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We Help You File Caveat in Supreme Court Call Ph no 9650499965 or Email at admin@legalserviceindia.com Key facts Human rights are universal rights of all human beings, regardless of race, colour, sex, language, religion, political or other opinion, national or social origin, property, birth or other status. The right to health and other health-related
human rights are legally binding commitments enshrined in international human rights instruments. WHO’s Constitution also recognizes the right to health.Every human being has the right to the highest attainable standard of physical and mental health. Countries have a legal obligation to develop and implement legislation and policies that
guarantee universal access to quality health services and address the root causes of health disparities, including poverty, stigma and discrimination. The right to health is indivisible from other human rights, including the rights to education, participation, food, housing, work and information. Universal health coverage (UHC) grounded in primary
health care helps countries realize the right to health by ensuring all people have affordable, equitable access to health services. OverviewHuman rights are enshrined in human rights instruments. All WHO Member States have ratified at least one international human rights treaty that includes the right to the highest attainable standard of health.
After ratifying a treaty, a country has a legal obligation to protect and fulfil the rights recognized in the treaty. To deliver on binding human rights commitments countries need to adopt a human rights-based approach to health. Health and human rights The right to the highest attainable standard of physical and mental health is enshrined in several
international legal instruments including the International Covenant on Economic, Social and Cultural Rights. It includes freedoms and entitlements. Freedoms include the right to control one’s health and body (for example, sexual and reproductive rights) and to be free from interference (for example, free from torture and non-consensual medical
treatment and experimentation, particularly relevant for persons with disabilities). Entitlements include the right to access quality health services without any discrimination. A human rights-based approach to health commits countries to develop rights-compliant, effective, gender transformative, integrated, accountable health systems and
implement other public health measures that improve the underlying determinants of health, like access to water and sanitation. This means countries must ensure legislation and health policies and programmes respect and advance the realization of human rights. Research shows that proactive measures to comply with human rights obligations
help countries improve substantive equality and build resilience to shocks. For example, applying a human rights framework to reproductive health can help us identify how preventable maternal mortality and morbidity results from a variety of human rights violations including discrimination and lack of access to quality health services. Fundamental
human rights principles A human rights-based approach (HRBA) requires mainstreaming fundamental human rights principles and standards across health services and health system policies, including public health emergency preparation and responses. They include: Non-discrimination and equality: This requires prioritizing the needs of those
furthest behind to achieve equity. Equity is used as a framework in public health to identify and address unfair and remediable health disparities among different sub-populations. HRBA provides legal standards and obligations to put legal protections for equality and non-discrimination into action. Addressing discrimination requires attention to
overlapping and intersecting factors of discrimination notably gender, race, ethnicity, disability, sexual orientation, gender identity and socioeconomic status. An intersectional lens allows for the examination of health inequalities driven by multiple grounds of exclusion and for health interventions to be designed in a way that responds to intersecting
factors. This would include, for example, ensuring that health information is provided in formats that allow people to access the information they need. Participation: Participation requires empowering health service users, communities and civil society to engage in planning, decision-making and implementation processes for health across the
programme cycle and at all levels of the system. To be meaningful, participation must include explicit strategies to address power imbalances, value experiential evidence, and manage conflicts of interest so that the needs and expectations of people are met. Participatory planning techniques can be used to engage beneficiary populations in designing
health services or public spending prioritization.Accountability: Countries must establish accessible and effective accountability mechanisms. These may include administrative and judicial remedies and oversight by other institutions, such as national human rights institutions and health and social care regulators. The United Nations human rights
mechanisms, including the Committee on Economic Social and Cultural Rights, play a crucial accountability role by regularly reviewing countries’ compliance with their health-related human rights obligations. There is a growing recognition of the importance of regulation of non-State actors, such as the private sector and non-governmental
organizations, to ensure they respect and protect human rights. For example, by enacting bans on tobacco advertising, promotion and sponsorship (TAPS), countries are implementing their commitments to manage tobacco control under the WHO Framework Convention on Tobacco Control. One third of countries (66), representing a quarter of the
world’s population, have completely banned all forms of TAPS. Progressive realization and international cooperation Some human rights obligations are of immediate effect, such as the guarantee of non-discrimination. Other components of the right to health, like access to cutting edge health technology, are subject to the principle of progressive
realization. Countries are legally obliged to use the maximum available resources to develop and implement rights-based legislation, policies and programmes. Countries in a position to assist have an obligation to cooperate with those with fewer resources.Core components of the right to health The right to health includes 4 essential, interrelated
elements: availability, accessibility, acceptability and quality. Availability refers to the need for a sufficient quantity of functioning health facilities, goods and services for all. Availability can be measured through the analysis of disaggregated data to different stratifiers including by age, sex, location and socio-economic status and qualitative surveys to
understand coverage gaps. Accessibility requires that health facilities, goods, and services must be accessible to everyone. Accessibility has four dimensions: non-discrimination, physical accessibility, economic accessibility (affordability) and information accessibility. This is particularly important for persons with disabilities who often encounter
significant barriers to health related to the inaccessibility of services, facilities and health information. Assessing accessibility requires analysis of physical, geographical, financial and other barriers to health systems and services, and how they may affect people who are marginalized. It requires the establishment or application of clear norms and
standards in both law and policy to address these barriers. Acceptability relates to respect for medical ethics, culturally appropriate, and sensitivity to gender. Acceptability requires that health facilities, goods, services and programmes are people-centred and cater to the specific needs of diverse population groups and in accordance with
international standards of medical ethics for confidentiality and informed consent. Quality extends to the underlying determinants of health, for example safe and potable water and sanitation as well as requiring that health facilities, goods, and services are scientifically and medically approved. Quality is a key component of universal health coverage
(UHC). Quality health services should be: safe: avoiding injuries to people for whom the care is intended;effective: providing evidence-based services to those who need them; people-centred: providing care that responds to individual needs; timely: reducing waiting times and harmful delays; equitable: providing care that does not vary in quality on
account of age, gender, ethnicity, disability, geographic location, and socio-economic status; integrated: providing a full range of health services throughout the life course; and efficient: maximizing the benefit of available resources and avoiding waste. Human rights treaties which include the right to health WHO response WHO supports countries
to deliver on their human rights commitment to ensure non-discriminatory access to effective, quality health services and the underlying determinants of health. To achieve this goal WHO: advocates for the right to health and other health-related human rights, including through communication campaigns;raises awareness of health-related human
rights, for example on the right to safe healthcare;supports countries to integrate human rights standards into laws, health programmes and policies, for example through development of tools and guidelines such as guidance on human rights in the context of mental health and sexual or reproductive health; builds capacity on a rights-based approach
to health among policymakers; provides evidence, analysis and recommendations related to health and human rights; andcollaborates with other UN entities, to ensure human rights are recognized as a fundamental foundation to effective health service delivery, for example through implementation of the United Nations Disability Inclusion Strategy
across all 3 levels of WHO. Right to health refers to and mean the most attainable levels of health that every human being is entitled to. Health has been much regarded as the basic and fundamental human right by the international community under international human rights law. In contrast to all the other human rights, the right to health creates
an obligation upon the states to ensure that the right to health is respected, protected and fulfilled, and is duly entitled to all its citizens. [i] According to Salmond, every right has a corresponding duty to be fulfilled and there can be no right without a parallel element of duty. [ii] Similarly, there are both positive and negative enforceable contents
regarding the right to health; these ranges from adequate protection by the state, providing equal health care facilities to each individual and imposing the most important obligation upon the state to create such favourable conditions which render the fulfilment of the right to health. [iii] The origination of the right to health dates as back as 1946
when the first international organisation, World Health Organisation (WHQO) came into existence to formulate health terms as human right.[iv]And even prior to the coming of World Health Organisation, there were several countries that have been in the phase of granting of health as a fundamental right. The movement owes its existence to the
industrial revolutions also wherein the workers were treated as commodity and the employers paid no head to the insanitary conditions of working areas. Subsequently, the demand for health grew to the extent that it came to be treated as one of the important aspect of the fundamental and basic human rights that any human being having his/her
existence on earth is entitled to. Health has been defined to mean a state of absolute mental, physical and social well being; and therefore is not only restricted to merely absence of diseases.[v]The definition has been further simplified to include ability to lead economically as well as socially productive life. This led to the expansion of the dimensions
and scope of right to health which has multiple effects on the duty and responsibility of the health professionals along with their relationship with the society at large.[vi] Presently, the international organisation working towards the highest attainment of right to health is the World Health Organisation. Within this, there is a World Health
Organisation Indicatory Metadata Registry (IMR) that acts as a central source of meta-data and lays down certain indicators for the highest attainment of standards ensuring right to health. These standards are followed by World Health Organisation as well as other organisations also. [vii] Now, the general question which arises is as to what does
these indicators include. The indicators are actually inclusive of all the definitions, the methods of estimation, data sources and certain other information that provide a better understanding of the interests. [viii] As many as 100 indicators have been prioritized by the global community that provides crisp information on the existing health situation,
trends and rebuttals at the global and national level. The indicators are majorly classified into four heads: Health status, Risk factors, Service coverage, and Health systems. Given hereunder, is the list of 100 Core Health Indicators given by the World Health Organisation in 2015: Under the first category of Health and Status, there are four sub-
headings within which certain criteria have been laid down, these are: 1, Mortality by age and sex a. Life expectancy calculated at the time of birth b. The mortality rate amongst adults aged between 15 to 60 years of age c. Mortality rate amongst infants d. Neonatal mortality rate e. Stillbirth child rate 2. Mortality by cause a. Mortality ratio amongst
women during pregnancy b. Tuberculosis mortality rate c. Mortality rate amongst AIDS infected persons d. Rate of Mortality due to malaria e. Mortality rate due to cardiovascular diseases, diabetes, cancer or any other chronic respiratory diseases in persons aged between 30 and 70 years f. Suicide rate g. Rate of mortality resulting from road traffic
injuries 3. Fertility a. Overall fertility rate b. Fertility rate in adolescent 4. Morbidity a. Any new cases which come up pertaining to vaccine-preventable diseases b. Other new cases which fall under the category of diseases either notified by the IHR or otherwise notified. c. Incidence rate of HIV infected persons d. The HIV prevalence rate e.
Prevalence rate of Hepatitis B surface antigen f. The incidence rate of Sexually transmitted diseases g. Incidence rate of Tuberculosis h. Prevalence rate of Tuberculosis i. Prevalence of Malaria Parasite amongst children aged between 6 and 59 months g. Incidence Rate of Malaria h. Incidence of cancer by each type. Under the second category of Risk
Factors, there are five sub-headings within which certain criteria have been laid down, these are: 1. Nutrition a. Breast feeding rate of 0 to 5 months old age infants, in exclusivity b. Quite early initiation of the breast feeding c. Rate of incidence of lower birth weight amongst the newborn infants d. Stunted children under the age of 5 years e. Wasted
children under the age of 5 years f. Incidence of Anemia prevailing in the children g. Incidence of Anemia prevailing in the women who are in their reproductive age 2. Infections a. Use of protection such as condoms during last sex with the high risk partners 3. Environmental risk factors a. Use of safely managed drinking water services by the
population b. Safely managed sanitation services used by the population c. Use of modern fuels for purposes of cooking, lighting or heating by the population d. Levels of air pollution in the cities 4. Non-communicable diseases a. Per capita consumption of alcohol among individuals aged more than 15 years of age b. Use of tobacco amongst the
individuals aged more than 18 years of age c. Incidence of overweighing among children under 5 years of age d. Rate of obesity and overweight in adults and adolescents e. Levels of blood pressure amongst adults f. Level of raised glucose or diabetes amongst adults g. The amount of salt intake per individual h. Physical activity undertaken by
adolescents as well as adults 5. Injuries a. Prevalence of violence by the intimate partner Under the third category of Service Coverage, there are as many as nine sub-headings within which certain criteria have been laid down, these are: 1. Reproductive, new born, child, maternal and adolescent a. Satisfaction of Demand for family planning with the
modern methods b. Prevalence rate of contraceptives c. Coverage horizon of Antenatal Care d. Attending of births by the skilled health personnel e. Coverage horizon of post-mortem care f. Pneumonia care-seeking symptoms ¢g. Oral rehydration solution given to children with diarrhoea h. Coverage horizon of Vitamin A supplementation 2.
Immunization a. The coverage rate of immunization by each vaccine for the same in the national schedule. 3. HIV a. Already diagnosed people living with HIV positive b. Prevention of HIV from being transferred mother to child c. Coverage horizon of HIV care d. Coverage horizon of antiretroviral therapy (ART) e. HIV viral load suppression 4. HIV/TB
a. Tuberculosis preventive therapy for the HIV positive people who have newly been registered in the HIV Care Centres b. Test results for HIV of the newly registered cases and relapse of the Tuberculosis patients c. Relapse of Tuberculosis patients on ART and HIV positive new registration during Tuberculosis treatment. 5. Tuberculosis a. Number of
patients with their results for drug susceptibility testing b. Detection rate of tuberculosis c. Second line treatment horizon of coverage amongst the multi-drug resistant tuberculosis disease cases 6. Malaria a. Intermittent preventive therapies for malaria for women during their pregnancy b. Use of the insecticide treated nets c. Treatment of the
typical malaria cases d. Indoor residual spraying coverage 7. Neglected tropical diseases a. For the selected neglected tropical diseases, the horizon of coverage of preventive chemotherapy pertaining to the same 8. Screening and preventive care a. Screening of cervical cancer 9. Mental Health a. Coverage of services in cases of severe mental health
disorders. Under the fourth category of Health systems, there are six sub-headings within which certain criteria have been laid down, these are: 1. Quality and safety of care a. Readiness and service-specific availability b. Success rate of Tuberculosis treatment c. Retention rate of ART d. Maternal death reviews e. Institutional maternal mortality ratio
f. The obstetric and the gynaecological admissions which lead to abortions g. Preoperative mortality rate 2. Access a. Utilization of service b. Access to health services c. Hospital and bed density d. Availability of essential commodities and medicines 3. Health workforce a. Health worker distribution and density of each worker b. Output training
institutions 4. Health information a. Pertaining to birth registration b. Pertaining to death registration c. Completeness in terms of facilities 5. Health financing a. Total current expenditure as percentage of gross domestic product on health b. Percentage of current expenditure on health spent by the general government and on compulsory schemes c.
Percent of current expenditure on health on out-of-pocket payments d. Percentage of current expenditure on health as derived from externally sourced funding e. Percentage cumulatively taken of current and capital expenditure on health i.e. the total expenditure spent on health f. Per capita i.e. headcount ratio of catastrophic health expenditure g.
Per capita i.e. headcount ratio of impoverishing health expenditure 6. Health security a. The IHR (short for International Health Regulations) core capacity index A closer look at the bare text of the Constitution of India will render to the conclusion that the Right to health has not been directly incorporated as a fundamental right. However, the
framers and the founding fathers of the constitution had really farfetched vision and thus, had imposed the duty on state in the nature of Directive Principles of State Policy under Part IV of the Constitution wherein it is the responsibility of the state to ensure social and economic justice to its citizens. Therefore, a general inference is that Part IV of
the Constitution directly or indirectly relates to the public policy in terms of health. Article 38 of the Constitution lays down the responsibility of the state to secure social order for the in promotion of the welfare of public health. Article 39 clause (e) pertains to the protection of health of the workers. Article 41 relates to providing public assistance by
the state in special circumstances such as sickness, disability, old age etc. Article 42 protects the health of the infant and the mothers, i.e. in a way, it pertains to maternity benefit. Article 47 imposes a primary duty of the state in improvement of public health, in securing of justice, providing humane conditions of work for the workers, extension of
benefits pertaining to sickness, disability, old age and maternity benefits. In addition to this, the state is under an obligation to prohibit the consumption of liquor in the interest of the public good. Article 48A states the duty of the state towards providing of a good and healthy pollution free environment. However, these Directive Principles of State
Policy hold merely persuasive value and are non-justiciable, i.e. they are not enforceable in the court of law. For the very reason of Direct Principles holding only persuasive value, the state used this as a weapon to escape its duty, responsibility and liabilities in providing and protecting health of the common public. Therefore, the Hond€ ™ ble Supreme
came to the rescue and brought the right under the purview of Article 21 of the Constitution of India. The scope of Article 21 has, thus, been widened. Article 21 ensures the right of life and liberty to each individual, citizens or non-citizens. The concept of personal liberty is meant to include rights that may or may not be directly linked to the life and
liberty of a person; which now includes right to health as well. The initiation of the period of progressive jurisprudence following recognition of fundamental right was lately during the litigation pertaining to human rights in Keshwanand Bharti[ix]. And around the same time also, the standing rules were relaxed pertaining to the promoting of Public
Interest Limited, and access to justice. There further led to a steep rise in the health related litigation. Subsequently, there were further developments including establishment of the consumer courts and secondly, the recognition of health care as fundamental right. This is because, the Supreme Court allowed individuals to approach directly for the
protection of human rights. Right to life under Article 21 of the Constitution has been liberally interpreted to mean something more than merely human existence and includes the right to live with dignity and decency. In 1995, the Hona€™ble Supreme Court of India in the case of Parmanand Katra[x]held that those who are indulged into the
profession of medical are in charge of public health and have an inherent obligation to protect the same so that those who are innocent can be protected and the guilty be punished. In yet another case of Spring Meadow Hospital[xi], the court held that there is need for sensitization of relevant law pertaining to the content of the right to health. An act
to deal with legal prohibition of commercialized transplantation has further animated the right to health. Therefore, the recognition of dignity and fundamental right to life led to recognizing of the importance of health. In another case of Bandhua Mukti Morcha v. Union of India[xii], the court held that although the Directive Principles of State Policy
hold persuasive value, yet they should be duly implemented by the state; and it was in this case also that the court had interpreted the dignity and health within the ambit of life and liberty under Article 21 of the Constitution of India. In Consumer Education and Research Centre v. Union of India, the court had expressly opined that right to health was
also an integral factor to lead a meaningful life and for the right to life under Part III. And the court also stated that health includes the access to medical care for the highest attainment of living standards. In Ram Lubhaya case, while examining the revolving around the issue of right to health under Article 21, 41 and 47 of the Constitution of India,
the court observed that right of one correlates with the duty of another. Hence, the right entrusted under Article 21 imposes a parallel duty on the state which is further reinforced as under Article 47. Even though several schools and hospitals are set up by the government but the duty is not fulfilled until they can be in reach of the general public. It
is pertinent to note that the Hona€™ble Court in this case regarded health to be a sacrosanct, sacred and valuable right. Further, in Paschim Banga Ket Mazdoor Samity[xiii]lcase, the scope of Article 21 was further widened; herein the court held that it is the responsibility of the government to provide adequate medical aid to every person and to
work in the welfare of the general public. Moreover, Article 21 imposes obligation on the state, the state is required to protect and safeguard right of every person. The Hona€ ™ble Supreme in another case held that health is a fundamental right and is not restricted to merely absence of diseases or sickness. The medical and health facilities are sort of
incentive for the workersa€™ to work with best productivity both in physical and mental terms. Conclusively, medical facilities are also part of the social security. [xiv] In T. Ramakrishna Rao [xv] case, the Hona€ ™ble High Court gave the observation that protecting environment is duty of both citizens and the state. Article 21 also embraces the
protection and preservation of the environment for the reason that the environmental pollution is a slow death and therefore, it is violation of Article 21 of the Constitution of India. In the famous case of Ratlam Municipal Corporation, the court held that it is the primary duty of the state under Article 47 of the Constitution to ensure the living
conditions of the people are healthy and enforce this duty against any governmental body or authority who defaults in doing so irrespective of the financial resources it has. [xvi] Conclusion Heath has been regarded as fundamental human right by the World Health Organisation (hereinafter referred to as WHO). The member nations have,
consensually, considered that the enjoyment of highest and most attainable standard of health is the basic and fundamental right of every human being, irrespective of religion, race, caste, sex, creed, and political belief, social or economic condition. Meaning thereby, health is the fundamental right of all people and everyone must have access to the
required services as and when the need arises. Good health pertains to clean and safe drinking water, sanitation, adequate housing, education and humane working conditions, nutritious foods etc. Health has in one way been linked to the right to privacy wherein everyone is entitled to their respect and dignity. Therefore, every person is entitled to
control his/her own body and health which also includes various other elements. In India, judiciary has played a major role in recognizing the right to health as a part of Article 21 of Chapter III which deals with the fundamental rights guaranteed under the Constitution of India. State has been directed to provide the highest attainable health
standards to its citizens towards the fulfilment of International standards. There are not only a few but ample of cases wherein the judiciary had actively decided upon the cases pertaining to the right to health and ensuring that the state fulfills its duty in ensuring that the right so entrusted is duly assured to its public. Time and again, the Supreme
Court as well as the High Courts has utilized their power under Article 32 and 226 respectively by reading right to health in Article 21 of the Constitution. Even though such powers may be in the nature of judicial over reach, yet such decisions are most welcomed. The presence of Directive Principles of state Policy further strengthens the need and
the duty on the state to do so. The hypothesis is proved negative for the reason that the State is trying best to set up health and medical facilities as well as trying to ensure that the facilities reach to the common people. Although, in few instances, though lesser in number, there are some negligence on part of medical professionals in providing
adequate facilities to the public. We need to understand that all this cannot be achieved in a single day or fortnight. Certainly, there are lack of funds, but to overcome this hurdle, the state has been trying to best work in collusion with Private players also, i.e. in form of Private Public Partnership. End-Notes [i] Aart Hendriks, The Right to Health in
National and International Jurisprudence, European Journal of Health Law 5 (1998). [ii] Deepika Prasad, Jurisprudence-relationship between rights and duties, LegalCrystal Blog (March 9, 2013) last accessed on 21 Feb 2018. [iii] Ibid (n 1). [iv] Ibid. [v] Preamble to Constitution of the WHO, adopted by the International Health Conference, New York
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Manifestantes por el derecho a la salud en Pakistan El derecho a la salud es el derecho econémico, social y cultural a un nivel minimo universal de salud al que tienen derecho todas las personas. El concepto de derecho a la salud se ha enumerado en acuerdos internacionales como la Declaracion Universal de Derechos Humanos, el Pacto
Internacional de Derechos Econémicos, Sociales y Culturales y la Convencion sobre los Derechos de las Personas con Discapacidad. Existe un debate sobre la interpretacion y la aplicacion del derecho a la salud debido a consideraciones como la definicidon de la salud, los derechos minimos que abarca el derecho a la salud y las instituciones
responsables de garantizar a las personas del pais el derecho a la salud. El preambulo de la Organizacién Mundial de la Salud de 1946 (OMS) define la salud en sentido amplio como "un estado de completo bienestar fisico, mental y social, y no solamente la ausencia de afecciones o enfermedades"."[1] La Constitucién define el derecho a la salud como
"el disfrute del mas alto nivel posible de salud", y enumera algunos principios de este derecho como el desarrollo saludable del nifno; la difusiéon equitativa de los conocimientos médicos y sus beneficios; y las medidas sociales proporcionadas por el gobierno para garantizar una salud adecuada. Frank P. Grad atribuye a la Constitucion de la OMS "la
reivindicacién de todo el &mbito de la salud publica internacional contemporanea", estableciendo el derecho a la salud como un "derecho fundamental, derechos humanos inalienables" que los gobiernos no pueden restringir y que, por el contrario, estan obligados a proteger y defender.[2] La Constitucién de la OMS, en particular, marca la primera
demarcacion formal de un derecho a la salud en el derecho internacional. Activistas rumanos crean un "25" con paraguas, en referencia al articulo n.2 25 de la Declaracién Universal de Derechos Humanos de las Naciones Unidas. El articulo 25 de la Declaraciéon Universal de Derechos Humanos de 1948 establece que "Toda persona tiene derecho a un
nivel de vida adecuado que le asegure, asi como a su familia, la salud y el bienestar, y en especial la alimentacién, el vestido, la vivienda, la asistencia médica y los servicios sociales necesarios." La Declaracion Universal hace consideraciones adicionales sobre la seguridad en caso de debilitamiento fisico o discapacidad, y hace una mencion especial a
la atencion prestada a quienes se encuentran en la maternidad o la infancia.[3] La Declaraciéon Universal de los Derechos Humanos se destaca como la primera declaracién internacional de derechos humanos fundamentales, tanto de libertades como de derechos. La Alta Comisionada de las Naciones Unidas para los Derechos Humanos Navanethem
Pillay escribe que la Declaracion Universal de los Derechos Humanos "consagra una vision que exige tomar todos los derechos humanos -civiles, politicos, econdémicos, sociales o culturales- como un todo indivisible y orgénico, inseparable e interdependiente. "[4] Asimismo, Gruskin et al. sostienen que la naturaleza interrelacionada de los derechos
expresados en la Declaracion Universal establece una "responsabilidad [que] se extiende mas alld de la provision de servicios esenciales de salud para abordar los determinantes de la salud como, la provisiéon de educacién adecuada, vivienda, alimentacion y condiciones de trabajo favorables", afirmando ademaés que estas disposiciones "son derechos
humanos en si mismas y son necesarias para la salud. "[5] La salud se aborda brevemente en la Convencién Internacional sobre la Eliminacién de todas las Formas de Discriminacion Racial de las Naciones Unidas, que se adoptdé en 1965 y entr6 en vigor en 1969. La Convencion insta a los Estados a "Prohibir y eliminar la discriminacién racial en todas
sus formas y a garantizar el derecho de toda persona, sin distincién de raza, color y origen nacional o étnico, a la igualdad ante la ley", y hace referencia en esta disposicion al "Derecho a la salud publica, a la asistencia médica, a la seguridad social y a los servicios sociales. "[6] Estados Partes y signatarios del Pacto Internacional de Derechos
Econodmicos, Sociales y Culturales. Partes y signatarios del PIDESC :  firmado y ratificado firmado pero no ratificado ni firmado ni ratificado Las Naciones Unidas definen ademads el derecho a la salud en el articulo 12 del Pacto Internacional de Derechos Econdémicos, Sociales y Culturales de 1966, que establece:[7] Los Estados Partes en el
presente Pacto reconocen el derecho de toda persona al disfrute del mas alto nivel posible de salud fisica y mental. Entre las medidas que deberan adoptar los Estados Partes en el presente Pacto para asegurar la plena efectividad de este derecho, figuraran las necesarias para: La reduccién de la tasa de mortinatalidad y de la mortalidad infantil y
para el sano desarrollo del nifio; La mejora de todos los aspectos de la higiene ambiental e industrial; La prevencion, el tratamiento y la lucha contra las enfermedades epidémicas, endémicas, ocupacionales y otras; La creacion de condiciones que aseguren a la todos los servicios médicos y la atenciéon médica en caso de enfermedad. 1 Constitucion de
la Organizacién Mundial de la Salud. Organizacién Mundial de la Salud. 1948. Archivado desde el original el 21 de marzo de 2014. Consultado el 14 de octubre de 2013. T Grad, Frank P. (Enero 2002). «El predmbulo de la Constitucién de la Organizacion Mundial de la Salud». Bulletin of the World Health Organization 80 (12): 981-4. PMC 2567708.
PMID 12571728. Archivado desde pdf el original el 17 de octubre de 2013. Consultado el 14 de octubre de 2013. 1 Declaracién Universal de los Derechos Humanos, Naciones Unidas, 1948, archivado desde el original el 3 de julio de 2017, consultado el 29 de junio de 2017 . 1T Pillai, Navanethem (Dec 2008). «El derecho a la salud y la Declaracién
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noviembre de 2013, consultado el 7 de noviembre de 2013 . Datos: Q2919435 Obtenido de « Select LanguageSpanishArabicChinese (Simplified)EnglishFrenchGermanHindiltalianJapanesePortugueseRussian The right to health is fundamentally interrelated to other human rights, including the right to social security, the right to rest and leisure, and
especially to the right of an adequate standard of living. And violations of other human rights can have serious health consequence (e.g, harmful traditional practices, human trafficking, torture and inhuman treatment, and violence). Health is also an economic and political issue for inequality and poverty lie at the roots of much sickness and disease.
According to the 2005 World Health Report of the World Health Organization (WHO), poverty is the primary cause of death worldwide. Article 25 of the Universal Declaration of Human Rights (UDHR) articulates the right to adequate health: Everyone has the right to a standard of living adequate for the health and well-being of himself and of his
family, including food, clothing, housing and medical care... While the language varies among UN human rights documents, three key concepts arise regarding health and human rights: 1. States have the responsibility to guarantee their citizens the right to adequate health. When for whatever reason they are unable to do so, the international
community must assume that responsibility. 2. States have the responsibility to ensure that none of their citizens is deprived of this right by state action. 3. These rights are guaranteed to all citizens, regardless of race, religion, gender, age, social standing in the community, or other status. Unlike civil and political rights, which restrain the state from
denying citizens their rights such as freedom of speech and religion, social and economic rights such as the right to health oblige the state to take action to ensure citizens’ rights. Defining Health Article 25 guarantees that all citizens should enjoy an adequate standard of health and recognizes food, clothing, housing, health care and social services as
essential components of a standard of living adequate for health and well-being. But what constitutes an “adequate standard of living”? Different states have vastly different economic and social histories and capacities to deliver these services. Article 12 of the International Covenant on Economic, Social and Cultural Rights (ICESCR, 1966) defines the
right to adequate health in a relative fashion that acknowledges this disparity among states: “... the right of everyone to the enjoyment of the highest attainable standard of physical and mental health.” However, in many poor countries the “highest attainable standard” does not need its citizens minimum health-related needs (i.e., vaccines, physical
therapies, geriatric care), and they suffer disproportionately from diseases that are routinely preventable or curable. Increasingly human rights document are using a more inclusive definition of the right to health for different segments of the population, most notably children and women. For example, the Convention on the Rights of the Child
(Children’s Convention, CRC, 1989), has some powerful provisions, regarding child health, including provisions for children with disabilities (Article 23), the rehabilitation of children in armed combat situations (Article 39), and state support when parents cannot care fully for children’s welfare (Articles 19 & 20). Included in this broader
understanding of health are topics such as mental health, obesity, alcohol, drugs and tobacco, and the roles of the media and health education. Violating the Right to Health Other factors such as a person’s race, sex, religion and social standing can affect his or her ability to enjoy the right to health. Indigenous peoples and racial and religious
minorities are often denied access to healthcare facilities, sometimes as a matter of practice rather than policy. Poor people in both developed and developing countries often cannot afford healthcare. They frequently must live in areas where substandard sanitation and water threatens their health. Rural people may not have access to health facilities.
The very young and the very old are especially vulnerable to the effects of poor health care and are often unable to protest when their rights to care are violated. Women'’s special health needs, especially related to child bearing, are often neglected or denied. Gays, lesbians, bi-sexual, and transgender people may face inadequate or discriminatory
care. People with disability may be limited by attitudes that try “cure” rather than accommodate their disability or even be given up as “hopeless” and denied all treatment. To deny someone health care is to deny or threaten all that person’s other rights. Without health, he or she is denied the right to be a contributing member of the community, to
realize his or her full potential, and to provide for their families.[1] Universal Declaration of Human Rights (UDHR, 1948): Article 25: Everyone has the right to a standard of living adequate for the health and well-being of himself and of his family, including food, clothing, housing and medical care... International Covenant on Economic, Social and
Cultural Rights (ICESCR, 1966): Articles 7.2.b, 10, and 12: Guarantees all workers the right to health care and to safety as well as protection of employment during maternity leave. International Convention on the Elimination of All Forms of Racial Discrimination(CERD, Race Convention 1966): Article 5: Reaffirms the universal protection of the right
to adequate health and proscribes deprivation or rights based upon race. Convention on the Elimination of All Forms of Discrimination against Women(CEDAW, Women’s Convention,1979): Articles 10.h, 11.d, 11.f, 12, and 14.b: Recognizes that women'’s health needs differ from men’s, and details the special protections and considerations due to
women. Convention on the Rights of the Child (CRC, Children’s Convention, 1989): Articles 3, 6, 13, 17, 19, 20, 23, and especially 24: Details a child’s rights to health from many different perspectives. Convention on the Rights of Persons with Disabilities (CRPD, 2006): Article 25 - Health Human right towards individual health This article is written
like a personal reflection, personal essay, or argumentative essay that states a Wikipedia editor's personal feelings or presents an original argument about a topic. Please help improve it by rewriting it in an encyclopedic style. (July 2018) (Learn how and when to remove this message)Part of a series onHealth policy Part of Policy Public health Medical
law Health politics Principles Right to health Informed consent Ethics of public health Goals Health Health care efficiency Health indicators Fora World health (International health, Global health) CategoryvteProtestors rally for the right to health in Pakistan The right to health is the economic, social, and cultural right to a universal minimum
standard of health to which all individuals are entitled.[citation needed] The concept of a right to health has been enumerated in international agreements which include the Universal Declaration of Human Rights, International Covenant on Economic, Social and Cultural Rights, and the Convention on the Rights of Persons with Disabilities. There is
debate on the interpretation and application of the right to health due to considerations such as how health is defined, what minimum entitlements are encompassed in a right to health, and which institutions are responsible for ensuring a right to health. The Human Rights Measurement Initiative[1] measures the right to health for countries around
the world, based on their level of income.[2] The preamble of the 1946 World Health Organization (WHO) Constitution defines health broadly as "a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity."[3] The Constitution defines the right to health as "the enjoyment of the highest attainable
standard of health," and enumerates some principles of this right as healthy child development; equitable dissemination of medical knowledge and its benefits; and government-provided social measures to ensure adequate health. Frank P. Grad credits the WHO Constitution as "claiming ... the full area of contemporary international public health,"
establishing the right to health as a "fundamental, inalienable human right" that governments cannot abridge, and are rather obligated to protect and uphold.[4] The WHO Constitution, notably, marks the first formal demarcation of a right to health in international law. Romanian activists create a "25" using umbrellas, a reference to Article 25 of the
United Nations' Universal Declaration of Human Rights. Article 25 of the United Nations' 1948 Universal Declaration of Human Rights states that "Everyone has the right to a standard of living adequate for the health and well-being of himself and of his family, including food, clothing, housing and medical care and necessary social services." The
Universal Declaration makes additional accommodations for security in case of physical debilitation or disability, and makes special mention of care given to those in motherhood or childhood.[5] The Universal Declaration of Human Rights is noted as the first international declaration of fundamental human rights, both freedoms and entitlements
alike. United Nations High Commissioner for Human Rights Navanethem Pillay writes that the Universal Declaration of Human Rights "enshrines a vision that requires taking all human rights—civil, political, economic, social, or cultural—as an indivisible and organic whole, inseparable and interdependent."[6] Likewise, Gruskin et al. contend that the
interrelated nature of the rights expressed in the Universal Declaration establishes a "responsibility [that] extends beyond the provision of essential health services to tackling the determinants of health such as, provision of adequate education, housing, food, and favourable working conditions," further stating that these provisions "are human rights
themselves and are necessary for health."[7] Health is briefly addressed in the United Nations' International Convention on the Elimination of All Forms of Racial Discrimination, which was adopted in 1965 and entered into effect in 1969. The Convention calls upon States to "Prohibit and to 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," and references under this provision "The right to public health, medical care, social security and social services."[8] States Parties and signatories of the International Covenant on Economic, Social and Cultural Rights. Parties
and signatories to the ICESCR: Signed and ratified Signed but not ratified Neither signed nor ratified The United Nations further defines the right to health in Article 12 of the 1966 International Covenant on Economic, Social and Cultural Rights, which states:[9] 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. The steps to be taken by the States Parties to the present Covenant to achieve the full realization of this right shall include those necessary for: The reduction of the stillbirth-rate and of infant mortality and for the healthy development of the child; The improvement of all
aspects of environmental and industrial hygiene; The prevention, treatment and control of epidemic, endemic, occupational and other diseases; The creation of conditions which would assure to all medical service and medical attention in the event of sickness. In 2000, the United Nations' Committee on Economic, Social and Cultural Rights issued
General Comment No. 14, which addresses "substantive issues arising in the implementation of the International Covenant on Economic, Social and Cultural Rights" with respect to Article 12 and "the right to the highest attainable standard of health."[10] The General Comment provides more explicit, operational language on the freedoms and
entitlements included under a right to health, The General Comment makes the direct clarification that "the right to health is not to be understood as a right to be healthy." Instead, the right to health is articulated as a set of both freedoms and entitlements which accommodate the individual's biological and social conditions as well as the State's
available resources, both of which may preclude a right to be healthy for reasons beyond the influence or control of the State. Article 12 tasks the State with recognizing that each individual holds an inherent right to the best feasible standard of health, and itemizes (at least in part) the 'freedoms from' and 'entitlements to' that accompany such a
right; however, it does not charge the State with ensuring that all individuals, in fact, are fully healthy, nor that all individuals have made full recognition of the rights and opportunities enumerated in the right to health. Like the Universal Declaration of Human Rights, the General Comment clarifies the interrelated nature of human rights, stating
that, "the right to health is closely related to and dependent upon the realization of other human rights," and thereby underscoring the importance of advancements in other entitlements such as the rights to food, work, housing, life, non-discrimination, human dignity, and access to importance, among others, towards the recognition of the right to
health. Similarly, the General Comment acknowledges that "the right to health embraces a wide range of socio-economic factors that promote conditions in which people can lead a healthy life, and extends to the underlying determinants of health." In this respect, the General Comment holds that the specific steps towards realizing the right to health
enumerated in Article 12 are non-exhaustive and strictly illustrative in nature. The inextricable link between Health and Human Rights Lisa Murkowski at 2019 Alaska State of Reform Health Policy Conference Jonathan Mann was a Francois-Xavier Bagnoud Professor of Health and Human Rights and Professor of Epidemiology and International
Health at the Harvard T. H. Chan School of Public Health. He was known for being a powerful pioneer and advocate for the promotion of health, ethics, and human rights, championing the theory that Health and Human Rights were inextricably interlinked in a dynamic relationship. According to Mann, Health and Human Rights are complementary
approaches for defining and advancing human well-being. In 1994, Jonathan Mann and his colleagues started the "Health and Human Rights" to underline the importance of this inextricable link between Health and Human Rights. In the first volume of the "Health and Human Rights", Jonathan Mann and his colleagues published a transformative
article to explore the potential collaboration in Health and Human Rights. In this article, Mann et al. describe a framework for connecting the two domains that are interlinked. This framework is broken into three broad relationships. The first relationship between Health and Human Rights is a political one. Mann and colleagues state that health
policies, programs, and practices have an impact on human rights, especially when state power is considered in the realm of public health. Next, the article posits a reverse relationship: that human rights violations have health impacts. It also calls for health expertise to help understand how health and well-being can be impacted by human rights
violations through measurement and assessment. The third segment of the framework linking Health and Human Rights introduces the concept that the protection and promotion of human rights and health are linked fundamentally in a dynamic relationship. While literature has largely supported the first two relationships, this third hypothesis has
not been explored as substantially. The article supports this concept by stating that this link suggests there are dramatic practical consequences in the independent operations of, but also in the interaction in activities of, the practice of public health and the practice of human rights. There is what is deemed an interdependence that cannot be
negated. Mann and his colleagues further posit that research, education, experience, and advocacy are all required to understand this intersection, in order to understand and advance human well-being globally. Ultimately, Mann and his colleague's mission is to convey that, while individual health has been much of the focus for medical and other
health provision services, especially concerning physical illness and disability, public health's focus has more so evolved around how people can be healthy.[11] According to this surprisingly simple definition, public health's mission is to promote positive health and prevention of health problems - disease, disability, premature death. That is, the
traditional sense of individual health as understood and processed by health care services is "one essential condition for health", but does is not the sole qualifier or an exchangeable term with "health". In other words, health care services are not sufficient for health, as public health practitioners understand it - there are external factors that have
both nuanced as well as pronounced positive and negative impact on health and well-being of the global human population. Health Equity logo The General Comment also makes additional reference to the question of health equity, a concept not addressed in the initial International Covenant. The document notes, "The Covenant proscribes any
discrimination in access to health care and underlying determinants of health, as well as to means and entitlements for their procurement." Moreover, responsibility for ameliorating discrimination and its effects with regards to health is delegated to the State: "States have a special obligation to provide those who do not have sufficient means with the
necessary health insurance and health-care facilities, and to prevent any discrimination on internationally prohibited grounds in the provision of health care and health services." Additional emphasis is placed upon non-discrimination on the basis of gender, age, disability, or membership in indigenous communities. Subsequent sections of the General
Comment detail the obligations of nations and international organizations towards a right to health. The obligations of nations are placed into three categories: obligations to respect, obligations to protect, and obligations to fulfill the right to health. Examples of these (in non-exhaustive fashion) include preventing discrimination in access or delivery
of care; refraining from limitations to contraceptive access or family planning; restricting denial of access to health information; reducing environmental pollution; restricting coercive and/or harmful culturally-based medical practices; ensuring equitable access to social determinants of health; and providing proper guidelines for the accreditation of
medical facilities, personnel, and equipment. International obligations include allowing for the enjoyment of health in other countries; preventing violations of health in other countries; cooperating in the provision of humanitarian aid for disasters and emergencies; and refraining from use of embargoes on medical goods or personnel as an act of
political or economic influence. Participation in the Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW): Party through signature and ratification Party through accession or succession Unrecognized state, abiding by treaty Only signed Non-signatory Article 12 of the 1979 United Nations Convention on the
Elimination of All Forms of Discrimination against Women outlines women's protection from gender discrimination when receiving health services and women's entitlement to specific gender-related healthcare provisions. The full text of Article 12 states:[12] Article 12: States Parties shall take all appropriate measures to eliminate discrimination
against women in the field of health care in order to ensure, on a basis of equality of men and women, access to health care services, including those related to family planning. Notwithstanding the provisions of paragraph I of this article, States Parties shall ensure to women appropriate services in connection with pregnancy, confinement and the
post-natal period, granting free services where necessary, as well as adequate nutrition during pregnancy and lactation. States parties to the Convention on the Rights of the Child: Parties Only signed, but not ratified Non-signatory Health is mentioned on several instances in the Convention on the Rights of the Child (1989). Article 3 calls upon
parties to ensure that institutions and facilities for the care of children adhere to health standards. Article 17 recognizes the child's right to access information that is pertinent to his/her physical and mental health and well-being. Article 23 makes specific reference to the rights of disabled children, in which it includes health services, rehabilitation,
preventive care. Article 24 outlines child health in detail, and states, "Parties recognize the right of the child to the enjoyment of the highest attainable standard of health and to facilities for the treatment of illness and rehabilitation of health. States shall strive to ensure that no child is deprived of his or her right of access to such health care
services." Towards implementation of this provision, the Convention enumerates the following measures:[13] To diminish infant and child mortality; To ensure the provision of necessary medical assistance and health care to all children with an emphasis on the development of primary health care; To combat disease and malnutrition, including within
the framework of primary health care, through, inter alia, the application of readily available technology and through the provision of adequate nutritious foods and clean drinking-water, taking into consideration the dangers and risks of environmental pollution; To ensure appropriate pre-natal and post-natal health care for mothers; To ensure that all
segments of society, in particular parents and children, are informed, have access to education and are supported in the use of basic knowledge of child health and nutrition, the advantages of breastfeeding, hygiene and environmental sanitation and the prevention of accidents; To develop preventive health care, guidance for parents and family
planning education and services. The World Health Organization website comments, "The CRC is the normative and legal framework for WHO's work across the broad spectrum of child and adolescent health."[14] Goldhagen presents the CRC as a "template for child advocacy" and proposes its use as a framework for reducing disparities and
improving outcomes in child health.[15] Article 25 of the Convention on the Rights of Persons with Disabilities (2006) specifies that "persons with disabilities have the right to the enjoyment of the highest attainable standard of health without discrimination on the basis of disability." The sub-clauses of Article 25 state that States shall give the disabled
the same "range, quality, and standard" of health care as it provides to other persons, as well as those services specifically required for prevention, identification, and management of disability. Further provisions specify that health care for the disabled should be made available in local communities and that care should be geographically equitable,
with additional statements against the denial or unequal provision of health services (including "food and fluids" and "life insurance") on the basis of disability.[16] Hendriks[who?] criticizes the failure of the convention to define specifically the term "disability"; he contends further that "the absence of a clear description [...] may prejudice the uniform
interpretation, or at least place in jeopardy the consistent protection the Convention seeks to guarantee."[17] He does, however, acknowledge that the lack of a clear definition for "disability" may benefit the disabled by limiting the State's ability to limit extension of the convention's provisions to specific populations or those with certain conditions.
While most human rights are theoretically framed as negative rights, meaning that they are areas upon which society cannot interfere or restrict by political action, Mervyn Susser contends that the right to health is a particularly unique and challenging right because it is often expressed as a positive right, where society bears an obligation to provide



certain resources and opportunities to the general population.[citation needed] Susser further sets out four provisions that he sees as covered under a right to health: equitable access to health and medical services; a "good-faith" social effort to promote equal health among different social groups; means to measure and assess health equity; and equal
sociopolitical systems to give all parties a unique voice in health advocacy and promotion. He is careful to note here that, while this likely entails some minimum standard of access to health resources, it does not guarantee or necessitate an equitable state of health for each person due to inherent biological differences in health status.[18] This
distinction is an important one, as some common critiques of a "right to health" are that it establishes a right to an unreachable standard and that it aspires to a state of health that is too subjectively variable from person to person or from one society to the next.[19] While Susser's discussion centers on healthcare as a positive right, Paul Hunt refutes
this view and makes the argument that the right to health also encompasses certain negative rights such as a protection from discrimination and the right to not receive medical treatment without the recipient's voluntary consent. However, Hunt does concede that some positive rights, such as the responsibility of society to pay special attention to the
health needs of the underserved and vulnerable, are included in the right to health.[20] Paul Farmer addresses the issue of unequal access to health care in his article, "The Major Infectious Diseases in the World - To Treat or Not to Treat." He discusses the growing "outcome gap" between the populations receiving health interventions and the ones
that are not. Poor people are not receiving the same treatment, if any at all, as the more financially fortunate. The high costs of medicine and treatment make it problematic for poor countries to receive equal care. He states, "Excellence without equity looms as the chief human-rights dilemma of health care in the 21st century."[21] "Healthcare is a
human right" sign An alternative way to conceptualize one facet of the right to health is a "human right to health care." Notably, this encompasses both patient and provider rights in the delivery of healthcare services, the latter being similarly open to frequent abuse by the states.[22] Patient rights in health care delivery include: the right to privacy,
information, life, and quality care, as well as freedom from discrimination, torture, and cruel, inhumane, or degrading treatment.[22][23] Marginalized groups, such as migrants and persons who have been displaced, racial and ethnic minorities, women, sexual minorities, and those living with HIV, are particularly vulnerable to violations of human
rights in healthcare settings.[24][25] For instance, racial and ethnic minorities may be segregated into poorer quality wards, disabled persons may be contained and forcibly medicated, drug users may be denied addiction treatment, women may be forced into vaginal examinations and may be denied life-saving abortions, suspected homosexual men
may be forced into anal examinations, and women of marginalized groups and transgender persons may be forcibly sterilized.[25][26] Provider rights include: the right to quality standards of working conditions, the right to associate freely, and the right to refuse to perform a procedure based on their morals.[22] Healthcare providers often
experience violations of their rights. For instance, particularly in countries with weak rule of law, healthcare providers are often forced to perform procedures which negate their morals, deny marginalized groups the best possible standards of care, breach patient confidentiality, and conceal crimes against humanity and torture.[27][28] Furthermore,
providers who do not oblige these pressures are often persecuted.[27] Currently, especially in the United States, much debate surrounds the issue of "provider consciousness", which retains the right of providers to abstain from performing procedures that do not align with their moral code, such as abortions.[29][30] Legal reform as a mechanism to
combat and prevent violations of patient and provider rights presents a promising approach. However, in transitional countries (newly formed countries undergoing reform), and other settings with weak rule of law, may be limited.[22] Resources and tools for lawyers, providers, and patients interested in improving human rights in patient care have
been formulated.[22] As of 2008, at least 115 national constitutions now recognize the right to health.[31] Sometimes, these rights are justiciable, meaning that they can be pursued by action in court.[32] Indeed, a trend in constitutional reform around the world has been both to entrench the right to health and make it justiciable.[32] The US is an
outlier to these trends, at least at the federal level.[33] Nonetheless, there have been campaigns in the US seeking to support a constitutional recognition of the right to health.[34] Where constitutions do recognize a justiciable right to health, the responses by courts has been mixed.[35] In 2022, Oregon became the first US state to enact a
constitutional right to health care through Oregon Ballot Measure 111.[citation needed] Harvard-trained scholar Philip Barlow writes that healthcare should not be considered a human right because of the difficulty of defining what it entails and where the 'minimum standard' of entitlements under the right ought to be established. Additionally,
Barlow contends that rights establish duties upon others to protect or guarantee them, and that it is unclear who holds the social responsibility for the right to health.[36] John Berkeley, in agreement with Barlow, critiques further that the right to health does not consider adequately the responsibility that an individual has to uphold his or her own
health.[37] American writer and politician Richard Lamm vehemently argues against making healthcare a right. He defines a right as one that is to be defended at all costs, and a concept that is defined and interpreted by the judicial system. Making healthcare a right would require governments to spend a large portion of its resources to provide its
citizens with it. He asserts that the healthcare system is based on the erroneous assumption of unlimited resources, as limited resources inhibit governments from providing everyone with adequate healthcare, especially in the long term. Attempting to provide "beneficial" healthcare to all people utilizing limited resources could lead to economic
collapse. Lamm asserts that access to healthcare but a small part in producing a healthy society, and to create a healthy society, resources should also be spent on social resources.[38] Another criticism of the right to health is that it is not feasible. Imre J.P. Loefler, former editor of Nairobi Hospital Proceedings and frequent contributor to the British
Medical Journal, argues that the financial and logistical burdens of ensuring health care for all are unattainable, and that resource constraints make it unrealistic to justify a right towards prolonging life indefinitely. Instead, Loefler suggests that the goal of improving population health is better served through socioeconomic policy than a formal right
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