

indigenous women, which are a consequence of the insufficient coverage of, and access to, 

health   services   including   sexual   and   reproductive   health   care.”49  The Committee 

recommended   that   the  Mexican  State   “expand the coverage of health services, including 

reproductive health care,” and “address the obstacles that prevent women from having 

access  to  such  services.”50  These obstacles have been identified as socio-economic status, 

lack of education, and geographic location.  Additionally, women living in predominantly 

indigenous areas suffer more than double the risk of maternal mortality.51   

 

In its 1996 Concluding Observations on Paraguay, the CEDAW Committee highlighted 

“the  urgency   for the State party to take measures to deal with the high level of maternal 

mortality.”52  A decade later, the Committee   remained   “concerned about the persistent 

                                                                                                                                              
45 Population Reference Bureau,  MATERNAL MORTALITY IN GUATEMALA: A PREVENTABLE TRAGEDY  
(2003), available at 
http://www.prb.org/Articles/2003/MaternalMortalityinGuatemalaAPreventableTragedy.aspx 
46 International Midwifery, ADDRESSING MATERNAL MORTALITY IN BOLIVIA (2006), available at 
http://findarticles.com/p/articles/mi_m0KTL/is_3_19/ai_n17214691/. 
47 CEDAW Committee Concluding Observations: Bolivia, 2008, ¶ 43, U.N. Doc. CEDAW/C/BOL/CO/4. 
48 Id. 
49 CEDAW Committee Concluding Observations: Mexico, ¶ 32, U.N. Doc. CEDAW/C/MEX/6. 
50 Id. ¶ 33. 
51 Gabinete de Desarrollo Humano y Social (Ministry of Human and Social Development, Mexico), LOS 
OBJETIVOS DEL DESAROLLO DE MILENIO EN MÉXICO, INFORME DE AVANCE, 81 (2005), available at 
http://www.undg.org/archive_docs/5932-Mexico_MDG_Report.pdf. 
52 CEDAW Committee Concluding Observations: Paraguay, 1996, ¶ 131, U.N. Doc. A/51/38.  
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high  maternal  mortality  rates,”  and  recommended  that  the  State  of  Paraguay  “act without 

delay…  to  implement  effective  measures  to  deal  with  the  high  maternal  mortality  rate.”53  

 

The situation of maternal mortality in Brazil is no different from that in other Latin 

American countries.  Health system failures include unequal distribution of resources and 

poorly qualified staff.54  Regional   and   income   disparities   also   affect   women’s   risk   of  

maternal mortality,55 while social inequalities intersect with race and gender to affect 

education, employment, and health.56  Afro-descendant women, for example, have less 

access to education, lower socio-economic status, more precarious living conditions and 

greater chances of dying during pregnancy.57  A study examining risk of maternal mortality 

based on race found that black women have a risk of death up to seven times greater than 

white women.58  Regional disparities also come into play, with the Northeast region having 

higher levels of maternal death than the Southern regions.59 

 

After examining Brazil’s  first consolidated national report (period 1985-2001) in 2003, the 

CEDAW Committee expressed concern about “the  impact  of  poverty  on  Brazilian  women  

of African descent, indigenous women, female heads of household and other socially 

excluded or marginalized groups of women and about their disadvantaged position with 

respect  to  access  to  (…)  health.”60  The Committee expressed special  concern  about  “the 

high mortality rate, particularly in the more remote regions where access to health 

facilities is very limited.  The Committee is also concerned at the health condition of 

women   from   disadvantaged   groups   (...).”61  The Committee recommended   that   “further 

                                                
53 CEDAW Committee Concluding Observations: Paraguay, 2005, ¶¶ 32-33, U.N. Doc. 
CEDAW/C/PAR/CC/3-5.  
54 World Bank, GOVERNANCE IN BRAZIL’S UNIFIED HEALTH SYSTEM (SUS): RAISING THE QUALITY OF 
PUBLIC SPENDING AND RESOURCE MANAGEMENT, REPORT NO. 36601-BR, 56 (2007).  
55 World Bank, MATERNAL AND CHILD HEALTH, supra note 2, at 20-21. 
56 See e.g., IPEA/Instituto de Pesquisa Econômica Aplicada (Institute of Applied Economic Research), 
SPM/Secretaria  Especial  de  Políticas  para  as  Mulheres  (Special  Secretary  of  Women’s  Policies)  and  
UNIFEM/Fundo de Desenvolvimento das Nações Unidas para a Mulher (United Nations Development Fund 
for Women), RETRATO DA DESIGUALDADE DE GÊNERO E RAÇA NO BRASIL (Portrait of Gender and Race 
Inequalities in Brazil), (3d ed. 2008), available at 
http://www.ipea.gov.br/sites/000/2/pdf/081216_retrato_3_edicao.pdf [hereinafter IPEA et. al., RETRATO DA 
DESIGUALDADE]. 
57 See e.g., Alaerte Leandro Martins, Mortalidade materna das mulheres negras no Brasil, 22 (11) Cad. 
Saúde Pública, 2473-2479 (2006). 
58 Id. 2476. 
59 Id. 
60 CEDAW Committee Concluding Observations: Brazil, 2003, ¶110, U.N. Doc. A/58/38. 
61 Id. ¶126. 
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measures be taken to guarantee effective access of women to health-care information and 

services, particularly regarding sexual and reproductive health, including young women, 

women   from   disadvantaged   groups   and   rural   women.” According to the Committee, 

“those measures are essential to reduce maternal mortality.”62 

 

In its most recent review of Brazil (2001-2005), the CEDAW Committee again stated its 

concern to the Brazilian State, affirming  “that the rate of maternal mortality remains high, 

indicating precarious socio-economic conditions, low levels of information and education, 

family dynamics associated with domestic violence and particularly difficult access to 

quality  health  services.”63 

 

The Committee on Economic, Social and Cultural Rights (CESCR Committee) has also 

addressed the maternal mortality problem in the region with concluding observations 

directed at Argentina, Bolivia, Brazil, the Dominican Republic, Guatemala, Mexico, 

Panama, and Paraguay.64 

 

In concluding observations directed at Latin American countries, the CESCR Committee, 

for instance, has expressed concern about high maternal mortality rates in Argentina, and 

recommended  that  the  State  reevaluate  public  policies  on  women’s  health.65  The CESCR 

Committee likewise expressed concern about the state of maternal mortality in Bolivia in 

2001, advising the Bolivian State to take measures to reduce the female mortality rate 

caused by unassisted childbirth.66  In 2008, this issue remained on the list of concluding 

observations, with the Committee recommending that   Bolivia   “continue its efforts to 

reduce  maternal  mortality.”67 

 

Regarding maternal mortality rates in Guatemala, in 2003, the Committee expressed 

concern   that   “the current state of sexual and reproductive health of women and the 

                                                
62 Id. ¶127. 
63 CEDAW Committee Concluding Observations: Brazil, 2007, ¶ 29, U.N. Doc. CEDAW/C/BRA/CO/6. 
64 See CLADEM, DERECHOS HUMANOS DE LAS MUJERES, supra note 18; See also UNDP and OHCHR, 
COMPILACIÓN DE OBSERVACIONES FINALES DEL COMITÉ DE DERECHOS ECONÓMICOS, SOCIALES Y 
CULTURALES SOBRE PAÍSES DE AMÉRICA LATINA Y CARIBE: 1989-2004 (Compilation of Concluding 
Observations of the Committee on Economic, Social and Cultural Rights in Latin America and the 
Caribbean: 1989-2004) (2004) [hereinafter UNDP, COMPILACIÓN DE OBSERVACIONES FINALES]. 
65 CESCR Concluding Observations: Argentina, 1999, ¶ 24, U.N. Doc. E/C.12/1/Add.38.  
66 CESCR Committee Concluding Observations: Bolivia, 2001, ¶¶23, 43, U.N. Doc. E/C.12/1/Add.60. 
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incidence of child and maternal mortality is relatively high.”    The Committee 

recommended that the State take action in order to reduce the incidence of maternal 

mortality.68  

 

In 2001, the CESCR Committee noted with concern the situation in Panama, stating that 

“the significant progress achieved in reducing child mortality has not been accompanied 

by a similar reduction in the rate of maternal mortality,”  which had remained constant for 

17   years.      The   Committee   recommended   “urgent measures aimed at reducing the 

excessively high maternal mortality rate, and expan[sion of] the availability and 

accessibility of reproductive and sexual health information and services (...).”69  In 

Caribbean countries such as the Dominican Republic, the CESCR Committee has also 

expressed concern that “the  rate  of  maternal mortality   is  unacceptably  high.”70  Reports 

have   found   that   “the   reported   high   rates   of   maternal   mortality   coupled   with   the   broad  

availability of prenatal and childbirth care available in the Dominican Republic indicate a 

deficiency in the quality of health care services.”71 

 

The CESCR Committee has also addressed the situation in Brazil.  In 2003, the Committee 

noted  “with concern the high rate of maternal mortality from illegal abortion, particularly 

in the northern regions where women have insufficient access  to  health  care  facilities.”72  

The CESCR Committee further called on Brazil to “continue   its   prevention   and   care  

efforts in the field of health by providing sexual and reproductive health services to the 

population, with particular emphasis on those for  women,  young  people  and  children.”73 

 

In 2009, the CESCR Committee again expressed its concern regarding the situation in 

Brazil  and  the  fact  “that maternal mortality rates remain extremely high and that the risk 

of maternal death disproportionately affects marginalized communities, particularly Afro-

Brazilians, indigenous women and women from rural areas.  Furthermore, the Committee 

                                                                                                                                              
67 CESCR Concluding Observations: Bolivia, 2008, ¶ 27f, U.N. Doc. E/C.12/BOL/CO/2.  
68 CESCR Concluding Observations: Guatemala, 2003, ¶¶25, 43, U.N. Doc. E/C.12/1/Add.93. 
69 CESCR Concluding Observations: Panama, 2001, ¶¶ 20, 37, U.N. Doc. E/C.12/1/Add.64. 
70 CESCR Concluding Observations: Dominican Republic, 1996, ¶ 22, U.N. Doc. E/C.12/1/Add.6.  
71 World Bank, A REVIEW OF GENDER ISSUES IN THE DOMINICAN REPUBLIC, HAITI AND JAMAICA, 13 (2002), 
available at http://www-
wds.worldbank.org/external/default/main?pagePK=64193027&piPK=64187937&theSitePK=523679&menu
PK=64187510&searchMenuPK=64187283&siteName=WDS&entityID=000094946_03030704005682. 
72 CESCR Concluding Observations: Brazil, 2003, ¶ 27, U.N. Doc. E/C.12/1/Add.87. 
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notes that these disparities are attributable, in part, to the inequitable distribution of 

emergency obstetric care facilities and to the fact that health-care funding fails to pay 

adequate attention to disadvantaged populations.  The Committee is particularly 

concerned that the majority of maternal deaths are preventable with adequate medical 

care (art. 12.1 and 12.2(d)).”74 Based on this comment, and taking into account the 

Committee’s   General   Comment   No.   14   (2000)   on   the   Right   to   Health,   the   CESCR 

Committee recommended that the Brazilian State: 

 
(a) strengthen measures to reduce maternal mortality rates; 

(b) increase healthcare funding for disadvantaged populations; 

(c) ensure that people living in poverty have access to free primary health care; 

(d) establish community-based maternal healthcare systems and referral systems for 

obstetric emergencies;  

(e) ensure the equitable availability of healthcare facilities, particularly obstetric 

facilities, among economically disadvantaged populations; 

(f) ensure that economically disadvantaged populations have equitable access, in 

particular, to sexual and reproductive healthcare, taking the necessary measures to 

provide obstetric services of a high quality; and 

(g) provide, in its next periodic report, detailed and updated information, including 

disaggregated statistical data and indicators, in order to assess the level of progress 

achieved in that area.75 

 

The Committee on the Rights of the Child (CRC)76 and the Human Rights 
Committee77 have also focused on the issue of maternal mortality in several Latin 

American countries, expressed concern about high maternal death rates, and recommended 

                                                                                                                                              
73 Id. ¶ 62. 
74 CESCR Concluding Observations: Brazil, 2009, ¶ 28, U.N. Doc. E/C.12/BRA/CO/2. 
75  Id. 
76 See e.g., Committee on the Rights of the Child Concluding Observations: Argentina, 2002, ¶ 47(b), U.N. 
Doc. CRC/C/70/Add.70; Chile, 2002, ¶¶ 39-40(b), U.N. Doc. CRC/C/15/Add.173; Chile, 2007, ¶ 55, U.N. 
Doc. CRC/C/CHL/CO/3; Colombia, 2000, ¶ 48, U.N. Doc. CRC/C/15/Add.137; Paraguay, 2001, ¶ 38 (b), 
U.N. Doc. CRC/C/15/Add.166; Peru, 2000, ¶ 24, U.N. Doc. CRC/C/15/Add.120; Peru, 2005, ¶¶ 46 (a) and 
(b), 47 (b). See also CLADEM, DERECHOS HUMANOS DE LAS MUJERES, supra note 18.  
77 See e.g., Human Rights Committee Concluding Observations: Paraguay, 1995, ¶ 28, U.N. Doc. 
CCPR/C/79/Add.48; Paraguay, 2005, ¶ 10, U.N. Doc. CCPR/C/PRY/CO/2 (manifesting ongoing concern 
about the high infant and maternal mortality death rates, especially in rural areas); Peru, ¶ 20, 2000, U.N. 
Doc. CCPR/CO/70/PER. 
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the adoption of effective measures to reduce these rates, including adequate pre-natal and 

post-natal care, among others. 

 

It is clear that the high maternal mortality rates in almost every Latin American country is 

an issue of concern for the U.N. treaty monitoring bodies.  Several common factors can be 

identified as a result of this  pattern  of  violation  of  women’s  human  rights  in  the  region, 

including high maternal mortality rates, the fact that women from socially-excluded groups 

are disproportionately affected (poor, young, black, indigenous, rural, etc.) and the lack of 

adequate and quality maternal health care services.  The situation exposes the multiple 

forms of discrimination that women experience, which only further aggravate the violation 

of their human rights.  

 

In Brazil, maternal mortality rates remain very high.  There are no signs that the country 

will be able to achieve the Millennium Development Goal of reducing maternal mortality 

by 75% by the year 2015.  In this sense, women’s  capacity and freedom to live satisfying 

lives and to pursue life projects are restricted.  To lead a full life, women should be able to 

enjoy their right to a healthy and satisfactory sexual and reproductive life with full 

information and autonomy, free from discrimination, coercion or violence, and, most of all, 

free from preventable maternal death.78  Unfortunately, Alyne da Silva Pimentel’s  

emblematic case exemplifies the ongoing tragedy of maternal mortality in Brazil and Latin 

America as a whole. 

  

IV - VIOLATION  OF  ALYNE  DA  SILVA  PIMENTEL’S HUMAN RIGHTS  
 
Human rights and maternal mortality: right to life, right to health, right to equality 
and non-discrimination 
 
                                                
78 Reproductive health  involves  a  “complete  state  of  physical,  mental  and social well-being and not merely 
the absence of disease or infirmity, in all matters relating to the reproductive system and to its functions and 
processes.”  Reproductive  health  includes  the  right  of men and women to: a) enjoy a satisfying and safe sex 
life; b) to decide freely on the number, spacing and timing of their children; c) the right to be informed of and 
have access to safe, effective, affordable and acceptable family planning methods of their choice; and d) the 
right of access to appropriate health-care services that will enable women to go safely through pregnancy and 
childbirth and provide couples with the best chance of having a healthy infant. See Programme of Action of 
the United Nations International Conference on Population & Development, Cairo, Egypt, Sept. 5-13, 1994, 
U.N. Doc. A/CONF.171/13/Rev.1 (1995) at ¶ 7.2 [hereinafter Cairo Programme of Action]; see also Beijing 
Declaration and Platform for Action: Fourth World Conference on Women, Beijing, China, Sept. 4-15, 1995, 
U.N. Doc. A/Conf.177/20 (1996) at ¶ 94.  
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A. Application of human rights norms to maternal mortality and morbidity 

The recent United Nations Human Rights Council Resolution on Preventable Maternal 

Mortality and Morbidity and Human Rights79 has recognized that maternal mortality and 

morbidity are pressing human rights concerns and that addressing these issues requires 

effective protection of the human rights of women and girls, including the rights to life, to 

equality and non-discrimination, to the benefits of scientific progress and to health, 

including sexual and reproductive health.80  The Brazilian Ministry of Health has also 

recognized that maternal mortality constitutes a violation of the human rights of women 

and children in Brazil.81  Alicia Yamin and Debora Maine, experts in the field of 

reproductive  and  sexual  health  rights,  have  characterized  this  issue  as  “the  right  to  live  free  

of  preventable  maternal  death,”  and stated that the issue of maternal mortality encompasses 

a spectrum of human rights, including but not limited to, the right to life, the right to 

health, and the rights to equality and non-discrimination.82   

 

           1. The Right to Life  

The Convention on the Elimination of All Forms of Discrimination against Women 

(CEDAW  Convention)  protects  women’s  fundamental  rights,  including  the  right  to  life,  by  

prohibiting and seeking to eliminate discrimination against women.  Article 1 of the 

CEDAW Convention defines discrimination against women as any government action that 

denies   women’s   equal   enjoyment   of   human   rights   and   fundamental   freedoms   in   the  

political, economic, social, cultural, civil, or any other field.83  As only women suffer the 

risk of death due to maternal causes, Article 2 imposes an immediate duty on States to 

adopt specific measures that will ensure their equal right to life and health in relation to 

men.84   

                                                
79 U.N. H.R.Coun. Res. on Preventable Maternal Mortality and Morbidity and Human Rights, 11th Sess., 
U.N. Doc. A/HRC/11/L.16 (June 12, 2009). 
80 Id. ¶ 2. 
81 Ministério da Saúde, Pacto Nacional pela Redução da Mortalidade Materna e Neonatal (versão 
preliminar), 2 (March 2004) available at: 
http://dtr2002.saude.gov.br/proesf/Site/Arquivos_pdf_word/pdf/Pacto%20Aprovado%20na%20Tripartite.pdf 
[hereinafter Ministério da Saúde, Mortalidade Materna e Neonatal]. 
82 ADVOCACI, Mortalidade Materna e direitos humanos, supra note 7, at 11. See also e.g., Cook R. & 
Dickens B., Advancing Safe Motherhood through Human Rights, WHO Occasional Paper 5 (2001). 
83 Convention on the Elimination of All Forms of Discrimination against Women, adopted Dec. 18, 1979, 
G.A. Res. 34/189, UN GAOR, 34th Sess., Supp. No. 46 at 193, art. 1, U.N. Doc. A/34/46  U.N.T.S. 13 
(ratified by Brazil Feb.1, 1984) [hereinafter CEDAW]. 
84 ADVOCACI and CLADEM, MONITORING ALTERNATIVE REPORT ON THE SITUATION OF MATERNAL 
MORTALITY IN BRAZIL TO THE COMMITTEE ON ECONOMIC, SOCIAL AND CULTURAL RIGHTS (April 2003), 
available at http://www.cladem.org/english/regional/monitoreo_convenios/descMMbrasili.asp; see also 



 18 

 

Article 6 (1) of the International Covenant on Civil and Political Rights (ICCPR), ratified 

by  Brazil,   establishes   that,   “Every  human  being  has   the   inherent   right   to   life.    This right 

shall be protected by law.  No   one   shall   be   arbitrarily   deprived   of   his/her   life.”85  The 

Human Rights Committee has explained that the expression  “inherent  right  to  life” cannot 

be properly understood in a restrictive manner, and the protection of this right requires that 

States   adopt   positive   measures.”86  Positive measures, according to the Human Rights 

Committee, include measures necessary to reduce infant mortality and increase life 

expectancy.87 

 

The European Commission of Human Rights has also affirmed States’ duties to implement 

appropriate and adequate measures  to  protect  their  citizens’ lives and health.  In Tavares v. 

France,88 the European Commission of Human Rights considered a complaint alleging a 

violation of the right to life of a woman who had died in childbirth.  While the complaint 

was not admitted on technical grounds, the Commission affirmed that the right to life 

demands State action to not only prevent intentional killing, but also to protect life from 

unintentional loss.  

 

The right to life and the right to equality and non-discrimination are also protected in 

Article 5 of the Brazilian Federal Constitution: “All   are   equal   before   the   law,   with   no 

distinction of any kind, guaranteeing Brazilians and foreigners residing in the country the 

inviolability   of   their   right   to   life   (…).”89  Clause I of the same article adds: “Men   and  

women are equal in rights and obligations under the terms of this Constitution.”90 

                                                                                                                                              
CEDAW, supra note 83, art. 2; CECSR Committee, General Comment 14: The Right to the Highest 
Attainable Standard of Health, ¶ 30, U.N. Doc. E/c.12/2000/4 (Aug. 11, 2000) [hereinafter CESCR General 
Comment 14].  (“States  parties  have  immediate  obligations  in  relation  to  the  right  to  health, such as the 
guarantee  that  the  right  will  be  exercised  without  discrimination  of  any  kind.”;;  “the  notion  of  the  ‘highest  
attainable  standard  of  health’…takes  into  account…the  individual’s  biological  and  socio-economic 
conditions.”)  See  also  CEDAW  Committee, General Recommendation No. 24: Women and Health, 20th 
Sess., ¶ 12, U.N. Doc. A/54/38 (1999) [hereinafter CEDAW, General Recommendation No. 24]. 
85 International Covenant on Civil and Political Rights, adopted Dec. 16, 1966, G.A. Res. 2200ª (XXI), UN 
GAOR, 21st Sess., Supp. No. 16, at 52, art. 6(1), U.N. Doc. A/6316 (1966), 999 U.N.T.S. 171 (entered into 
force Mar. 23, 1976) [hereinafter ICCPR]. 
86 Human Rights Committee, General Comment 6: Right to Life, ¶ 5, U.N. Doc. HRI/GEN/1/Rev.6 at 129 
(2003). 
87 Id. 
88 Tavares vs. France (1991), Eur. Comm. H.R., Application No. 16593/90. 
89 Constituição da República Federativa do Brasil. Promulgada em 05.10.1988, art. 5 [hereinafter 
Constitution of Brazil]. 
90 Id. art. 5(I). 
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The right to life in the context of preventable maternal death means that the State must 

ensure “the  right  of  access  to  appropriate  healthcare  services  that  will  enable  women  to  go  

safely through pregnancy and childbirth and will provide couples with the best chance of 

having  a  healthy  infant.”91   

 

In Brazil, the five main causes of pregnancy related deaths are: arterial hypertension, 

hemorrhage, puerperal infections, abortion, and circulatory system diseases aggravated by 

pregnancy, childbirth and postnatal care.92  These causes have a more than 90% probability 

of being avoided with proper care and are thus directly related to the lack of access to 

quality care.93  The right to life is therefore violated “every   time   a   woman   dies   from  

preventable maternal death in Brazil due to the lack of access to a hospital bed or to poor 

obstetric care at childbirth.”94 

 
Alyne suffered a preventable maternal death. Alyne sought medical treatment in 

sufficient time to obtain appropriate preventative care.  Her health care provider should 

have immediately detected and treated her for intrauterine fetal death.  Instead, the lack of 

access to emergency obstetric facilities and grossly negligent health care she received led to 

the hemorrhage which caused her avoidable death.  

  

2. The Right to Health 

Article 12 of the CEDAW Convention establishes the obligation of States to take all 

appropriate measures to eliminate discrimination against women in the field of health care, 

as well as their immediate   obligation   to   “ensure to women appropriate services in 

connection with pregnancy, confinement and the post-natal period, granting them free 

services where necessary, as well as adequate nutrition during pregnancy and lactation.”95  

According to the CEDAW Committee, “It is the duty of States parties to ensure women's 

                                                
91 Cook R. & Dickens B., Advancing Safe Maternity through Human Rights, WHO Occasional Paper 5 
(2001), at 32-33.  (translated by CEPIA in September, 2003); Cairo Programme of Action, supra note 78, at ¶ 
7.2. 
92 Relatório da Comissão Parlamentar de Inquérito (CPI), MORTES MATERNAS NO BRASIL (2001), available 
at http://www.portalmedico.org.br/biblioteca_virtual/cpi/CPIMortalidade_Matern.htm. [hereinafter CPI 
Report]. Note that these common complications may appear in different percentages in each state (Capitula 
2).  
93 Id. Capitula 2. 
94 ADVOCACI, Mortalidade Materna e direitos humanos, supra note 7.  
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right to safe motherhood and emergency obstetric services and they should allocate to these 

services the maximum extent of available resources.”96  The right to health and the 

protection of maternity are also expressly guaranteed in the Brazilian Constitution.97 

 

The right to health in the context of maternal mortality entails that States parties ensure 

women’s   access   to   timely,   safe, and effective health services and procedures in order to 

avoid preventable maternal deaths.  Article 12 of the International Covenant on Economic, 

Social and Cultural Rights (ICESCR Convention) establishes that: “The  States  Parties   to  

the present Covenant recognize the right of everyone to the enjoyment of the highest 

attainable standard of physical   and  mental   health.”98  General Comment No. 14 of the 

Committee on Economic, Social and Cultural Rights (CESCR Committee) develops the 

concept of the right to health by detailing its reach, characteristics, and essential 

components, including: availability, accessibility, acceptability and quality of health 

facilities, goods, and services.99  The fulfillment of the right to health protected by Article 

12 of the ICESCR Convention requires access to qualified professionals, adequate 

equipment, and sufficient goods and services that are available, accessible, and acceptable 

to the population attended - in this case women during prenatal, childbirth and postnatal 

care.100  

 

While assessment of maternal mortality in Brazil can be extremely difficult due to a lack of 

precise information in medical records and gaps in obituary records,101 a Parliamentary 

Commission of Inquiry (CPI) report documents  Brazil’s  failure  to  fulfill  the  elements  of  the  

right to health.102  The report outlines the lack of skilled attendance along with the dearth of 

sufficient emergency obstetric services in Brazil.103  The Commission also found that there 

                                                                                                                                              
95 CEDAW, supra note 83, art. 12(2). 
96 CEDAW, General Recommendation No. 24, supra note 84, at ¶ 27. 
97 Constitution of Brazil, supra note 89, art. 6. 
98 International Covenant on Economic, Social and Cultural Rights, Dec. 16, 1966, 993 U.N.T.S. 3 (ratified 
by Brazil Jan. 24, 1992), in State   of   São   Paulo   General   Attorney’s   Office,   International Instruments of 
Human Rights, Researching Center, Series Documents n. 14, December 1996. 
99 Committee on Economic, Social and Cultural Rights, General Comment No. 14: The Right to the Highest 
Attainable Standard of Health, U.N. Doc. e/c.12/2000/4 (Aug. 11, 2000). 
100 Id. ¶¶ 13-14. 
101 Ministério da Saúde, Mortalidade Materna e Neonatal, supra note 81, at 4. 
102 CPI report, supra note 92. 
103 Id. (Atendimento profissional, Assistência institucional). 
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are insufficient blood banks to properly meet hospital demands;104 this is particularly 

problematic since hemorrhage is one of the most common causes of preventable maternal 

death.  Additionally, inadequate referral and transportation systems are endemic in the 

Brazilian health care system and prevent women from accessing health care facilities in a 

timely manner.105 

 

Economic, social, and cultural rights are subject to progressive realization and resource 

availability under the ICESCR Convention.  States, however, have an obligation to 

immediately guarantee core minimum levels of a right, including non-discriminatory access 

to health facilities, goods, and services.106  Obligations  of  “comparable  priority” to a core 

obligation include protection of reproductive, maternal, and child health care, as well as 

appropriate training of health personnel.107  Additionally, Brazil, as a more developed state, 

has a higher duty of resource allocation108 to address the issue of maternal mortality and 

morbidity.  

 

Alyne da Silva Pimentel’s   case   exemplifies   the  current flaws in the Brazilian health care 

system and is representative   of   the   systemic   violations   of   women’s right to life and 
health in Brazil: Her physician did not provide a timely, appropriate diagnosis nor did 

Alyne have appropriate access to emergency obstetric facilities due both to the limited 

available facilities in her area and to delays in referral services at the health facilities she 

did manage to access.  The doctors who attended Alyne should have first detected the death 

of the fetus and immediately induced delivery; next, determined that all the placental parts 

had not been removed; and then, immediately scheduled surgery in a health facility with 

skilled staff and sufficient emergency equipment which included blood supplies for 

transfusion.  

 
Alyne suffered all three delays related to maternal mortality identified in the public 
health literature: delays in correct diagnosis, delays in receiving appropriate treatment in 

                                                
104 Id. (Pouca disponibilidade de sangue). The report outlines that in 1997 in Curitiba, Paraná, a city with 
high resources in comparison to the rest of the country, it was difficult to obtain necessary blood supplies in 
40% of cases. 
105 Id. (Dificuldade de Referência e Transporte). 
106 CESCR General Comment 14, supra note 84, ¶ 43(a). 
107 Id. ¶ 44(a) and (e). 
108 Report of the Special Rapporteur on the right of everyone to the enjoyment of the highest attainable 
standard of physical and mental health, 61st Sess., ¶ 55, U.N. Doc. A/61/338 (2006). 
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the first health unit and, finally, when the situation became even more aggravated, delays in 

transfer to another, better equipped unit.109  

 

These delays were avoidable and are representative of systematic problems within the 

Brazilian health care system.  The death of Alyne due to avoidable health system failures 

demonstrates the   State’s   failure   to   take   positive   measures   and to maximize available 

resources to fulfill its obligations under Article 2 and 12 of the CEDAW Convention. 

 

 
3. The Right to Equality and Non-Discrimination  

The duty to eliminate discrimination in access to health care under Article 12(1) of the 

CEDAW Convention must also be examined in conjunction with Article 5 of the 

International Convention on the Elimination of all forms of Racial Discrimination (ICERD 

Convention),110 which establishes the fundamental obligations of the  State  to  “prohibit  and  

eliminate racial discrimination in all its forms and to guarantee the right of everyone, 

without distinction as to race, color, or national or ethnic origin, to equality before the law, 

notably   in   the  enjoyment  of   the  following   rights   (…)   iv)   the   right   to  public  health,   [and]  

medical  care.”111 

 

Brazil is a country of great regional and social disparity.  Certain populations and groups of 

women can be subject to multiple levels of discrimination based on level of education,112 

socio-economic condition,113 race or ethnicity,114 place of residence,115 and regional 

                                                
109 Federation of International Gynecologists and Obstetricians (FIGO), Committee for Study of Ethical 
Aspects  of  Human  Reproduction  and  Women’s  Health,  ETHICAL ISSUES IN OBSTETRICS AND GYNECOLOGY, 
SAFE MOTHERHOOD, 64 (2006), available at 
http://www.figo.org/files/figo-corp/docs/Ethics%20Guidelines%20-%20English%20version%202006%20-
2009.pdf. (Maternal deaths are nearly always related to three delays in implementing appropriate care: a 
delay in the recognition of life threatening complications, a delay in transfer to medical settings and 
a  delay  in  access  to  proper  obstetrical  treatment.”) 
110 Convention on the Elimination of All Forms of Racial Discrimination, G.A. Res. 2106 (XX), Annex, 20 
U.N. GAOR Supp. (No. 14) at 47, U.N. Doc. A/6014 (1966), 660 U.N.T.S. 195 (ratified by Brazil Mar. 27, 
1968) [hereinafter CERD]. 
111 Id. art. 5(iv). 
112 Alearte Leandro Martins, Mortalidade materna de mulheres negras no Brazil.  (“Maternal  mortality  
among  black  women  in  Brazil”)  Cad.  Saúde  Pública,  Rio  de  Janeiro,  22  (11)  2474,  2473-2479 (2006). 
113  CPI Report, (Perfil Social da Mulher), supra note 92. Black women in Brazil earn 37.6% less than white 
women,  and  women  in  general  earn  approximately  63%  of  a  man’s  salary. 
114 See IPEA et. al., RETRATO DA DESIGUALDADE, supra note 56.  (According to the IPEA (Institute of 
Applied Economic Research), poverty and indigence in Brazil vary according to the population race (skin 
color). In 2006 the Institute found that 41.7% of the black population lived below the poverty line as opposed 
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disparities116 and are therefore more vulnerable to maternal mortality and morbidity.  

Women living in the northern, northeastern, and central east regions, for instance, have a 

higher risk of maternal death than women living in other regions of the country.117  

 

Certain health problems in Brazil are more prevalent among specific racial and ethnic 

groups.  A higher frequency of myoma, arterial hypertension, and falciform anemia, for 

example, has been found among black women.118  Since arterial hypertension is a leading 

cause of maternal death, it follows that black women also face particular vulnerability to 

maternal mortality or morbidity resulting from this condition.  Relatively simple measures 

can, however, be taken during the pre-natal period to prevent maternal mortality from 

arterial hypertension.  

 

Alyne da Silva Pimentel falls within the most common high-risk categories of women 

susceptible to preventable maternal mortality in Brazil: young (28), low-income, low level 

of education, of Afro-descent, and living in Belford Roxo, one of the poorest areas in the 

Baixada Fluminese area, in the State of Rio de Janeiro.  

 

States have a duty to examine the effect of their laws and policies,119 and they have special 

obligations to vulnerable or marginalized groups.120  The fact that the highest preventable 

maternal death rates in Brazil occur among women in these vulnerable groups shows that, 

"the violation of the right to life by maternal death in such situations occurs concomitant to 

the violation of the right to equality and non-discrimination, in particular on the basis of 

sex and gender, race/ethnic group and socio-economic condition.121 Alyne’s   case   is  

                                                                                                                                              
to 20% of the white population.  About 17% of the black population received less than one quarter of the 
minimum wage per capita while only 6.6% of the white population lived in this situation.) 
115 Alyne  and  her  family’s  insufficient  access  to  health  equipment  can  be  regarded  as  a  consequence  of  their  
living in the Baixada Fluminense area of the State of Rio de Janeiro.  In this area, women are at a higher risk 
for maternal mortality and morbidity due to the inferior health care services offered compared to private 
clinics in the southern part of the city, where the population is of a higher socio-economic status.   
116 CPI Report, (Perfil Social da Mulher), supra note 92. (21% of the population in the North and 43% of the 
population in the Northeast suffers from poverty as opposed to the Central West and South where 18% and 
15% of the population, respectively, suffers from poverty.)  
117 CPI Report, (Perfil Social da Mulher), supra note 92. 
118 Id. (Cor/Raça). 
119 CEDAW, supra note 83, art. 1; CERD, supra note 110, art 1(1). CESCR, General Comment 16: The 
equal right of men and women to the enjoyment of all economic, social and cultural rights, U.N.Doc. 
E/C.12/2005/3 (August 11, 2005). 
120 CEDAW Committee, General Recommendation No. 24, supra note 84, at ¶ 6. 
121 ADVOCACI, Mortalidade Materna e direitos humanos, supra note 7, at 85.  
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representative   of   Brazil’s   violation   of   the   rights   of   equality   and   non-discrimination in 

access to health care. 

 

 

B. The Treatment of Alyne by her Health Care Providers Constitutes Violence 
against Women 

The CEDAW Committee affirmed in its General Recommendation 19 that violence against 

women constitutes discrimination against women under the Convention.122  The Inter-

American Convention on the Prevention, Punishment and Eradication of Violence against 

Women (Convention of Belém do Pará, 1994),123 ratified by Brazil, clearly establishes that 

the right of women to live free from violence encompasses the right to respect for her 

life,124 physical, moral and mental integrity,125 and personal liberty and security;126 the right 

not to be subject to torture;127 the right to be respected in their inherent dignity;128 the right 

to equality;129 and the right to live free from all forms of discrimination.130 

 

The Convention of Belém do Pará encompasses violence against women in all spheres, and 

expressly includes the violence that takes place in health facilities.131  This treaty also 

refers specifically to violence that is perpetrated or condoned by the State and its agents 
regardless of where it occurs,132 which applies to the institutional violence suffered by 

Alyne in the case in question.  The Convention also calls upon States to give special 

protection to women who are more vulnerable to violence due to their race, pregnancy, or 

socio-economic conditions, among other reasons.133 

 

                                                
122 CEDAW Committee, General Recommendation 19: Violence against Women, ¶ 6, U.N. Doc. A/47/38 
(1993). (In General Recommendation 19, the CEDAW Committee defines violence against women as 
“…violence  against  a  woman  because  she  is  a  woman  or  which  affects  women  disproportionately.”) 
123 Inter-American Convention on the Prevention, Punishment and Eradication of Violence Against Women, 
(Convention of Belém do Pará) adopted  June 9, 1994, OAS Treaties Register A 61; 33 I.L.M. 1534 (1994), 
(entered into force March 5, 1995). 
124 Id. art. 4(a). 
125 Id. art. 4(b). 
126 Id. art. 4(c). 
127 Id. art. 4(d). 
128 Id. art. 4(e). 
129 Id. art. 4(f). 
130 Id. art. 6(a). 
131 Id. art. 2(b). 
132 Id. art. 2(c).  
133 Id. art. 9. 
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Alyne sought medical care for her extreme pain and nausea but was ignored, then chastised 

for seeking treatment from the emergency room.  When finally admitted, she was left 

unattended despite her continued nausea and extreme state of health.  After labor was 

induced, the surgery necessary to remove all the placental parts did not take place for 14 

hours.  When Alyne subsequently began hemorrhaging and experiencing disorientation and 

extreme physical weakness, the staff at the health center took no steps to determine the cause 

of her condition.  The staff at the health  center  allowed  Alyne’s  condition  to  deteriorate  for  a  

full day before attempting to transfer her to a better facility.  When finally transferred, she 

was left almost completely unattended for 21 hours on a cot in the hallway until her death.  

The negligent treatment Alyne received at the hands of her healthcare providers was not only 

a violation of her dignity and physical and mental integrity, but also constitutes violence 

against women.  

 
C. State Responsibility 

The international human rights system is based on the principle that State parties to 

international human rights treaties accept the responsibility to ensure the promotion and 

protection of the human rights of the population within its territory.  In Velásquez 

Rodríguez v. Honduras,134 the Inter-American Court of Human Rights held that not only 

does the state have the obligation to respect and ensure the fulfillment of protected rights135 

and to adopt all required measures to ensure their implementation in the public sphere, the 

state also has a duty of due diligence to prevent and respond to human rights violations in 

the private sphere.136  This holding is equally applicable to the issue of maternal mortality 

in a country with high rates of maternal death from preventable causes.137  

 

The Brazilian government points to the creation of its Maternal Mortality Committees as 

evidence of its commitment to reducing maternal mortality in the country.  The role of 

these committees is to monitor and evaluate cases of maternal death in order to determine if 

these deaths were preventable.138  Yet, while the State has attempted to increase the number 

                                                
134 Inter-American Court of Human Rights, Velásquez Rodriguez, Judgment of July, 29, 1988, series n. C. 
(see ¶¶ 166, 172 and 174-177). 
135 Id. ¶ 165-167. 
136 Id. ¶ 172. 
137 ADVOCACI, Mortalidade Materna e direitos humanos, supra note 7, at 29-30. 
138 In  Concluding  Observations   to  Brazil   in  2007,   the  CEDAW  Committee  recommended   that  Brazil  “(…)  
monitor closely the implementation of the National Pact for the Reduction of Maternal Mortality at state and 
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and improve the function of the Maternal Mortality Committees, the committees have 

affected no change in the maternal mortality rate and continue to perform inadequately in 

detecting and preventing avoidable maternal deaths.139  Fulfillment of the right to health 

contains obligations of conduct, in terms of developing health policies, but also of result in 

terms of actually achieving a reduction of maternal mortality.140  Implementation of 

ineffective   maternal   mortality   committees   is   insufficient   to   meet   Brazil’s   obligations   to 

reduce maternal mortality. 

  

D. Conclusion 
The case of Alyne da Silva Pimentel clearly reveals violations of the right to life, health, 

equality and non-discrimination.141  The Brazilian State “is   responsible   for   assuring   the  

right of women to equality and non-discrimination in relation to men – and especially in 

relation to women who suffer from socio-economic disadvantages. Therefore, the State 

must  work  to  increase  the  value  placed  on  these  women’s  lives  in  order  to  break  with  the  

culture that sees maternal death as natural, and face it as a serious violation of human 

rights.”142 

 

In light of the present case under examination, the Brazilian State should fulfill its 

obligations  “to solve health system failures and avoid maternal deaths due to preventable 

causes; in order to do that, measures must be taken to respect and provide for human rights 

and remedy the violations derived from preventable maternal death by means of 

appropriate  legal,  administrative,  legislative  and  judicial  actions.”143  

 

The Latin-American and Caribbean Committee for the Defense   of   Women’s   Rights  

(CLADEM) requests that the Honorable CEDAW Committee admit this Amicus Curiae 

and take into account the arguments presented therein when analyzing the communication 

on the case of Alyne da Silva Pimentel.  This is a paradigmatic case for Brazil and for the 

                                                                                                                                              
municipal   levels,   including   by   establishing   maternal   mortality   committees   where   they   still   do   not   exist.”  
CEDAW Committee Concluding Observations: Brazil, 2007, ¶ 30, U.N. Doc. CEDAW/C/BRA/CO/6. 
139 Cook R.J. & Galli M.B. Invoking Human Rights to Reduce Maternal Deaths, 363 Lancet 73 (2004).  See 
also CPI report, supra note 92. 
140 International Commission of Jurists (ICJ), Maastricht Guidelines on Violations of Economic, Social and 
Cultural Rights, ¶ 7, 26 January 1997, available at: http://www.unhcr.org/refworld/docid/48abd5730.html.  
141 ADVOCACI, Mortalidade Materna e direitos humanos, supra note 7, at 72. 
142 Id. 33. 
143 Id. 
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entire Latin American and Caribbean region.  The decision from this distinguished 

Committee will set a precedent of great relevance in the international system of human 

rights protection, with particular impact on State actions in the situation of maternal 

mortality. 
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