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Introduction

The right to the highest attainable standard of health is a fundamental hu-
man right. It is indispensable to the exercise of other human rights and es-
pecially to the right to life. It is closely related to, and dependent upon, the 
realization of the rights to food, housing, work, education, non-discrimi-
nation, equality and the prohibition of ill-treatment, and respect of human 
dignity. It is also linked to the rights to privacy and family life, access to in-
formation and the freedoms of association, assembly and movement.1 

A multitude of factors, either intrinsic or extrinsic, may hinder or even 
prevent the full enjoyment of the right to health, as guaranteed by Article 
12, paragraph 1, of the International Covenant on Economic, Social and 
Cultural Rights.2 Ill health is caused by, and the result of, poor living con-
ditions. It is a direct consequence of an unhealthy and polluted environ-
ment, unsafe drinking water, and undernourishment. Dangerous working 
conditions also contribute to poor health. 

Certain categories of the population are more at risk than others: 
prisoners and detainees, ethnic minorities and indigenous populations, 
disabled persons, older persons, asylum-seekers, refugees and migrant 
workers are all in danger of suffering from ill health. Due to gender in
equality, inadequate access to health services and goods affects, in particu-
lar, women and girls.
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Lack of enjoyment of the right to health also results from insufficient fi-
nancial resources, either of individuals or of the state, but most frequently 
of both. The right to health will suffer from the general economic climate 
and the degree of economic development of a state. It will also be affected 
by disparities between different regions within a state, in particular, be-
tween urban and rural areas. The level of health enjoyed will vary according 
to the national origin and social status of different categories of the popula-
tion, the most vulnerable generally being the worst hit by insufficient pub-
lic spending on health care.

The right to health may also be affected by natural or man-made disas-
ters. In addition, trade or financial agreements may adversely impact upon 
the right to health. In this respect, not only states but also third parties 
have a responsibility to eliminate factors and obstacles which may impede 
or block the full enjoyment of the right to health. The “brain drain” of quali-
fied medical personnel to the private sector, or to foreign countries, can re-
duce the effectiveness of public health care systems particularly in develop-
ing countries.

Even though many factors of a national and international nature may 
interfere with the right of everyone to enjoy the best possible level of 
health, the greatest hindrance to the full enjoyment of this right is poverty. 
More than 2.8 billion people in the world are living in conditions of abject 
poverty, with little or no hope of accessing adequate health facilities, goods 
and services.3 Poverty erodes or nullifies economic and social rights, such 
as the right to health, adequate housing, clothing, food and safe water. It 
also promotes unhealthy lifestyles, such as prostitution, drug addiction, al-
coholism and begging. 

Poverty is not a phenomenon confined to developing countries. It is a 
global condition and is experienced by all states in varying degrees. Many 
developed states have categories of the population who experience pover-
ty: people belonging to ethnic minorities, indigenous populations and mi-
grant workers often live in appalling conditions, such as slums and tempo-
rary settlements without proper infrastructure. Women are more likely to 
live in poverty than men, and frequently have the sole responsibility for the 
care of children.4 Furthermore, children who grow up in poverty are severe-
ly, and often permanently, disadvantaged.5 

The aim of this chapter is to pinpoint and analyse, as far as possible, the 
principal social factors or determinants which may impair or prevent the 
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full enjoyment, without discrimination, of the right to the highest stan
dard of health possible.6 

Discrimination

Health facilities, goods and services must be accessible to everyone with-
out discrimination.7 The various prohibited grounds of discrimination are 
laid down in many international human rights instruments and, notably, 
in Article 2, paragraph 2, of the Covenant on Economic, Social and Cultural 
Rights. Despite this legally binding guarantee which is immediately appli
cable,8 access to health facilities, goods and services is, in practice, not always 
guaranteed to everyone on an equal footing. Vulnerable and marginalized 
groups, such as ethnic or religious minorities, women and children, older 
persons and the disabled, are often victims of limited or even lack of access 
to health care and the underlying determinants of health. This is largely due 
to the disproportionately high cost of health services and goods in relation 
to the financial means of these people.

Income and property

Everyone should have access to hospitals, clinics and other health care fa-
cilities, as well as to trained medical personnel and essential drugs9 with-
out discrimination.10 Equally, health facilities, services and goods must be 
affordable for all. Payment for such goods and services must therefore be 
based on the principle of equity.11 Whatever measures have been taken to 
ensure social security benefits,12 and whether health care insurance be pro-
vided by a public, private or mixed system, the state is obliged to ensure 
that adequate health care is economically accessible to everyone, including 
socially disadvantaged groups.13 

Inevitably, the health of the poorest and most vulnerable persons in so-
ciety will suffer if the cost of health care is prohibitive. In this respect, the 
right to health is directly linked to the right to social security,14 as well as 
the right of everyone to work, and to earn a decent living for themselves 
and their families, as guaranteed by Articles 6 and 7 of the Covenant on 
Economic, Social and Cultural Rights.15 

Lack of universal coverage of health care schemes, privatization of me
dical facilities and services and the departure of trained medical personnel 
to the private sector all constitute significant obstacles to the right of every
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one to receive adequate health care without discrimination. Large-scale pri-
vatization in a number of countries has been shown to affect not only the 
cost but also the quality and availability of health services and goods. This 
impacts, in particular, on the poorest categories of the population.16 

Racial or ethnic origin

Persons belonging to racial or ethnic minorities must have safe physical 
and economic access to health facilities, services and goods without dis-
crimination.17 Unfortunately, due to their ethnicity or the colour of their 
skin, these persons are often victims of de facto and even multiple discrimi-
nation in relation to health care. In some cases, for example, Roma are re-
portedly denied access to health services, including emergency aid services; 
they are segregated in hospitals, and discriminated against by medical prac-
titioners, who allegedly provide medical services of lower quality to them, 
or extort from them unjustified amounts of money.18 

Indigenous peoples

In indigenous communities, the health of the individual is closely linked 
to the society as a whole19 and the organization of health care takes on an 
autonomous aspect. Indigenous communities often develop and practise 
their own traditional health care system, using their own particular healing 
techniques and medicines. In this context, indigenous peoples should bene
fit from “specific measures” which enable them to have access to appropri-
ate health services and goods that are culturally acceptable. If they are de-
prived of the necessary resources, or even access to their ancestral lands, 
which allow them to carry out traditional preventive care, healing practices 
and cultivate vital medicinal plants, their health may be seriously impaired. 
The means to provide the medicinal plants, animals and minerals necessary 
to the health of these peoples depends largely on freedom of access to their 
lands. Moreover, any break with the “symbiotic relationship” which they 
have with their traditional territories may have an adverse effect on their 
physical and mental health.20 In addition, indigenous peoples are often vic-
tims of discrimination in access to public health services.21 
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Gender and sexual orientation

Despite the economic growth achieved by a state, lack of expenditure on 
health care sometimes means that significant proportions of the popu-
lation, in particular, women and girls, have limited or no access to basic 
health care services and goods. This situation results, in some cases, in high 
rates of maternal and infant mortality, as well as a high incidence of tuber-
culosis and other communicable diseases.22 

Even in states where comprehensive legislation on equality between 
men and women may have been adopted, widespread gender inequalities 
and cultural stereotypes often continue to prevail, negatively affecting the 
equal enjoyment of economic, social and cultural rights for women and es-
pecially for those belonging to disadvantaged and marginalized groups.23 
Single mothers, in particular, experience multiple forms of discrimination 
and often encounter difficulties in access to health facilities, services and 
goods.24 They also are at risk from a lack of adequate reproductive health 
services,25 especially in rural areas.26 

Discrimination on the basis of sexual orientation is still widespread in 
certain states and affects the enjoyment of economic, social and cultural 
rights by many people. Homosexuals experience discrimination in access 
to employment, housing and, in particular, health services. In some cases, 
the lack of access to essential health care and goods can seriously affect the 
health of these persons, especially those suffering from HIV/AIDS.27 

National or social origin

This prohibited ground of discrimination overlaps to a large extent with 
ethnicity. It does however encompass a wider segment of the population 
to include refugees, asylum-seekers, migrant workers and all other non-na-
tionals under the state’s jurisdiction. It also protects persons considered as 
belonging to “socially inferior” groups.

In spite of constitutional and legislative provisions prohibiting caste-
based discrimination, de facto discrimination persists with impunity in some 
states.28 Persons belonging to these groups are often victims of discrimina-
tion in relation to many of the rights guaranteed by the Covenant and, in par-
ticular, with regard to coverage from universal healthcare schemes.29 Refu- 
gees, asylum-seekers, migrant workers and other non-nationals may also be 
victims of discrimination in access to basic health care30 and, as a result, are 
more likely to suffer from poor health than the rest of the population.
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The Committee on Economic, Social and Cultural Rights is particularly con-
cerned about the wide disparities in the quality of health care between rural 
and urban areas.31 Persons living in rural or remote areas, especially refu-
gees and indigenous peoples, may also experience discrimination in access 
to primary health care,32 increased susceptibility to disease and reduced life 
expectancy.33 

Food and nutrition

Food, along with water, is essential not only to good health but also to 
life. In spite of the fact that there is enough food in the world today to 
feed everyone sufficiently, at least 854 million people are currently suffer-
ing from food insecurity and two billion people are suffering from malnu-
trition.34 The consequences of this chronic crisis on the state of health of 
those affected is self-evident: vitamin deficiency leads to increased suscep-
tibility to all kinds of diseases, malformation of babies and growing chil-
dren, blindness, brain damage and mental retardation. Even death will 
result from severe undernourishment. The enjoyment of the right to ad-
equate food and the right to be free from hunger, as guaranteed by Article 
11 of the Covenant on Economic, Social and Cultural Rights, is therefore of 
paramount importance. 

The right to adequate food is not only essential to health but it is “in-
divisibly linked to the inherent dignity of the human person” and is “indis-
pensable for the fulfilment of other human rights enshrined in the Inter-
national Bill of Human Rights.”35 Furthermore, the right to food which is 
nutritionally adequate and safe, and the right to be free from hunger, are 
considered to be part of the core obligations of state parties.36 

There are many causes of lack of adequate food and nutrition: climate 
change, the use of agrofuels, imbalances of power in the food production 
and distribution chain, speculation on the agricultural commodity mar-
kets, and soaring food prices are but a few.37 Poverty – not only of the in-
dividual but also of the state – is however the principal cause of the lack 
of enjoyment of the right to adequate food. In theory, all categories of the 
population may be affected but, in practice, it is the most vulnerable groups 
who are the worst hit by lack of food, malnutrition and hunger.38 Access 
to food may be hampered by inefficiency, corruption and discrimination in 
the distribution of food. Once again, it is the disadvantaged and marginal-
ized groups of society who are excluded.39 



Health:  A Human Rights Perspect ive 66

In all circumstances, states have a core obligation to take the necessary ac-
tion in order to ensure the availability and the accessibility of sufficient 
food, in ways which do not interfere with the enjoyment of the right to 
health.40 

Housing and living conditions

Safe physical and economic access to health care and goods implies that 
medical services and the underlying determinants to health, such as safe 
and potable water and adequate sanitation facilities, are accessible to all 
categories of the population, including those who reside in rural areas.41 

A large number of individuals and families on low incomes live in 
sub-standard housing and thus in unsafe, unhygienic and unhealthy con-
ditions.42 Persons belonging to racial, ethnic and national minorities, es
pecially migrant workers and persons of foreign origin, are especially affect-
ed.43 In addition, they also have inadequate access to health care facilities.44 
For example, many Roma live in informal settlements or slums which lack 
basic infrastructure and services, such as safe water, electricity, gas, heat-
ing and adequate sewage and garbage disposal.45 They are frequently denied 
access to social housing and are increasingly victims of forced evictions, of-
ten without any provision of adequate alternative housing.46 Women and, 
in particular, migrant women or those belonging to ethnic minorities, older 
persons, and persons with disabilities are subject to lack of security of ten-
ure and forced evictions.47 Indigenous peoples are often deprived of access 
to their ancestral lands.48 All these negative living conditions will take their 
toll on the health of the people concerned.

In many states, prisoners and detainees live in appalling circum
stances. Overcrowded and unhygienic conditions in prisons, as well as lack 
of appropriate health care, have all given rise to a high rate of tuberculosis 
and other serious health problems, such as HIV/AIDS, among the prison 
population.49

Homelessness affects more than 100 million people in the world. It is 
the cause of much ill-health,50 affects marginalized and vulnerable groups51 
and may even lead to suicide.52 Although there is no sole and easily identifi-
able cause of homelessness, a certain number of risk factors have been pin-
pointed by states: lack of affordable housing, speculation in housing and 
land for investment purposes, urban migration, unemployment, poverty, 
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domestic violence, drug addiction and mental illness are but a few reasons 
which make people vulnerable to homelessness.53 

Forced displacement

Persons may be displaced within the territory of a state for various reasons: 
internal armed conflict often makes people flee their homes, seeking refuge 
in safer regions. Violence, armed conflict and natural disasters have one 
tragic common denominator: they all lead to the forced displacement of 
large numbers of people which, in turn, can cause serious damage to mental 
and physical health.54 

Urban development projects, real estate speculation, or the prepara-
tion for mega-events, such as the Olympic Games, lead to forced evictions 
of city dwellers.55 Equally, land acquisition by private and state actors, for 
the purposes of constructing dams and mines, may result in the displace-
ment of indigenous peoples, against their will, from their traditional terri-
tories and environment, thus depriving them of their essential sources of 
nutrition and the means for preparing their own traditional medicines.56 

Lack of employment sometimes forces the rural population to move to 
urban areas in search of work.57 Many of these immigrants end up living in 
squalid and unsafe settlements, deprived of the most basic services such as 
clean water, sufficient space and health care.58 

Displacement is also caused by natural disasters, such as earthquakes, 
tsunamis and cyclones. Those persons affected not only become vulnerable 
to serious communicable diseases requiring urgent medical attention, they 
also find themselves cut off from their regular sources of health care and 
goods. Even when special, emergency measures have been taken to alleviate 
suffering, delays and inadequacies in the distribution of health care and vi-
tal medicines may occur leading to an increased risk to health.59 

Natural disasters and armed conflict

Natural disasters always leave a trail of devastation in terms of human life 
and sickness. States have a joint and individual responsibility to provide 
disaster relief and humanitarian assistance in times of emergency. Priority 
should be given to supplying medical aid, food and water to the victims and 
to ensuring that any financial assistance given, actually reaches the most 
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vulnerable or marginalized groups of the population.60 Psychiatric help is 
frequently required by victims and especially by those who not only are dis-
placed, but have also lost members of their families.61 

Whether it be internal or international, armed conflict always causes 
violence, hardship, suffering and disease. At a time when urgent medical 
help is vital to health and even to life, access to the usual health services 
and goods may break down irreparably. It is then important that humani-
tarian aid be brought to victims of the conflict.62 

Persons belonging to vulnerable categories of the population, such as 
women, children, ethnic minorities, older persons, handicapped persons 
and non-nationals of a state, always suffer most from the disastrous conse
quences of armed conflict. Their health, although fragile in peace-time, will 
often deteriorate even further and require emergency aid. All too often, 
the most needy will not receive the urgent medical help they so desperately 
require. 

As in the case of natural disasters, states have immediate obligations 
to allow humanitarian aid to reach the victims of armed conflict and to do 
all in their power to facilitate this type of assistance.63 In the aftermath of 
armed conflict, severely damaged infrastructures may hinder the mobility 
of persons and access to goods and essential public services, namely health 
care facilities.64 In such cases, the Committee on Economic, Social and Cul-
tural Rights urges state parties to provide adequate and immediate assis
tance, in order to alleviate the adverse impact of the conflict on all members 
of the population.65 In particular, persons belonging to vulnerable and mar-
ginalized groups should benefit from special temporary measures.66 

Harmful lifestyles and physical and mental violence

It should be underlined that good health cannot be ensured by the state, 
nor can a state provide protection against all causes of ill-health.67 Never-
theless, preventive measures, such as awareness campaigns and public in-
formation schemes, should be introduced in order to alert the population 
to the potential risks engendered by unhealthy living. In this respect, the 
Committee on Economic, Social and Cultural Rights encourages state par-
ties to adopt measures aimed at informing the public of the dangers linked 
to drug or alcohol abuse,68 both active and passive smoking69 and unsafe 
sex.70 Furthermore, the Committee recommends that state parties analyse 
the motives for committing suicide, “with a view to developing effective 
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measures aimed at the prevention of suicide among vulnerable groups”, 
such as young people, homosexuals, persons addicted to drugs and/or alco-
hol, detainees and older persons.71 The promotion of a healthy lifestyle, es-
pecially amongst young people, is paramount.72 

Harmful traditional medical or cultural practices which are discrimina-
tory towards women and girls, such as female genital mutilation, child mar-
riages, witch-hunting, honour killings, and the preferential nourishment 
and care of male children are strictly condemned as being serious violations 
of the right to health and physical integrity.73 

Physical or mental violence takes many different forms and concerns a 
wide spectrum of victims. However, women and children belonging to dis-
advantaged or marginalized groups are usually the most affected. Domes-
tic violence is unfortunately widespread in many states and frequently goes 
unreported and therefore unpunished.74 It is not only confined to develop-
ing states but is often prevalent in economically developed states.75 Spousal 
rape and sexual abuse of children have tragically become common-place.76 
In many cases, domestic violence will have disastrous effects on physical 
and mental health and can even lead to death.77 The Committee has reiter-
ated on many occasions the necessity to criminalize such acts and to pro-
vide shelter and medical assistance to the victims.78 

In a broader context, women and children are vulnerable to exploita-
tion, whether it be economic,79 or sexual,80 or both.81 In particular, traffick-
ing in persons remains a serious problem in many states causing consider-
able physical and mental suffering.82 The victims of such practices require 
specific protection and medical attention which are all too often sadly lack-
ing.83 Children are often victims of forced labour or hazardous working con-
ditions.84 This type of exploitation is in direct contradiction with Articles 
6 and 7 of the Covenant and the International Labour Organization’s Con-
vention No. 182 on the Worst Forms of Child Labour.85 It is also contrary to 
the right of every child to receive a basic education.86 In addition, millions 
of children live in the streets and are amongst the most vulnerable to sexual 
exploitation and forced labour,87 as well as to health risks, such as alcohol or 
drug addiction and HIV/AIDS.88 

There is also a strong prevalence of HIV/AIDS among high-risk groups 
such as sex workers, drug users and incarcerated persons. These people 
are also frequently victims of discrimination by health care institutions.89 
Trade in human organs, particularly in kidneys, is prevalent in some states 
and is on the increase.90 Such practices are an affront to human dignity and 
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constitute a serious violation of the right to physical integrity. They affect 
primarily the poorest and most vulnerable categories of the population.

Safe and healthy working conditions and a healthy environment 

As guaranteed by Article 7(b) of the Covenant on Economic, Social and Cul-
tural Rights, state parties must recognize the right of everyone to the en-
joyment of just and favourable conditions of work, which include safe and 
healthy working conditions.91 

Despite the obligation to ensure industrial safety and hygiene, occupa-
tional accidents and diseases are on the increase,92 affecting greatly the en-
joyment of the right to health of the active population.

Occupational accidents and illnesses often have irreparable conse-
quences. Unsafe or unhygienic working conditions can lead to serious acci-
dents and industrial diseases, such as lead poisoning and asbestos-related 
illnesses. Article 12(2)(b) of the Covenant urges state parties to take pre-
ventive measures and to minimize, as far as is reasonably practicable, the 
causes of health hazards inherent in the working environment.93 

Despite legal guarantees, many serious accidents occur in coalmining,94 
in the construction sector95 and in the transportation industry.96 It must be 
pointed out that not only state authorities, but also non-state actors, such 
as private employers, have the responsibility to create a healthy and safe 
working environment.97 

In addition, generally poor conditions of work, such as excessive work-
ing hours, lack of sufficient rest breaks and lack of periodic holidays with 
pay, are not only contrary to Article 7(d) of the Covenant, they are also dan-
gerous to health.98 

More generally, environmental degradation has a strong negative im-
pact on the health of the whole population.99 Exposure to a dangerous, or 
polluted environment, can have serious consequences on the enjoyment 
of the right to health:100 Pollution of water, air and soil, radiation and ex-
posure to harmful chemicals or heavy metals can all seriously impair the 
health of an entire community. For instance, survivors of the 1984 gas leak 
in a pesticide plant in Bhopal are continuing to suffer serious long-term ef-
fects on health from exposure to gas.101 Reported incidents and lack of secu-
rity in nuclear plants, as well as an absence of information about the risks 
to the health of those persons living in close proximity to nuclear installa-
tions are constant reminders that transparency is all important.102 In such 
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cases, state parties are strongly advised to adopt measures for preventing 
nuclear accidents and for ensuring rapid intervention should a serious inci-
dent occur.103 In this context, states have a general obligation to inform the 
population of any dangers to the environment which could harm the health 
or life of the community.104 

Access to information, education and effective remedies

Access to health-related education and information, including information 
on sexual and reproductive health, is an important determinant of the right 
to health.105 This means that the right to seek, receive and to communicate 
health issues must be respected.106 In addition, the population should be as-
sociated with, and participate in, all health-related decision-making in the 
community at local, national and international levels.107 However, access to 
health information does not mean that personal health data, which should 
be treated with confidentiality, may be divulged.108 

The prevention, treatment and control of epidemic, endemic and occu-
pational and other diseases require states to draw up and adopt prevention 
and education programmes.109 Information on health should also be made 
available throughout the state territory, including remote rural or moun-
tainous areas.110 

More generally, lack of education and illiteracy present serious obsta-
cles to the full enjoyment of the right to health. The phenomenon of early 
marriages, the high rate of maternal mortality, and the rapid spread of 
HIV/AIDS and other sexually transmitted diseases, can largely be attrib-
uted to the lack of sex and reproductive education which is still viewed by 
some states as taboo.111 Children and girls in particular are often deprived 
of access to education, thus barring them from obtaining basic schooling 
and hence valuable knowledge on health issues. Equally, adults who have 
never had the possibility to receive a basic education are severely handi-
capped when accessing health goods and services. Due to their lack of un-
derstanding of the written word, at best they are likely to experience diffi-
culties and bureaucratic problems when dealing with health personnel and, 
at worst, they may be victims of discrimination and lack of access to health 
care,112 without any hope of redress.

Access to effective judicial or other remedies without discrimination con-
stitutes an essential determinant of the right to health:113 Without the possi-
bility to claim health entitlements within the legal order of a state, the most 
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vulnerable and needy may find themselves deprived of the means to exercise 
their right to receive basic health care. 

The Committee on Economic, Social and Cultural Rights recommends 
that state parties ensure redress for victims of violations of the right to equal 
access to health care services, facilities and goods.114 States should also pro-
vide information on the number and nature of cases brought before the courts 
in relation to violations of the right to health and physical integrity.115 

National and international trade and financial agreements

Trade and financial agreements may have negative effects on the cost of 
health services and especially that of essential drugs.116 They may even have 
an impact on access to health care, social security and the intellectual prop-
erty regimes protecting, inter alia, access to generic medicines, biodiversity, 
water and the right of indigenous communities to these resources.117 

The Committee on Economic, Social and Cultural Rights strongly rec-
ommends that state parties assess ex ante the potential adverse impact 
of trade or financial agreements and development policies on the right to 
health of their populations and, in particular, on the health of the most 
vulnerable groups.118 In order to ensure that the rights to health, adequate 
food and a decent standard of living are not adversely affected, states 
should also eliminate dependency of small-scale farmers on multinational 
corporations.119 

The failure of a state to respect its legal obligations regarding the 
right to health when entering into bilateral or multilateral agreements 
with other states, international organizations and multinational corpo-
rations constitutes a violation of the standards laid down in Article 12 of 
the Covenant,120 which can result in serious damage to physical and men-
tal health.

Concluding remarks

Although many factors in society today may lead to ill-health, there are two 
main root causes: poverty and hunger.

Despite rapid economic development in recent years, poverty persists 
in many states, disproportionately affecting persons belonging to margin-
alized and vulnerable groups, such as ethnic minorities, immigrants, in
digenous peoples, women and the rural population. Disparities in income, 
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and in the enjoyment of an adequate standard of living, continue to widen 
between the rich and the poor.121 In some states, the number of people liv-
ing in extreme poverty has even increased.122 The absence of a poverty line 
which would enable states to define the extent of poverty and to monitor 
and evaluate progress in alleviating poverty, is deeply regrettable.123 Pover-
ty is also one of the main social determinants of health.

In addition to being poor, 100 million people will go to bed hungry to-
night. Although the causes of the current food crisis are numerous and hot-
ly debated in the international community, one hard fact stands out: food 
prices are too high for the poorest nations and peoples in the world to af-
ford adequate nourishment. As a result, food insecurity and hunger are on 
the increase, leading inevitably to ill-health and, in many cases, to death. 

Unless these two important obstacles to health and well-being can be 
tackled and overcome with success in the short, medium, and long-term, 
the health of millions of people will suffer irreparably. This is an intolerable 
situation, because it is a preventable one.124 

The realization of the right to health, like other human rights, requires 
states to pursue international cooperation in order to identify and elimi-
nate the obstacles to the full enjoyment of this right by everyone.125 This 
obligation implies that states must protect effectively the right to health by 
regulating and monitoring the activities, not only of national authorities, 
but also of private actors in order to ensure that the right to health is re-
spected and promoted. 

Although the health of all sectors of the population is affected by poor 
living conditions, an unhealthy and unsafe environment, together with 
increasing violence, the most vulnerable and marginalized groups will al-
ways suffer the most from poverty and hunger. As a matter of priority, 
states must address the root causes which undermine the enjoyment of the 
right to health in order to promote the well-being and safety of the entire 
population.
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