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ABSTRACT  
he fields of health equity and human rights have 
different languages, perspectives, and tools for Taction, yet they share several foundational concepts. 

This paper explores connections between human rights and 
health equity, focusing particularly on the implications of 
current knowledge of how social conditions may influence 
health and health inequalities, the metric by which health 
equity is assessed. The role of social conditions in health is 
explicitly addressed by both. 
1) the concept that health equity requires equity in social 
conditions, as well as in other modifiable determinants, of 
health; and 
2) the right to a standard of living adequate for health. 

The indivisibility and interdependence of all human 
rights- civil and political as well as economic and social- 
together with the right to education, implicitly but 
unambiguously support the need to address the social 
determinants of health, thus contributing to the conceptual 
basis for health equity. The right to the highest attainable 
standard of health strengthens the concept and guides the 
measurement of health equity by implying that the 
reference group for equity comparisons should be one that 
has optimal conditions for health. The human rights 
principles of non-discrimination and equality also 
strengthen the conceptual foundation for health equity by 
identifying groups among whom inequalities in health 
status and health determinants  reflect a lack of health 
equity; and by construing discrimination to include not only 
intentional bias, but also actions with unintentionally 
discriminatory effects. In turn, health equity can make 
substantial contributions to human rights. insofar as 

research on health inequalities provides 
increasing understanding and empiric 
evidence of the importance of social 
conditions as determinants of health; 
and, more concretely,  by indicating how 
to operationalize the concept of the 
right to health for the purposes of 
measurement and accountability, which 
have been elusive. Human rights laws 
and principles and health equity 
concepts and technical approaches can 
b e  p ow er f u l  to o l s  fo r  m u t u a l  
strengthening, not only by contributing 
toward building awareness and 
consensus around shared values, but 
a l s o  b y  g u i d i n g  a n a l y s i s  a n d  
strengthening measurement of both 
human rights and health equity. 

Human Rights, Social 
Conditions,.
KEYWORDS :
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HUMAN RIGHTS AND SOCIAL CONDITIONS

INTRODUCTION

Emerging awareness and understanding how social conditions shape health and health inequalities

This paper explores connections between human rights and health equity, focusing particularly 
on the implications for both fields of the link between social conditions and both health and health 
inequalities. Health equity is the concept underlying a commitment to reducing health inequalities - 
that is, systematic, plausibly avoidable differences in health, varying according to levels of social 
advantage, with worse health occurring among the disadvantaged. This is a timely moment to re-
examine the areas of convergence and divergence between human rights and health equity, given the 
relatively recent accumulation of a critical mass of knowledge about the health effects of social 
conditions. After briefly reviewing this knowledge base, the concept of health equity is examined. This 
is followed by a discussion of several human rights principles of particular relevance to health equity 
and, in many cases, to the link between social conditions and health. The final section explores the 
contributions that human rights and health equity can make to each other, particularly with respect to 
how each addresses the implications of the link between social conditions and health. 

The term “human rights principles” is used throughout to refer both to those principles 
expressed as rights and other fundamental principles that are not generally referred to as rights in and 
of themselves but that, nevertheless, have major implications for the meaning of all rights. “Health” 
refers to health status itself and is distinguished from medical care, which, along with social conditions, 
is one of many important determinants of health. 

Several earlier discussions, including some by the author with Sofia Gruskin, JD, have focused 
on the relevance of human rights to health equity, and many authors have addressed the issue to 
varying extents in papers focused on other issues. The World Health Organization has produced 
materials to educate health workers about human rights and raise awareness of the potential of human 
rights principles to enrich efforts to improve health and promote health equity. The goal of this paper is 
to revisit the links and distinctions between rights and equity with a particular focus on the theme of 
this issue of Health and Human Rights -the role of social conditions in health - and in light of the recent 
increase in awareness and accumulation of knowledge of the latter.

For many individuals, “health care” is probably the first response that would come to mind if 
asked to name the most important modifiable influences on health. Health-related behaviors  also 
would likely be mentioned, given the growing awareness of their health effects over the past few 
decades. For a long time, clean water, adequate sanitation, food safety, and protection from 
occupational and environmental physical hazards have been widely recognized as essential conditions 
for health . However, outside the development community or those who study or promote action on 
the social determinants of health, social and economic conditions in homes, neighborhoods, schools, 
and workplaces are generally less likely to be considered among the major influences on health. 

Considerable evidence now indicates, however, that social and economic conditions - apart 
from access to and quality of medical care, which have undeniable importance - play a fundamental, 
powerful, and pervasive role in the health of populations in both resource-poor and resource-rich 
countries. The evidence includes, for example, widening social inequalities in health in the UK in the 
decades following the introduction of the National Health Service, which removed financial obstacles 
to medical care; the currently poor and progressively deteriorating US ranking on health 
internationally, despite higher medical care spending than any other nation; and increasing evidence 
and understanding of the health impact of social conditions. A large and rapidly growing literature 
documents strong and pervasive links between social and economic conditions and health in nations of 
all economic levels; although much remains unknown and contested, the biologic plausibility of many 
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of those links has been documented by studies of pathways and physiologic mechanisms. 
The term “social conditions” is often elsewhere - to refer to social, economic, and political 

conditions encompassing a wide range of modifiable factors that are outside the scope of medical care . 
Social conditions include potentially modifiable characteristics of both social and physical 
environments at the individual, household, and community levels — that is, features of homes, 
schools, workplaces, and neighborhoods that could be shaped by policies. Social conditions also 
include factors at the regional, national, and global levels that often shape conditions experienced 
locally. Examples of social conditions include poverty, quality of housing, homelessness, educational 
attainment and quality, unemployment, wage levels, lack of control over the organization of work, 
racial residential segregation, and other forms of discrimination.

 The World Health Organization’s Commission on the Social Determinants of Health released its 
final report in 2008, marking a watershed event in the history of public health and human 
development. The WHO Commission’s report was ground-breaking in its unequivocal endorsement by 
the health sector of the importance of addressing inequalities in social conditions in order to address 
inequalities in health. Backed up by massive collections of evidence and examples of promising 
interventions in economically, politically, and culturally diverse settings, the WHO Commission report 
called for action, while also acknowledging the need for further investment in research to guide future 
action on the social determinants of health.

Important advances in knowledge during the past 15 years include the growing understanding 
of biological mechanisms that may lead to cardiovascular disease and other chronic disease. These 
potential mechanisms may involve multiple physiologic systems, including neuroendocrine, 
autonomic, immune, and inflammatory processes.Evidence from animal studies demonstrates that 
chronically high levels of stress may lead to neuroendocrine dysregulation, which, in turn, may lead to 
physiologic processes responsible for premature aging and chronic disease through damage to 
multiple organs and systems. Further study among humans is needed in order to draw definitive 
conclusions, but many experts in the field believe that pathways involving psychological responses to 
social conditions are likely to be among the most important explanations of the social gradient in health 
in affluent countries.

Another important area of relatively recent discovery is that of early brain development. 
Studies reveal differences in brain development and cognitive function in response to social conditions 
that vary by social class.Studies also reveal tremendous developmental plasticity in early childhood, 
which offers opportunities to substantially ameliorate the adverse developmental effects of early social 
disadvantage through interventions such as high-quality early child care programs. The positive effects 
of early intervention also have ramifications for the future, given increasing scientific awareness of the 
links between social conditions experienced in early childhood and health in adulthood. An important 
pathway through which early childhood development is likely to influence health involves school 
readiness, which predicts school performance; the latter, in turn, predicts educational attainment, one 
of the most powerful predictors of economic resources , social influence and relative social standing in 
adulthood.

There also has been a marked increase in studies exploring how characteristics of 
neighborhoods can affect the health of their residents, above and beyond the effects of characteristics 
of individual residents. Examples of neighborhood features that have been linked with health include 
the concentration of poor households in an area, levels of crime, accessibility to transportation and 
sources of employment, and degree of racial residential segregation. A growing body of literature 

Linking social conditions and health
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suggests that the health effects of being poor in a neighborhood with concentrated poverty may differ 
from those of being poor in a more affluent neighborhood. Mechanisms explaining improved health in 
better-off neighborhoods may include more favorable social conditions in the wealthier 
neighborhoods , which may mitigate the disadvantages of individual residents.One’s perceptions of 
one’s social status relative to others in one’s immediate community also may have effects on health. 
Subjective social status and social cohesion are among the reasons that have been invoked to explain 
the findings observed in some studies demonstrating that members of groups residing in 
neighborhoods where their numbers are more concentrated paradoxically appear to have better 
health, despite the higher concentrations of material disadvantage in those neighborhoods.This 
example illustrates the complexity of studying neighborhood effects on health. Studying effects of 
communities on health is particularly challenging because characteristics of communities may 
influence health by shaping characteristics of households and individuals residing in them; if so, then 
estimating community effects while controlling for household/individual effects would entail adjusting 
for key mediators of the relationship between community characteristics and health; however, the 
existence of independent neighborhood effects is always a question of interest. 

The study of links between social factors and health is in its infancy. It is challenging, in part 
because of the complexity of the pathways involved, with the possibility of interactions with contextual 
and individual factors at each step, and in part because of the often long latent period between 
exposure and later manifestation in measurable health outcomes. While definitive knowledge of 
specific pathways and mechanisms is inadequate, sufficient knowledge has accumulated to establish 
that in resource-rich and resource-poor countries alike, social conditions are indeed powerful 
influences on health.

For at least the past half century, a period during which medical technology has proliferated, 
prevailing ways of thinking about health often have tended to focus narrowly on medical care and/or on 
behaviors of individuals . There has been little consideration of how social conditions- which could be 
modified by policies outside the reach of the medical care sector - might also be important to consider, 
including the role they can play in shaping individual behaviors. Against this background, it has been 
important to have conceptual frameworks to guide work on the nexus between social conditions and 
health; these frameworks provide important resources for thinking about both health equity and 
human rights, and hence for analytic work in both fields. 

 These advances in awareness of the impact of social conditions on health and health disparities 
led the Robert Wood Johnson Foundation to establish a national commission charged with 
recommending promising policy directions - beyond the realm of medical care - to improve health 
overall and reduce health inequalities in the United States. The commission, convened during 
2008–2009, was composed of nationally prominent leaders, primarily from fields outside of health care 
such as education, economics, labor, community development, business, and journalism. Foundation’s 
charge to the commission and rationale for the effort: that medical care and health-related behaviors 
are indeed important influences on health, but must be considered within the broader context of the 
social conditions that are more fundamental influences on health. While we as individuals need to 
behave responsibly and make healthy decisions, the societies in which we live must also act responsibly 
to create conditions that enable individuals to choose health. According to this framework, efforts to 
improve overall health and reduce health disparities in the United States must be directed beyond 
medical care and individual behavior change to focus more broadly on social conditions  including the 

Frameworks for Understanding the links between Social Conditions and Health

What influences health and influences the influences?
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economic and social opportunities and resources that shape a person’s opportunities to live, learn, 
work, and play in health-promoting environments. In the words of epidemiologist Geoffrey Rose, 
effective policies must focus at least to some extent on “the causes of the causes” rather than only on 
ameliorating the symptoms.

Another useful framework for understanding and addressing the links between social 
conditions and health. Developed by Finn Diderichsen, now at the University of Copenhagen, and 
based on current knowledge of the dynamics of health and health inequalities, this framework depicts 
how social inequalities in health are created, exacerbated, and perpetuated through effects of social 
stratification. Social stratification is defined as the sorting of individuals into groups with different 
relative positions in social hierarchies based on characteristics including social class, race or ethnicity, 
gender, disability, sexual orientation or other factors associated with different levels of social, 
economic and political opportunities and resources, and reflecting different levels of wealth, influence, 
acceptance, and/or prestige. 

The observation of  illustrates is how social stratification leads to not only differential exposure 
to health-promoting or health-damaging experiences, but also to differential vulnerability to health 
damage among exposed individuals. For example, child mortality due to measles is generally confined 
to malnourished children who lack the immune defenses of well-nourished children and succumb to 
bacterial super-infections that complicate their infection with the measles virus. Similarly, exposure to 
adverse peer group or advertising influences may have greater effects on the health-related behaviors 
of adolescents from socioeconomically disadvantaged families compared with their better-off 
counterparts. Social stratification also results in differential consequences at the same level of sickness 
or injury. For example, while a highly educated professional who becomes seriously physically disabled 
may not lose his or her ability to earn a living, a manual laborer suffering the same disability will 
certainly lose his or her livelihood as a result; similarly, a person with considerable accumulated wealth 
and adequate medical insurance is unlikely to become homeless when faced with loss of employment 
due to serious illness or injury, in contrast to someone with few financial assets facing the same illness 
and related expenses. These differential consequences of ill health lead to further social stratification 
and increasing health inequalities. The pathways linking social stratification and health can be 
interrupted by policies, however. Rather than accepting current levels or patterns of social stratification 
as inevitable, this perspective calls our attention to multiple points at which interventions can be 
considered to ameliorate the vicious cycle of disadvantage and health inequalities over lifetimes and 
generations. 

Health equity is grounded in the ethical principle of distributive justice. It is the value underlying 
a commitment to reduce social inequalities in health; the latter are systematic, plausibly avoidable 
differences in health according to social advantage or disadvantage, with worse health occurring 
among socially disadvantaged groups. Social advantage and disadvantage is often reflected by 
measures of wealth, influence, prestige, and social acceptance. Characteristics defining social 
advantage include: racial or ethnic group; skin color; religion, or nationality; socioeconomic resources 
or position ; gender, sexual orientation, gender identity, or marital status; age; geography; disability; 
illness; political or other affiliation; or other characteristics systematically associated with 
discrimination or marginalization.

How Health Inequalities are created, exacerbated, and perpetuated 

The concept of health equity and relevance of the link between social conditions and health
The concept of health equity:
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As the terms are used in the field of health equity, “health inequalities” or “social inequalities in health” 
do not refer literally to all possible health differences, nor to all health differences that warrant serious 
policy attention. The terms refer to a specific subset of health differences that are systematically linked 
with social disadvantage, and that entail worse health among disadvantaged groups. In order for a 
health difference to be considered a health inequality, it also must be plausible, according to current 
scientific knowledge , but not necessarily proven  that the inequality could be reduced by societal 
action, given sufficient political will. Health inequalities are particularly relevant to social justice and to 
human rights because they may arise from intentional or unintentional discrimination or 
marginalization and, in any case, are likely to reinforce social disadvantage and vulnerability. The 
Diderichsen diagram described earlier provides a useful framework for thinking about the multiple 
points at which health inequalities can be created, exacerbated, and perpetuated across a lifetime and 
across generations. 

The recent accumulation of knowledge indicating the importance of social conditions for health 
has strong implications for health equity. Most advocates for and scholars of health equity would argue 
that a commitment to health equity implies a commitment to addressing its determinants. Current 
scientific understanding supports the notion that equity in health cannot be achieved solely by 
pursuing more equitable distribution of medical care, but also requires pursuing equity in the social 
conditions that powerfully shape health and health inequalities.

Social inequalities in health are the metric by which progress toward greater health equity can 
be measured. Measuring health inequalities requires three elements. The first is an indicator of health . 
The second is an indicator of social grouping that is associated with different levels of social advantage 
or disadvantage. Most social classifications are blunt instruments; there is a spectrum of advantage and 
disadvantage within each recognized group. Multiple disadvantages should be considered, along with 
severity and duration. And the third is a method for comparing the health indicator across the different 
social groups (such as a relative or absolute difference in the health indicator rates — that is, a rate ratio 
or rate difference — in the best- and the worst-off groups; or more complex methods, such as the slope 
and relative index of inequality and the concentration index, which consider the health indicator rates 
in all social groups, not only the extremes). To measure inequalities in the determinants of health, one 
would substitute for a health indicator a measure of factors that strongly influence health, such as food 
security, housing conditions, neighborhood crime levels, working conditions, or receipt of 
recommended medical care. A number of resources are available to guide the measurement of health 
inequalities for the purpose of assessing equity.

The human rights agreements referred to here include the Universal Declaration of Human 
Rights (UDHR), the International Covenant on Civil and Political Rights (ICCPR), the International 
Covenant on Economic, Social and Cultural Rights (ICESCR), and the officially recognized documents 
interpreting the ICESCR — the General Comments by the UN Committee on Economic, Social and 
Cultural Rights (CESCR), Limburg Principles on the Implementation of the ICESCR and the Maastricht 
Guidelines on Violations of Economic Social and Cultural Rights.26 Together the UDHR, ICCPR, and 
ICESCR are referred to as the International Bill of Human Rights. The International Convention on the 
Elimination of All Forms of Racial Discrimination (ICERD) is also cited here.

The principle of the indivisibility, interdependence, and inter-relatedness of all human rights, as 

Health inequalities — The metric for assessing health equity 

Human rights laws and principles with particular relevance to health equity and social conditions

The indivisibility of all human rights - Civil, political, economic, and social
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expressed in the International Bill of Rights (UDHR, ICCPR, and the ICESCR), has great relevance to both 
health equity and the link between social conditions and health.28 According to this principle, all 
human rights — civil, political, economic, social, and cultural — are interdependent and indivisible from 
one another. For example, according to this principle, the inability to realize one’s economic and social 
rights  is recognized as an impediment to realizing one’s civil and political rights. Similarly, denial of civil 
and political rights can constitute a serious threat to health, as illustrated not only by examples of 
genocide and torture, but also by the health consequences of apartheid and other regimes in which 
particular population groups have been systematically disenfranchised. The knowledge gained over 
the past decade or two on the social determinants of health and health equity can contribute to human 
rights discussions by providing an empiric illustration supporting the principle of the indivisibility of all 
human rights. The indivisibility of all human rights contributes to the concept of health equity in part by 
underscoring, for example, that failure to realize one’s full health potential can have negative 
consequences for the ability to exercise one’s civil and political rights, thereby strengthening 
arguments regarding a societal obligation to create conditions permitting everyone to achieve her or 
his health potential. It also can strengthen the arguments for the need to pursue equity in all the 
determinants of health, including living standards, education, and the ability to participate fully in 
society and the political process.

UDHR explicitly acknowledges the link between living conditions and health: “Everyone has the 
right to a standard of living adequate for the health and well-being of himself and of his family” The 
right to a standard of living adequate for health is of clear, direct, and substantial relevance to health 
equity, in that health equity requires an equitable distribution not only of medical care, but also of the 
social and economic conditions necessary for health. The right to “a standard of living adequate for 
health” does not entail an obligation to ensure equal standards of living, so long as a standard adequate 
for health is achieved. It seems reasonable that increases in living standards above a certain high level 
might not necessarily translate into increases in health; however, a US study including an unusually 
wide range of income levels showed incremental improvements in health (as reflected by functional 
limitations among the elderly) with income levels up to seven times the federal poverty level.In 
addition, income gradients in multiple child and adult health indicators in the US have been 
demonstrated in studies where the most affluent group had incomes at least four times the federal 
poverty level. 

In countries of all levels of economic development, education — meaning general schooling, 
rather than health education — appears to be one of the most powerful social determinants of health. 
Education has appeared to be a stronger predictor of some health outcomes in some contexts than 
income or other measures of material resources; income or other material measures have, however, 
seemed more powerful predictors of other health outcomes, or in other contexts. It is difficult to 
disentangle education from material resources, given the importance of each in determining access to 
the latter. The ICESCR expresses “the right of everyone to education . . . directed to the full development 
of the human personality.” It notes that “education shall enable all persons to participate effectively in a 
free society.” Sen’s concept of basic capabilities has been influential in thinking about both human 
rights and health equity. In line with that concept, education, along with health, can be seen as a 
fundamental capability essential for fully achieving one’s health potential as well as one’s ability to 
function in society, including the capacity to earn a living and participate in the political process, 
concretely illustrating the interconnectedness of rights. 

The right to a standard of living adequate for health 

The right to education 

Available online at www.lsrj.in
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The right to the highest attainable standard of health 

Non-discrimination 

While the right to a standard of living adequate for health might not appear, in itself, necessarily 
to call for more than a minimum standard, consideration of the indivisibility of all human rights also 
would invoke the “right to the highest attainable standard of health.” By extension, the human rights 
obligation would be to ensure to all citizens a standard of living required to achieve the highest 
attainable standard of health. 

The “right to health” — or to the “highest attainable standard of health,” as expressed in  ICESCR 
and other human rights agreements — has been criticized at times, however, for being vague or 
unrealistic, and therefore of limited use to guide policies. Despite the criticisms, there is evidence of its 
practical utility in the policy arena. Nevertheless, it is worth examining some of the shortcomings that 
have been articulated.

Some have pointed out that governments cannot be responsible for guaranteeing that 
everyone enjoys good health, let alone enjoys the highest possible levels of health. It is also reasonable 
to ask how one would monitor compliance with the right to health and how one would determine the 
highest attainable state of health for individuals or groups. Furthermore, without more rigorous 
definition, at least in theory, the right to the highest attainable standard of health could be used by 
some, in individual-level litigation, to justify unlimited expenditures on expensive medical technology 
for a few articulate, empowered individuals, to the detriment of investments in more equitable 
interventions with greater effectiveness in improving population health and reducing disparities. The 
CESCR’s General Comment No. 14 on the right to the highest attainable standard of health as expressed 
in the ICESCR, however, explicitly emphasizes that, “the right to health is not to be understood as a right 
to be healthy,” because too many factors beyond a state’s control influence health. Rather, it is “the 
right to a system of health protection which provides equality of opportunity to enjoy the highest 
attainable level of health.”38 

Despite the fact that the indivisibility of rights implicitly links the right to health with the right to 
a standard of living adequate for health, the right to health has often been interpreted as applying only 
to medical care, and not as frequently used to argue for the need for greater equity in social conditions. 
CESCR General Comment No. 14, however, makes it clear that the right to health is not limited to 
medical care or traditional public health domains, stating, “On the contrary, the drafting history and the 
express wording  acknowledge that the right to health embraces a wide range of socioeconomic factors 
that promote conditions in which people can lead a healthy life, and extends to the underlying 
determinants of health, such as food and nutrition, housing, access to safe and potable water and 
adequate sanitation, safe and healthy working conditions, and a healthy environment.” A subsequent 
statement also notes, “The Committee interprets the right to health . . . as an inclusive right extending 
not only to timely and appropriate health care but also to the underlying determinants of health.” 
Furthermore, UDHR Article 25, on the right to a standard of living adequate for health , is explicit about 
the connection between social conditions and health. Alicia Ely Yamin has noted that “rights must be 
realized inherently within the social sphere,” and that this “formulation immediately suggests that 
determinants of health and ill health are not purely biological or ‘natural’ but are also factors of societal 
relations.”

Another human rights principle with strong and pervasive links to core concepts of health 
equity and relevance to the role of social conditions in health is the cross-cutting principle of non-
discrimination. Non-discrimination applies to all rights; the International Bill of Human Rights and 
multiple General Comments specify that everyone is entitled to all human rights without distinction 
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based on “race, colour, sex, language, religion, political or other opinion, national or social origin, 
property, birth or other status.” In ICESCR General Comment 20, the CESCR added “ethnic origin” to this 
list, referring to all these categories as the “express grounds” for which discrimination is prohibited. It is 
worth noting that the language explicitly includes both socioeconomic resources and social position as 
prohibited bases for discrimination; the terms “social origin,” “property,” and “birth” refer 
unambiguously and explicitly to wealth and to the relative social and economic standing of the family 
into which an individual is born. 

General Comment 20 also addresses the “other status” category of prohibited grounds for 
discrimination, stating that the “nature of discrimination varies according to context and evolves over 
time,” therefore requiring a “flexible approach to interpreting ‘other status.’” Referring to ICESCR 
Article 2,  the following paragraph subheadings within General Comment 20 identified additional 
“implied grounds” for which discrimination is prohibited under the “other status” category: disability , 
age , nationality , marital and family status, sexual orientation and gender identity , health status , place 
of residence, and economic and social situation. 

While the ICESCR itself does not state that priority attention should be given to disadvantaged 
groups, the UN Committee on Social, Economic and Cultural Rights, has made it unambiguously clear, 
both in their General Comments on the ICESCR, and in their comments on the reports that state parties 
are required to submit at regular intervals, that giving priority attention to vulnerable and marginalized 
groups is one of the Covenant’s main intents, and a core obligation of states. Other official 
interpretations of the ICESCR supporting the obligation to prioritize vulnerable groups are stated in the 
Limburg Principles on the Implementation of the International Covenant on Economic, Social and 
Cultural Rights (1986),andThe Maastricht Guidelines on Violations of Economic, Social and Cultural 
Rights (1997).

Affirmative action to preferentially promote the achievement of rights by groups who are 
vulnerable because they have historically experienced discrimination is justified, so long as the 
preference is not permanent, and is removed once a group is no longer vulnerable. The ICERD states:

Special measures taken for the sole purpose of securing adequate advancement of certain 
racial or ethnic groups or individuals requiring such protection as may be necessary in order to ensure 
such groups or individuals equal enjoyment or exercise of human rights and fundamental freedoms 
shall not be deemed racial discrimination, provided, however, that such measures do not, as a 
consequence, lead to the maintenance of separate rights for different racial groups and that they shall 
not be continued after the objectives for which they were taken have been achieved.

The principles of equality and non-discrimination, by themselves, are not always sufficient to 
guarantee true equality. Temporary special measures may sometimes be needed in order to bring 
disadvantaged or marginalized persons or groups of persons to the same substantive level as others. 
Temporary special measures aim at realizing not only de jure or formal equality, but also de facto or 
substantive equality for men and women. However, the application of the principle of equality will 
sometimes require that States parties take measures in favour of women in order to attenuate or 
suppress conditions that perpetuate discrimination. As long as these measures are necessary to 
redress de facto discrimination, and are terminated when de facto equality is achieved, such 
differentiation is legitimate.

States have the responsibility not only to strive to end intentionally discriminatory actions and 
structures, but also to strive to end de facto discrimination, that is, structural or institutional patterns 

CESCR stated  General Comment following
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resulting in, exacerbating, or perpetuating inequality in obstacles to realizing rights, regardless of 
intent. The ICERD states: “Each State Party shall take effective measures to review governmental, 
national and local policies, and to amend, rescind or nullify any laws and regulations which have the 
effect of creating or perpetuating racial discrimination wherever it exists.” Similarly, the CESCR’s 
General Comment 20 defined discrimination as “any distinction, exclusion, restriction or preference or 
other differential treatment that is directly or indirectly based on the prohibited grounds of 
discrimination and which has the intention or effect of nullifying or impairing the recognition, 
enjoyment or exercise on an equal footing of [ICESCR] rights.” Gillian MacNaughton has noted 
examples of reports from the International Committee for Civil and Political Rights in which the issues 
singled out as manifesting discriminatory patterns involve underlying social inequality between 
groups; for example, the disproportionate representation of African Americans among homeless 
people in the US.

The equality of all persons “in dignity and rights” can be seen as the basis for non-discrimination 
as well as for all human rights; this is paralleled by the basis for the concept of equity, which rests on 
valuing all persons equally. The operational definition of equality in the field of human rights — apart 
from equality before the law — has been much debated. The concept of equality has been no less 
contentious in the field of health equity. Equity and equality are seen by many as distinct, with equity 
potentially requiring inequality, that is, allocating more resources  to those who need more. Two 
dimensions are often distinguished: horizontal equity, or equal resources for equal need, and vertical 
equity, or more resources for greater need; defining need can be challenging, however.

Furthermore, in situations where a particular group of persons — for example, women, or 
people of a lower caste — is especially disenfranchised, a clear call for equality rather than equity may 
be essential, because some definitions of equity may leave too much room for interpretation. For 
example, more enfranchised groups may argue that the treatment of a disenfranchised group is 
“equitable,” given the latter’s best interests and proper role in society. In any case, equity cannot be 
assessed without measuring equality and inequality: progress toward greater equity is measured by 
reductions in health inequalities.

Human rights instruments acknowledge that governments, particularly in developing 
countries, often will be unable to immediately remove all obstacles to their populations’ realization of 
all rights, particularly the economic and social rights, and therefore require states to show good faith 
efforts at progressively moving toward that goal. Governments are obligated to ensure the immediate 
fulfillment of some rights , and, at least, to progressively take steps toward ensuring that all persons can 
realize all of their rights. Governmental obligation lies not only in not violating the rights of their 
populations, but also in protecting these rights against violations by other parties, and actively 
promoting the realization of rights by all persons.

Foundational concepts of health equity, as defined here, reflect not only the ethical principle of 
distributive justice, but also core human rights principles, particularly nondiscrimination and equality, 
the indivisibility and interdependence of rights, the rights to a standard of living adequate for health; 
the right to education; and the right to the highest attainable standard of health. These human rights 
and principles strengthen the conceptual basis for health equity, supporting the definition of equity 
presented in this paper and elsewhere. The rights to education and to a standard of living adequate for 
health, along with the principle of the indivisibility of all rights, are of direct and explicit relevance to the 

Equality

Particuar Reavance for Health Equality with other Human Rights Principes

Eqality of health, human rights  and the role of social conditions in health sector
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link between social conditions and health, and thus make a particular contribution to the concept of 
health equity as one that requires equity in the distribution of the determinants of health, including 
social conditions. 

The principle of nondiscrimination makes two major contributions, both to the 
conceptualization and measurement of health equity, and hence to health equity analysis. First, the 
relevant agreements regarding nondiscrimination provide a rationale for the obligation to give special 
attention to protecting and fulfilling the rights of particular social groups; namely, these groups’ 
vulnerability based on their history of experiencing greater obstacles to realization of equal rights. This 
is an important contribution because the rationale for affirmative action, or giving preferential 
attention to the disadvantaged, can be a contentious issue in discussions of equity, notwithstanding 
John Rawls’s widely accepted notion of the ethical obligation of societies to give priority to maximizing 
the opportunities for well-being of those who are disadvantaged. The obligation to actively promote 
and fulfill realization of rights is consistent with the concept that pursuing health equity entails striving 
to reduce potentially modifiable inequalities in health and its determinants, which put already socially 
disadvantaged groups at further disadvantage with respect to their health.

Another — and arguably even more substantial — contribution of human rights to health equity 
conceptualization, measurement, and analysis, is the specification of social categories defining groups 
that are vulnerable because of discrimination and whose rights therefore deserve special protection 
and promotion. Those categories were incorporated, with minimal modification, into the proposed 
definition of health equity presented here: racial or ethnic group, skin color, religion, or nationality; 
socioeconomic resources or position ; gender, sexual orientation, gender identity, marital status, age, 
geography, disability, illness, political or other affiliation, or other characteristics systematically 
associated with discrimination or marginalization. The appropriateness of many of these categories as 
warranting special protection from discrimination has been questioned at times. The ability to refer to 
human rights agreements, legally binding or not, on this subject is a tremendous resource. These 
human rights principles inform health equity measurement and analysis because analytic approaches 
are driven by the definitional concepts. For example, if the definitional concepts are accepted, they 
imply the need to measure inequalities in indicators of health and health determinants across groups 
with different levels of social advantage/disadvantage, within each of the specified categories.

The “right to the highest attainable standard of health” contributes to the concept of health 
equity — with implications for measurement and analysis — by strengthening more egalitarian 
interpretations of that concept. It supports the notion that pursuing health equity requires striving to 
reduce inequalities in health by undertaking concerted actions to improve the health of disadvantaged 
groups as much as possible, thereby bringing them to the level of health experienced by the most 
socially advantaged groups — rather than simply achieving some minimal level of absence of disease. 
Concerning measurement and analysis, this concept implies that health equity comparisons should use 
a reference group that represents the highest standard, rather than a minimal or average level.

Similarly, basic concepts of health equity can greatly enrich human rights work, such as the 
need to address social as well as medical determinants of health by raising awareness and providing 
empiric support for that perspective from the growing knowledge base linking social conditions and 
health. The most important contribution that the field of health equity can make to human rights 
efforts is perhaps in the area of measurement. Health equity concepts and measurement approaches 
can indicate how to operationalize the concept of the right to the highest attainable standard of health 
in a way that lends itself to measurement; this is essential for monitoring compliance, but has been 
elusive. Using concepts from the field of health equity, the right to the highest attainable standard of 
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health can be operationalized as equal opportunity to achieve the standard of health enjoyed by a 
society’s socially privileged persons such as, for example, those who are affluent, well educated, well 
accepted, politically influential, and from privileged families. That level of health should be biologically 
attainable by everyone, regardless of race, wealth, or other attributes reflecting social and economic 
advantage. It might also be noted that reverse causation — reduced income due to poor health — could 
concentrate individuals with unavoidably poor health, such as those with certain birth defects, among 
the less economically advantaged. The preponderance of evidence suggests, however, that although 
this can occur, reverse causation is unlikely to account for a major part of the observed links between 
wealth and health.

Using the level of health enjoyed by the socially advantaged as a rough benchmark for the 
highest attainable standard of health, progressive realization of the right to health can therefore be 
monitored by examining whether inequalities in both health status and in the underlying determinants 
of health — including social conditions — are diminishing over time among social groups with different 
levels of social and economic advantage; the disadvantaged groups are those warranting special 
protection from discrimination. This could be an important tool in efforts for greater accountability for 
progress toward realizing the right to health.

Human rights and health equity also share some fundamental controversies: for example, 
whether rights  are achieved when the health and health determinants — including social conditions — 
of the disadvantaged are brought up to a minimal “decent” level, rather than to the highest possible 
level. The definition of health equity advanced here implies an ongoing commitment to closing the 
health gap between the disadvantaged and the most advantaged, as opposed to aiming for a lower 
level. Rawls’s concept supports this approach, as does the human rights language on the right to “the 
highest attainable standard of health.” Arguments for a more “minimum basic standards” approach, 
however, can be found in both fields. Whether the standard is the level of health enjoyed by the best-off 
or a lower level of health, both human rights and equity principles require that the closing of the gap is 
accomplished by what Margaret Whitehead and Göran Dahlgren have called “leveling up” — improving 
the health of the disadvantaged, rather than reducing the health of the best-off; this is consistent with 
the ethical principles of beneficence and non-malfeasance.Although both health equity and human 
rights principles call for giving special attention to improving the health and health determinants of the 
most disadvantaged, neither can specify the exact degree of priority that should be given to that 
objective, weighed against other legitimate priorities, including efficiency.

The areas of convergence and complementarity between human rights and health equity, thus, 
are substantial. Is there divergence as well? The clearest point of divergence is the nature of the 
primary realms they occupy, and its implications for action. While both fields have an ethical 
dimension, health equity operates entirely within the realm of ethics, without legal force. Ethical 
principles provide guidance on what persons, groups, and states should and should not do if they are 
righteous; however, there are no legal mechanisms for monitoring compliance with the ethical 
principle of justice. Human rights, by contrast, operates to a great extent in the realm of law and 
governmental policy; human rights instruments articulate what governments should — and should not 
— do, and internationally recognized bodies are mandated to monitor compliance. Legal enforcement 
of human rights is woefully inadequate. Furthermore, not all human rights are legally binding, and in 
any case, states are legally bound to respect, protect, and fulfill only those rights enumerated in 
agreements that they have actually ratified. For example, the United States has signed, but not ratified, 
the ICESCR, making the treaty only morally rather than legally binding on the US. In addition, the legal 
basis for human rights may be viewed at times as a potential weakness, if it results in exclusive reliance 
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on the courts to redress injustice, bypassing the crucial step of supporting populations in mobilizing to 
protect and fulfill their rights through political action. 

Notwithstanding these caveats, the legal nature of human rights concepts and instruments is a 
precious and unique resource. The basis of human rights in international agreements between 
authorized state representatives, whether legally binding or not, and whether universally enforced or 
not, is perhaps the most powerful contribution that human rights can make to health equity efforts. 
There are no official agreements, covenants, or conventions in the field of health equity which 
governmental leaders are called upon to sign and perhaps ratify. These principles may not always go as 
far as many proponents of equity and human rights would wish; however, they embody such important 
foundational principles for work on both equity and rights that their contribution is, nevertheless, of 
immeasurable importance. By now, all countries are at least signatories to one or more human rights 
agreements with direct or indirect implications for health equity and for the link between social 
conditions and health. Particularly given the significant areas of convergence between human rights 
and health equity on core values, these international agreements therefore have implications for 
protecting and promoting health equity as well as human rights. Despite ongoing violations, human 
rights agreements represent an overwhelming global consensus — across continents, nations, 
languages, levels of economic development, and, to some extent, political systems — on shared basic 
values that can be cited in initiatives to achieve greater equity. These agreements have been hammered 
out in discussions over years, sometimes decades, and captured in official documents witnessed by 
heads of state. As Mary Robinson, former President of Ireland and former United Nations 
Commissioner for Human Rights, has written, “Clearly, human rights cannot provide all the answers or 
make easier difficult public health choices concerning priorities and distribution of goods and services. 
But what other framework offers any detailed ethical, moral or legal guidance to policy-makers?” 

The fields of human rights and health equity have different languages, perspectives, criteria, 
and tools for action. At the same time, they share several fundamental values, all of which center on the 
equal dignity and worth of all human beings. Both human rights and health equity efforts can be 
strengthened by growing awareness and understanding of the importance of social conditions for 
health. Both uphold the principle — although expressed in different ways — that health-promoting 
social conditions are an essential prerequisite for health. Without blurring distinctions, the two fields 
can enrich each other considerably, mutually reinforcing core concepts of each. In particular, the global 
consensus on values reflected by human rights agreements and norms represents a potentially 
powerful advocacy tool in struggles for greater equity. Human rights frameworks and principles can be 
used to support the conceptual basis for health equity, notably by providing a rationale for the 
specification of vulnerable groups whose rights require special protection and promotion, and thus 
informing analytic approaches to understanding health equity and its determinants. Correspondingly, 
applying concepts and measurement approaches from the field of health equity can strengthen efforts 
to protect and promote the right to the highest attainable level of health and, by extension, the right to 
the social conditions essential for health, by indicating how to operationalize these concepts for the 
purpose of measurement, which is essential for accountability. Ultimately, battles for human rights and 
health equity will not be won or lost solely based on the conceptual clarity and coherence of the 
arguments, the soundness of measurement methods, or the abundance of supporting data. These are, 
however, important resources for building societal consensus and arming advocates among and on 
behalf of the disenfranchised and marginalized.
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