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60 years ago, the Universal Declaration of Human Rights laid the foundations for the right to the highest attainable
standard of health. This right is central to the creation of equitable health systems. We identify some of the right-to-
health features of health systems, such as a comprehensive national health plan, and propose 72 indicators that reflect
some of these features. We collect globally processed data on these indicators for 194 countries and national data for
Ecuador, Mozambique, Peru, Romania, and Sweden. Globally processed data were not available for 18 indicators for
any country, suggesting that organisations that obtain such data give insufficient attention to the right-to-health
features of health systems. Where they are available, the indicators show where health systems need to be improved to
better realise the right to health. We provide recommendations for governments, international bodies, civil-society
organisations, and other institutions and suggest that these indicators and data, although not perfect, provide a basis
for the monitoring of health systems and the progressive realisation of the right to health. Right-to-health features are
not just good management, justice, or humanitarianism, they are obligations under human-rights law.

Introduction

December, 2008, marks the 60th anniversary of the
Universal Declaration of Human Rights.! The declaration
provides the foundation for the international code of
human rights.? This code gives an internationally agreed
set of standards to guide and assess the conduct of
governments across a wide range of sectors and has a
direct, close bearing on medicine, public health, and the
strengthening of health systems.’

The international code of human rights consists of
legally binding international components. Among the
most important of these components for health systems
are the International Covenant on Economic, Social, and
Cultural Rights (ICESCR)* and the Convention on the
Rights of the Child (CRC).® Both these human-rights
treaties are legally binding for those countries that have
ratified them. Most states have ratified the ICESCR, and all
but two (Somalia and the USA) have ratified the CRC. The
right of everyone to enjoy the highest attainable standard
of physical and mental health—sometimes known as the
right to the highest attainable standard of health or the
right to health—is an integral part of both of these
international treaties. All countries have ratified one or
more binding treaty that includes the right to health, such
as the International Convention on the Elimination of All
Forms of Racial Discrimination.” Also, many countries
include this right in their national constitutions.® The
Constitution of WHO,” the Declaration of Alma-Ata,” the
Ottawa Charter for Health Promotion," the Bangkok
Charter for Health Promotion in a Globalized World,” and
other important documents agreed by the health
community also recognise this fundamental human right.

In recent years, national and international policy makers,
courts, non-governmental organisations, and other
stakeholders have adopted and applied features of the right
to the highest attainable standard of health. Uganda’s
review of its health policy expressly uses a right-to-health
analysis® as does WHO in, for example, its publication on

human rights, health, and poverty reduction.” Courts, too,
are explicitly relying on the right to health in their decisions,
most recently in a landmark judgment of the Colombian
Constitutional Court.*™ On the basis of a detailed under-
standing of the right to health, this court effectively ordered
a phased restructuring of the country’s health system by
way of a participatory and transparent process based on
current epidemiological information.* Civil-society guides
to the right to health are increasing in number, and many
civil-society organisations use these in their work.?* Both
the UN General Assembly and Human Rights Council
have discussed numerous reports on the right to health,
covering a wide range of issues, such as neglected
diseases,” sexual and reproductive health,”® maternal
mortality, mental disability,” the Millennium Development
Goals (MDGs),” medicines,” and water and sanitation.”

Recognition that a strong health system is an essential
element of a healthy and equitable society is growing.
However, according to a recent WHO publication, health
systems in many countries are failing and collapsing.®
Too many health systems are inequitable, regressive, and
unsafe® WHO also confirms that sustainable
development, including achievement of the MDGs,
depends on effective health systems.*

As with a fair court system, an effective health system
is a core social institution and, for this reason, crucially,
both systems are protected by human rights.**2 Although
many human rights are important to a well-functioning
court system, the key one is the right to a fair trial.®
Through human-rights treaties, national laws and
policies, judicial decisions, and so on, the right to a fair
trial has helped to identify the key features of a fair court
system, such as an independent judiciary and trials
without undue delay. The right to a fair trial has not only
identified unfair judicial processes but also led to
welcome reforms in many countries.

By analogy, the right to the highest attainable standard
of health can help to establish health systems that are
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Right to Health

reasonably equitable. However, to make this happen, the
right-to-health features of health systems need to be
identified. This process will take time, just as our
understanding of the right to a fair trial has developed
over many years. Once identified, the right-to-health
features will not provide a neat blueprint or formula for a
health system. There will be many grey areas, just as
there are in relation to the right to a fair trial and court
systems.* The right to a fair trial does not provide detailed
prescriptions, rather it insists upon key principles, such
as fairness, independence and impartiality, and several
important features that a court system must have if it is
to be fair. The right to health has a similar role.

Of all the important human rights that bear upon
health systems, the right to the highest attainable
standard of health is the cornerstone of both an effective
health system and the growing movement for health and
human rights.*

In this Report, we aim to assess the degree to which the
health systems of 194 countries include some of the
features that arise from the right to health. We introduce
the right to health and identify some of the right-to-health
features of health systems. These features are not just a
matter of good management, justice, or human-
itarianism—they are a matter of human-rights law. We set
out our methods and their limitations and identify
72 indicators of right-to-health features of health systems.
We present some of the findings and results arising from
the data on the indicators, and discuss these data and
make recommendations for a range of stakeholders.

What is the right to health?
The right to the highest attainable standard of health
encompasses medical care, access to safe drinking water,
adequate sanitation, education, health-related informa-
tion, and other underlying determinants of health;* it
includes freedoms, such as the right to be free from
discrimination and involuntary medical treatment, and
entitlements, such as the right to essential primary health
care.* Like other human rights, the right to health has
particular concern for disadvantaged people and
populations, including those living in poverty. The right
to health requires an effective, responsive, integrated
health system of good quality that is accessible to all.”
International human-rights law recognises that the right
to the highest attainable standard of health cannot be
realised overnight; itis expressly subject to both progressive
realisation and resource availability.* Put simply, progressive
realisation means that a country has to improve its
human-rights performance steadily; if there is no progress,
the government of that country has to provide a rational
and objective explanation. Because of their greater resource
availability, more is expected of high-income than of low-
income countries. However, the right to health also
imposes some obligations of immediate effect, such as
non-discrimination,* and the requirement that a state at
least prepares a national plan for health care and

protection.* Furthermore, the right to health requires that
there are indicators and benchmarks to monitor progressive
realisation® and that individuals and communities have
opportunities for active and informed participation in
health decision making that affects them.* Under
international human rights law, developed countries have
some responsibilities towards the realisation of the right to
health in developing countries.* Because the right to health
gives rise to legal entitlements and obligations, effective
mechanisms of monitoring and accountability are
needed.”

Although the right to health adds power to campaigning
and advocacy, it is not just a slogan, it has a concise and
constructive contribution to make to health policy and
practice. Health workers can use the right to devise
equitable policies and programmes that strengthen health
systems and place important health issues higher up
national and international agendas.”*

Medicine, public health, and human rights have much
common ground. To one degree or another, each field
stresses the importance of the underlying determinants of
health and good-quality medical care, looks beyond the
health sector, struggles against discrimination and
disadvantage, demands respect for cultural diversity, and
attaches importance to public information and education.

The right to health cannot be realised without the
interventions and insights of health workers; and the
classic, long-established objectives of public health and
medicine can benefit from the newer, dynamic discipline
of human rights. A few enlightened people understood
these relations when the WHO Constitution was drafted
in 1946° and when the Declaration of Alma-Ata was
adopted in 1978, affirming the right to the highest
attainable standard of health.

However, until recently, the right to health was only
dimly understood and attracted limited support from
civil society or any other sector. The understanding and
practice of health and human rights has improved since
the Alma-Ata conference.*** One vital part of this
process has been a deepening understanding of the right
to health. But it was not until 2000 that an authoritative
understanding of the right to health emerged when the
UN Committee on Economic, Social, and Cultural Rights,
working in close collaboration with WHO and many
others, drafted and adopted general comment 14.*

Although neither complete, perfect, nor binding,
general comment 14 is compelling and groundbreaking.
The comment shows a substantive understanding of the
right to health that can be made operational and improved
in the light of practical experience. The influence of
Alma-Ata on general comment 14 is explicit and clear.
Although much more work is needed to grasp all the
implications of the right to the highest attainable standard
of health, the general comment confirms that the right
cannot be dismissed as a rhetorical device. General
comment 14 provides a common right-to-health language
for talking about health issues and sets out a way of
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analysing the right to health, making it easier for policy
makers and practitioners to use.” Panel 1 summarises
general comment 14, including the requirement that
health facilities and services be available, accessible, and
culturally acceptable.

The right-to-health analysis can be used to identify and
expose, for example, the lack of available mental-health
facilities properly serviced by trained staff.* Health-related
facilities and services, including mental-health facilities
with properly trained staff, must be available in adequate
number throughout a country. Of course, the need is
subject to resource availability: more and better facilities
are required of Canada than of Chad. Few nations,
however, devote adequate funds to mental health.”* On a
routine basis, mental-health facilities are neglected,
workers untrained, and patients uncared for.* Poor
mental health gives rise to other profound problems, not
least discrimination and stigmatisation, important to the
right to health.

The test of availability can also be applied to
harm-reduction initiatives. Provision of injecting drug
users with comprehensive and integrated treatment,
counselling, and clean needles and syringes is good for
public health, reduces avoidable suffering, saves lives, and
is cost-effective.” An appropriate harm-reduction initiative
is also a right-to-health initiative. However, most countries
do not provide harm-reduction services for people who
use drugs, and those that do, such as Sweden, provide a
limited and scattered service.® The right to health requires
all countries to have an effective, national, comprehensive
harm-reduction policy and plan, delivering essential
services. A high-income country such as Sweden is
expected to provide more than the essential services.

Health-related facilities and services can be available
within a country but inaccessible to all those who need
them. For example, access to essential medicines is an
indispensable part of the right to health with several
dimensions.” First, medicines must be accessible in
remote rural areas as well as in urban centres, which has
major implications for the design of medicine supply
systems. Second, medicines must be affordable to all,
including those living in poverty, which has obvious
implications for funding and pricing arrangements.
Third, given the fundamental human-rights principles of
non-discrimination and equality, a national medicines
policy must be designed to ensure access for dis-
advantaged individuals and communities, such as
women and girls, people living with HIV/AIDS, elderly
people, and people with disabilities. Because equal access
is not always secured by equal treatment, a state must
sometimes take measures in favour of disadvantaged
people. As far as possible, data must be disaggregated to
identify marginalised groups and monitor their progress
towards equal access. Fourth, reliable information about
medicines must be accessible to patients and health
workers so they can take well-informed decisions and
use medicines safely.

Panel 1: Some important points from general comment 14

Article 12 of the International Covenant on Economic, Social, and Cultural Rights very

briefly sets out the right to the highest attainable standard of health. General comment 14

provides the UN Committee on Economic, Social, and Cultural Rights’ interpretation of
article 12. Although not legally binding, the comment is highly authoritative.

» Encompassing physical and mental health, the right to health places obligations on
governments in relation to health care and the underlying determinants of
health—these obligations include provision of clean water, adequate sanitation,
nutritious food, adequate shelter, education, a safe environment, health-related
information, and freedom from discrimination.

» Governments have, for example, obligations regarding maternal, child, and
reproductive health; healthy natural and workplace environments; the prevention,
treatment, and control of diseases; health facilities, services, and goods.

+ Governments have an obligation to give particular attention to marginal individuals,
communities, and populations, creating a need for as much disaggregation of data as
possible.

»  Within a country, health facilities, services, and goods must be available in sufficient
quantity, accessible (including affordable) to everyone without discrimination,
culturally acceptable (eg, respectful of medical ethics and sensitive to gender and
culture), and of good quality.

+ Theright to health is subject to progressive realisation and resource availability.

+ Nonetheless, governments must take deliberate, concrete, and targeted steps to ensure

the progressive realisation of the right as expeditiously and effectively as possible.

+ However, core obligations are subject to neither progressive realisation nor resource
availability. Expressly taking into account the Declaration of Alma-Ata, they include
obligations to ensure access to health facilities, goods, and services to everyone,
including marginal groups, without discrimination; to ensure everyone is free from
hunger; to ensure access to basic shelter, housing and sanitation, and an adequate

supply of safe and potable water; to provide essential drugs, as defined under the WHO

action programme on essential drugs; to ensure equitable distribution of all health
facilities, goods, and services; and to adopt and implement a national public-health
strategy and plan of action, by way of a participatory and transparent process.

+ Theright to health requires opportunities for as much participation as possible by
individuals and communities in health-related decision making.

+ Governments have an obligation to ensure that non-state stakeholders are respectful
of the right to health (eg, do not discriminate).

+ Developed states, and others in a position to assist, should provide international
assistance and cooperation in health to developing countries (eg, economic and

technical assistance to help developing countries fulfil their core obligations). All states

“have an obligation to ensure that their actions as members of international
organizations take due account of the right to health”.
+ Monitoring, accountability and redress are essential. Given progressive realisation,

indicators and benchmarks are indispensable if governments are to be held to account.

+ Theright to health is closely related to, and dependent upon, numerous other human
rights, such as the rights to life, education, and access to information.
+ In narrowly defined circumstances and as a last resort, the enjoyment of some human
rights may be interfered with to achieve a public health goal. For example, quarantine
for a serious communicable disease, such as ebola fever, may, under certain
circumstances, be necessary for the public good, and lawful under human rights, even
though it limits an individual's freedom of movement.

Health-related facilities and services may be available
and accessible but be insensitive to culture and gender.
For example, improving the access to sexual and
reproductive health care is not simply about scaling up
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technical interventions or making them affordable. A
Peruvian project that studied indigenous communities
with very high maternal mortality found an acute
reluctance within the population to use the health facilities
offered by the state, partly because they did not take
account of local cultural conceptions of health and
sickness. In close consultation with the indigenous
communities, culturally sensitive facilities and services
were introduced, such as sturdy ropes in delivery rooms
so that women could give birth squatting and gripping
the rope, as they were accustomed to. These changes led
an increase in deliveries in local health centres,” and the
success of these local initiatives helped to generate a
corresponding change in national health policy on
deliveries in all primary health-care facilities.”

Right-to-health features of health systems
The Declaration of Alma-Ata identifies some vital compo-
nents of an effective health system. The declaration is
especially instructive because of its public-health,
medicine, and human-rights aspects (panel 2), and it
provides compelling guidance on the core obligations of
the right to health.*®

Other attempts have been made to identify what
constitutes a functioning health system.” WHO identifies
six essential building blocks that make up health systems:
health services (medical and public health); health
workforce; health information system; medical products,
vaccines, and technologies; health financing; and leader-
ship, governance, and stewardship.” Although debatable,
these building blocks provide a useful way of looking at
health systems and can be thought of as building blocks
for the realisation of the right to health. However, a health
system might have all these building blocks but still not
serve human rights. For example, the system might

Panel 2: The Declaration of Alma-Ata (1978)

Principal themes

» The importance of equity

+ The need for community participation

+ The need for a multisectoral approach to health problems
+ The need for effective planning

« The importance of integrated referral systems

» An emphasis on health-promotional activities

» The crucial role of suitably trained human resources

» The importance of international cooperation

Essential health interventions

+ Education concerning prevailing health problems

»  Promotion of food supply and proper nutrition

+ Adequate supply of safe water and basic sanitation

» Maternal and child health care, including family planning
+ Immunisation against major infectious diseases

« Prevention and control of locally endemic diseases

» Appropriate treatment of common diseases and injuries
« Provision of essential drugs

include both medical care and public health but not secure
fair access, or there might be a health information system
but key data might not be suitably disaggregated.

A major challenge for human rights is to apply or
integrate the right to health across the six building blocks.
The right-to-health analysis provided by general com-
ment 14 has to be systematically and consistently applied to
health services, health workforce, health information,
medical products, financing, and stewardship—that is, all
the elements that together constitute a functioning health
system. Panel 3 identifies some of the issues that arise
when the right-to-health analysis is applied to the second
WHO building block—the health workforce. The
right-to-health analysis of availability, accessibility, cultural
acceptability, quality, participation, international assist-
ance and cooperation, monitoring and accountability, and
so on, can also be applied to health systems to identify
some of the right-to-health features of health systems,
encompassing what health systems do (for example,
providing access to essential medicines and safe drinking
water) and the way in which they function (for example,
transparently, in a participatory process, and without
discrimination). Health systems run the risk of being
impersonal, top-down, and dominated by experts, but the
right to health places the wellbeing of individuals,
communities, and populations at the centre.” Irrespective
of which of the many definitions of a health system is
used,**** all the following features should be part of any
health system.

Legal recognition—Countries should give recognition to
the right to health in national law and by ratifying relevant
human-rights treaties.* In some countries legal provisions
on the right to the highest attainable standard of health are
generating significant case law.”® For example, Hogerzeil
and colleagues® analysed 71 court cases from 12 countries
and concluded thatin 59 cases access to essential medicines
was enforced through the courts as part of the right to
health. Legal recognition is just one of the first steps on a
long and difficult journey to realising the right to health.
Without follow-up from social movements, health workers,
progressive government ministers and public officials,
activist courts, and international support, in addition to
governmental respect for the rule of law, legal recognition
is likely to be an empty promise.

Standards—Although important, legal recognition of the
right to health is usually confined to a general formulation
that does not set out in any detail what is required of those
with responsibilities for health. For this reason, countries
must not only recognise the right to health in national law,
but also ensure that there are more detailed provisions
clarifying what society can expect by way of health-related
services and facilities. For example, provisions are needed
for quality and quantity of drinking water, blood safety,
essential medicines, the quality of medical care, and so on.
Such clarifications may be provided by laws, regulations,
protocols, guidelines, and codes of conduct. WHO has
published important standards on various health issues.”
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Many others have also contributed; for example, the Sphere
Project provides minimum standards for responses to
disasters. Clarification is important for providers, so they
know what is expected of them and also for those for whom
the service or facility is intended, so they know what they
can legitimately expect.

Participation—Health systems must also include
institutional arrangements for the active and informed
participation in strategy development, policy making,
implementation, and accountability by all relevant
stakeholders, including disadvantaged individuals, com-
munities, and populations.” Examples of such parti-
cipation include conferences to develop national health
plans in Brazil and Peru; a legislative requirement of
Maori participation in New Zealand’s District Health
Boards; village health teams in Uganda; and the
participatory transfer of an HIV/AIDS clinic from
Médecins Sans Frontiéres to the Guatemalan Ministry of
Health.” Participation improves health outcomes.®

Transparency—Tempered by the confidentiality of
personal data, this requirement applies to all those working
in health-related sectors, including countries, international
organisations, public—private partnerships, business
enterprises, and civil-society organisations.* The Medicines
Transparency Alliance, funded by the UK Government, is
an alliance of governments, international agencies,
pharmaceutical companies, and civil-society organisations,
committed to increasing transparency of information on
the quality, availability, and pricing of essential medicines
in the public, private, and non-profit sectors.®

Equity, equality, and non-discrimination—Health systems
must be accessible to all, including those living in poverty,
minority groups, indigenous people, women, children,
people living in slums and rural areas, people with
disabilities, and other disadvantaged individuals,
communities, and populations.* Additionally, health
systems must be responsive to the particular health needs
of women, children, adolescents, elderly people, and so
on.* Outreach programmes are needed to ensure that
disadvantaged people have the same access as more
privileged people. Several European governments, for
example, have established Roma health mediator
programmes.®* As members of the Romani community
themselves, the mediators aim to improve community
health by mediating between patients and health workers
during consultations and communicating with Romani
communities on behalf of the public health system.
Although the programmes have limitations, mediators
have greatly assisted some Romani.*

The right-to-health principles of equality and
non-discrimination are akin to the health concept of
equity. All three concepts have a social-justice component.
In some respects, equality and non-discrimination, being
reinforced by law, are more powerful than equity.” For
example, if a government or other body does not take
effective steps to tackle discrimination, it can be held to
account and required to take remedial measures.®¢

Panel 3: Some issues arising when the right to health is applied to health workforces

General comment 14 requires a comprehensive national health plan

(eg, paragraphs 43[6] and 55) encompassing human resources. So is there an up-to-date
plan for human resources in preventive, curative, and rehabilitative health,
encompassing physical and mental health?

Is there a role for midlevel providers who can increase access to health care, such as
assistant medical officers and surgical technicians, and public-health professionals?
Are there outreach programmes for the recruitment of health workers from
marginalised communities and populations, such as indigenous peoples, to reduce
non-discrimination and improve respect for cultural difference?

Are effective measures in place to achieve a gender balance among health workers in
all fields to ensure equality, non-discrimination, and respect for cultural difference?
Because health-related services must be available in sufficient quantity, subject to resource
availability, are effective measures in place to ensure that the number of domestically

trained health workers is commensurate with the health needs of the population?

+ Is health information about the number of health workers by category (eg, nurses and

public health professionals) collected, centralised, and made publicly available on a
regular basis?

+ Are human rights, including respect for cultural diversity, as well as the importance of

treating patients and others with courtesy, a compulsory part of the training for all
health workers?
+ General comment 14 (paragraph 44[5]) requires appropriate training for health

personnel, so are opportunities for further professional training in place for all health

workers without discrimination?

+  Are health workers receiving domestically competitive salaries as well as other reasonable

terms and conditions of employment? A lack of reasonable terms and conditions of

employment, one of the causes of the skills drain, is likely to undermine a health system

+ Areincentives in place to encourage the appointment, and retention, of health
workers in underserved areas to improve access, especially of marginal communities
and populations?

Respect for cultural difference—From the right-to-health
perspective, health systems must be respectful of cultural
difference.****% Health workers must be sensitive to issues
of culture, ethnicity, and sex, strategies must be in place to
enable indigenous people to study medicine and public
health, and so on.”

Quality—All health-related services and facilities must
be of good quality.* For example, water quality regulations
and standards consistent with the WHO guidelines for the
quality of drinking water should be in place.” The good
quality requirement also extends to the way patients and
others are treated: health workers must treat patients and
others politely and with respect. Because medicines may
be counterfeit, states must establish appropriate regulatory
systems.® In Nigeria, for example, there is evidence that
the National Agency for Food and Drug Administration
and Control's dual strategy of strengthening the regulatory
environment, while encouraging intolerance of counterfeit
drugs through public enlightenment campaigns is
improving medicine safety and quality.”

Planning—Some important implications arise from the
right to health being subject to progressive realisation and
resource availability. The crucial importance of planning is
recognised in the Declaration of Alma-Ata, general

www.thelancet.com Published online December 10,2008 DOI:10.1016/50140-6736(08)61781-X



x
=
5
&
3z
5
H
£
£
>
3
&

Right to Health

comment 14, and elsewhere” States must have
comprehensive national health plans, encompassing both
the public and private sectors, for the development of
health systems; because the plans have to be evidence-
based, a situational analysis with disaggregated data is
needed before the plan is drafted. Health research and
development should also inform the planning process.””

According to general comment 14, the plan must include
certain features, such as clear objectives (and how these
are to be achieved), timeframes, effective coordination
mechanisms, reporting procedures, a detailed budget,
financing arrangements (national and international),
assessment arrangements, indicators and benchmarks to
measure achievement, and one or more accountability
devices.* Indicators and benchmarks are already common-
place features of many health systems, but they rarely have
all the elements that are important from a human-rights
perspective, such as appropriate disaggregation.*

The identification of indicators and benchmarks to
measure the progressive realisation of the right to health
is a national and international process that involves coun-
tries, international organisations, the UN Committee on
Economic, Social, and Cultural Rights, and others. A
wealth of data is available at the global level, some of
which is highly relevant to the right to health. But are
international bodies making other data important to the
right-to-health perspective available? If not, countries may
wrongly assume that these other data, and the issues to
which they relate, are less important. Many countries look
to UN bodies for technical assistance, ideas, and
leadership. Whether or not UN bodies are making data
that are highly relevant to the right to health available at a
global level is an important issue.

A fair, transparent, participatory, and inclusive process
for prioritising competing health needs is required—one
that takes into account explicit criteria, such as the well-
being of those living in poverty, and not just the claims of
powerful groups with vested interests.”? The process of
prioritisation should give particular attention to the core
obligations identified in general comment 14 because they
are required of all countries, whatever their stage of econ-
omic development.*® The list of core obligations is illu-
strative rather than exhaustive (panel 1).” One of the core
obligations is to adopt and implement a national public
health strategy and plan of action, on the basis of epidemio-
logical evidence, addressing the health concerns of the
whole population.®

Before the finalisation of the plan, key elements must
undergo impact assessment to ensure that they are likely
to be consistent with national and international legal
obligations, including those relating to the right to the
highest attainable standard of health.” In addition, the
present realisation of the right to health must be
maintained, although this might be waived in exceptional
circumstances.*

Progressive realisation does not mean that a government
is free to choose whatever measures it wishes to take so

long as they reflect some degree of progress. General
comment 14 requires that governments take deliberate,
concrete, and targeted steps to ensure progressive
realisation as quickly and effectively as possible.*®

Progressive realisation, maximum available resources,
and core obligations need closer conceptual and
operational attention. Some courts have rejected the idea
of core obligations and required that government policies
are reasonable’® Other courts have taken the same
position as the UN Committee on Economic, Social, and
Cultural Rights in general comment 14 and found that
some health-related responsibilities are so fundamental
that they are subject to neither progressive realisation
nor resource availability.®” This position most closely
matches the right to health: progressive realisation is an
important concept with a crucial role, but only up to the
boundaries of core obligations.

Referral systems—Health systems should have a mix of
primary (community-based), secondary (district-based),
and tertiary (specialised) facilities and services, providing
a continuum of prevention and care.” The system also
needs an effective process by which health workers assess
whether patients will benefit from additional services
and patients are referred from one facility or department
to another. Referrals are needed between alternative
health systems (eg, traditional health practitioners) and
mainstream health systems. The absence of an effective
referral system is inconsistent with the right to health.

Coordination—Health systems and the right to health
depend on effective coordination across a range of public
and private stakeholders (including non-governmental
organisations) at the national and international levels.
Effective coordination between various sectors and depart-
ments, such as health, environment, water, sanitation,
education, food, shelter, finance, and transport is important
for health systems, which also require coordination within
sectors and departments, such as ministries of health. The
need for coordination extends to policy making and
delivery of services.”*** Uganda has recently added several
interventions, such as de-worming of children, supplemen-
tation with vitamin A, and health promotion information,
to its Child Health Days. Now known as Child Health Days
Plus, these days depend on, and reinforce, improved
coordination between and within sectors and national and
international partners, including civil society.””

International cooperation—Health systems have inter-
national dimensions, including the control of infectious
diseases, the dissemination of health research, and
regulatory initiatives, such as the International Health
Regulations®™ and the WHO Framework Convention on
Tobacco Control.* The international dimension of health
systems is reflected in countries human-rights
responsibilities of international assistance and cooperation
that can be traced through the Charter of the UN, the
Universal Declaration of Human Rights, and some more-
recent international human-rights declarations and
binding treaties.”® At least, all countries have a
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human-rights responsibility to cooperate on transboundary
health issues and to do no harm to their neighbours.”
High-income countries have an additional responsibility to
provide appropriate international assistance and coopera-
tion in health for low-income countries. High-income
countries should especially help others fulfil their core
obligations.® The Swedish International Development
Cooperation Agency (SIDA), for example, supports several
stakeholders with crucial roles in relation to the right to
health in Uganda. The agency has given funds to various
organisations: the Ugandan Government; WHO for its
human-rights work in Uganda; the Uganda Human Rights
Commission; and civil-society organisations, including
Straight Talk, which aims to increase understanding of
adolescence, sexuality, and reproductive health.* For their
part, low-income countries have a responsibility to seek
appropriate international assistance and cooperation to
help them strengthen their health systems.®

General comment 14 confirms that the human-rights
responsibility of international assistance and cooperation
in health extends to countries’ actions as members of
international organisations.* Scandinavian countries, for
example, have proposed a trust fund for justice and
human rights in the World Bank.**

Legal obligation—Crucially, the right to the highest
attainable standard of health gives rise to legally binding
obligations. The health system must have, for example, a
comprehensive national health plan; outreach programmes
for the disadvantaged; a minimum package of health-
related services and facilities; effective referral systems;
arrangements to ensure the participation of those affected
by decision making in health; respect for cultural
difference; and so on. One of the distinctive contributions
of the right to the highest attainable standard of health is
that it reinforces good health practices with legal obligation
and accountability. States are legally obliged to take all
appropriate steps to implement the right-to-health features
of health systems. Of course, some governments imple-
ment these features without reference to the right to
health. But many governments do not ensure that these
features are in place, and, in these cases, the right to health
has an especially important role.

Monitoring and accountability—Individuals and com-
munities should have the opportunity to understand how
those with responsibilities have discharged their duties and
provide those with responsibilities the opportunity to
explain what they have done and why.* Where mistakes
have been made, accountability requires redress. Account-
ability is not a matter of blame and punishment but a fair
and reasonable process to identify what works, so it can be
repeated, and what does not, so it can be revised.*

Something as complex and important as health
systems needs effective, transparent, accessible, and
independent  accountability = mechanisms—health
commissioners, national human-rights institutions,
democratically elected local health councils, public
hearings, patients’ committees, impact assessments,

and judicial proceedings. The media and civil-society
organisations also have crucial roles.*

Accountability in many health systems is extremely
weak. In some countries, the same body provides and
regulates health services, as well as holding those
responsible to account. Accountability can also be little
more than a device to check that health funds were spent
as they should have been. Human-rights accountability is
concerned with ensuring that health systems are
improving, and the right to the highest attainable standard
of health is being progressively realised, for all, including
disadvantaged individuals, communities, and populations.

In some countries, although playing an important part,
the private health sector is largely unregulated. The
requirement of human-rights accountability extends to
both the public and private health-related sectors® and to
international bodies working on health-related issues.

Accountability mechanisms are urgently needed for all
bodies—public, private, national, and international—
working on health-related issues. The design of appro-
priate and independent accountability mechanisms
needs creativity and leadership, such as recently shown
by the Uganda Human Rights Commission with the
launch of its new Right to Health Unit in Kampala.”

Scope and objectives

We begin to assess the degree to which the health systems
of 194 countries include features arising from the right to
the highest attainable standard of health.

From the start, this project did not aim to give a
weighting to indicators nor to rank countries in an index,
although we are aware that ranking can appeal to
politicians and sometimes might enhance monitoring
and accountability, leading to improved health and respect
for human rights.”” Ranking in league tables is also
problematic with technical difficulties and problems of
interpretation.” However, indicators and benchmarks are
needed to measure the present condition of a country’s
health system and to monitor its progress over time. We
hope that this project will be repeated periodically so that
the progress of individual countries, in relation to health
systems and the right to health, can be monitored.

Although much more work has to be done to help govern-
ments identify the minimum package of health-related
services and facilities needed by the right to the highest
attainable standard of health, that vital task is not our aim
here. In this Report, we do not attempt to provide a list of
essential services and facilities needed for a well-functioning
health system. Rather, we attempt to identify several
additional, and commonly neglected, features arising from
the right to health and informed by good practices that are
required of all health systems.

Methodology

Development and selection of indicators

Our aim was to assess how much the health systems of
all countries include some of the features that arise from
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the right to health. To meet this aim, we identified the
following objectives: to promote awareness of the
complementary relation between a health system and the
right to health; to select a manageable set of indicators to
assess the degree to which a health system includes some
of the rightto-health features; to assess if sufficient
information is available about these features both
nationally and internationally; to increase monitoring
and accountability in relation to health systems and the
right to the highest attainable standard of health; to
deepen the understanding of the important role of health
data and indicators in relation to the progressive
realisation of the right to health; to consider the
limitations of data for health and human rights in relation
to the progressive realisation of the right to health; to
provide a basis to monitor, over time, health systems and
the progressive realisation of the right to the highest
attainable standard of health.

We developed indicators to reflect right-to-health
features of health systems. The features arise from
general comment 14, including core obligations, and
reflect many of the themes of the Declaration of
Alma-Ata,” and elements of the WHO building blocks
of a health system.” We also referred to article 24 of the
Convention of the Right of the Child,° general
comments 3 and 4 of the Committee on the Rights of
the Child,”* and general recommendation 24 of the
Committee on the Elimination of the Discrimination
Against Women.” We also relied on the framework of
structure, process, and outcome indicators on the right
to the highest attainable standard of health,” and the
requirement that health facilities and services should be
available, accessible, culturally acceptable, and of good

To ensure that a similar project had not already been
done, we reviewed existing projects (both published and
in draft form) relying heavily on indicators, such as the
Human Development Reports,” the World Health
Report 2000 on health systems,” the WHO and Office of
the High Commissioner of Human Rights (OHCHR)
indicators joint project of 2008,” the UN Millennium
Development Goals,” the poverty-reduction indicators
from OHCHR,” the WHO essential-medicine
indicators,® and indicators of UNICEF,* UNAIDS,
and the World Bank."*"

The development and selection of indicators was a
lengthy process with numerous stages. We selected
indicators according to the following criteria: scientific
robustness, usefulness, representativeness, understand-
ability, and importance.” Data availability was not a
determining factor. We also selected indicators that would
be accessible to a broad group of professions, including
policy makers in both health and human rights.

In an ongoing process over 18 months, we consulted
different individuals who helped in the selection of
indicators, including academics (eg, from political
science, law, health, and sociology), UN bodies, national
and local non-governmental organisations and
associations, health practitioners, lawyers, economists,
and anthropologists. Individuals were consulted from
Africa, Latin America, Europe, North America, and
Asia-Pacific, with balance between sexes. We also
consulted people from indigenous communities. We
used purpose sampling to address specific questions and
right-to-health features. We also asked delegates at two
health and human-rights conferences (Italy and
Zimbabwe) for their views, and consulted Maori and

quality.* non-Maori people in New Zealand. However, our
Formal
- - recognition of
Assessment, monitoring, accountability, redress the right to health Standards

for national, international, public, and private individuals and organisations

Initiatives to ensure the
public knows its entitlements and how to vindicate them
(eg, educational campaigns of national human-rights
institutions)

Coordination mechanisms

between and within health-related sectors and
departments, in relation to policy making

and service delivery

Medicines
Health promotion
(eg, public-health awareness campaigns)

Health information

effective health-information system, including
appropriately disaggregated data; respect for confidential
personal medical data

Health workers

including traditional health workers (eg, numbers commensurate
with health needs of the population; good terms, conditions, and
training, including human rights; upgrading the skills of the
established health workers; polite and respectful attitude; skills drain)

International dimension

Health services, facilities,
and goods

People
Communities
Populations

Underlying determinants of
health (eg, water, sanitation, food,
shelter, and education)

(eg, low-income countries to seek, and high-income countries
to provide, international assistance and cooperation in health;
the "do-no-harm” principle; south-south cooperation)

for public and private individuals and organisations (eg,
regulations, guidelines, ethical codes of conduct, and protocols)
Research and development
including economic, social, and cultural issues
Health situational analysis
Comprehensive national health plan
objectives, timeframes, reporting procedures, who is
responsible for what, indicators, benchmarks; before
plan finalised, undertake impact assessment
| Non-discrimination
consider gender and marginalised groups;
need outreach programmes and
disaggregated data
Transparency
Respect for cultural difference
Quality

Participation

in policy formulation, implementation, and accountability
National financing

equitable and evidence-informed

Figure 1: Right-to-health features of a health system underpinned by legal obligations based on general comment 14: preliminary working model
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consultation process could have been better and we
suggest that, when our selection of indicators is revisited,
more consultations should take place.

We used five steps in the process of indicator selection.
First, we reviewed the right-to-health features of health
systems and WHO building blocks and, after numerous
consultations, we created a preliminary working model as
a way to assist development and selection of indicators
(figure 1). We focused on the wellbeing of individuals,
communities, and populations. We also recognised the
importance of health-related services, facilities, and goods,
including underlying determinants of health, water,
sanitation, food, shelter, and education. Additionally, we
identified a selection of features that were of particular
importance to health systems. We revised and refined this
preliminary model because we were aware that it had
shortcomings—eg, the model did not clearly convey that
several of the features, such as non-discrimination, are
recurrent.

Second, we looked closely at health-related services
and the underlying determinants of health (middle
section of figure 1) in the context of the right-to-health
requirements—ie, that these should be available,
accessible, culturally acceptable, and of good quality.
However, of these four requirements, we focused on the
first (availability) and second (accessibility). From the
right-to-health perspective, access is crucial because of
its relation with non-discrimination, equality, and equity.
Health care (eg, antenatal, mental-health, cancer care,
and access to medicines), underlying health determinants
(eg, drinking water), and government spending on
health care were also taken into account (webtable 1).

Third, we considered the features shown in the perimeter
of figure 1. Formulation of indicators for standards proved
difficult. Formal recognition of the right to health is
important but it is usually confined to a few vague
sentences. A more detailed elaboration is needed by way of
legislation, protocols, guidelines, codes of conduct, and
others. We therefore considered formulating indicators
that questioned whether countries had adopted
international standards on blood safety and water quality,
but we were unable to identify indicators conforming to
our criteria.

We recognise that planning is only a means to an end.
Nonetheless, general comment 14 underlines the import-
ance of planning. An appropriate plan, prepared with a
suitable process, is a vital vehicle for realising the right to
health. Thus, we devoted great attention to the identification
of appropriate indicators in relation to devising a
comprehensive national health plan (webtable 2).

We struggled to identify indicators of participation that
conformed to our criteria. Especially challenging were
indicators capturing whether a country has appropriate
institutional mechanisms for participation. Participation
should not be confined to the development of the national
health plan; it should also extend to the national
health-workforce strategy, national medicine policy,

implementation measures, accountability, and so on.
Furthermore, participation should not be confined to
marginalised groups. However, the right to health has a
special focus on disadvantaged people. But, if
marginalised groups are participating, we can be
confident that non-marginalised groups are too. In the
end, we addressed participation in the context of national
health planning.

Indicators for research and development in health were
also challenging. We wanted to identify indicators that
showed whether adequate and appropriate research and
development are being undertaken in a country, but we
failed to identify an indicator that conformed to our criteria,
and so this issue is not present in our final selection.

Fourth, we aimed to merge the two sets of draft
indicators already identified (webtables 1and 2) and revise
them where appropriate. Also, we wanted to add some
new indicators. For example, we were looking for an
indicator that reflected the right-to-health requirement
that health-related services, facilities, and goods should be
culturally acceptable. General comment 14 emphasises
that special attention should be paid to indigenous people
and so, prompted by the indicators joint project of WHO
and the OHCHR,™"® we added a new draft indicator—ie,
the proportion of people covered under indigenous or
alternative systems of health care (webtable 3). However,
placing indigenous and alternative health systems in the
same indicator was confusing; therefore, this indicator
was not included in our final list. Other indicators
approach aspects of cultural acceptability, such as the
indicator about participation of marginalised groups.
Also, the definition of a comprehensive national health
plan extends to the whole population, including
indigenous people, and incorporates public and private
sectors, including traditional and indigenous health
practices and medicines.

Fifth, we made a final selection of 72 indicators
(panel 4), divided into 15 groups. Some of the groups
overlap; for example, the participation indicator overlaps
with the planning indicators. Of course, many different
health workers are crucially important, but some
indicators use doctors and nurses as proxies. After
consultations, we created a new group—additional
safeguards—for indicators that did not fit neatly into any
other group. By placing indicators on monitoring,
assessment, accountability, and redress at the end of the
list, we are not saying that such issues only arise at the
end of a process. On the contrary, these issues must be
seen as recurrent elements in a continuous process.

As prioritised by general comment 14, several indicators
focus on maternal and child health. Women and children
are among those groups that are often marginalised. In
the past 2-3 years, maternal mortality has increasingly
been recognised as a human-rights issue.™™

We prepared explanatory notes for each indicator, along
the lines of the meta-sheets used in the recent indicators
joint project of WHO and the OHCHR.™ Explanatory
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See Online for webappendix 1

See Online for webtables 4 and 5

10

notes for every indicator include: definitions, rationale,
method of computation, data source, periodicity,
comments, and limitations (webappendix 1). Each data
source was assessed for its quality and any potential bias
was noted.

To reduce the number of indicators, disaggregation of
all appropriate indicators on all relevant grounds was
not required, although we acknowledge that such data
should be available. Several of the selected indicators,
however, address discrimination, including the
indicator on civil registration requiring disaggregation
on five priority grounds: sex, ethnic origin, rural or
urban residence, socioeconomic group, and age. We
identified these priority grounds of disaggregation
through a process of consultation between lawyers and
health workers, including representatives from the
British Medical Association, WHO, and academic
institutions. Ideally, all appropriate data should be
disaggregated, at least, by these five priority grounds.
The civil registration system should be one of the most
comprehensive data-collection systems in a country,
and therefore this indicator was chosen as the proxy
measure.

We did not identify indicators of all right-to-health
features conforming to our selection criteria (eg,
indicators related to coordination and research and
development). Although several indicators exist
addressing different dimensions of access, such as
indicators 24 (access to clean water), 27 (antenatal care),
and 46 (catastrophic health expenditure), we accept that
issues of access demand more attention.

External review

After selection of draft indicators, we sent them and
explanatory notes to 40 experts, who had not previously
been part of this project, for their comments and review.
22 experts responded, including lawyers, human-rights
professionals, clinicians, public-health practitioners,
academics, and policy makers. We recognise the
advantages of random sampling, but constraints of time
and resources prevented this approach. However, expert
comments were very constructive in deciding and
devising the final version of our list of indicators.

Data collection

To fulfil the project’s objectives, we needed to consider data
availability at the global level and, in relation to five coun-
tries, at the national level as well.”" For a few indicators,
only the global perspective was necessary (eg, the number
of international and regional treaties recognising the right
to health ratified by a country). If information was not
present about a particular indicator, it was marked as not
available in the tables 1 and 2. If an indicator was not
applicable to a particular country, it was marked as such.
The time period for data collection was from August, 2007,
to August, 2008, with the intention of obtaining data for
the same indicators at about the same time.

We initially selected six countries for national data
collection because one of us, PH (then the UN special
rapporteur on the right to the highest attainable standard
of health) had recently been to them on mission and
prepared formal UN reports on each before this project
began. Only five could commit to data collection in the
allotted time: Sweden, Mozambique, Romania, Peru,
and Ecuador. Although not globally representative, these
high-income, middle-income, and low-income countries
provided a range of different political background,
history, geographical location, and cultural contexts.
Countries such as China, Bangladesh, USA, and India
would have been interesting to study, but they fell outside
our selection criteria. In each of the five countries
selected, we chose data collectors who, at the relevant
time, were independent from the government (although
they mighthave collaborated closely with the government)
and had a good knowledge of the country, of health and
human rights, and preferably of the right to health.

For every indicator, the information obtained was the
response to the indicator, the source of the data, and the
date of last update and of access (if from an internet
source). Relevant comments to explain the answer were
documented, in addition to exact legal provisions for
indicators related to the law and exact quotes for
indicators related to plans or policies. In addition to
table 1 on global data (194 countries) and table 2 on
national data (five countries), webtables 4 and 5 include
extended tables with sources, comments, and other
information. The International Committee of Medical
Journal Editors Uniform Requirements was used as the
basis for the referencing system.™ For internet sources,
the date of access and of last update was of particular
importance to document. The working currency for all
monetary data was US dollars at the exchange rate at the
time of data collection.

We clearly defined terms used for indicators that were
strictly adhered to during data collection; although this
rigidity might have led to reduced data availability. All
relevant definitions can be found in the explanatory notes
online (webappendix 1).

Data were accepted in any of the official UN languages:
Arabic, Chinese, English, French, Russian, and Spanish,
with translations into English done by the team where
necessary. National data were received in English,
Spanish, or Swedish, and translated where necessary.

Primary data were not collected; therefore, formal ethical
approval was not necessary for this research project. Only
secondary data were used on both global and national
levels. All the information was in the public domain,
defined to be any document that is in print and should be
easily accessible, such as in a library or on the web.

To ease collection of global data, we created the so-called
one-click rule, which defines that the limits of the search
for data should only be no more than one mouse click
away from the global source. For example, if, while
navigating through the WHO website, a link to a national
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Panel 4: Indicators of right to health

Recognition of the right to the highest attainable standard of health
1 Number of international and regional human-rights treaties recognising the right to health ratified by the state
2 Does the state’s constitution, bill of rights, or other statute recognise the right to health?

Non-discrimination

3 Number of treaty-based grounds of discrimination that the state protects out of: sex; ethnic origin, race, or colour; age;
disability; language; religion; national origin; socioeconomic status, social status, social origin, or birth; civil status; political
status, or political or other opinion; and property

4 Number of non-treaty-based grounds of discrimination that the state protects out of: health status (eg, HIV/AIDS); people living
in rural areas; and sexuval orientation

5 General provisions against discrimination

Health information

6 Does the state law protect the right to seek, receive, and disseminate information?

7 Does the state law require registration of births and deaths?

8 Does the state have a civil registration system?

9 Does the state disaggregate data in the civil registration system on grounds of: sex, ethnic origin, rural or urban residence,
socioeconomic status, or age?

10 What proportion of births is registered?

11 Does the state regularly collect data, throughout the territory, for the number of maternal deaths?

12 Does the state centralise these data for the number of cases of maternal deaths?

13 Does the state make publicly available these data for the number of cases of maternal deaths?

14 Does the state regularly collect data, throughout the territory, for the number of neonatal deaths?

15 Does the state centralise these data for the number of cases of neonatal deaths?

16 Does the state make publicly available these data for the number of cases of neonatal deaths?

National health plan

17 Does the state have a comprehensive national health plan encompassing public and private sectors?

18 Has the state undertaken a comprehensive national situational analysis?

19 Before adopting its national health plan, did the state undertake a health impact assessment?

20 Before adopting its national health plan, did the state undertake any impact assessment explicitly including the right to health?
21 Does the state’s national health plan explicitly recognise the right to health?

22 Does the state’s national health plan include explicit commitment to universal access to health services?

Participation
23 Is there a legal requirement for participation with marginalised groups in the development of the national health plan?

Underlying determinants of health

24 What percentage of the rural and urban population has access to clean water?
25 What are the CO, emissions per capita?

26 Prevalence rate of violence against women

Access to health services
27 Proportion of women with a livebirth in the last 5 years who, during their last pregnancy, were seen at least three times by a
health-care professional, had their blood pressure checked, had a blood sample taken, and were informed of signs of complications

Medicines
28 Is access to essential medicines or technologies, as part of the fulfilment of the right to health, recognised in the constitution or
national legislation?
29 Isthere a published national medicines policy?
30 Is there a published national list of essential medicines?
31 What is the public per capita expenditure on medicines?
32 What is the average availability of selected essential medicines in public-health facilities?
33 What is the average availability of selected essential medicines in private-health facilities?
34 Percentage of 1-year-old children immunised against measles
35 Percentage of 1-year-old children immunised against diphtheria, tetanus, and pertussis
(Continues on next page)
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(Continued from previous page)

Health promotion

36 Does state law require comprehensive sexual and reproductive-health education during the compulsory school years for boys and
girls?

37 Proportion of 15-24-year-old boys and girls with comprehensive HIV and AIDS knowledge

Health workers

38 Does the state have a national health-workforce strategy?

39 Does the state law include provision for adequate remuneration for doctors?

40 Does the state law include provision for adequate remuneration for nurses?

41 Do the state’s workforce policies or programmes include a plan for national self-sufficiency for doctors?

42 Do the state’s workforce policies or programmes include a plan for national self-sufficiency for nurses?

43 Do the state’s workforce policies or programmes provide incentives to promote stationing in rural areas of doctors?
44 Do the state’s workforce policies or programmes provide incentives to promote stationing in rural areas of nurses?

National financing

45 Is the per capita government expenditure on health greater than the minimum required for a basic effective public-health
system?

46 What is the proportion of households with catastrophic health expenditures?

47 Total government spending on health as percentage of gross domestic product (GDP)

48 Total government spending on military expenditure as percentage of GDP

49 Total government spending on debt service as percentage of GDP

50 Proportion of national health budget allocated to mental health

International assistance and cooperation

51 Does the state’s international development policy explicitly include specific provisions to promote and protect the right to health?

52 Does the state’s international development policy explicitly include specific provisions to support the strengthening of health
systems?

53 Proportion of net official development assistance directed to health sectors

Additional safequards

54 Does the state law require protection of confidentiality of personal health data?

55 Does the state law require informed consent to treatment and other health interventions?
56 Does the constitution protect freedom of expression?

57 Does the constitution protect freedom of association?

58 Does the state have a patients’ rights charter?

59 Is the patients’ rights charter available in all official languages?

Awareness raising about the right to the highest attainable standard of health

60 Does the state have a national human-rights institution with a programme of budgeted activities to raise awareness of the right
to health among the public?

61 Does the state have a national human-rights institution with a programme of budgeted activities to raise awareness of the right
to health among doctors?

62 Does the state have a national human-rights institution with a programme of budgeted activities to raise awareness of the right
to health among nurses?

63 Are human rights a compulsory part of the national curriculum for the training of doctors?

64 Are human rights a compulsory part of the national curriculum for the training of nurses?

Monitoring, assessment, accountability, and redress

65 Infant mortality rate

66 Mortality rate of children younger than 5 years

67 Maternal mortality ratio

68 Life expectancy

69 Does the state have a national human-rights institution with a mandate that includes the right to health?

70 Number of judicial decisions, nationally, that considered the right to health during 2000-05

71 Does the state have a national human-rights institution with a mandate to monitor international assistance and cooperation?

72 Inthe past report submitted by the state to the UN in relation to the International Covenant on Economic, Social, and Cultural
Rights, was there a detailed account of the international assistance and cooperation in health that the state is providing?
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website was found, then the link would be opened. If the
required information was accessible on that webpage, then
it would be judged as globally processed data and therefore
acceptable. If, however, there was need to follow more than
one link, open tabs, or for any navigation other than
scrolling up and down, the information was not judged as
globally available. This rule only applied to links to
webpages outside the global source, with no limitations
imposed on navigation within the global source. We
decided that this rule was needed to provide a practical
limit to what could otherwise become an eternal internet
search, but still allowing adequate and useful data
collection.

We generated a list of global websites (webappendix 2).
If any data were unavailable in any of these websites, we
did a more detailed search. We identified suitable search
terms where necessary; these are documented in the
explanatory notes that accompany each indicator
(webappendix 1).

Sometimes, the presence of a right-to-health feature
was not apparent at the global level, which could be
interpreted as the data were not existing. However, in
these situations we reported that the information was not
available, which meant that it might exist and be
documented elsewhere. For example, if there was no
mention of a national health-workforce strategy in the
information available at the global level, then the data
were listed as unavailable for that country. However, if
the information stated that there was no health-workforce
strategy, then that was recorded with a ‘no’.

Methods for data collection nationally were slightly
different and defined as accessible information in the
public domain. These data were needed to be publicly
available and therefore included information available on
the internet, published reports, or information publicly
available on request. We requested documentation of the
source. Data that were only available to selected groups or
information acquired through interviews were not
allowed. National teams of data collectors could decide
how best to search for the information as long as it
fulfilled the methodological requirements. National teams
searched relevant websites and published documents
unrestricted by the one-click rule. However, they were
restricted to national sources and could not access global
databases, such as UN sources. We relied on the same
explanatory notes (webappendix 1) to ensure that
definitions and criteria were consistent with the global
data and the same referencing guidelines were applied.
We are aware of some limitations of the methods.

For some indicators, a year was included from which
data were collected (identified in webappendix 1). The
project started in 2007 and data were often not yet
available for 2007, or even 2006, and therefore data
from 2005 were often the most up-to-date (further
information is available in webtables 4 and 5 and
explanatory notes in the webappendix 1). Furthermore,
the indicator relating to judicial decisions was restricted

to cases within a 5-year period (2000-05) because we
thought that this was a manageable recent timeframe.

Several indicators we selected are commonly used (eg,
indicator 68 on life expectancy), and information is
available in published material about their usefulness,
validity, and limitations.

Because of the many differing lists of states worldwide,
we opted to use a list of 194 countries generated from the
WHO member-state list of 20002 and those countries listed
by the UN Development Programme,™ acknowledging that
other lists may differ. Several indicators were only applicable
to donor states, and the list of states to be considered for
these indicators was compiled from Organisation for
Economic Co-operation and Development (OECD)
members™ and the International Development Association
of the World Bank list of donors from March, 2008"
(webpanel). However, the indicator may be related to an
event that happened before a state was a donor, such as the
past report in relation to the International Covenant on
Economic, Social, and Cultural Rights.

Key findings

We discuss some of the key findings and results arising
from the data collected for the 72 indicators, giving special
attention to three of our objectives. Do countries’ health
systems have the relevant right-to-health features? Are
the relevant data available at the global level? Do the data
provide a basis to monitor, over time, health systems and
the progressive realisation of the right to the highest
attainable standard of health.

We did not try to find directional relations between
variables, such as treaty ratification and health outcomes.
Several indicators in our list illustrate that, no matter how
sophisticated they are, indicators never provide a complete
picture and they need to be supplemented with qualitative
information. Table 1 summarises the global data from
194 countries and table 2 the national data from
five countries. All data are available in webtables 4 and 5.

Recognition of the right to health

Recognition of the right to the highest attainable standard
of physical and mental health is a right-to-health feature of
a health system. Although recognition can have various
forms, we focused on international (indicator 1) and
national (indicator 2) recognition (panel 4). Figure 2 shows
the number of countries that have ratified three interna-
tional human-rights treaties that include the right to health.
The step after ratification of treaties is the recognition of
the right to health in the national constitution or other
statute, but more than two-thirds of countries do not have
this recognition. Only 56 countries that have ratified the
International Covenant on Economic, Social, and Cultural
Rights include the right to health in their constitution or
other statute. International recognition of the right to health
(indicator 1) is substantially more widespread than national
recognition (indicator 2), probably because international
accountability is weaker than national accountability.
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Although legal recognition of the right to the highest
attainable standard of health can mean commitment
towards the realisation of the right to health, this does
not capture the actual process or success of
implementation. Other indicators attempt to do this and
are discussed later. Legal recognition is important
because it can increase accountability of stakeholders
with responsibilities to, and within, a health system.

Although eight indicators explicitly mention the right
to health, different countries use different terminology
for this human right. Some countries use terminology
that does not match our wording, and negative results
were recorded in these cases (webappendix 1). Online
documents were sometimes translations of original
documents, introducing another possible reason for
different terminology.

Non-discrimination

We aimed to record aspects of non-discrimination,
equality, and equity—key right-to-health features of health
systems. Indicator 3, for example, lists 11 treaty-based
grounds of discrimination, and indicator 4 lists three
non-treaty-based grounds of discrimination (panel 4). The
treaty-based ground of discrimination most commonly
protected by law was ethnic origin (122 countries), whereas
the least-protected was age (13 countries; figure 3).
However, 95 countries protect only five or less treaty-based
grounds of discrimination, and none protects all 11.

We addressed non-discrimination asking whether data in
the civil registration system were disaggregated on the five
priority grounds of sex, ethnic origin, rural or urban status,
socioeconomic group, and age (indicator 9). None of the
five countries studied nationally disaggregate these data by
ethnic origin, and therefore they cannot show any inequity
between ethnic groups. Disaggregation of data on the basis
of ethnic origin is a controversial issue and, although such
information can be used in a positive way, it can also be
used in a negative way (eg, to reinforce stigmatisation).
Therefore, article 8 of the EU Data Directive prohibits the
“processing of personal data revealing racial or ethnic
origin”, but with important exemptions related to data
processed by health professionals."

For non-treaty-based grounds of discrimination,
protection was even less widespread than for treaty-based
grounds (figure 3). For example, according to our
approach, only three countries (Fiji, South Africa, and
Ecuador) protected against discrimination on the ground
of sexual orientation.

People with mental illnesses are frequently neglected
and discriminated against, and this might lead to
inadequate financial provision for mental health.*
Therefore, we took into account the proportion of the
national health budget allocated to mental health
(indicator 50). Of 98 countries for which data were
available, almost half allocated 2% or less of their national
budget to mental health. Sweden and Ecuador did not
allocate a specific budget for mental health. The team

gathering data in Sweden remarked that this is “partly a
consequence of the objective to not stigmatise the group”
(webtable 4). We do not agree that a specific budget
allocation for mental health could stigmatise those with
mental-health problems or that it is inconsistent with the
integration of mental-health care across health systems.
By contrast, the absence of a specific budget allocation
might maintain the marginalisation and neglect
experienced by many people with mental disabilities.

Later, we consider the indicator on access to clean water
(indicator 24). Disaggregated on the basis of urban or
rural residence, this indicator confirms the disadvantage
of rural dwellers in most countries.

Health information

Because of its crucial importance in relation to both the
right to health and the WHO building blocks, health
information is prominent in our profile of
indicators (indicators 6-16). We focused on maternal and
neonatal deaths, and the civil registration system. We
questioned whether countries obtained data for the
number of maternal deaths throughout their territory.
On the basis of global data and our approach, 69 countries
obtained, centralised, and made publicly available these
data; whereas 88 countries did not. Data for the remaining
37 countries were unavailable at the global level, including
those for Ecuador and Peru. Compared with data for
maternal deaths, data for neonatal deaths were available
at a global level for even fewer countries. Nationally, data
were gathered, centralised, and made publicly available
by Ecuador, Romania, and Sweden (panel 5); however,
Mozambique did not do this for maternal deaths (they
only include those deaths occurring in institutions) and
Peru did not for neonatal deaths. Overall, on the basis of
our approach, 88 countries do not seem to have in place
an adequate health information system for maternal
deaths, suggesting that their health systems are seriously
deficient in terms of both the right to health and relevant
WHO building blocks. Also, despite their importance,
global data for maternal and neonatal deaths are
inadequate.

As with equity, human rights have a particular concern
for marginalised individuals, groups, and populations.
Several indicators in the profile take into account
disadvantaged groups, such asindicators on discrimination
(indicators 3-5), participation with marginalised groups
(indicator 23), and whether or not the patients’ rights
charter is available in all official languages (indicator 59).
Disadvantage cannot be monitored without data that are
disaggregated on key grounds."” We questioned whether a
country disaggregates data from the civil registration
system on the priority grounds of sex, ethnic origin, rural
or urban residence, socioeconomic group, and age
(indicator 9). On the basis of our approach, no global data
were available for any country. However, research in the
five selected countries showed that national data were
available.
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All five countries disaggregated on two of the five
grounds (sex and age); only one country (Romania)
disaggregated on four of the five grounds, and none
disaggregated on the ground of ethnic origin, which
makes the design of appropriate interventions that
address ethnic disadvantage very difficult for policy
makers. Lack of disaggregated data also makes it difficult
to hold countries accountable for accessibility of their
health systems. From the right-to-health perspective, this
shortcoming is important.

Overall, our data confirmed that disaggregated
information, which is crucial for right to health, even when
available nationally, is not always made available globally.

National health plan

According to general comment 14, the adoption of a
national public-health strategy and plan of action is a
core obligation.*

An essential precondition for the development of a
comprehensive national-health plan is a national health
situational analysis (indicator 18). Global data showed that
57 countries had done health situational analyses, although
all were done as a part of the WHO country cooperation
strategy development process."® However, global data were
not available for the other 137 countries. Data were more
readily available nationally than they were globally. For
example, although global data are not available for
Romania, national data confirmed that they have not done
a health situational analysis. Indicator 18 does not capture
whether the analysis was used to develop the national
health plan or the quality of the analysis, as shown in
panel 6 for Mozambique. Nonetheless, the existence of a
health situational analysis is an important precondition
for a national health plan and a step in the right direction.
Our research confirmed that, despite the importance of
health situational analyses, global data collection neglects
this right-to-health feature.

Assessments of health and human-rights effects are
also needed, together with a comprehensive national
health plan. There is a growing trend to undertake health
impact assessments before a health initiative is finalised,
adopted, and implemented.” We asked whether countries
undertook either a health impactassessment (indicator 19)
or any impact assessment that included the right to
health (indicator 20) before adopting their national health
plan. Of course, indicators have limitations; for example,
even with an impact assessment, any negative findings
might be ignored and the plan implemented without
revision. No global data were available with our approach
for any country regarding either indicator. Nationally,
none of the five countries did a health impact assessment
before adopting their national health plans. We confirmed
that, despite the importance of such assessments, global
data collection ignores this important right-to-health
feature of a health system.

We asked whether a country has a comprehensive
national health plan encompassing public and private

sectors (indicator 17). Our explanatory notes (web-
appendix 1) identified the essential criteria of a plan, such
as clear objectives, timeframes, indicators, benchmarks,
and reporting procedures. For 181 countries, we were
unable to gather global data with our approach, and
13 countries do not have a comprehensive national health
plan—ie, their health systems lack this important right-
to-health feature. However, the indicators for national
health plans highlighted limitations of the internet as a
resource. Dates of last updates are commonly unavailable,
and therefore information might be out of date. Although
we made every effort to gather data as completely and
accurately as possible, with such an extensive database
there might be inaccuracies. Nonetheless, despite the
importance of a comprehensive national health plan,
global data collection seems to neglect this important
right-to-health feature of a health system.

More-detailed national data were available for the
comprehensive national health-plan indicators, showing
that Mozambique, Romania, and Sweden have com-
prehensive national health plans, whereas global data
were not available. At the time of data collection, Peru
was preparing a national health plan but it did not
include all the features of a comprehensive health plan
(panel 7).

We asked whether the national health plan includes an
explicit commitment to universal access to health services,
defined as access to primary, secondary, and tertiary
physical and mental care (indicator 22). We regarded a
commitment to basic or essential care as inadequate. A
low-income country might not be in a position to deliver
universal access to health services, but a comprehensive
national health plan should include a commitment to
reach this aim.* Such a commitment is the minimum
expected from all countries, whatever their stage of
economic development. A developing country’s commit-
ment to universal access gives an important message to
health workers, the public, and donors. When a country
cannot provide universal access, it must have fair,
transparent, rational, evidence-informed processes (eg,
protocols and guidelines) in place to ensure that reasonable
decisions are made when determining who has access to
health-related facilities and services, and on which terms.

On the basis of global data and our approach, national
health plans of 15 countries (Antigua and Barbuda,
Bahrain, Botswana, Chile, North Korea, Dominican
Republic, Honduras, Libya, Mauritius, Mozambique,
Peru, Seychelles, Timor-Leste, Uruguay, and Yemen)
include an explicit commitment to universal access to
health services, whereas plans of 14 countries
(Afghanistan, Argentina, Bangladesh, Bolivia, Costa
Rica, Croatia, Egypt, El Salvador, Lesotho, Malawi, Nepal,
Papua New Guinea, Romania, and Tanzania) do not.
However, global data are not available for 165 countries.
Again, our research suggests that global data collection
neglects information that is important for the right to
health.
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Recogni-  Non- Health information National health Underlying determinants Acc-  Medicines
tion discrimin- plan ess
ation
1* 2 3 4 5 6 8 10f 11 12 13 14 15 16 17 18 21 22 24% 24+ 25% 261 267 27t 28 29 30
rural  urban rural  urban

Afghanistan  4/5 N N 6 N N N - Y N N 274 566 00288 N Y Y
Albania 5/6 Y 7 1 Y 98 N N N N - - - - 92.5 993 1172 N
Algeria 78 Y 4 N 99 N N N .. . 827 896 5994 N
Andorra 5/6 Y 6 1 N 100 100 N
Angola 5/8 N 5 1 Y 29 N N N N N N - Y - - 399 638 0-5051 N
Antiguaand 4/7 N 5 1 Y Y N Y 89 95 5.0556 N
Barbuda
Argentina 717 Y 1 Y Y 91 Y Y Y Y Y Y N 788 983  3.6951 N Y Y
Armenia 6/6 N 10 1 Y Y 96 N N N N N N 75 99 1.2052 N Y Y
Australia 5/5 N Y Y Y Y Y Y Y Y 100 100 16-272 N Y Y
Austria 6/6 N 5 Y Y Y Y Y Y Y Y 100 100 84628 N Y Y
Azerbaijan 6/6 Y 7 1 Y Y 97 N N N N N N N 53 853 3.7762 N N Y
The Bahamas 3/7 N Y Y Y Y Y Y Y 86 98 6-2916 N N Y
Bahrain 5/5 5 N Y N N N Y Y Y Y 100 238656 N N Y
Bangladesh 5/5 N N Y 10 N N N N N N Y - N 711 813 02469 62 53 8.5 N
Barbados 6/7 4 1 N Y Y Y Y Y Y Y Y - - 100 100 43607 N Y Y
Belarus 4/6 Y 1 N Y Y Y Y Y Y Y 100 100 6-5892 N
Belgium 6/6 Y Y Y Y Y Y 100 9722 N Y
Belize 37 N 5 1 Y Y 93 Y Y Y N N N N 82 100 29395 N
Benin 8/8 N 5 N 70 N N N N N N 543 761 0-2902 N Y
Bhutan 2/5 N N N N N N N N Y 60 86 0-6649 N Y
Bolivia 717 Y 1 Y 82 N N N N N N N 558 953 0-774 N Y
Bosniaand ~ 4/6 N 7 1Y 100 Y Y Y 949 998 39936 - - 15 N
Herzegovina
Botswana 5/8 N 4 1 N 588 N N N N N N Y Y 905 997 23693 N
Brazil 77 Y 4 1 N 89 N N N N N N 97 1.8001 37 29 544 N
Brunei 3/5 N N N N N Y Y Y 24-0912 N
Bulgaria 6/6 N 7 Y Y Y Y Y Y Y 100 100 5-4598 N Y
BurkinaFaso 8/8 Y 7 1 N 64 N N N N N N 631 91 0-0812 - - 41 N
Burma 2/5 N N Y 65 N N N N N N Y 74 752 0-2052 - - 137 N
Burundi 718 Y 1 N 60 N N N N N N 779 914 0-0291 N
Cambodia 5/5 N 7 N Y 66 N N N N N N Y - - 333 624 0-039 N Y Y
Cameroon 6/8 Y 7 1 N 70 N N N N N N 452 863 02205 N Y Y
Canada 5/7 N 6 1 Y Y Y Y 99 100 20-0095 N N N
CapeVerde 8/8 Y 7 1 N N N N N N N 894 641  0-5553 N Y Y
CAR 7/18 N 5 1 N N N N N N N 557 881 0-0614 N Y
Chad 6/8 N 6 N 9 N N N N N N 409 814 0-0127 - - 62 N Y
Chile 6/7 N 1 N Y 96 Y Y Y Y Y Y N Y 66 99 3-8712 N Y Y
China 5/5 N N N N N N N N Y - % 855 995 38393 - - 494 N Y
Colombia 717 Y 7 Y Y 90 N N N N N N 638 991 1.2102 N Y
Comoros 7/8 N N 83 N N N N N N 742 935 0-1132 - - 441 N Y
Congo 7/18 N 6 1 N N 81 N N N N N N 374 956 1.0034 - - 255 N Y Y
(Brazzaville)
Cooklslands 2/5 N 5 0 1 N N N N 875 985  2:0445 N
Costa Rica 717 N 1 N Y Y Y Y Y Y N 92 100 1.506 N
Coted'lvoire  7/8 N N 5 N N N N N N 878 952 02825 - - 127 N
Croatia 6/6 Y 8 1Y Y Y Y Y Y Y N 51765 - - 703 N
Cuba 417 Y 4 1 N 100 Y Y Y Y Y Y 777 949 22956 N
Cyprus 6/6 N 7 1 N Y Y Y 100 100 81634 N Y
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Health workers  National financing IAC Additional safeguards Monitoring, assessment,

accountability, and redress
31§ 329 33 34t 35t 37m 37ft 38 43 44 45 461 47t 48t 49f 50t 53t 54 55 56 57 58 59 65| 66| 67** 68 70 72

T it

57 45 Y N 5:2 i1t5 NA Y Y 165 257 1800 42 NA
61 52 Y 65 13 1 6 NA Y Y 15 17 92 71 NA
91 92 Y 35 2.9 538 NA NA Y Y 33 38 180 71 NA
Y 63 4 NA Y Y 3 4 - 82 NA
53 34 427 352 Y N 1.8 41 68 NA NA Y Y 154 260 1400 41 NA
Y 4-8 3 NA N Y 10 11 - 73 NA
Y 577 102 1 58 NA Y N 14 17 77 75 N
1.57 - - 72 71 N 54 29 238 5 NA N Y Y 21 24 76 69 NA
33102 Y 88 1.8 10 42 N N 5 6 4 82 N
171-98 Y 102 09 NA 7-97 Y N Y 4 4 4 80 N
88 94 N NA NA N 715 39 23 19 2 NA N Y 73 89 82 64 NA
30-55 Y 67 0-6 11 NA N Y 13 14 16 74 NA
5736 - = 94 90 Y 38 36 NA Y Y 9 10 32 75 NA
81 88 N 121 238 1 13 1 NA N Y 52 69 570 63 NA
N NA NA Y 6-8 08 31 12 N Y 11 12 16 75 NA
36-12 Y 66 15 23 NA NA Y Y 8 18 69 NA
500-02 Y 009 96 11 6 221 Y N Y 4 5 8 79 Y
83 83 Y 4.9 14 207 1 NA N Y 14 16 52 69 NA
72 79 106 81 N 54 11 16 NA Y Y 88 148 840 55 NA
37 - - 96 99 N 4 0-8 NA 63 70 440 64 NA
419 - - 64 72 18 Y 6-9 16 57 NA N Y Y 50 61 290 66 NA
64 88 Y 88 18 27 NA 13 15 3 75 N
90 97 33 40 Y 83 29 05 1 NA 90 124 380 52 NA
87 81 Y 10-27 79 14 79 3 Y 19 20 110 72 N
754 % 2 3-9 NA NA 8 9 13 77 NA
37-55 Y 200 77 24 217 3 NA Y 10 12 11 73 NA
56 57 23 15 N 67 11 09 NA NA Y Y 122 204 700 47 NA
83 83 Y N 22 13 1 NA 74 104 380 60 NA
75 74 3.6 3.6 N 34 62 49 NA NA Y Y 109 181 1100 49 NA
2:6 - - 77 78 N 502 64 11 0-5 NA NA Y Y 65 82 540 62 NA
125 - - 71 75 343 272 N 52 13 47 0 NA Y Y 87 149 1000 51 NA
279-34 Y 009 97 11 6-43 N Y Y 5 6 7 81 1 Y
845 - o 75 85 Y 5-6 07 34 NA Y Y 25 34 210 70 NA
52 48 N 4 11 0-4 NA NA Y Y 114 174 980 48 NA
313 136 23 20 21 8 N 37 09 11 NA Y Y 124 209 1500 46 NA
157-91 Y 54 37 67 2 NA N Y Y 8 9 16 78 NA
15-17 192 10 84 73 N 4-7 19 12 2 N Y 20 24 45 73 N
82 81 Y 626 73 4 83 0 N Y Y 17 21 130 74 N
73 70 Y N 3 1 NA NA N Y 51 68 400 65 NA
66 68 N 19 14 23 NA NA Y Y 79 126 740 54 NA
4032 Y 46 NA NA Y v 6 19 - 73 NA
15 - - 92 87 N NA NA Y 012 71 O 3 8 NA N Y Y 1 12 30 78 NA
119 - - 69 70 N 39 15 28 0 NA Y Y 90 127 810 53 NA
Y 02 74 19 128 Y Y 5 6 7 76 N
1154 Y Y 7:6 5 NA Y Y 5 7 45 78 NA
Y 6 14 7 N Y Y 3 4 10 80 N

(Continues on next page)
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Recogni-  Non- Health information National health Underlying determinants Acc-  Medicines
tion discrimin- plan ess
ation
1* 2 3 4 5 6 8 10f 11 12 13 14 15 16 17 18 21 22 241 24t 25% 26t 26t 27t 28 29 30
rural  urban rural  urban

(Continued from previous page)
Czech 6/6 Y 8 1 Y Y Y Y Y Y Y Y 11-4759 616 N Y Y
Republic
DRC 6/8 6 1 N 34 N N N 285 838 0.037 757 N Y
Denmark 6/6 2 Y Y Y 9-8013 N
Djibouti 5/8 N N 89 Y - - 515 705 0-4639 N N Y
Dominica 5/7 N Y Y 90 100 15636 N
Dominican 6/7 N Y Y 78 N N N N N Y 729 914 21063 737 N Y Y
Republic
Ecuador 717 Y 8 2 1 Y N N N N N N 897 964 2-2658 405 N Y
Egypt 78 N 3 1 N N NN N NN N Y N N 96 100 22116 N Y
El Salvador 717 N 4 1 N N N N N N N N 671 96 0-9378 N
Equatorial 6/8 N 3 N 32 N N N N N N 42-4 453 114748 N
Guinea
Eritrea 6/8 N 7 1 N N N N N N N N Y - - 537 717 0-1735 N Y
Estonia 6/6 Y 7 1 Y Y Y Y Y N 98 99 14-0496 559 N Y
Ethiopia 7/8 N 8 1 N 7 N N N N N N 397 964 01037 71 7-4 N Y Y
FSM 2/5 Y N Y N N N 861 988 N
Fiji 3/5 N 9 2 1 N Y N N N N N N 1301 N Y Y
Finland 6/6 7 1 Y Y Y Y Y Y Y Y 100 100 125782 N Y N
France 6/6 N 3 Y Y Y Y Y Y Y Y 6-1608 N N Y
Gabon 7/18 N 2 N 89 N N N N N N 469 949 1.0796 N Y Y
The Gambia  7/8 7 1 N 55 N N N N N N Y 771 946 01821 N N Y
Georgia 5/6 8 1 Y 93 N N N N N N 955 998 0-866 646 N
Germany 6/6 7 Y Y Y Y Y Y Y 100 100 97881 N
Ghana 7/8 6 1 1 N 51 N N N N N N 0-326 418 N Y Y
Greece 6/6 N 1 Y Y Y Y Y Y Y 665 884 87275 N
Grenada 4/7 N 5 1 N N N N 2:0693 N N Y
Guatemala 717 Y 2 1Y N N N N N N 93 97 0-9857 N Y N
Guinea 718 Y N 43 N N N N 989 898 0-1515 Y Y
Guinea 4/8 Y 4 N 39 N N N N N N 338 791 0-1752 N N Y
Bissau
Guyana 5/7 N 0 1 N N 97 N N N N N Y 491 792 1.9547 N N Y
Haiti 417 Y N 81 N N N N N 832 834 0-1919 N
Honduras 6/7 Y 2 Y Y 94 Y Y Y N N N Y 543 546 11362 N Y
Hungary 6/6 Y 7 1Y Y Y Y Y 804 936 5.6543 716 N Y N
Iceland 6/6 N 7 1Y Y Y Y Y Y Y Y 999 100  7-6103 N
India 5/5 N 4 1 1 Y N 41 N N N N N N Y 1.2023 118 N Y Y
Indonesia 5/5 N 1 N 55 N N N N N N 85 98 1.6945 N Y Y
Iran 3/5 N 2 N Y Y Y Y N N N Y - - 721 881 6-3139 N Y N
Iraq 4/5 Y 5 N Y 95 N N N N N N Y 86 99 2:9739 NN Y
Ireland 6/6 N Y Y Y Y Y Y Y Y 512 975 10-4119 N Y N
Israel 55 N Y Y Y Y Y Y Y Y 10-8377 N
Italy 6/6 Y 6 1 Y Y Y Y Y Y Y Y 100 100 7-6908 N Y Y
Jamaica 6/7 N 4 1 Y Y 89 N N N N N N 3-.974 N N Y
Japan 555 N 5 1Y Y Y Y Y Y Y Y 874 959 98434 15 N Y N
Jordan 55 N N Y N N N N N N Y - - 100 100 3-0658 - N Y Y
Kazakhstan 4/5 Y 8 1 1 N Y 99 N N N N N N 94-4 988  13-2574 649 N
Kenya 7/8 N N Y 48 N N N N N N Y 96 100 0-3054 30 N Y Y
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Health workers  National financing IAC Additional safeguards Monitoring, assessment,
accountability, and redress
31§ 329 330 34t 35f 37m 37ft 38 43 44 45 46t 47t 48t 49t 50t 53f 54 55 56 57 58 59 65| 66| 67°* 68 70 72
T Tt
165 Y 000 71 2 48 3 Y Y Y 3 4 4 77 N
48 31 N 42 21 3 NA  NA 129 205 1100 47 NA
45938 Y 007 91 13 NA 1112 Y Y Y Y 3 4 3 79 N
2.08 72 72 N NA NA Y 032 69 42 26 NA NA 86 130 650 56 NA
Y 65 6 3 NA Y 13 15 - 74 NA
68 65 Y 54 06 3 1 NA N Y 25 29 150 70 NA
303 85 85 Y 53 26 114 NA NA N Y Y 21 24 210 73 NA
674 97 94 Y N 28 61 29 28 9 Y Y 29 35 130 68 N
6-93 53-8 692 80 89 Y 7 06 38 NA NA N Y Y 2 25 170 71 NA
51 33 Y 17 01 NA Y Y 124 206 680 46 NA
2.9 95 97 37 Y N 37 241 21 NA NA Y Y 48 74 450 63 NA
110-08 Y 031 5 16 121 NA NA N N Y Y 5 6 25 73 NA
38 529 88 54 66 N 49 26 038 NA N Y 77 123 720 56 NA
Y 135 7 NA Y Y 33 41 - 69 NA
75 92 92 Y 41 13 06 2 NA Y Y Y 16 18 210 69 NA
3714 Y 044 75 14 5-55 Y Y Y 3 3 7 79
505-46 Y 001 112 25 8 374 Y Y Y N Y Y 4 5 8 81
55 38 Y 41 13 14 0 NA Y Y 60 91 520 58 NA
072 89 87 N 52 06 63 NA NA Y Y 84 114 690 59 NA
73 80 N 86 33 29 NA N Y Y 28 32 66 70 NA
403 Y 003 107 14 2.93 4 5 4 80 N
035 179 446 85 84 403 358 N 13 62 06 27 1 NA Y Y 76 120 560 57 NA
Y 217 101 38 NA 134 Y N Y 4 4 3 80 N
13-54 Y 72 26 10 NA N Y 17 20 - 68 NA
7577 Y 52 03 15 1 NA N Y Y 31 41 290 68 NA
012 50 51 N 56 2 49 NA NA Y 98 161 910 53 NA
0-27 70 38 N 52 39 108 2 NA N Y 119 200 1100 48 NA
378 92 89 N NA NA Y 06 54 08 42 NA Y Y 46 62 470 64 NA
54 43 N 6-2 1.4 NA Y Y 60 80 670 61 NA
5-05 85 93 Y 75 06 46 2 NA Y Y 23 27 280 70 NA
Y o02 78 14 215 8 Y Y Y Y Y 6 7 6 73 N
409 Y 03 95 0 NA Y Y Y 2 3 4 81 N
205 754 59 55 N 5 28 3 2 NA N Y Y 57 76 450 63 NA
524 467 72 58 N 126 21 12 63 1 NA Y Y 26 34 420 68 NA
2161 96 88 Y 78 46 13 3 NA Y 30 35 140 71 NA
17-25 60 60 Y 41 38 NA Y Y 37 47 300 56 NA
351 Y 82 06 7 153 Y Y Y Y 4 4 1 80
Y 035 78 79 6 N N N Y 4 5 4 81
275 56 95 Y 89 19 1748 Y Y Y 3 4 3 81 N
Y 186 47 06 101 5§ NA N Y 26 32 170 72 NA
Y 82 1 5 113 N N Y Y 3 4 6 83 Y
2217 278 80 95 98 Y 105 48 48 NA NA N 21 25 62 71 NA
0 70 72 51 Y 39 1 231 7 NA Y Y 26 29 140 64 NA
0-81 377 724 73 72 795 583 N 45 17 13 0 NA 79 121 560 53 NA

(Continues on next page)
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(Continued from previous page)
Kiribati 2/5 5 1 N N N N - - - - 51.9 964 0-3244 N N Y
Kuwait 4/5 N 5 N Y Y Y Y - - - - 379684 N
Kyrgyzstan ~ 4/5 Y 6 Y 94 N N N N N N 11114 N Y
Laos 5/5 N 4 N 59 N N N N N N 47-8  82:6 0-2296 - - 64 N Y
Latvia 5/6 Y Y Y Y Y Y Y Y 3.0657 - - 529 N Y
Lebanon 5/5 N N N N N N N N Y 100 100 41019 N
Lesotho 7/18 N N 26 N N N N N N Y N 783 963 N
Liberia 6/8 N 5 1 N N N N N N N Y 49-4 745 01401 N Y Y
Libya 8/8 Y N Y N N N N N N N Y Y 684 721 10-331 N
Liechtenstein  4/6 N 1 Y Y N
Lithuania 6/6 N 6 Y Y Y Y Y Y Y Y 3-8686 N Y N
Luxembourg  6/6 N N Y Y Y Y Y Y Y 100 100 24.9271 N Y Y
Macedonia 6/6 Y 7 Y Y 94 Y Y Y Y Y Y N Y Y
Madagascar  7/8 Y 6 N 75 N N N N N N 343 783 01506 N Y Y
Malawi 8/8 N 9 N Y N N N N N N Y - N 77 99 0-081 - - 182 N N Y
Malaysia 3/5 N N Y N N N Y - - 96 100 7:0494 - - 488 N Y Y
Maldives 5/5 N N Y 73 N N N N N N 799 988 2:4981 N Y Y
Mali 8/8 Y 6 N N 4 N N N N N N 544 836 00501 - - 5 N Y Y
Malta 6/6 N 5 1 N Y Y Y Y Y Y Y N - - - - 100 6-1299 N Y Y
Marshall 2/5 Y 7 N N N N 95.9 841 N N N
Islands
Mavuritania ~ 7/8 N 4 N 5 N N N N N N 0-8866 - - 125 N Y Y
Mauritius 7/8 N N Y Y Y Y Y Y Y Y - Y 423 542 2:598 - - 57-6 N N Y
Mexico 717 Y 3 Y Y Y Y Y Y Y Y 100 100 42387 - - 558 Y Y Y
Moldova 6/6 N 8 Y Y 98 Y Y Y Y Y Y 921 944 19578 N Y Y
Monaco 5/6 N N Y N N N 100 N
Mongolia 4/5 Y 9 N Y 98 Y Y Y N N N N Y - - 347 909  3:3455 N Y Y
Montenegro 5/6 Y 1 Y 98 Y Y Y N
Morocco 5/8 N N Y 8 N N N N N N Yy vy - 569 973 13654 - - 197 N N Y
Mozambique 7/8 N 6 2 N N N N N N N Y - Y 244 733  0-1079 N Y Y
Namibia 8/8 N 4 N 71 N N N N N N Y - - 886 998 12394 - 36 399 N Y Y
Nauru 1/5 N 5 1 N N N N 141681 N N Y
Nepal 5/5 N 5 N 35 N N N N N N Y - N 79 93 0-1146 - - 12.9 N
Netherlands  6/6 N 4 Y Y Y Y Y Y Y 100 100 87349 N Y Y
New Zealand 5/5 N 5 Y Y Y Y Y Y Y 7-7946 N N N
Nicaragua 67 Y 7 N 8 Y Y Y N N N 567 88 0743 N Y Y
Niger 718 Y 4 N 32 N N N N N N 36 80-8 0-0947 N Y Y
Nigeria 8/8 N 6 1 N 33 N N N N N N 313 649 0-8263 N Y Y
Nive 1/5 N N Y N N N 100 100 21941 N N Y
North Korea 4/5 N N N N N N N N Y Y Y 100 100 3-3645 N Y Y
Norway 6/6 Y Y Y Y Y Y Y 19-0086 N Y Y
Oman 4/5 N 6 N Y N N N N N N Y - - 100 100 124662 N Y Y
Pakistan 4/5 N Y N N N N N N Y - - 84 95-6 0-809 - - 85 N
Palau 1/5 N 6 1 N Y N N N 94.5 78 11-9017 N N Y
Panama 717 N 6 Y Y N N Y Y Y 86 88 17827 Y Y
PNG 3/5 N 5 1 N Y N N N Y - N 100 100 0-4126 N Y Y
Paraguay 717 Y N Y Y N N N 677 943 0-7215 - - 423 N Y Y
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Health workers  National financing IAC Additional safeguards Monitoring, assessment,
accountability, and redress

31§ 329 330 34t 35f 37m 37ft 38 43 44 45 46t 47t 48f 49t 50t 53f 54 55 56 57 58 59 65| 66| 67 68 70 72

t tt
16-3 Y 127 2 NA N Y 47 64 - 65 NA
12 0 96 98 Y 22 4-7 Y Y 9 11 4 78 N
0-23 80 N NA NA N 062 6 31 52 8 NA Y Y 36 41 150 66 NA
62 28 N 36 21 6 NA NA N Y 59 75 660 60 NA
Y Y 275 64 17 196 6 Y Y Y 8 9 10 71 NA
0 83.8 88 90 NA NA Y 517 87 45 161 NA NA Y Y 27 31 150 70 NA
85 83 NA NA N 55 23 37 7 NA N Y 102 132 960 42 NA
0-27 41 27 N 64 12 02 NA NA N Y Y 157 235 1200 44 NA
92 96 Y 32 18 NA NA N N 17 18 97 72 NA
NA Y Y NA
82:29 Y 134 59 12 101 7 NA Y-Y Y Y Y 7 9 11 71 NA

449 Y 77 0-8 13 1-42 Y Y N Y 3 4 12 80

92 98 Y 7-8 22 41 Y Y 15 17 10 73
0-08 59 61 157 194 N 32 11 15 1 NA Y Y 72 115 510 59 NA
85 86 36 235 Y N 122 16 46 2 NA Y Y 76 120 1100 50 NA
13-4 25 43-8 Y 4-2 24 72 2 NA N Y Y Y Y 10 12 62 72 NA
92 91 Y Y 12-4 4-4 NA NA N Y 26 30 120 72 NA
05 81 70 49 40 15 9 N 5-8 23 17 0 NA N Y 119 217 970 46 NA
Y 84 07 10 NA N N Y 5 6 8 79 NA
1843 Y 15-4 0 NA Y Y 50 56 - 63 NA
0-85 84 84 N 27 36 36 1 NA Y Y 78 125 820 58 NA
7-99 57 89 Y Y 128 43 02 45 0 NA 12 15 15 73 NA
il 59 34 Y 154 64 04 57 1 N Y Y Y 29 35 60 74 N
91 92 N 75 04 86 NA Y Y 16 19 22 68 NA
Y 46 NA N Y 3 4 - 82 NA
4-95 100 80 86 89 3 5 N 4-3 16 24 5 NA Y Y Y 35 42 46 66 NA
82 Y Y 9 10 - 74 NA
1.92 0 525 90 95 12 N NA NA N 017 53 39 53 NA Y Y 34 37 240 72 NA
281 77 72 33 20 N 43 09 14 NA Y Y 96 138 520 50 NA
10-41 80 79 Y 011 53 31 NA NA Y Y 45 61 210 61 NA
4531 Y 10-3 NA NA N Y 25 30 . 61 NA
85 89 N 5-8 1.9 16 0 NA Y Y 46 59 830 62 NA

Y 9-2 15 7 1444 N Y Y Y Y 4 5 6 80

103-2 Y 89 11 11 345 N Y Y 5 6 9 80
5-09 86 83 N 205 83 07 35 1 NA Y Y 29 36 170 71 NA
0-2 47 39 N 38 1 11 NA Y Y 148 253 1800 42 NA
262 364 62 54 21 18 N 39 06 9 NA N Y Y 99 191 1100 48 1 NA
639 Y 145 NA  NA 34 42 - 70 NA
92 96 N 35 NA NA Y 42 55 370 66 NA
472:53 Y 028 9 16 0 465 N N 3 4 7 80 N
98 98 Y 25 118 41 Y Y 10 11 64 74 NA
33 313 63 65 N NA NA N 21 34 22 0 NA 78 97 320 63 NA
49-44 Y 96 2 NA Y Y 0 1 - 69 NA
Y 235 73 0 135 NA NA Y Y 18 23 130 76 NA
322 76 47 N N N 4-2 06 79 1 NA N Y 54 73 470 62 NA
539 67 61 Y N 351 73 08 67 0 NA N Y Y 19 22 150 75 NA

(Continues on next page)
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1* 2 3 4 6 8 10f 11 12 13 14 15 16 17 18 21 22 24t 24t 25% 26T 267 27t 28 29 30
rural  urban rural  urban

(Continued from previous page)
Peru 717 Y Y 93 N N N N Y 402 91 11682 69 51 N Y Y
Philippines 5/5 Y Y Y 83 Y 82 87 0-9716 23 Y Y
Poland 6/6 Y Y Y Y Y Y Y Y 100 8.0331 N Y
Portugal 6/6 Y 7 1 Y Y Y Y Y 56253 N Y
Qatar 3/)5 N 4 N Y Y Y Y N N N N Y - - 100 100 69221 N N
SouthKorea 5/5 N 3 Y Y Y Y Y N N N 714 97 9.7652 N Y
Romania 6/6 Y 8 Y Y Y Y Y Y Y Y N 16 91 41621 N Y
Russia 4/5 Y 8 1 N Y Y Y Y Y Y Y 952 997 10-5393 564 N
Rwanda 718 Y 6 N 82 N N N N N N 676 909 0-0632 N N Y
Saint Kitts 3/7 N N Y N N N 99 99 2:5697 N
and Nevis
Saint Lucia 3/7 Y Y Y 98 98 22997 N
SaintVincent 4/7 N Y Y Y Y 93 1.6708 N
and the
Grenadines
Samoa 2/5 N 7 1 Y N N N Y 877 916 0-8236 N N Y
San Marino  5/6
SaoTomé 3/8 Y Y 69 N N N 0-6106 N N Y
and Principe
SaudiArabia  4/5 N N N N N N Y 643 100 133811 N N
Senegal 8/8 N 3 1 N 55 N N 653 932 0-4353 85 N Y Y
Serbia 5/6 Y 10 1 Y 99 Y Y Y N N Y
Seychelles 8/8 Y N Y N N Y Y 6-4395 N N VY
Sierraleone  7/8 N 4 1 N 48 N N N Y 456 748 01843 N Y Y
Singapore 2/5 3 1 N Y Y Y Y 12-2252 N N Y
Slovakia 6/6 8 Y Y Y Y 99 100 6-7367 634 N Y Y
Slovenia 6/6 Y 7 Y Y Y Y Y 81175 N Y VY
Solomon 4/5 5 1 N N N 65 94 03819 N Y Y
Islands
Somalia 3/8 N 6 N 3 N N N N
South Africa  7/8 Y 10 2 Y N Y N N N 87 100 9-1927 35 N Y Y
Spain 6/6 Y 5 Y Y Y Y Y 100 999 77227 569 N Y Y
Sri Lanka 5/5 N 7 1 N Y N N N Y 746 962 0-6058 584 N Y Y
Sudan 58 N 4 N 64 N N N Y - - 634 794 0-287 N Y Y
Suriname 717 Y N Y 95 Y Y Y Y Y Y 725 981 5-0805 N Y Y
Swaziland 6/8 7 N 53 N N N Y - - 662 868 0-8589 39 N Y Y
Sweden 6/6 N 2 Y Y Y 100 100 5-894 N Y Y
Switzerland  4/6 N 9 Y Y Y Y Y Y 100 100 54731 N Y Y
Syria 5/5 N N Y 95 N N N Y 83 975 37207 Y Y Y
Tajikistan 4/5 Y 7 Y N N N N 47 93 0-7738 N Y Y
Tanzania 7/18 N N 8 N N N N N N 425 789 0-116 56 41 N N Y
Thailand 55 N 9 1 Y Y 99 N N N N Y 979 985 42849 47 41 N
Timor-Leste  4/5 Y 8 1 N 53 N N N Y Y 62 803 01737 N Y
Togo 718 Y N 78 N N N N N N 342 764 0-3805 N Y
Tonga 3/5 N N N N N 100 100 11852 N
Trinidadand 5/7 N 4 Y 9% Y Y Y Y Y Y N Y 89 93 24-6802 N Y
Tobago
Tunisia 6/8 N N Y N N N Y 785 957 22895 367 N N Y
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Health workers  National financing IAC Additional safeguards Monitoring, assessment,
accountability, and redress
31§ 329 33 34t 35t 37m 37ff 43 44 45 46 47t 48t 49t 50t 53t 54 55 56 57 58 59 65| 66| 67** 68 70 72
T it
1-81 615 609 87 85 Y 321 43 15 7 2 NA N Y Y 21 25 240 73 1 NA
8.47 154 265 80 79 N 078 32 09 10 0 NA N 24 32 230 68 NA
76-15 Y 62 21 112 NA Y Y Y 6 7 8 75 N
224 99 98 Y 271 102 2 2 891 N Y v 3 4 1 79 N
90 91 NA NA Y 41 1 NA Y Y 9 1 12 77 NA
1873 Y 173 59 26 3 N N Y 5 5 14 79
5935 N N Y 009 55 2 7 3 NA Y Y 14 16 24 73 NA
Y 52 37 55 NA N Y Y 10 13 28 66 N
86 87 N 72 19 11 1 NA Y Y 97 160 1300 52 NA
Y 55 10-6 NA 17 19 - 71 NA
Y 59 4 NA 12 14 - 75 NA
Y 6 55 5 NA 17 20 - 70 NA
855 49 55 NA NA Y Y 23 28 - 68 NA
73 NA NA N 3 3 82 NA
88 83 Y 9-8 13-8 NA 63 96 - 61 NA
97 93 Y 34 8 N 21 26 18 70 NA
- 74 78 N 055 54 14 23 9 NA Y 60 116 980 59 NA
26-67 87 96 Y 8 Y Y 7 8 73 NA
3774 Y 68 21 79 3 NA Y 2 13 - 72 NA
0-81 76 63 NA NA N 37 2 21 NA NA N Y 159 269 2100 40 NA
3834 Y 35 4.7 6 N Y Y 3 3 14 80 NA
23713 Y 000 7 17 126 5 Y Y Y 7 8 6 74 N
Y 006 85 15 NA N Y Y 3 4 6 78 N
2:48 N 4-3 4.7 1 NA N Y 55 72 220 67 NA
38 36 125 79 N 1.2 NA NA Y Y 90 145 1400 55 NA
139-76 82 76 Y 003 87 16 2 Y Y Y N 56 69 400 51 1 NA
355 Y 048 82 1 NA 3.67 N Y Y 4 4 4 81 N
2.5 67 91 N 125 41 26 19 2 NA N Y Y 11 13 58 72 NA
13 514 772 51 44 N 3-8 44 1.4 NA Y Y 62 89 450 60 NA
676 60 79 Y 53 NA Y Y 29 39 72 68 NA
96 97 Y 63 1.6 NA N 112 164 390 42 NA
462-44 Y 018 92 15 11 5-62 Y Y Y 3 4 3 81
402 Y 057 114 1 NA 61 Y Y 4 5 5 82
982 80 83 N 4.2 53 08 NA Y N 12 13 130 72 NA
0-35 75 85 89 86 N 5 22 34 NA Y Y 56 68 170 64 NA
0-8 234 479 80 86 49 44 N 51 11 11 7 NA 74 118 950 50 NA
96 98 Y 0-8 35 11 11 3 NA N Y Y 7 8 110 72 NA
55 57 N 137 NA 47 55 380 66 NA
58 64 N 53 1.6 038 0 NA 69 107 510 57 NA
6-01 84 96 Y 5 11 19 1 NA 20 24 - 71 NA
293 58 81 NA NA Y 4.5 2:6 NA 33 38 45 69 NA
4405 643 951 71 96 Y 55 1.6 72 NA NA Y Y 19 23 100 72 NA

(Continues on next page)
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1* 2 3 4 5 6 7 8 10f 11 12 13 14 15 16 17 18 21 22 241 241 25% 261 267 27t 28 29 30
rural  urban rural  urban

(Continued from previous page)
Turkey 6/6 N 5 1 Y N N N N N N 938 983 3-1395 N
Turkmenistan  4/5 7 1 N 96 N N N 536 931 87549 N
Tuvalu 25 N 4 1 N N N N 916 939 N
Uganda 7/18 N 6 1 Y 4 N N N Y 57 84 0-0651 N Y Y
Ukraine 5/6 N 8 1 1 Y Y Y Y Y Y Y Y 893 991 69802 587 N
UAE 4/5 N N N N N Y 100 996 377966 331 N
UK 6/6 N 8 1 Y Y Y Y Y Y Y Y 100 100 97934 N Y
USA 1/7 N 1 Y Y Y Y Y Y Y Y 100 100 20-3792 N
Uruguay 717 N 1 N N Y Y Y Y Y Y Y 100 100 16479 767 N
Uzbekistan 4/5 N 6 Y Y 100 Y Y Y N N N N 799 974 52619 N Y
Vanuatu 35 N 6 1 N N N N 94 63 0-4192 N N VY
Venezuela 517 Y 4 1 N Y 92 Y Y Y Y Y Y 705 846 6-5735 N
Vietnam 5/5 Y 1 1 N 87 N N N Y 873 962 11768 95 N Y Y
Yemen 5/5 N 5 N N N N Y Y 655 71 1.0311 N N Y
Zambia 7/18 N 6 1 N Y 10 N N N N N N Y 445 904 0-203 289 N Y Y
Zimbabwe 6/8 N 7 1 Y 42 N N N Y 692 968 0-8106 406 N Y Y

Data are numbers or Y=yes or N=no, unless otherwise stated. NA=not applicable. --=not available. IAC=international assistance and cooperation. Indicators 9, 19, 20, 23, 36, 39-42, 51, 52, 60-64, 69, and 71 are
Emirates. *Number of treaties actually ratified/number of treaties the state is eligible to ratify. tProportion (%). +CO, emissions per capita. SUS$ value per capita. TMedian availability (%). ||Probability per 1000

Table 1: Globally processed data for indicators of health systems and right to health

Non- Health information National health plan Partici-  Underlying determinants  Acc-  Medicines Health
discrimin- pation ess promotion
ation
3 45 6 7 8 9 100 11 12 13 14 15 16 17 18 19 20 21 22 23 24*  24* 251 26%  27%  34* 35* 36 37 37
rural  urban m*  f*
Ecuador 8 21 Y Y Y 3 Y Y Y Y Y Y Y N N Y Y N 393 783 100 102 Y
Mozambique 7 0 0 Y Y Y 2 N N N Y Y Y Y Y N N Y Y N 485 40 542 N
Peru 7 1.1 Y Y Y 3 86 Y Y Y N N N N Y N N N N N 62 84 3-87 906 802 Y
Romania 101 Y Y Y 4 999 Y Y Y Y Y Y Y N N N Y Y N 34 92 178 76 97 97 N 3 6
Sweden 6 00 Y Y Y 2 100 Y Y Y Y Y Y Y N Y N Y N 100 100 625 96 99 Y

Data are numbers or Y=yes or N=no, unless otherwise stated. NA=not applicable. --=not available. IAC=international assistance and cooperation. Data not collected for indicators 1, 2, 28-33, and 72 at the national

Table 2: National data for indicators of health systems and right to health

24

We also asked whether the country’s national health
plan explicitly recognises the right to the highest
attainable standard of health (indicator 21). Explicit
human-rights language can be useful for policy makers
and empower disadvantaged individuals, communities,
and populations. On the basis of global data and our
approach, two national health plans secured a yes, four
secured a no, and data were not available for the
remaining 188 countries. From the right-to-health
perspective, global data collection is seriously deficient.

Participation and its preconditions
Despite the importance of participation to both health
systems and the right to health, no global data, with our

approach, were available for any country for indicator 23.
At the national level, of the five countries, none legally
required participation of marginalised groups in the
development of their national health plan. This finding
suggests that participation is not receiving the attention
it demands; although some countries have made
provision for the participation of citizens, without
specifying marginalised groups. WHO building blocks of
a health system give insufficient attention to the role of
participation.”

Active and informed participation depends on several
factors. Preconditions for meaningful participation include
having access to information (eg, access to the health
budget), being free to speak openly without intimidation
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Health workers  National financing IAC Additional safeguards Monitoring, assessment,
accountability, and redress
31§ 3290 330 34t 35t 37m 37ft 38 43 44 45 461 47t 48t 49t 50f 53f 54 55 56 57 58 59 65| 66|l 67 68 70 72
T t

79 64 Y 57 2.8 116 NA 0 N Y Y Y Y 24 26 44 73 N

76 82 Y 48 29 38 NA NA Y Y 45 51 130 63 NA

Y 8-8 NA NA Y Y 31 38 65 NA

416 20 80 53 55 - - - N N N 7 24 2 1 NA N Y Y 78 134 550 50 NA
Y 387 7 28 71 NA NA Y Y 20 24 18 67 NA

776 611 739 83 85 Y 26 19 - - - - .- - e 8 8 37 78 NA
Y 004 82 27 - 10 237 Y Y 5 6 8 79 N

191 - - 91 94 Y 055 152 4 - 6 726 N Y N N Y Y 7 8 11 78 NA
Y 81 14 133 8 NA Y Y 13 15 20 75 NA

959 825 97 96 7 8 - N N 5 05 56 5 NA N Y 38 44 24 68 NA
0-04 Y 43 07 NA NA Y Y 30 36 69 NA
57 59 Y 47 13 4 NA  NA N N Y 18 21 57 74 NA

83 72 50 42 N 1045 6 1.8 NA N Y 15 17 150 72 NA

034 5 90 43 40 N 166 51 51 14 NA Y Y 75 100 430 61 NA
214 84 80 461 405 Y N 229 56 18 33 NA NA Y Y 102 182 830 43 NA
79 81 563 541 N 81 23 67 NA NA Y Y 55 85 880 43 NA

not shown because no data were available for any country. CAR=Central African Republic. DRC=Democratic Republic of the Congo. FSM=Federated States of Micronesia. PNG=Papua New Guinea. UAE=United Arab

livebirths. **Ratio per 100 000 livebirths. t+Life expectancy (years).

Health workers National financing IAC Additional safeguards Awareness raising Monitoring, evaluation, accountability,
and redress

38 39 40 41 42 43 44 45 46* 47 48° 49* 50 51 52 53* 54 55 56 57 58 59 60 61 62 63 64 65 66f 675 689 69 70 71

N Y Y N N 51 013 NA NA NA Y Y Y Y Y Y N N N N N 153 248 8 742 Y N

Y Y Y VY ¥ 08 09 NA NANA N N Y Y Y VY N N 124 178 408 474 NA NA

Y Y Y N N Y 45 2 NA NANA Y Y Y Y N N N 18 25 185 712 N

N N N Y Y 61 25 7 39 N Y NA Y Y Y Y Y Y N N N N 139 34 24 719 Y N

N Y Y Y Y Y - 84 14 1 - Y oy Y Y Y Y Y Y Y 31 5 47 824/ NA NA

79

level. *Proportion (%). TCO, emissions per capita. $Probability per 1000 livebirths. SRatio per 100 000 livebirths. qLife expectancy (years).

(eg, publicly criticise a local health council), being free to However, reality is worse than these data suggest.

organise with no restriction (eg, establish an independent  Although the law might protect information, expression,

medical association or patients’ group), and meeting association, and assembly, in some countries a wide gap

without impediment (eg, hold a public meeting). These are  exists between law and implementation. This does not

also necessary safeguards for meaningful implementation mean that the law is without value. Rather, it recognises

of other right-to-health features, such as health promotion. that the law is a tool, and therefore its usefulness depends

Some of these preconditions are present in our selection of ~ on circumstances, including the creativity of those who

indicators. For example, the law in 121 countries does not use it. We addressed this more-practical, non-legal

protect the right to information (indicator 6); the law in  dimension of preconditions, with special attention to

41 countries does not protect freedom of expression access to information. Global data showed that

(indicator 56); and in nine countries the law does not 88 countries do not gather, centralise, and make publicly

protect the right of association (indicator 57). In these available the number of maternal deaths (indicators 11-13).

countries, preconditions for meaningful participation or Without such vital health information, meaningful

effective health promotion do not exist. participation can be an empty promise.

www.thelancet.com Published online December 10,2008 DOI:10.1016/50140-6736(08)61781-X 25




Right to Health

200

192

172
150 158

100

50

Number of country ratifications

T
CRC ICERD ICESCR

Figure 2: Number of countries that have ratified treaties that include the
right to health

CRC=Convention on the Rights of the Child. ICERD=International Convention on
the Elimination of Racial Discrimination. ICESCR=International Covenant on
Economic, Social, and Cultural Rights.

[ Treaty-based grounds (indicator 3)
[ Non-treaty-based grounds (indicator 4)

these data because it shows where the original data come
from, as opposed to some other sources that do not or
only use estimates. We identified the method and year of
data collection in the extended data tables (webtables 4
and 5) to emphasise that data were obtained from various
sources, including national surveys and the joint
monitoring programme estimates, and that some data
were from 1990.*' Comparison of data between countries
is therefore difficult, which is why we did not rank
countries. Romania has less than 20% of its rural
population with access to water, and the difference in
access to water between rural and urban populations is
striking (16% vs 91%).” Data available at the national level
were more recent and showed that, by 2005, the gap had
narrowed a little but was still extreme (34% vs 92%).

We aimed to provide a basis to monitor, over time, the
progressive realisation of the right to the highest attainable
standard of health. The indicator for access to clean water
is especially useful for monitoring a country’s progressive
realisation. Romania’s data for access to clean water in
rural and urban areas should be revisited in a few years. If
there is an acceptable measure of improvement, the
government will be able to argue that, in accordance with
its international human-rights obligations, it is progres-
sively realising this aspect of the right to health. But if

60 :
access to clean water remains the same or becomes WOorse,

the government will have the burden of proving that all
has been done to try to improve access to clean water. If the
government cannot show that all that is possible has been
done, it will be in breach of its international human-rights
obligations. This example illustrates the importance of
independent, transparent, and accessible accountability
mechanisms that can decide whether any improvement
thatmighthave occurred is acceptable in the circumstances.

Number of countries

40

|_||—|I

Figure 3: Number of countries protecting grounds of discrimination

Underlying determinants of health

We included indicators on the underlying determinants
of health (eg, access to clean water, CO, emissions per
person, and violence against women [indicators 24-26]).
The relation between diarrhoea (and other health
conditions) and access to clean water is well known.™
Thus, we asked what percentage of the population has
access to clean water—defined as at least 20 L per person
per day from a source within 1 km of the user’s dwelling
(indicator 24)."™ This indicator raised important defini-
tional issues that were briefly considered in the
explanatory notes (webappendix 1).

Only 54 countries had more than 90% of their rural
population with access to clean water and only 115 countries
had more than 90% of their urban population with access
to clean water (panel 8). Rural dwellers are disadvantaged
in most countries for clean water access (figure 4). We
used the joint monitoring programme as the source for

S o If the government has fallen short of its responsibilities,

accountability mechanisms should consider appropriate
redress, which ranges from guarantees of non-repetition
to compensation.®

Definitional issues restricted data availability for violence
against women (indicator 26), the indicator of which has
suitable data only for eight countries (Bangladesh, Brazil,
Ethiopia, Japan, Namibia, Peru, Tanzania, and Thailand
from the WHO multicountry study on women’s health
and domestic violence against women).”* Although a lot of
data exist for this subject, definitions vary for violence,
domestic violence, violence against women, and even
women (as defined by age), making it challenging to find
comparable data.

Access to health services

We addressed different dimensions of access, such as
those of antenatal care (indicator 27), access to clean water
(indicator 24), and catastrophic health expenditure
(indicator 46), but more work is needed to identify appro-
priate indicators that measure access. We asked what is the
proportion of women with a livebirth in the last 5 years
who, for their last pregnancy, were seen at least three times
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by a health-care professional, had their blood pressure
checked, had a blood sample taken, and were informed of
signs of complications (indicator 27). This indicator uses
antenatal care as a proxy for primary care and coverage to
represent access. We obtained data for this composite
indicator from the world health survey with information
available for 51 countries, 19 of which are categorised as
low-income and 22 as middle-income countries.”"

The world health survey includes women aged 18 years
and older, and therefore data exclude those under 18 years
who also need antenatal care and might be a group with
reduced access to services. Those women whose pregnancy
did not result in a livebirth are not included and they may
be less likely to have received adequate antenatal care.
Furthermore, women could be reluctant to acknowledge a
livebirth when the child only survived a few minutes, and
could falsely refer to this as a stillbirth. These are a few
examples of limitations associated with this
indicator showing an overestimation of the percentage of
women who received care. Even with these overestima-
tions, less than 50% of women had comprehensive
antenatal care in 33 of 51 countries (figure 5).

Similar to the indicator on access to clean water, the
antenatal-care indicator can be used to measure the
progressive realisation of an important aspect of the right
to health. For example, according to global data and our
approach, only 12% of women in India have comprehensive
care. India’s data should be revisited in the future to
assess whether the government is progressively realising
this important aspect of the right to health.

Health workers

One of the WHO building blocks of a health system,
health workers have a key role in the implementation
of the right to the highest attainable standard of
health (panel 9). Because of their importance,
11 indicators address issues directly related to them
(indicators 38—44 and 61-64). On the basis of global data
and our approach, we found that 21 countries have a
national health-workforce strategy and 12 do not, whereas
for 161 countries data were not available. Using doctors
and nurses as proxies, we looked at remuneration,
national self-sufficiency, incentives to promote stationing
in rural areas, awareness raising, and human-rights
training. Of the 11 indicators that relate to health
workforce, eight do not have global data available
(including four in the awareness-raising group).

International assistance and cooperation

Human-rights responsibility has several components,
including the duty of high-income countries to provide,
and low-income countries to seek, international
assistance and cooperation. We set five indicators for
human-rightsresponsibilityinhealth (indicators 51-53,71,
and 72). All five indicators focus on the responsibility of
donors rather than on the responsibility of recipient
countries.
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We asked whether donors’ international development
policies explicitly include specific provisions to promote
and protect the right to health in recipient countries
(indicator 51), and whether these policies explicitly include
provisions to support the strengthening of health systems
(indicator 52). No global data based on our approach were
available for any donor in relation to either indicator.
Nationally, however, some data were available. National
data in Sweden confirmed that the country’s international
development policies explicitly include specific provisions
on the right to health, whereas national data in Romania
led to the opposite conclusion. Also, national data in
Sweden and Romania confirmed that both countries’
international development policies explicitly include
provisions to support the strengthening of health systems.

We also asked about the percentage of net official
development assistance directed to health sectors
(indicator 53): Italy (17%), Ireland (15%), Netherlands (14%),
and Denmark (11%) seemed to be far ahead, whereas
Japan, Greece, and Luxembourg (all 1%) seemed to be a
long way behind (panel 10).

However, in recent years some donors have moved away
from the provision of funds for specific sectors towards
general budget support. Because of the Paris Declaration

Panel 5: Civil registration in Sweden

The law on national civil registration in Sweden provides registration of births to
registered parents. When a child is born in Sweden to non-registered parents, such as
undocumented immigrants, the child will not be registered. Information about number
of births to non-registered parents is unreliable. The picture is complicated by the fear of
many non-registered people of Swedish authorities.

Panel 6: National health situational analysis in Mozambique

Before the development of its national health sector strategic plan, Mozambique undertook
a comprehensive national health situational analysis. This analysis identified health
problems of disaggregated population groups, such as children, and the feminisation of
HIV. It also showed the effect of gender in the fight against HIV, and the need to improve
human resources for health at all levels. It identified possible interventions, such as high
vaccination coverage, to control diseases in children younger than 5 years and the
improvement of campaigns on behaviour change. The analysis emphasised the need to
reinforce support systems and focused attention on the importance of monitoring and
assessing health programmes and services. However, close examination also showed issues
with the quality of the information gathered and data analysis.

Panel 7: Participation in Peru’s health councils

Representatives of Peru’s ForoSalud (a nationwide civil-society network) obtained
support from the minister of health and the national health council for their proposal to
change the composition of national, regional, and provincial health councils. The existing
composition included nine representatives of health providers and only one of health-
service users. The new proposal promotes a more bottom-up approach to participation,
including discussion of new health policies, with a plan to repeat the participatory process
in 2 years and 6 months. The aim is to promote accountability of government officers for
both the achievements and shortcomings of health policy.
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Panel 8: Access to clean water in Mozambique

In Mozambique, poor access to clean water is responsible for serious illnesses and leads to

frequent outbreaks of cholera. Access to clean water has improved in rural communities

through close coordination with the ministry of public works and with support from various
donors. Recent data confirmed this improvement and showed a higher rate of access to clean
water in rural (48-5%) than in urban (40%) areas. However, urbanisation has taken place

across Mozambique in recent years, leading to a large influx of people into cities and,

therefore, in provision of the necessary infrastructure to ensure access to water in urban areas.

on Aid Effectiveness, this trend is likely to accelerate.®
For this reason, a brief narrative should accompany this
indicator to explain each country’s approach to overseas
development assistance and health, for example, to signal
if the donor is moving away from sectoral support towards
general budget support. Donors’ support should be in
line with the growing international recognition that, if the
health-related Millennium Development Goals are to be

achieved, health systems must be strengthened.

Our research suggests that, for indicators 51 and 52, the
relevant global data, based on our approach, are globally
unavailable. We also noted that the relevant national data
were available for Sweden and Romania. Data gathered
for indicator 53 provided a basis to monitor, over time,
donors’ progressive realisation of their human-rights
responsibility of international assistance and cooperation
in health.

Monitoring, assessment, accountability, and redress
Eight indicators were grouped together under monitoring
and accountability (indicators 65-72); however, several
others might properly be regarded as monitoring and
accountability indicators, such as those on impact
assessments (indicators 19 and 20).*

Monitoring and accountability depend on the availability
of reliable and relevant data. Without indicators,
benchmarks, and data, it is not possible to monitor the
progressive realisation of the right to health. Several
traditional health outcome measures have a key role. A
worsening health outcome, such as maternal mortality,
does not necessarily mean that a country is failing its
right-to-health responsibilities. However, it obliges a
country to explain to an appropriate accountability body
why the situation is deteriorating.

We took into account three mortality measures: infant
mortality (indicator 65), mortality of children younger
than 5 years (indicator 66), and maternal mortality ratio
(indicator 67), together with life expectancy (indicator 68).
Of these, the one with the least global data available was
maternal mortality ratio. Data exist for 169 countries with
a range from 1 (Ireland) to 2100 (Sierra Leone)
per 100000 livebirths (mean 331).” This range is
astounding because most deaths are preventable and a
high ratio shows that the health system is failing.

As with other indicators already discussed, such as
antenatal care and access to water, indicators 65-69 can
be used as a basis to monitor, over time, aspects of the
progressive realisation of the right to health.

111 countries have national human-rights institutions,
many of which make a substantial contribution to the
promotion and protection of human rights. Although
independent, these institutions are non-judicial and
designed to be more accessible, flexible, and informal
than courts.” One of their functions is to monitor and
hold governments accountable. We asked whether a
country has a national human-rights institution with a
mandate that includes the right to the highest attainable
standard of health (indicator 69). Is the institution
empowered to monitor public and private health and
hold accountable those with right-to-health responsi-
bilities? No global data for this indicator were available
with our approach for any country. Data were available,
however, nationally. Of the five countries, three (Ecuador,
Peru, and Romania) have national human-rights
institutions, and the mandate of each extends to the right
to health. With leadership and resources, these
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institutions could contribute greatly to constructive
accountability for the right to health (panel 11).*

We also asked whether national human-rights institu-
tions have a mandate to monitor donors’ human-rights
responsibility of international assistance and cooperation
(indicator 71). However, no global data based on our
approach were available for any donor for this indicator.
National data showed that, although three of the five
countries have national human-rights institutions, none of
these institutions has a mandate to monitor international
assistance and cooperation in health.

Countries that have ratified international human-rights
treaties have an obligation to report on their activities
related to that treaty usually within 2 years.’ A committee
of independent human-rights experts publicly considers
the report and may ask country’s representatives
challenging questions about the government’s record,
publishing its concerns and recommendations. A few
years later the process is repeated and the experts’
committee asks the country to explain what has been
done in relation to the earlier recommendations. Under
the International Covenant on Economic, Social, and
Cultural Rights, donor countries should report on their
human-rights responsibilities of international assistance
and cooperation in health. Therefore, we took into account
country’s reporting on international assistance and
cooperation in health to the UN Committee on Economic,
Social, and Cultural Rights (indicator 72). We showed that
only three donor countries (Belgium, Canada, and Japan)
reported adequately on this crucial issue.

Low-income countries have the perception that high-
income countries escape accountability when failing to
fulfil their international pledges and commitments that
are important to developing countries.”® Data seem to
confirm that this perception is right. Our national data
suggest that the mandates of national human-right
institutions do not extend to holding donors to account for
their human-rights responsibility of international assist-
ance and cooperation. Also, most donor countries are not
being held accountable by a key UN human-rights treaty
body for their responsibility of international assistance and
cooperation in health. We conclude that donor countries
are subject to only feeble independent, institutional
scrutiny for their international responsibilities.

In 63 countries, the constitution, bill of rights, or other
statute recognise the right to health. Legal recognition
serves many purposes. In several countries, for example,
it made the authorities accountable before the courts,
leading to tangible improvements in health services.***
We, therefore, enquired about the number of judicial
decisions that took into account the right to health
in 2000-05 (indicator 70). However, it is possible that
the decision may not promote and protect this
fundamental human right. Nonetheless, even in this
case, at least the country is held accountable for the
right to health, having to explain itself before an
independent accountability body.
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Global data disclosed, on the basis of our approach,
only five countries (Canada, Nigeria, Peru, South Africa,
and Venezuela) with judicial decisions conforming to
this indicator. The combined number of judicial decisions
is less than ten. This is striking because in recent years
numerous national courts have decided right-to-health
cases, and yet our data show that they are not globally
available in accordance with our approach.’**

Here, we looked at some of the right-to-health features
and their data, and conclude that health systems in
numerous countries do not have the features required by
the right to health. Also, there are insufficient data
currently available, especially at the global level, to assess
these indicators in relation to many countries. Figure 6

Panel 9: Health workers in Romania

Romania has one of the lowest densities of health personnel in Europe in relation to
doctors, nurses, dentists, and pharmacists. Furthermore, there is an imbalance between
regions of the country. In rural areas, there are 98 communities (villages) without any
doctor, and the situation is comparable for nurses and other health workers. In a third of
Romania, more than 30% of medical specialties are not available. The accession of
Romania to the EU aggravated the situation with 10% of doctors seeking work outside
Romania, according to a recent survey of the Romanian College of Physicians. This
situation increases already existing inequities between rural and urban populations.
Payment types currently compensate rural better than urban clinicians for the same type
of services. However, the existing additional benefit payment programme has not met its
goal of providing a sufficient health workforce in the underserved areas. These data
suggest that a comprehensive approach is needed to tackle more than the financial
dimension of the issue. The ministry of health has proposed additional incentives to try to
increase and stabilise the number of health workers in rural areas.

Panel 10: Official development assistance for G8 member
countries (global level data)

Italy—17-48%

USA—7-26%

Canada—6-43%

France—3-74%

Germany—2-93%

UK—2-37%

Japan—1-13%

Russia Federation—Not available

Panel 11: Monitoring and accountability in Peru

Over the past year, Cooperative for Assistance and Relief Everywhere (CARE)-Peru and
Physicians for Human Rights have supported the development of citizen and civil-society
accountability mechanisms at both district and local levels. An example is in the Piura and
Puno regions, where Quechua and Aymara women community leaders have been linked
to regional offices of the human-rights ombudsman to monitor women'’s health rights,
particularly their right to good quality, appropriate maternal health services. Rural
women’s leaders have also been empowered by a joint agreement between ForoSalud
and the human-rights ombudsman office in Puno. Partnerships have been mutually
enriched, with women leaders feeling better positioned to demand information and
changes in health services.
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shows the unavailability of global data in relation to a
selection of 25 indicators for which it is clear that, in
many cases, international bodies are not collecting the
appropriate  right-to-health data. An overarching
conclusion is that those at the international and national
levels with responsibilities for health systems seem to be
giving inadequate attention to the right-to-health analysis
and some of the features required by the right to highest
attainable standard of health.

Opportunities and challenges

On a country-by-country basis, table 1 summarises the
degree to which health systems of countries include
some features that arise from the right to health in
relation to 72 indicators. Table 2 summarises national

data for the same indicators in relation to five countries.
When considering the performance of an individual
country, the country’s stage of economic development
(what human-rights treaties refer to as the countries
resource availability) is important.

Some of our findings are positive: for example, we
record high rates of vaccination with measles-containing
vaccine (MCV) and diphtheria, tetanus, pertussis (DTP3)
vaccine (indicators 34and 35). General comment 14 places
a high priority on immunisation programmes.** Although
such programmes can occur as vertical interventions,
whenever possible they should strengthen health
systems. Weak health systems impede high immunisation
coverage™ and the GAVI Alliance and Fund Boards
recently increased funding for health system strength-
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Figure 6: Availability of global data for a selection of 25 indicators
n/av=not available.
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ening to US$800 million.” We recorded good practices
for the implementation of right-to-health features of
health systems, such as Mozambique’s effective coordina-
tion between different stakeholders to improve access to
safe water in rural communities (panel 8). Also, Sweden
has recently introduced the legal requirement for
inclusion of human rights in the training curriculum of
health workers, reflective of indicators 63 and 64.”

Countries that have not put in place some of the key
features of a health system—eg, a comprehensive national
health plan (indicator 17), a published national list of
essential medicines (indicator 30), a national health
workforce strategy (indicator 38), or government expen-
diture on health per person above the minimum required
for a basic effective public health system (indicator 45)—
are in breach of their right-to-health responsibilities
whatever their stage of economic development.

We provide a basis on which to monitor health systems
and the progressive realisation of the right to health. A
suitably improved version of this project repeated in a few
years’ time will give an indication of whether countries
have progressively realised the right to health. Take, for
example, a high-income country in which prevalence of
violence against women has increased (indicator 26);
access to health services (indicator 27) has worsened;
immunisation of 1-year-old children against measles
(indicator 34) has decreased; total government spending
on health as a percentage of GDP (indicator 47) has
lessened; and life expectancy has fallen. In such a case,
progressive realisation of the right to health has not been
achieved. Unless the government has a rational, objective
explanation for the worsening situation (eg, a natural
disaster), this country would be in breach of its right-to-
health responsibilities.

We have emphasised the limitations of indicators
generally and some of our indicators specifically.
Moreover, as we have seen, there are some inconsistencies
between global data (table 1) and national data (table 2).
So the data must be used with caution.

In this Report, we concentrate on recognition of the right
to health; non-discrimination; health information; national
health plan; participation; underlying determinants of
health; access to health services; health workers; inter-
national assistance and cooperation; and monitoring,
assessment, accountability, and redress. We do not discuss
some important right-to-health features and their data,
such as finance and medicines, because space restrictions
compelled us to be selective.

Limitations to indicator selection and data collection do
not contradict the profile of indicators or the findings, but
should be considered when analysing the results. We hope
that the profile of indicators will prompt discussion and
that subsequent revisions will make indicators more
robust.

This project relies on secondary data published by
others, and any limitations of the primary data affect our
dataset. Because of resource constraints, triangulation of

data collection was not included in the methods, except
when checking for an unexpected result. The number of
indicators is large, but we did not want to compromise
too much. When the project is repeated, we suggest an
assessment of concordance of the data. Although one of
the objectives of this project was to assist with monitoring
progressive realisation of the right to health, some of the
indicators, such as maternal mortality ratio, are not
sensitive to change over short periods. Additionally,
so-called yes or no indicators do not lend themselves to
measurement of gradual change over time, although
many are complemented by a commentary (webtables 4
and 5) to explain the result that could indicate
improvement with time.

For this project, restrictions on collection of worldwide
data were needed. However, the one-click rule
introduced elements of inconsistency in the data
collection. Some regions tended to have more
information available within the limits of the one-click
confines than others—for example, lists of WHO
member states each link to some documents about that
country. For some regions, detailed information was
available on global websites, whereas, for others, global
websites were structured in such a way that the one-click
rule allowed only an index page for the region, not the
actual information, to be reached. Also, there was a risk
of further discrepancy in data available for developed
countries and those available for developing countries.
This discrepancy might arise because international
organisations assist developing more than developed
countries in data collection or analysis, and these data
are subsequently more readily available worldwide.

Our research shows that insufficient data are
available, especially at the global level, in relation to
right-to-health features. From the perspective of
health systems and the right to health, UN bodies and
other international stakeholders are not collecting
appropriate data. International and national
institutions with responsibilities for health systems
seem to be giving inadequate attention to the
right-to-health analysis and some of the features
needed for the right to the highest attainable standard
of health. Here we focus on other areas of concern
and make recommendations. We do not attempt to
discuss all our concerns and recommendations but
focus on those arising from some key areas. Taking
into account both the right-to-health analysis outlined
in this report and the data collected, we make
additional recommendations in panel 12.

Recognition of the right to health

Recognition of the right to health in international
treaties, national constitutions, and other statutes gives
rise to a legal obligation for countries to ensure that
their health systems have certain features, as discussed,
and also that the performance and quality of health
systems do not regress or stagnate but improve over

www.thelancet.com Published online December 10,2008 DOI:10.1016/50140-6736(08)61781-X

~
=
5
&
=
s
2
H
£
g
g
5
5]
t
5
3



Right to Health
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Panel 12: Recommendations

We recommend WHO and the Office of the High Commissioner for Human Rights

adopt a stewardship role in the collection and collation of data for right-to-health
features of a health system

lead the process to establish universal definitions for commonly used terms and standard-
ised units of measurement regarding the right-to-health features of a health system
maintain and regularly update a global data repository on the right-to-health features
of a health system

lead the process to establish, where appropriate, international benchmarks to assess
country performance regarding the right-to-health features of health systems

ensure that the Global Health Workforce Alliance gathers data relevant to the right to
health, such as for human rights training for health workers

We recommend other UN specialised agencies and bodies

coordinate with WHO, national governments, civil-society organisations, and other
international, regional, and national stakeholders to ensure coherence in global
monitoring with respect to the right-to-health features of a health system

provide technical assistance to national governments to facilitate data collection on
the right-to-health features of a health system

record descriptive and numerical data

cooperate with WHO, national governments, civil-society organisations, and other
relevant stakeholders to establish universal definitions for common terms and
standardised units of measurement of right-to-health features of health systems
ensure that the activities of the UN specialised agency or other body are aligned with
the comprehensive national health plan

We recommend national governments

explicitly recognise the right to health, and right-to-health features, such as access to
essential medicines, in the national constitution or statute
ensure explicit recognition of the right to health in the comprehensive national health
plan
ensure sufficient expenditure on medicines to provide, as a minimum, equitable
access to essential medicines
collect data on marginalised groups to inform the planning and development of the
health system
do health and human-rights impact assessments before finalising the comprehensive
national health plan
in partnership with WHO, UN specialised agencies, civil society, and others, collect and
reqularly update information on right-to-health features of health systems
disaggregate data on at least the five priority prohibited grounds of discrimination—
sex, age, ethnicity, socioeconomic status, and rural or urban residence
regularly submit information updates about the right-to-health features of health
systems to the global data repository maintained by WHO/OHCHR
cooperate with the WHO, UN bodies, and others in establishing national and
international benchmarks to monitor the right-to-health features of health systems
ensure registration of births and deaths within a civil registration system
establish national human-rights institutions with a mandate that includes the
right-to-health and budgeted programme of activities for raising awareness about the
right to health
ensure the mandate of the national human-rights institution includes monitoring and
accountability with respect to international assistance and cooperation in health
include compulsory human-rights and right-to-health training for health workers,
judges, and lawyers
submit timely, full reports to the UN Committee on Economic, Social, and Cultural
Rights and other relevant UN treaty bodies

(Continues on next page)

time. However, most countries (121 of the 184 for which
data are available) do not recognise the right to health in
their national constitutions or other statute, although
every country has ratified at least one international treaty
that recognises the right to health. Recognition of the
right to health has not only generated judicial decisions
that have improved the delivery of health-related services,”
ithasalsoled to non-judicial mechanisms of accountability,
such as the Right to Health Unit established by the
Uganda Human Rights Commission,” and led to
enhanced health policy and practice. For example, the
Department of Health in the United Kingdom recently
commissioned an assessment of the effectiveness of
implementing a human-rights based approach in health
and social care.®® Focusing on five pilot projects, the
assessment concluded that such an approach had a
noticeable effecton the treatmentand care ofhealth-service
users, and that it is one way of achieving good practice.
Thus, we recommend that countries ratify treaties that
encompass the right to health, explicitly recognise this
human right in their national constitutions or other
statute, and integrate the right to health into their national
health plans.*

Health information

Health information is the life-blood of effective, accessible
health systems and the right to health. Information
enables individuals and communities to promote their
own health and allows governments to formulate
evidence-based health plans. Monitoring, accountability,
and participation depend upon access to information.
Without reliable disaggregated data, whether health
systems are delivering access to services and facilities
without discrimination is impossible to know. However,
our research suggested that health information systems
in many countries are seriously deficient in several
ways.

Health information systems include a range of data
sources, such as censuses, household surveys, vital
registration systems, and other health-facility data
sources.” Ideally, systems should not duplicate but
complement each other, providing accurate information
making best use of limited resources.” Data for maternal
and neonatal deaths, for example, should be included
within the vital registration system, but the data then
need to be specifically extracted, a position supported by
the WHO Maternal Mortality Report in 2005.% Of
194 countries, 122 have a civil registration system;
however, many of these are incomplete, with fewer than
90% of events registered. Accurate recording of cause of
death according to international standards is important,*
and the statistics generated should then form a part of
the situational analysis that contributes to health-system
planning. We recommend that all countries should
legally require registration of births, deaths, and cause of
death according to international standards (using the
international classification of disease)."
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The USAID-supported Demographic Health Surveys,
the Multiple Indicator Cluster Survey programme
developed by UNICEF, and other surveys provide much
information. Data provided by these surveys were used as
sources for many indicators in this profile, and for some
indicators, such as those considering access to water and
vaccination coverage (see extended data in webtables 4
and 5) the survey type and year were recorded along with
the score. Although surveys fill an important role, they are
not the best long-term solution to collection of routine
data if not done regularly and they should be included in a
civil registration system that is permanent, continuous,
compulsory, and universal.”* At the very least, a system is
needed to record reliable information on birth and death
registration in all regions. Such a system would have
implications for several human rights. Without birth
registration, many entitlements may be denied throughout
life, such as access to health care, education, international
travel, and the right to own property. However, data for the
percentage of births registered in rural and urban areas
are only available for 78 countries. Furthermore, only
69 countries regularly collect, centralise, and make
publicly available data throughout the territory for
numbers of maternal deaths. We recommend, at a
minimum, continuous registration of births and deaths in
all areas within a vital registration system.

Descriptive information is needed to understand the
issues behind quantitative data; however, we often found
a shortage of this information. In this project, all
indicators have been reduced to a number or to yes or no
answers, but the accompanying data and commentaries
(webtables 4 and 5 and webappendix 1) are crucial to
understanding our findings. Some issues are difficult to
accurately capture with purely quantitative data, and we
encourage greater emphasis on a complementary brief
narrative in some cases."’

As part of their human-rights responsibility of
international assistance and cooperation in health,
donors (webpanel) should accelerate their coordinated
efforts to provide training and technical assistance for
sustainable data collection and processing and to make
data available worldwide. Additionally, donors should
facilitate the establishment of national health information
systems, including a comprehensive civil registration
system in all countries, with clear mechanisms for
relaying this information to a globally accessible data
repository. WHO and the UN Office of the High
Commissioner for Human Rights should have a
leadership role in establishing and maintaining a global
system for collection and collation of up-to-date
information from different countries and UN bodies on
right-to-health features of health systems.

Disaggregation

Policy makers and health practitioners need accurate
information about marginalised groups as many are at
risk of worse health,* because, in many cases, of

(Continued from previous page)

We recommend national and international civil society

participates in health system planning and monitoring

advocates that right to health is properly incorporated in health system planning
advocates the inclusion of marginalised groups in health decision making
advocates that the mandates of national human-rights institutions include the
right-to-health and budgeted programme of activities for raising awareness of
right-to-health

disseminate information about key judicial decisions about the right to health
ensure that the activities of the civil society organisation are in alignment with the

comprehensive national health plans

We recommend research institutions

+ provide assistance to national governments to do health and human-rights impact

assessments

+ do or commission research on the right-to-health features of health systems;
« actively promote knowledge sharing among academics on the right-to-health and

right-to-health features of health systems

+ collaborate with national governments, WHO, UN bodies, civil-society organisations,
and others to promote a greater understanding of the right to health and

right-to-health features of a health system

We recommend donors

+ recognise the importance of strengthening health systems in international assistance

strategies

+ allocate greater funding for health in low-income and middle-income countries
+ ensure donor accountability for international assistance and cooperation in health in

both donor and recipient countries

» align international assistance and cooperation strategies with the comprehensive

national health plans of recipient countries

problems in accessing health-related services. From the
human-rights perspective, the goal is to disaggregate data
in relation to as many of the internationally prohibited
grounds of discrimination as possible (indicators 3 and 4),
although some data cannot be disaggregated. The
collection of disaggregated data remains an enormous
challenge for many countries and, because of limited
capacity, reliable disaggregated data are often unavailable.
The contextual natures of vulnerability and discrimination
further hamper collection of relevant data: a group might
be especially vulnerable in one context but not in another.
We had difficulty identifying indicators that captured
vulnerability and marginalisation, probably because of
their contextual nature. We recommend five priority
grounds—sex, age, ethnic origin, rural or urban residence,
and socioeconomic group—for disaggregation as a
minimum.” These ground are similar to those identified
by the Health Metrics Network.”

Some health issues demand disaggregation on
particular grounds; for example, in the context of sexual
and reproductive health, disaggregation on the basis of
sex and age are crucial. Of the 21 countries with
information about the proportion of men and women
with comprehensive knowledge of HIV/AIDS, men fared
better than did women in 16, suggesting that different
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strategies for education of women are required. The
Guidelines on Construction of Core Indicators in relation
to monitoring the Declaration of Commitment on
HIV/AIDS note that an important lesson from the
UNAIDS Global Progress Report of 2003 was that without
disaggregated data monitoring of access, equity, and
change over time is difficult.’”” The guidelines
acknowledge that this disaggregation requires effort, but
point out that such data are commonly collected at the
subnational level but subsequently lost when passed to
the national level. Another recommendation therefore is
that coordinated efforts are made to collate and present
reliable data at the national and global levels broken
down on the basis of the five priority grounds.

Coordination of data

Because the right to health involves policies and practices
that lie beyond the health sector, effective coordination is
needed between different sectors (including health,
transport, environment, and education) and different
health services. General comment 14 recognised coordina-
tion as a right-to-health feature of health systems.* Data
collection is one example of where coordination is
needed—as happens with global maternal mortality data.
UNICEF, WHO, UNFPA, and the World Bank periodically
assess maternal-mortality data.” As a result of joint
assessment the data on maternal mortality are the same at
WHO and UNICEF. However, life expectancy data differ
between the two sources; for example, WHO reports a
life expectancy of 61 years in Namibia, UNICEF reports
52 years. The cause of this large discrepancy is unclear.
We recommend coordination and collaboration between
countries, regional stakeholders, UN bodies, and others to
establish a global repository for health data with up-to-date
and consistent reporting.

For some indicators more information is available
worldwide for low-income than for high-income
countries, such as the data on DTP3 and MCV
vaccination.” However, high-income countries have the
resources to collect and process the relevant data, which
should be logged in a global repository.

Standardisation
When developing the indicators and collecting data, one
major difficulty was the lack of universal definitions for
many commonly used and important terms, such as
clear definitions for rural and urban. Disaggregation of
data on these grounds was therefore difficult; in practice,
individual data collectors decide whether a location is
rural or urban.* Similarly, violence against women does
not have a standard definition." Specific criteria and
definitions should be created, although they might not
capture every nuance of the relevant issue, to allow
consistency of data collection and comparison over time.
Standard definitions are needed to create national and
international benchmarks against which to measure a
country’s progress. General comment 14 anticipates that

countries and the UN Committee on Economic, Social,
and Cultural Rights will agree key indicators and then
identify appropriate benchmarks or targets to be achieved
by the country over the next few years in relation to the
selected indicators.* Agreed indicators and country-specific
benchmarks are needed to measure progressive realisation
and hold governments to account. Sometimes benchmarks
are agreed internationally for all countries, or a group of
countries—for example, all donors should devote 0-7% of
their gross national income to overseas development
assistance, and all African leaders have pledged to allocate
15% of their annual budgets to health” Whether
benchmarks are set nationally or internationally, standard
definitions are important. For example, CO, emissions are
recorded in various ways, which makes benchmarking
difficult.* Although indicators and benchmarks are vital if
we wish to measure progressive realisation and hold
countries to account, their usefulness depends on widely
agreed definitions.

Standard formatting for data collection would be
especially helpful in low-income and middle-income
countries that have to collect similar information in
different formats to fulfil the demands of different donors
and international bodies.

We warmly welcome the Health Metrics Network, a
global partnership of UN bodies, donors and others aiming
to improve health information at country, regional, and
global levels.” The network hopes that by 2011 its detailed
framework and standards for country health information
systems will be the universally accepted standard for all
developing countries and global agencies. The network
comments on the inappropriate use of data collection
methods (eg, surveys used to record adult mortality) and
advocates the disaggregation of health-status data. We
recommend that the network encourages the collection of
data outlined in this report, which is needed to measure
the right-to-health features of a health system.

Access to information is part of the right to health.
However, in addition, information is protected by national
and international codes of civil and political rights.*
Many of these codes provide stronger accountability
mechanisms than are available to the right to health. We
recommend that human-rights workers in the domain of
civil and political rights use their expertise to improve
access to health information, following the example of
the London-based civil society organisation Article 19.

Comprehensive national health plans

Within the confines of our methods, no data currently are
available at the global level to show that any country has a
comprehensive national health plan, whereas 13 countries
have data available on the WHO website indicating that
they do not have a comprehensive national health plan.
We recommend adoption of a universal definition of a
comprehensive national health plan. Countries should
develop comprehensive national health plans consistent
with defined criteria, including budget allocation for all

www.thelancet.com Published online December 10,2008 DOI:10.1016/50140-6736(08)61781-X



Right to Health

proposed activities. Information about all such plans
should be available both nationally and internationally.
Monitoring and assessment of these plans both nationally
and at the global level are also needed to ensure com-
pliance with agreed criteria. Any gaps identified should
be systematically addressed; for example, if a national
health plan does not encompass the private sector then
this shortcoming needs to be identified and remedial
action taken.

Appropriate national and international human-rights
bodies should monitor whether or not a country has a
comprehensive national health plan conforming to the
agreed criteria. For example, a national human-rights
institution should check whether or not the government
has an appropriate national plan. Most national human-
rights institutions report annually to the legislature and
the status of a national plan could be publicly reported this
way. Also, appropriate international committees of human-
rights experts, such as the UN Committee on Economic,
Social, and Cultural Rights, should routinely ask countries
appearing before the committee about their comprehensive
national health plans. The UN Human Rights Council has
recently established a new procedure that all countries
must follow. Known as the universal periodic review, a
comprehensive national health plan is so important that
the council should routinely ask all countries about the
status of their plan.'s

Monitoring, assessment, accountability, and redress

We recommend that much closer attention be devoted to
establishing accessible, transparent, and effective mech-
anisms for monitoring and accountability of health
systems and the right to health. Analysis of the data
collected in this project reveals weak mechanisms at
international and national levels. Without indicators and
reliable data, neither the condition of health systems nor
the progressive realisation of the right to health is
possible. Accountability, however, is much more than
monitoring. Organisations and individuals with right-to-
health responsibilities must be held to account in relation
to the fulfilment of their duties, with a view to identifying
successes and difficulties—what Freedman® calls con-
structive accountability. In this way, accountability
strengthens health systems.

As explored by Potts,* there are many different mech-
anisms of monitoring and accountability for the right to
health—social, political, administrative, quasijudicial, and
judicial—each with a crucial role. Our indicator 69 tried to
address quasijudicial accountability by asking if countries
have national human-rights institutions with mandates
that include the right to health. However, there was no
globally available data for this indicator revealing either a
shortfall in the data available or in the mandates
themselves. We recommend that national human-rights
institutions include the right to health in their mandates
and budgets for programmes." In close collaboration with
the health sector, these institutions could provide

human-rights training for health workers, raise public
awareness of right-to-health entitlements and processes,
work with public officials to integrate the right to health
into policies, help to prepare right-to-health protocols and
guidelines for health workers, monitor right-to-health
features (eg, comprehensive national health plans and
international assistance and cooperation in health), and
undertake independent public inquiries into particular
right-to-health issues, hold those responsible to account,
and make recommendations. Australia’s Human Rights
and Equal Opportunity Commission has made health
inquiries on several occasions, for example, in its Social
Justice Report 2005 that applies human rights to
indigenous health policy.'” With the recent change of
government in Canberra, this important report is now
shaping health policy and practice. National human-rights
institutions should forge strategic partnerships with the
media, health workers, patients’ groups, judges, lawyers,
academics, and others.

Mechanisms of social accountability include public
hearings and social audits. The People’s Health Movement
in India has set up the People’s Rural Health Watch to
conduct independent health monitoring in seven states in
northern India. This initiative supplements the community
monitoring that is part of the National Rural Health Mission
launched by the government in 2005.* In some situations,
Meédecins Sans Frontiéres, after listening to patients to
understand why a situation is occurring, will draw attention
to the issues, problems, and responsibilities."®

One example of administrative accountability is
addressed in the indicators for impact assessment (a
process through which the potential effects of a policy,
programme, or plan on the health of the population is
assessed). However, data for the national level show that
none of the five countries had made a health impact
assessment or any impact assessment including the right
to health before the implementation of their national
health plan. We recommend that countries make such
assessments before adopting their national health plan;
there should at least be an impact assessment in relation
to key elements of a plan. Such assessments can be
crucial to progressive realisation of the right to health.”

Effective monitoring and accountability depends on
numerous factors, including the recognition of the right to
health as a legally enforceable right. Where the rule of law
is respected, it helps to be able to say to the relevant
minister, local health council, or hospital director that a
particular health initiative is not only ethically appropriate
and good practice but is also required under binding
national and international human-rights law. Account-
ability is not judicial accountability. As discussed, judicial
accountability is one narrow, limited form; moreover, it is
accountability of last resort. Judges and lawyers must be
willing to learn about, and apply in a balanced manner,
such right-to-health concepts as progressive realisation,
resource availability, core obligations, and disadvantage;
they must be willing to listen to health experts and those
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using health-related services. Information about key
judicial decisions for realisation of the right to health
should be widely accessible. Also, countries must report
regularly on regional and international treaties that they
have ratified.

Redress is another important component of account-
ability.® It comes in many forms, such as full and public
disclosure of the truth, apology, acknowledgment of
responsibility, a change in policy, law reform, rehabilitation
(eg, the provision of health-related services), and compen-
sation.

Finally, careful attention must be given to the
human-rights accountability of international bodies, as
well as the private sector. The Human Rights Guidelines
of Pharmaceutical Companies in relation to Access to
Medicines can deepen the accountability of the
pharmaceutical sector.

Additional research

This project highlights the need for more research on the
right to health. For example, what are the core obligations
signalled in paragraph 43 of general comment 14?
Research is needed on the application of the right to health
to the six WHO building blocks of a health system and
within both public and private sectors. More attention
should be devoted to right-to-health features of health
systems: for example, what are appropriate mechanisms
of monitoring and accountability? More research is needed
on the most appropriate indicators for assessing the
degree to which health systems include these
right-to-health features. We had particular difficulty
identifying appropriate indicators in relation to access
(including access for marginal groups), respect for cultural
difference, quality, participation, referral systems,
standards (ie, provisions that elaborate in more detail
upon the general right-to-health formulations found in
treaties, constitutions, and statutes), coordination (ie, the
need for effective coordination across a range of public
and private stakeholders, at the national and international
levels, both within and between health-related sectors),
and monitoring and accountability. We recommend that
particular thought be given to identifying appropriate
indicators for these issues. Echoing Gruskin and
colleagues,” we also recognise the need to build evidence
of the effects of the application of the right to health on
health systems.

Conclusion

Over 18 months of research, our interdisciplinary project
has depended upon the insights of experts in both health
and human rights. UN bodies, non-governmental
organisations, policy makers, academics, and others
have made indispensable contributions. We strongly
recommend that all those sharing the common ground
between health and human rights deepen their dialogue,
cooperation, and collaboration. Our findings have impli-
cations for professions and institutions at all levels and

in both public and private sectors. For example, health
ministries and national human-rights institutions need
to meet and talk, and UN organisations must routinely
discuss health and human-rights issues. For example,
WHO, UNFPA, and the World Bank must engage with
the UN Human Rights Council, Office of the High
Commissioner for Human Rights, and human-rights-
treaty bodies. All these organisations—and many
others—have the common aim of strengthening health
systems.

Countries have a legal obligation to progressively realise
the right to the highest attainable standard of health and
therefore to improve their health systems progressively.
Indicators and benchmarks are needed to measure
present conditions of health systems and to monitor them
over time. Indicators selected in this profile and methods
of data collection have limitations, but the findings have
generated several recommendations. We are drawn to the
conclusion that those with responsibilities for health
systems are giving inadequate attention to the
right-to-health analysis. Our main, overarching recom-
mendation is that all those with health-related responsi-
bilities explicitly consider the right-to-health analysis and
integrate this human right into their policies and
practices, with a view to strengthening health systems.
We hope that this project will be repeated periodically so
that the progress of individual countries will be monitored.
No doubt improvements will be introduced to the
methodology and profile of indicators before the exercise
is repeated in a few years’ time.

This project rests on the conviction that an equitable
health system is a core social institution, no less than a
fair court system or democratic political system. Because
of its importance, a health system is reinforced and
protected by the right to the highest attainable standard
of health and other human rights. Health systems should
have certain right-to-health features identified in this
report. These features are legally binding requirements,
not optional extras. Governments must be held to account
to ensure that health systems have, in practice, the
features required by international human-rights law.
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