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ParT {: HumaN RIGHTS AND PusLiC HEALTH

s an entry to the world of health and ht_xman rights t‘hlnk‘ﬂi anil‘l act;o:‘:
" :hapters in this section also include a primer on publ@ head ;xfi one o
1an rights. These chapters are drawn froma mgnual .mtend ed for us idz
sle in the fields of public health and. 'human nght.s in or lir to p;'o:on-
icient knowledge of each field to facilitate a practical working rg ati -
. between them. Since this reader is intended for people mterest-?. in o1 ne
yoth of these domains, we hope that even those' already fami 1har wi
er public health or human rights will read these mtroduc?ory.c alf)te{tsk;
ch set the stage for consideration of the complex and fascinating hea

human rights paradigm.

Health and Human Rights 1.

Jonathan M. Mann, Lawrence Gostin, Sofia Gruskin,
Troyen Brennan, Zita Lazzarini, and Harvey Fineberg

Jonathan Mann; Lawrence Gostin, Sofia Gruskin, Troyen Brennan, Zita I_..azzarini, A
and Harvey Fineberg, Health and Human Rights,” in Jonathan Mann, Michael A.
Grodin, Sophia Gruskin and George J. Annas, Health and Human Rights: A Reader,

London and New York: Rb\idedge, pp: 7-20.

Health and human rights have rarely been linked in an explicit manner. With
few exceptions, notably involving access to health care, discussions about
health have not included human rights considerations. Similarly, except
when obvious damage to health is the primary manifestation of a human
rights abuse, such as with torture, health perspectives have been generally
absent from human rights discourse.

Explanations for the dearth of communication between the fields of
health and human rights include differing philosophical perspectives, vocab-
ularies, professional recruitment and training, societal roles, and methods of
work. In addition, modern concepts of both health and human rights are
complex and steadily evolving. On a practical level, health workers may
wonder about the applicability or utility (“added value”), let alone necessity,
of incorporating human rights perspectives into their work, and vice versa.
In addition, despite pioneering work seeking to bridge this gap in bioethics,!
jurisprudence,? and public health law,3 a history of conflictual relationships
between medicine and law, or between public health officials and civil liber-
ties advocates, may contribute to anxiety and doubt about the potential for
mutually beneficial collaboration.

Yet health and human rights are both powerful, modern approaches to
defining and advancing human well-being. Attention to the intersection
of health and human rights may provide practical benefits to those engaged
in health or human rights work, may help reorient thinking about major
global health challenges, and may contribute to_broadening human rights
thinking and practice. However, meaningful dialogue about interactions
between health and human rights requires a common ground. To this end,
following a brief overview of selected features of modern health and human
rights, this chapter proposes a provisional, mutually accessible framework for
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structuring discussions about research, promoting cross-disciplinary educa-
tion, and exploring the potential for health and human rights collaboration.

MODERN CONCEPTS OF HEALTH

Modern concepts of health derive from two related although quite different
disciplines: medicine and public health. While medicine generally focuses on
the health of an individual, public health emphasizes the health of popula-
tions. To oversimplify, individual health has been the concern of medical and
other health care services, generally in the context of physical (and, to a lesser
extent, mental) illness and disability. In contrast, public health has been de-
fined as “[ensuring] the conditions in which people can be healthy.”4 Thus,
public health has a distinct health-promoting goal and emphasizes preven-
tion of disease, disability, and premature death.

Therefore, from a public health perspective, while the availability of
medical and other health care constitutes one of the essential conditions for
health, it is not synonymous with “health.” Only a small fraction of the vari-
ance of health status among populations can reasonably be attributed to
health care; health care is necessary but clearly not sufficient for health.s

‘The most widely used modern definition of health was developed by the
World Health Organization (WHO): “Health is a state of complete physi-
cal, mental and social well-being and not merely the absence of disease or
infirmity.”6 Through this definition, WHO has helped to move health think-
ing beyond a limited, biomedical, and pathology-based perspective to the
more positive domain of “well-being.” Also, by explicitly including the
mental and social dimensions of well-being, WHO radically expanded the
scope of health and, by extension, the roles and responsibilities of health
professionals and their relationship to the larger society.

The WHO definition also highlights the importance of health promotion,
defined as “the process of enabling people to increase control over, and to
improve, their health.” To do so, “an individual or group must be able to
identify and realize aspirations, to satisfy needs, and to change or cope with
the environment.”” The socictal dimensions of this effort were emphasized
in the Declaration of Alma-Ata (1978), which described health as a “social
goal whose realization requires the action of many other social and economic
sectors in addition to the health sector.”8

Thus, the modern concept of health includes yet goes beyond health care
to embrace the broader societal dimensions and context of individual and
population well-being. Perhaps the most far-reaching statement about the
expanded scope of health is contained in the preamble to the WHO Consti-
tution, which declared that “the enjoyment of the highest attainable stan-

dard of health is one of the fundamental rights of every human being.”?

MODERN HUMAN RIGHTS
The modern idea of human rights is similarly vibrant, hopeful, ambitious,
and complex. While there is a long history to human rights thinking, agree-
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ment was reached that all people are “born free and equal in dignity and
rights”10 when the promotion of human rights was identified as a principal
purpose of the United Nations in 1945.11 Then, in 1948, the Universal
Declaration of Human Rights was adopted as a universal or common stan-
dard of achievement for all peoples and all nations.

The preamble to the Universal Declaration proposes that human rights
and dignity are self-evident, the “highest aspiration of the common people,”
and “the foundation of freedom, justice and peace.” “Social progress and
better standards of life in larger freedom,” including the prevention of
“barbarous acts which have outraged the conscience of mankind,” and,
broadly speaking, individual and collective well-being, are considered to
depend upon the “promotion of universal respect for and observance of
human rights.”

Several fundamental characteristics of modern human rights include:
they are rights of individuals; these rights inhere in individuals because they
are human; they apply to all people around the world; and they principally
involve the relationship between the state and the individual. The specific
rights that form the corpus of human rights law are listed in several key
documents. Foremost is the Universal Declaration of Human Rights
{UDHR), which, along with the United Nations Charter (UN Charter), the
International Covenant on Civil and Political Rights (ICCPR)—and its
Optional Protocols—and the International Covenant on Economic, Social
and Cultural Rights (ICESCR), constitute what is often called the “Interna-
tional Bill of Human Rights.” The UDHR was drawn up to give more
specific definition to the rights and freedoms referred to in the UN Charter.
The ICCPR and the ICESCR further elaborate the content set out in the
UDHR, as well as set out the conditions in which states can permissibly
restrict rights.

Although the UDHR is not a legally binding document, nations (states)
have endowed it with great legitimacy through their actions, including its
legal and political invocation at the national and international levels. For ex-
ample, portions of the UDHR are cited in numerous national constitutiohs,
and governments often refer to the UDHR when accusing other governments
of violating human rights. The Covenants are legally binding, but only on the
states that have become parties to them. Parties to the Covenants accept cer-
tain procedures and responsibilities, including periodic submission of reports
on their compliance with the substantive provisions of the texts.

Building upon this central core of documents, a large number of addi-
tional declarations and conventions have been adopted at the international
and regional levels, focusing upon either specific populations (such as the
International Convention on the Elimination of All Forms of Racial Discrim-
ination, entered into force in 1969; the Convention on the Elimination of All
Forms of Discrimination Against Women, 1981; the Convention ot the
Rights of the Child, 1989); or issues {such as the Convention Against
Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment,
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entered into force in 1987; the Declaration on the Elimination of All Forms
of Intolerance and of Discrimination Based on Religion or Belief, 1981).

Since 1948, the promotion and protection of human rights have received
increased attention from communities and nations around the world. While
there are few legal sanctions to compel states to meet their human rights
obligations, states are increasingly monitored for their compliance with
human rights norms by other states, nongovernmental organizations, the
media, and private individuals. The growing legitimacy of the human rights
framework lies in the increasing application of human rights standards by a
steadily widening range of actors in the world community. The awarding of
the Nobel Peace Prize for human rights work to Amnesty International and
to Ms. Rigoberta Menchu symbolizes this extraordinary level of contempo-
rary interest and concern with human rights.

Since the late 1940s, human rights advocacy and related challenges have
gradually extended the boundaries of the human rights movement in four
related ways. First, the initial advocacy focus on civil and political rights and
certain economic and social rights is expanding to include concerns about the
environment and global socioeconomic development. For example, although
the right to a “social and international order in which (human rights) can be
fully realized” (UDHR, Article 28) invokes broad political issues at the
global level, attention to this core concept as a right has grown only in recent
years.

Second, while the grounding of human rights thinking and practice in law
(at national and international levels) remains fundamental, wider social
involvement and participation in human rights struggles is increasingly
broadening the language and uses of human rights concepts.

Third, while human rights law primarily focuses on the relationship

between individuals and states, awareness is increasing that other societal
institutions and systems, such as transnational business, may strongly influ-
ence the capacity for realization of rights, yet they may elude state control.
For example, exploitation of natural resources by business interests may seri-
ously harm rights of local residents, yet the governmental capacity to protect
hurnan rights may be extremely limited, or at best indirect, through regula-
tion of business practices and laws that offer the opportunity for redress. In
addition, certain individual acts, such as rape, have not been a traditional
concern of human rights law, except when resulting from systematic state
policy (as alleged in Bosnia). However, it is increasingly evident that state
policies impacting on the status and role of women may contribute impor-
tantly, even if indirectly, to a societal context that increases women’s vulner-
ability to rape, even though the actual act may be individual, not
state-sponsored.

Finally, the twin challenges of human rights promotion {hopefully
preventing rights violations; analogous to health promotion to prevent
disease) and protection (emphasizing accountability and redress for viola-
tions; analogous to medical care once disease has occurred) have often been
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approaghed separately. Initially, the United Nations system highlighted
promotion of rights, and the nongovernmental human rights movement
tepde'd to stress protection of rights, often in response to horrific and system-
atic rights violations. More recently, both intergovernmental and nongovern-
fnental agencies have recognized and responded to the funddmental
interdependence of rights promotion and protection.

-In summary, despite tremendous controversy, especially regarding the
philosophical and cultural context of human rights as currently defined, a

vocabulary and set of human rights norms are increasi i
: . asingly becomin
community, national, and global life. &y ing part of

A PROVISIONAL FRAMEWORK: LINKAGES BETWEEN HEALTH AND HUMAN RIGHTS

The goal of linking health and human rights is to contribute to advancing
human well-being beyond what could be achieved through an isolated
health- or human rights-based approach. This chapter proposes a three-part
framework for considering linkages between health and human rights; all are
interconnected, and each has substantial practical consequences. T,he first
two are alref«ldy well documented, although requiring further elaboration
vyhxle the third represents a central hypothesis calling for substantial addiz
tional analysis and exploration.

First, the impact (positive and negative) of health policies, pro:
practices on human rights will be considered. This li:kage w’xlrl’ beg :‘E:;i;;‘;j
by focusing on the use of state power in the context of public health.

. Thg second relationship is based on the understanding that human rights
v1ol§ttons have heaith impacts. It is proposed that all rights violations
particularly when severe, widespread, and sustained, engender importan;
health effects, which must be recognized and assessed. This process engages
'health expertise and methodologies in helping to understand how well-bein
is affected by violations of human rights. ¢

The third.part of this framework is based on an overarching proposition:
tbat promotion and protection of human rights and promotion and protec:
tion of health are fundamentally linked. Even more than the first two
propos.ed relationships, this intrinsic linkage has strategic implications and
potentially dramatic practical consequences for work in each domain.

The First Relationship:

The I t of Health Poilcl , Programs and Practices on Human Rights
Ar_ound the world, health care is provided through many diverse public and
private mec.hanisms. However, the responsibilities of public health are
f:arrled out in large measure through policies and programs promulgated
xm.plemen'ted, and enforced by, or with support from, the state. Therefore,
this first linkage may be best explored by ¢onsidering the impact of pub]ic’
health policies, programs, and practices on human rights.

The three central functions of public health are: assessing health needs
and problems; developing policies designed to address priority health issues;
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and assuring programs to implement strategic health goals.12 Potential bene-
fits to and burdens on human rights may occur in the pursuit of each of these
major areas of public health responsibility.

For example, assessment involves collection of data on important health
problems in a population. However, data are not collected on all possible
health problems, nor does the selection of which issues to assess occur in a
societal vacuum. Thus, a state’s failure to recognize or acknowledge health
problems that preferentially affect 2 marginalized or stigmatized group may
violate the right to nondiscrimination by leading to neglect of necessary
services, and in so doing, may adversely affect the realization of other rights,
including the right to “security in the event of . .. sickness [or] disability”
or to the “special care and assistance” to which mothers and children are
entitled (UDHR, Article 25).

Once decisions about which problems to assess have been made, the
methodology of data collection may create additional human rights burdens.
Collecting information from individuals, such as whether they are infected
with the human immunodeficiency virus (HIV), have breast cancer, or are ge-
netically predisposed to heart disease, can clearly burden rights to security of
person (associated with the concept of informed consent) and of arbitrary in-
terference with privacy. In addition, the right of nondiscrimination may be
threatened even by an apparently simple information-gathering exercise. For
example, a health survey conducted via telephone, by excluding households
without telephones (usually associated with lower socioeconomic status),
may result in a biased assessment, which may in turn lead to policies or pro-
grams that fail to recognize or meet needs of the entire population. Also, per-
sonal health status or health behavior information (such as sexual orientation

or history of drug use) has the potential for misuse by the state, whether di-
rectly or if it is made available to others, resulting in grievous harm to indi-
viduals and violations of many rights. Thus, misuse of information about
HIV infection status has led to: restrictions of the right to work and to edu-
cation; violations of the right to marry and found a family; attacks upon
honor and reputation; limitations of freedom of movement; arbitrary de-

tention or exile; and even cruel, inhuman, or degrading treatment.

The second major task of public health is to develop policies to prevent and
control priority health problems. Important burdens on human rights may
arise in the policy-development process. For example, if a government re-
fuses to disclose the scientific basis of health policy or permit debate on its
merits, or in other ways refuses to inform and involve the public in policy de-
velopment, the rights to “seek, receive and impart information and ideas . . .
regardless of frontiers” (UDHR, Article 19) and “to take part in the govern-
ment . . . directly or through freely chosen representatives” (UDHR, Article
21) may be violated. Then, prioritization of health issues may result in dis-
crimination against individuals, as when the major health problems of a pop-
ulation defined on the basis of sex, race, religion, or language are systemati-
cally given lower priority {e.g., sickle-cell disease in the United States, which
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affects primarily the African-American population; or, more globally, ma-
ternal mqrtality, breast cancer, and other health probler’ns of women) >
N The tl?xrd core function of public health, to assure services capable <;f real-
izing policy goals, is also closely linked with the right to nondiscrimination
When health and social services do not take logistic, financial, and socio:
cul.tural .barriers to their access and enjoyment into account in,tentional or
unintentional discrimination may readily occur. For exampl’e in clinics for
mate.rnal and child health, details such as hours of service. ac;cessibili vig
Pubhc transportation and availability of day care may stron, ly and ad o \
influence service utilization.13 5 adversey
Itis essent'ial to recognize that in seeking to fulfill each of its core functions
and respot'lsq)ilities, public health may burden human rights. In the past,
yvhep restrictions on human rights were recognized, they were often sixl:l 1 ,
justified as necessary to protect public health. Indeed, public health hals)i
.long tradition, anchored in the history of infectious disease control, of limit-
ing the “rights of the few” for the “good of the many.” Thus ' coercive
measures such as mandatory testing and treatment, quarantine ané isolation
are consnd.ere_d basic measures of traditional communicable disease control.14
The pfmc‘:lplc that certain rights must be restricted in order to protect tile
community is explicitly recognized in the International Bill of Human Rights:
limitations are considered permissible to “(secure) due recognitionganci
respect for the r.ights and freedoms of others and of meeting the just require-
meilts of morality, public order and the general welfare in a democratic soci-
ety (UpHR, Article 29). However, the permissible restriction of rights is
bound in several ways, First, certain rights (e.g., right to life, right to be free
from torn‘xre) are considered inviolable under any circu mstan’ces Restriction
of other 1"1ghts must be: in the interest of a legitimate objective-' determined
tl:)y‘ l.a;w; 1m(}l>osefi in the least intrusive means possible; not ir;lposed arbi-
pr:;; gs,e:n strictly necessary in a “democratic society” to achieve its
Unfortunately, public heaith decisions to restrict human rights have
frequently been made in an uncritical, unsystematic, and unscientific manner.
Therefore, t'he prevailing assumption that public health, as articulateci
through §pecxﬁc policies and programs, is an unalloyed public good that does
not require consideration of human rights norms must be challenged. For the
present, it may be useful to adopt the maxim that health poliéies and
programs should be considered discriminatory and burdensom h
rights until proven otherwise. ©on human
Yet this approach raises three related and vital questions. First, wh
should public health officials be concerned about burdening hu.man r’i hts};
Se_cond, to what extent is respect for human rights and dignity compagtiblc'z
with, or complementary ro, public health goals? Finally, how can an optimal
balanc; b.etween public health goals and human rights norms be negotri)ated>
justlfy'mg public health concern for human rights norms could be bascé
on the primary value of promoting societal respect for human rights as well
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as on arguments of public health effectiveness. ‘At least to the ;xtelr:t rt::;
public health goals are not seriously con?pror'msed. by respect for hgman
rights norms, public health, as a state function, is obligated to respect

i nity. o
ng}"}t;eatr:ijdc:f ar;ument for linking human rights and ht?althh promotion 1§
described below. However, it is also impor‘tant to recognize t a; Cc:;te;?l);
rary thinking about optimal strategies for disease co‘ntrol h.as evolved; e (ci)‘ f
to confront the most serious global health thrgat:s, {ncludmg cancer, c;lar liﬁ
vascular disease, and other chronic diseases, injuries, .reprodu_ctxve ea l,
infectious diseases, and individual' and. co_llecnve vnole.nce mcreas_}r}llg y
emphasize the role of personal behavior within a bt:oad social cgr}tex(ti._ uss,
the traditional public health paradigm an‘d strategies develope or }sea;et
such as smallpox, often involving coercive approaches and a<1:t1v1t1e]s t at
may have burdened human rights, are now undex"stood todbc _esﬁ r; e:':ann
today. For example, WHO?’s strategy for preventing spread of tle. w "
immunodeficiency virus (HIV) excludes classic practices such as 15:; aton anl
quarantine (except under truly remarlfabl_e c':xrcx{mstancs:s) an ! \f)'(PflC:;t ()i'
calls for supporting and preventing discrimination against HIV-infecte

i : ) » . . .
pe?lz)hz idea that human rights and public health must inevitably conflict is

increasingly tempered with awareness of the_ix: cgmpl?menta‘;'xty. hHealth
policy-makers’ and practitioners’ lack of fax:mharlty with mo ern human
rights concepts and core documents complicates efforts to .neglotl;aie, in
specific situations and different cultural contexts, the oPtxlll:na] : ancs
between public health objectives and human rights norms. $1mx arly, huma
rights workers may choose not to confront he?lth policies or programs,
either to avoid seeming to undervalue community health. or duehtof?n.celr-
tainty about how and on what grounds to challenge public healtd o l1&:1&1 ;
Recently, in the context of HIV/AIDS,Yngw approaches ha\{e bgen leve op:l 8
seeking to maximize realization of pl:lbllc health goals while simultaneou y
protecting and promoting human r:ghts..15 Yet HIV/AIDS is not u{'g;]u;,
efforts to harmonize health and human rl'ghts goals are clearly possible 13
other areas. At present, an effort to identify h}lman rights burdens create
by public health policies, programs, and practices, followed by n.eiotlatlol:;
toward an optimal balance whenever public health and humanlflg tshgo;ah
appear to conflict, is a necessary minimum. An approach to rea lZl'l‘li ea td
objectives that simultaneously promotes—or at least respects—rights an
dignity is clearly desirable.

The Second Reiatlonship:

Health Impacts Resuiting from Violations of Human_ Rights g .
Health impacts are obvious and inherent in the popul.ar ur'lderstan mgdo
certain severe human rights violations, such as torture, nmpnsonmfnt un he:r
inhumane conditions, summary execution, and “dl.sappearanc:fes. Fo:: t llS
reason, health experts concerned about human rights have increasingly
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made their expertise available 1o help document such abuses. 16 Examples of
this type of medical-human rights collaboration include: exhumation of
mass graves to examine allegations of executions;17 examination of torture
victims;18 and entry of health personnel into prisons to assess health status.19

However, health impacts of rights violations g0 beyond these issues in at
least two ways. First, the duration and extent of health impacts resulting
from severe abuses of rights and dignity remain generally underappreci-
ated. Torture, imprisonment under inhumane conditions, or trauma associ-
ated with witnessing summary executions, torture, rape, or mistreatment of
others have been shown to lead to severe, probably lifelong effects on phys-
ical, mental, and social well-being.20 In addition, a more complete under-
standing of the negative health effects of torture must also include its broad
influence on mental and social well-being; torture is often used as a politi-
cal tool to discourage people from meaningful participation in or resistance
to government.21

Second, and beyond these serious problems, it is increasingly evident
that violations of many more, if not all, human rights have negative effects
on health. For example, the right to information may be violated when

able. The health cost of this violation can be quantified through measures of
tobacco-related preventable illness, disability, and premature death, includ-
ing excess cancers, cardiovascular disease, and respiratory disease. Other
violations of the right to information, with substantial health impacts,
include governmental withholding of valid scientific health information
about contraception or measures (e.g., condoms) to prevent infection with
a fatal virus (HIV).

‘As another example, the enormous worldwide problem of occupation-
related disease, disability, and death reflects violations of the right to work
under “just and favorable conditions” (UDHR, Article 23). In this context,
the World Bank’s identification of increased educational attainment for
women as a critical intervention for improving health status in developing
countries powerfully expresses the pervasive impact of rights realization (in
this case to education, and to nondiscrimination on the basis of sex) on
population health status.22 _

A related, yet even more complex problem involves the potential health
impact associated with violating individual and collective dignity. The
Universal Declaration of Human Rights considers dignity, along with rights,
to be inherent, inalienable, and universal, ‘While important dignity-related
health impacts may include such problems as the poor health status of many
indigenous peoples, a coherent vocabulary and framework to charactetize

of previously suspected, yet thus far unnamed and therefore undocumented
damage to physical, mental, and social well-heino




16 Mann et al.

Assessment of rights violations’ health impacts is in its infancy. Progress
will require: a more sophisticated capacity to document and assess rights
violations; the application of medical, social science, and public health
methodologies to identify and assess effects on physical, mental, and social
well-being; and research to establish valid associations between rights viola-
tions and health impacts.

Identification of health impacts associated with violations of rights and
dignity will benefit both health and human rights fields. Using rights viola-
tions as an entry point for recognition of health problems may help uncover
previously unrecognized burdens on physical, mental or social well-being.
From a human rights perspective, documentation of health impacts of rights
violations may contribute to increased societal awareness of the importance
of human rights promotion and protection.

The Third Relationship:

Health and H Rights—Exploring an Inextricabl Linkage

The proposal that promoting and protecting human rights is inextricably
linked to the challenge of promoting and protecting health derives in part
from recognition that health and human rights are complementary
approaches to the central problem of defining and advancing human well-
being. This fundamental connection leads beyond the single, albeit broad
mention of health in the UDHR (Article 25} and the specific health-related
responsibilities of states listed in Article 12 of the ICESCR, including: reduc-
ing stillbirth and infant mortality and promoting healthy child development;
improving environmental and industrial hygiene; preventing, treating, and
controlling epidemic, endemic, occupational and other diseases; and assur-
ing medical care.

Modern concepts of health recognize that underlying “conditions” estab-
lish the foundation for realizing physical, mental, and social well-being.
Given the importance of these conditions, it is remarkable how little prior-
ity has been given within health research to their precise identification and
understanding of their modes of action, relative importance, and possible
interactions.

The most widely accepted analysis focuses on socioeconomic status; the
positive relationship between higher socioeconomic status and better health
status is well documented.23 Yet this analysis has at least three important lim-
itations. First, it cannot adequately account for a growing number of discor-
dant observations, such as: the increased longevity of married Canadian men
and women compared with their single (widowed, divorced, never married)
counterparts;24 health status differences between minority and majority pop-
ulations which persist even when traditional measures of socioeconomic sta-
tus are considered;25 or reports of differential marital, economic, and educa-
tional outcomes among obese women, compared with nonobese women.26

A second problem lies in the definition of poverty and its relationship to
health status. Clearly, poverty may have different health meanings; for
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example, distinctions between the health-related meaning of absolute
poverty and relative poverty have been proposed.2

A third, practical difficulty is that the socioeconomic paradigm creates an
ovefwhelming challenge for which health workers are neither trained nor
equipped to deal. Therefore, the identification of socioeconomic status as the
“essential condition” for good health paradoxically may encourage compla-
cency, apathy, and even policy and programmatic paralysis.

However, alternative or supplementary approaches are emerging about
the nature of the “essential conditions” for health. For example, the Ottawa
Sharter for Health Promortion (1986) went beyond poverty to propose that

the ﬁ.mdamental conditions and resources for health are peace, shelter
education, food, income, a stable €co-system, sustainable resource;s sociai
justice and equity.”28 '

Experience with the global epidemic of HIV/AIDS suggests a further
analytic approach, using a rights analysis.29 For example, married, monog-
amous women in East Africa have been documented to be infected with
HIV.'.30 Although these women know about HIV and condoms are accessi-
ble in the marketplace, their risk factor is their inability to control their
?msbands’ sexual behavior or to refuse unprotected or unwanted sexual
mtercourse. Refusal may result in physical harm, or in divorce the equiva-
lent of social and economic death for the woman. Therefo;e women’s
vyln?ra'bilit'y to HIV is now recognized to be integrally connécted with
dxscr‘lmma}non and unequal rights, involving property, marriage, divorce
aqd mhentapce. The success of condom promotion for HIV pre‘:ention ir;

More broadly, the evolving HIV/AIDS pandemic has shown a consistent
pattern through which discrimination, marginalization, stigmatization, and
more generally, a lack of respect for the human rights and dignity of’ indi-’
viduals and groups heighten their vulnerability to becoming exposed to

gbex;.:)lr_nenondin which individual and population vulnerability to disease,
1sability, and premature death is linked to the status of

Fights and oners respect for human

Fl:xtthel: e;plora;ion of the conceptual and practical dimensions of this
relationship 1s required. For example, epidemiologically identified clusters of
pre\{entable dlsease,. excess disability, and premature death could be analyzed
to dlscoyer the speqxﬁ? limitations or violations of human rights and dignity
that are involved. Similarly, a broad analysis of the human rights dimensiohs
of major health problems such as cancer, cardiovascular disease, and injuries
should be developed.. The hypothesis that promotion and protection of
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The concept of an inextricable relationship between health and human
rights also has enormous. potential practical consequences. For example,
health professionals could consider using the International Bill of Human
Rights as a coherent guide for assessing health status of individuals or popu-
lations; the extent to which human rights are realized may represent a better
and more comprehensive index of well-being than traditional health status
indicators. Health professionals would also have to consider their responsi-
bility not only to respect human rights in developing policies, programs, and
practices, but to contribute actively from their position as health workers to
improving societal realization of rights. Health workers have long acknowl-
edged the societal roots of health status; the human rights linkage may help
health professionals engage in specific and concrete ways with the full range
of those working to promote and protect human rights and dignity in each
society.

From the perspective of human rights, health experts and expertise may
contribute usefully to societal recognition of the benefits and costs associated
with realizing, or failing to respect, human rights and dignity. This can be
accomplished without seeking to justify human rights and dignity on health
grounds (or for any pragmatic purposes). Rather, collaboration with
health experts can help give voice to the pervasive and serious impact
on health associated with lack of respect for rights and dignity. In addition,
the right to health can be developed and made meaningful only through
dialogue between health and human rights disciplines. Finally, the impor-
tance of health as a precondition for the capacity to realize and enjoy
human rights and dignity must be appreciated. For example, poor nutri-

tional status of children can contribute subtly yet importantly to limiting
tealization of the right to education; in general, people who are healthy may
be best equipped to participate fully and benefit optimally from the protec-
tions and opportunities inherent in the International Bill of Human Rights.

CONCLUSION
Thus far, different philosophical and historical roots, disciplinary differences
in language and approach, and practical barriers to collaboration impede
recognition of important linkages between health and human rights. The
mutually enriching combination of research, education, and field experience
will advance understanding and catalyze further action around human rights
and health. Exploration of the intersection of health and human rights may
help revitalize the health field as well as contribute ro broadening human
rights thinking and practice. The health and human rights perspective offers
new avenues for understanding and advancing human well-being in the
modern world.
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Human Rights: An Introducti
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There is no more vibrant, hope-filled, and complex idea alive
today than human rights and dignity for all. The struggle to acl
sal support for the idea that “al] human beings are born free .
rights and dignity” has been long and difficult.1

This chapter reviews the main human rights princi ples and pi
a global perspective. It includes a description of:

* The foundation of human rights

® The system, including key documents and institutions that have
developed to promote and protect these rights

* The main categories of human rights

® The mechanisms for monitoring,

responding to, and redressing
rights violations

* The concepts of discrimination and equal opportunity
* The interaction between human rights and health

FOUNDATION OF HUMAN RIGHTS

The basic features of human rights can be summarized in six pt

First, people bave rights simply because they are buman. As s,
entitled to lead a human and dignified life. Human rights seek t
conditions that make life as humane as possible and eniable pe
together in harmony and mutual respect.

Second, buman rights are universal, applying eq ually to all pe:
the world, regardless of who they are or where they live. Huma
sometimes elaborated upon at a regional or national level,
account the specific circumstances and cultural backgrounds
geographic areas. Therefore, in some parts of the world. reeir :

i




