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editorial
Realizing the Right to Health: A Long and Winding 
Road

joseph j. amon

Introduction

Where are we, in this moment, in our efforts to realize a right to health for all? As I take on the role of 
editor-in-chief of Health and Human Rights Journal, this question preoccupies me. I began thinking about 
it while reflecting on the legacies of the editors who preceded me—Jonathan Mann, Sofia Gruskin, and Paul 
Farmer—towering figures, pioneering scholars, and passionate advocates.

The work of each of these former editors still very much resonates. In the third issue of the journal, 
Mann talked about how the dialogue between public health and human rights can define more clearly the 
challenges and perspectives of a new approach to public health; however, he presciently warned that this 
dialogue would not be met with universal acceptance. Resistance to adopting rights as the foundation of 
public health would come from within the field, he wrote, because addressing root causes requires societal 
transformation—an approach too radical for most working in public health.1

Gruskin, in an editorial in 2003, wrote about the need to bring health and human rights together 
to address violence prevention, highlighting the issue as one that, although a core focus of criminal law, 
humanitarian law, and human rights law, has only slowly been examined at the intersection of public health 
and human rights despite complementary values, ideals, and practical applications.2 

In his 2008 paper “Challenging Orthodoxies,” Farmer questioned the “priority often assigned to civil 
and political rights over economic and social rights” and exhorted readers to “move beyond crude notions 
of cost-effectiveness and sustainability and to return to the concept of social justice, which once inspired 
public health but now seems to embarrass us.”3 Farmer also wrote that he hoped that the journal would 
focus on “human rights in the doing,” writing that conceptual analysis “must be nourished by contact with 
communities’ real needs.”

Reflecting on the contributions of Mann, Gruskin, and Farmer is particularly appropriate as we 
approach the journal’s 30th anniversary and consider the progress and the obstacles that face us. For 
example, public health as a discipline remains more comfortable talking about ethics than rights, and 
concerns about the boundary between public health and politics abound. When rights are referenced in 
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public health journals, they are often referred to 
in passing, vaguely.4 At the same time, social (and 
political) determinants of health have been widely 
accepted as an analytical framework, and the use 
of law—and paralegals—to claim health rights 
is common.5 Gruskin’s focus in 2003 on violence 
prevention could not be more relevant today, as are 
“the inextricable linkages” she described between 
the positive and negative impacts of health policies 
and programs on human rights across areas such as 
reproductive health, tobacco control, and humani-
tarian crises.6 Farmer’s observation of the priority 
of civil and political rights remains largely true, but 
more attention is being paid, including in this issue 
of the journal, to economic inequality.7 

Furthering this theme of reflecting on “where 
are we now,” Carmel Williams (the journal’s execu-
tive editor) and I have asked authors of some of the 
first papers published in the journal to look back—
and forward—on the meaning and significance of 
the issues they raised at the journal’s founding and 
where we are today. From my vantage point, I see 
many challenges and some hope. But as a human 
rights activist, I am perhaps predictably drawn to 
the “glass is half empty” perspective: Why can’t 
more be done? 

Finding human rights

My own engagement in health and human rights 
came about gradually. In college I read And the 
Band Played On by Randy Shilts.8 The book is a 
combination of detective story—featuring the phy-
sicians and epidemiologists struggling to figure out 
the cause of a new “gay plague”—and the very per-
sonal stories of activists and individuals living, and 
dying, with the disease. It is also a scathing review 
of the ways in which the US government, media, 
and others failed to take basic steps to recognize the 
epidemic and to respond to it.

Shilts writes, “The bitter truth was that AIDS 
did not just happen to America—it was allowed to 

happen.” The book left me outraged and with a deep 
and lasting interest in public health. It also gave me 
a profound respect for the voices of individuals—
hearing what they have to say and learning from it.

After completing a master’s program in public 
health, I went to Togo as a Peace Corps volunteer. 
One of the first lessons I learned was the dedication 
and commitment of my Togolese colleagues. At 
the time, Togo was undergoing significant political 
strife, including a workers’ strike throughout the 
southern part of the country, but my colleagues 
found ways to persevere and to maintain critical 
public health campaigns. While there, I saw the 
first wave of HIV cases emerge in the country.

When I returned to the United States, I 
worked for a large US-based international health 
organization helping Ministries of Health and 
nongovernmental organizations (NGOs) design 
monitoring and evaluation systems and conduct 
research to better understand the HIV/AIDS epi-
demic and the impact of their programs. After four 
years of doing that, and then four more getting a 
PhD in parasitology, I joined the Centers for Dis-
ease Control and Prevention’s (CDC) Epidemic 
Intelligence Service—the same program of “disease 
detectives” mentioned in the book And the Band 
Played On and the same postdoctoral program 
where Mann began his career in public health.

I enjoyed working at the CDC. But I was also 
aware of the limitations of the organization to en-
gage directly in communities and in the advocacy 
necessary for transformative change. I became 
frustrated that the underlying causes of the disease 
outbreaks I investigated were often considered be-
yond the mandate of the organization. The reasons 
that people were getting sick—the poor quality of or 
lack of access to health care, the social marginaliza-
tion, the desperate poverty, the lack of available and 
accessible treatment for people who use drugs—
were often left out of the epidemiologic analysis or 
were thought to be too political to include in our 
recommendations. I didn’t feel like we were listen-
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ing enough to the people and communities we were 
trying to help.

My next stop was at Human Rights Watch 
(HRW). I stayed for a decade, working on health 
and human rights and starting new programs on 
the environment and disability rights. I enjoyed be-
ing an epidemiologist amidst human rights lawyers 
and deepening my understanding of how human 
rights violations impact health. 

Although HRW had occasionally worked on 
economic, social, and cultural rights, the organiza-
tion’s real focus on health and human rights began 
with the creation of an HIV program in 2000. 
The program, led by Joanne Csete, partnered with 
legal and advocacy organizations and produced 
research reports related to AIDS orphans in Kenya, 
the harassment of HIV outreach workers in India, 
women’s property rights, and abuses against people 
who use drugs in Kazakhstan and Russia, among 
others.9 As the work advanced, HRW’s executive 
director, seeking to present a vision for the work 
more broadly, wrote and published an article in 
Human Rights Quarterly presenting a strategy of 
“naming and shaming” and asserting that inter-
national human rights organizations should limit 
their work on economic, social, and cultural rights 
to cases (1) where there is a clear violation, violator, 
and remedy; (2) where the violation is a result of 
arbitrary or discriminatory action; and (3) where 
remedies do not require redistributing resources.10 
There was considerable pushback against this nar-
row vision, from both inside the organization and 
outside of it.11

When I arrived, in 2005, HIV continued to 
be a major focus within the organization, with 
research focused on the impact of the criminaliza-
tion of sex work and drug use on HIV in Ukraine 
(2006), political repression, user fees, and access to 
HIV care in Zimbabwe (2006), police violence and 
access to HIV treatment for people who use drugs 
in Thailand (2007), access to HIV care for immi-
grants in detention in the United States (2007), and 

more. Later reports included a focus on access to 
prevention and care for prisoners in Zambia (2010), 
Uganda (2011), and the United States (2016), and 
among people living with disabilities in Zambia 
(2014).12

Another major area of work examined harsh, 
and ineffective, approaches to drug use, including 
reports focused on the United States, Russia, Thai-
land, Vietnam, China, Cambodia, and Lao People’s 
Democratic Republic, led by my HRW colleagues 
Megan McLemore, Jane Cohen, Rebecca Schleifer, 
and Richard Pearshouse.13 

In 2008, HRW began to frame the plight of 
people with advanced or serious illness, most of 
whom lacked access to palliative care, as a human 
rights issue.14 Through a series of reports, led by 
Diederick Lohman, the organization documented 
how millions of patients with cancer and other con-
ditions were suffering moderate and severe pain due 
to a lack of access to inexpensive and effective an-
algesics. Many patients with cancer pain described 
their suffering in similar terms as victims of police 
torture: they said that the suffering was unbearable 
and that they would do anything to make it stop. 

Part of the human rights argument made in 
these reports was aligned with the approach out-
lined by HRW’s director. Restrictions on the use of 
morphine were analyzed using an arbitrariness or 
discrimination test. For example, reports argued 
that Indian regulations that required hospitals and 
pharmacies to obtain four or five different licenses 
from different government departments in order to 
procure morphine were not reasonable and were 
therefore arbitrary. But these reports also went far 
beyond the proposed approach, arguing that gov-
ernments had an obligation to ensure the adequate 
availability and accessibility of morphine as part of 
minimum core obligations under the International 
Covenant on Economic, Social and Cultural Rights; 
to ensure that health care workers received training 
in palliative care; and to ensure that national health 
strategies, policies, and budgets addressed the need 
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of patients requiring palliative care. 
The advocacy also went well beyond what was 

outlined.15 Certainly, naming and shaming was an 
important part of the advocacy strategy—news 
coverage often contributed to governments recog-
nizing the need to take steps to address palliative 
care gaps—but it was not the only or often even the 
main component of the advocacy approach, which 
incorporated a combination of public pressure, 
constructive engagement, capacity building, and 
epidemiologic research.16

Throughout my decade at the organization, 
and under the leadership of Lohman following 
my departure, there were many other significant 
impacts stemming from rights documentation 
and advocacy—on issues such as the detention of 
hospital patients; drug-resistant tuberculosis; lead 
and mercury poisoning; the response to cholera, 
typhoid, SARS, and Ebola outbreaks; and more.17

Yet in 2018, three years after I left the or-
ganization, and not long before the arrival of 
COVID-19, HRW shut down the division. The ex-
planation given to staff was that health issues could 
be “mainstreamed” throughout the organization. 
As with most “mainstreaming” efforts, the result 
was a sharp drop-off in work. The situation is not 
much different at Amnesty International, where 
the organization’s website has no mention of health 
among 20 themes that are presented as defining 
“what we do.”18 Similarly, the once mighty brain 
trust and funder of health and human rights work, 
Open Society Foundations, has largely shuttered its 
innovative and essential public health program and 
scattered its expertise to the wind. 

Coopting rights

For some organizations, rights are a rallying cry. 
For others, they are a legal framework or an oper-
ational approach. At times the invocation of rights 
seems to be perfunctory or disingenuous. Certain 
rights are emphasized while others are ignored or 

even denied. In this complex arena of competing 
human rights claims, how does one evaluate the 
relevance, force, and effect of these claims? What 
evidence is marshaled to support claims to rights, 
and how does this evidence differ from that used 
by other actors in efforts to shape global health 
policies?

In 2001, the World Health Organization 
(WHO) introduced a campaign focused on your 
“right to know.” The campaign promoted the idea 
that every person has a right to know their HIV se-
rostatus.19 However, the campaign, coming from an 
organization that only selectively invoked human 
rights, was constructed, in part, to counter HIV 
and human rights activists who advocated for the 
rights of individuals to informed consent, privacy, 
and voluntary counseling and testing—advocacy 
that officials at WHO felt was slowing the accep-
tance of routine HIV testing services.

Not long after WHO’s campaign was launched, 
UNICEF introduced a “your right to know” cam-
paign as well. In contrast to WHO’s campaign, 
UNICEF’s effort focused on the right of adolescents 
to comprehensive information about HIV preven-
tion. This version of a “right to know” was also 
contested, this time by governments that sought to 
limit or deny information about HIV treatment or 
prevention—either broadly or to specific popula-
tions—to promote “abstinence only” approaches or 
to suppress information for LGBTI communities.

Amidst these battles to define and lay claim to 
a “right to know,” individuals living with HIV cam-
paigned for expanded HIV prevention programs 
and greater access to affordable antiretroviral 
drugs. These campaigns sometimes included a 
rallying cry calling for people living with HIV to 
“know your rights,” emphasizing not only a right to 
HIV prevention and treatment but also rights to be 
free from violence and discrimination.

WHO’s emphasis on the “right to know” one’s 
serostatus was grounded in the view that individ-
uals vulnerable to HIV infection, or already living 
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with HIV, are able to realize behavior change un-
restricted by structural barriers or factors such as 
inequality, power, or gender-based violence. The 
campaign was a part of an effort calling for a return 
to “traditional” public health methods of case iden-
tification and treatment, using a language of rights 
to mask a return to paternalistic models of medical 
care.20 Pitting a “rights-based” approach against a 
“public health” approach, Kevin DeCock, Dorothy 
Mbori-Ngacha, and Elizabeth Marum claimed in 
2002 that the emphasis on human rights in HIV 
prevention obscured the “essential” nature of pub-
lic health and social justice. They argued that the 
emphasis by human rights activists on “Western” 
approaches, such as anonymous testing with in-
formed consent and pre- and post-test counseling, 
was discouraging the acceptance of HIV testing.21

This argument echoed long-standing crit-
icisms of human rights: that rather than being 
universal, they are reflective of “Western” values; 
in other words, too expansive. In Eswatini, one 
of the countries hardest hit by the HIV epidemic, 
UNICEF’s representative argued that the “Western 
preoccupation” with the need for informed consent 
prior to HIV testing and with preserving the confi-
dentiality of test results caused “the ignorance and 
stigma that grew up around AIDS in the West to 
make its leap to Africa.”22 

Blaming consent and confidentiality around 
HIV testing for the slow response to the epidemic 
ignored the kingdom’s massive under-investment 
in health and its severely restricted rights for wom-
en. Until constitutional reforms were passed in 
2005, women in Eswatini assumed the legal status 
of a child upon marriage and were not allowed to 
register property. There were no specific laws crim-
inalizing domestic violence. Rape laws excluded 
marital rape, and one in three women reported suf-
fering sexual abuse as a child. More fundamentally, 
the argument that “Western preoccupation” was to 
blame for the slow response to the HIV epidemic in 
the country ignored the fact that HIV testing was 

not widely available in the country until after HIV 
prevalence exploded.

Evidence

Whether as a CDC epidemiologist or doing research 
at HRW, I have always thought a lot about the issue 
of evidence, how it is defined, what type of evidence 
is valued (and devalued), the amount of evidence 
needed for policymaking, and, importantly, how 
policymaking is done when evidence is sparse. 

Frequently, I have found that despite ep-
idemiological treatises about what constitutes 
high-quality evidence, in practice the amount of 
evidence required and what constitutes strong ev-
idence is often highly subjective—and reflective of 
explicit or implicit values conveyed in the different 
types of training of health workers and in the val-
ues—and power—of institutions that are seeking a 
change in the status quo.23 

One example of two very different approach-
es to evidence and values arose toward the end of 
my tenure at the CDC in 2004, when I attended a 
meeting on HIV. The meeting had two panel dis-
cussions, the first on HIV treatment and the second 
on prevention. During the first, there were a lot of 
comments by panelists about how “we do not have 
enough understanding of how to roll out HIV 
treatment in low-income settings.” But the overall 
message was We have to do something and learn as 
we go. 

By contrast, the second panel discussion on 
prevention was rife with hesitancy and fear that 
approaches such as peer education were ineffective. 
The message was We need large-scale randomized 
trials to understand what works in HIV prevention, 
and we should not waste money until we have a bet-
ter understanding of what works. 

The debate betrayed a sense of frustration 
among the epidemiologists in the room with the 
complexity of human behavior and a desire for 
an imagined simplicity of biomedical approaches. 
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Confident in their ability to prescribe medicines, 
the absence of evidence was a small barrier. Un-
confident in their understanding of behaviors and 
the determinants of behavior, a desire for evidence 
far outweighed any consideration of urgency in 
addressing the clear vulnerability of those at risk.

I saw the same dynamic play out at WHO as 
it promoted an approach to expanding access to 
HIV treatment through expanded testing, under 
the slogan of “test and treat.” The intentions were 
undoubtedly good, but the approach was simplistic, 
imagining a world where getting an HIV test result 
would be met with equanimity, with immediate 
access to care, and without fear, discrimination, or 
any negative consequences whatsoever. 

The promotion of such an overly simplis-
tic approach, because it was coming from the 
world’s public health policymaking organization, 
could be interpreted in simplistic ways as well. 
For example, in 2011 a group of researchers led by 
Lorraine Yap, conducted a study, funded by the 
Chinese and Australian governments, in three 
reeducation-through-labor camps for persons 
who use drugs in China.24 While HIV testing in 
detention centers was mandatory, the authors 
found that pre-test education and disclosure was 
not. Of those testing positive, only 25% received 
HIV antiretroviral therapy. In a separate paper, the 
authors reported that nearly half of the male and 
female detainees over 45 years of age experienced 
“severe psychological distress,” and about 30% 
said that their health status was “poor.” Rather 
than examining the clear rights violations faced by 
those detained, the authors concluded that “labor 
camps provide another opportunity to implement 
universal treatment (‘Test and Treat’) to prevent the 
spread of HIV” and that “forensic mental health 
services” are needed.25 

Four years before the study above was 
conducted, HRW also conducted research on 
reeducation-through-labor centers in China. We 
found a wide range of severe human rights abuses, 

including the use of HIV tests, according to one 
guard, “to know which female inmates they could 
sleep with without using a condom.”26 One former 
detainee told us, “I started taking antiretroviral 
drugs before I was put into detox. Then when I was 
in [detox] I had to stop. I was really worried about 
my health but there was nothing I could do.”27 An-
other told us, “Lots of people inside drug detention 
centers have TB [tuberculosis], and lots of people 
get TB while in detention. There is no treatment 
and everyone is all together all the time.”28 Even 
the head of the United Nations Office of Drugs 
and Crime (UNODC) in China agreed that the 
centers were not a solution, telling the Associated 
Press that “being detained in these centers not only 
does not help drug users to recover, as evidenced 
by the high rates of relapse, but also increases the 
likelihood that an individual will become infected 
with HIV.”29 UNODC’s statement was not in isola-
tion—in 2012, 12 United Nations agencies called for 
compulsory drug detention centers such as China’s 
reeducation-through-labor camps to be closed 
down “without delay.”30 

Yap and colleagues’ recommendations for 
universal testing and treatment were intended, no 
doubt, to protect the health and well-being of those 
detained. Yet their research failed to ask the right 
questions and consequently prescribed the wrong 
medicine. Expanded HIV treatment and mental 
health counseling would aid some concerns of 
some detainees. Closing these centers down and 
expanding voluntary, community-based substance 
abuse treatment would advance both public health 
and human rights.31 

How can public health researchers narrow 
their vision so significantly that they fail to see ob-
vious abuses in pursuit of inappropriate solutions? 
Sadly, I found that this was common. In Cambo-
dia, a detention center for children was funded by 
UNICEF. Children we interviewed spoke of being 
given electrical shocks, being beaten, and being 
forced to dance naked. In Vietnam, our research 
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on drug rehabilitation centers found that drug us-
ers were detained for up to four years without ever 
being charged or tried, and were routinely beaten, 
shocked with electric batons, and locked in isola-
tion cells or punishment rooms when they were 
not being forced to work. Project staff from aid 
agencies and NGOs visited on a regular basis. The 
World Bank described its funding of the centers as 
a humanitarian necessity.32 

If you know nothing about human rights, and 
you don’t ask the right questions, I guess it is easy to 
believe that what you see is vocational training and 
rehabilitation. Less charitably, if your focus is on 
diseases and prevention strategies, it is apparently 
quite easy to never see the individuals in front of 
you, who, in addition to being someone you want 
tested and treated for HIV, may have other pressing 
needs.

Public health practitioners sometimes ren-
der individuals invisible by focusing on “HIV hot 
spots” or by referring to “hard to reach” popula-
tions. Ironically, “hard to reach” populations are 
often found in “HIV hot spots.” So how exactly does 
one become hard to reach, and why are we blaming 
them for the failure of our health programs to meet 
their needs?

When public health practitioners refer to 
“hard to reach” populations, they are often refer-
ring to prisoners, drug users, men who have sex 
with men, and sex workers. Prisoners by definition 
are pretty easy to reach. They usually can’t go very 
far. But they can disappear. A colleague of mine 
at HRW, Kate Todrys, wrote a series of reports on 
prison health in Africa. During research for one 
report, she visited the Muinanina Farm Prison in 
Uganda. Seeing her, 10 prisoners banded together 
and passed her a letter. It described years behind 
bars without trial or contact with a magistrate, 
endless work, and brutal beatings. It concluded, 
“We feel we are invisible prisoners. If we are invis-
ible, tell us.”33

With or without “hot spot” maps, police don’t 

have any problem finding people who use drugs, 
men who have sex with men, or sex workers. And 
such maps can unintentionally cause backlash, 
such as police raids, arrests, and sensationalistic 
media coverage.34 Yet in a deft example of evading 
liability, the funders and researchers of one hot 
spot mapping project of “most-at-risk populations” 
cautioned:

neither Neilsen nor the supporting partners—
World Bank, UNAIDS, UNDP [United Nations 
Development Program], UNODC and USAID 
[United States Agency for International 
Development]—conducting or supporting the 
study on mapping and size estimation … is liable 
or can be held responsible or accountable for the 
misuse of data and information in the reports … 
Any legal responsibility resulting through the use of 
any data or information contained in this report is 
withdrawn.35 

Mapping “hot spots” is ultimately a crude effort 
to identify risk. More compelling would be map-
ping human rights violations. For example, public 
health and human rights professionals could map 
where HIV peer educators are being arrested for 
distributing condoms and information on HIV 
prevention in Senegal.36 HIV donors could com-
mission a mapping of funding levels—identifying 
inequities by province or district within a country 
or by key population. They could map stockouts 
of HIV medicines or the quality of health centers. 
They could map stigma and sexual violence—in-
cluding in police stations—and the confiscation of 
condoms from sex workers.37 In other words, they 
could map the drivers of HIV transmission.

In my experience, it is often not the individ-
uals at risk of, or living with, HIV infection who 
are hard to reach. It’s the politicians and policy 
makers who are unavailable. But HIV researchers, 
too, seem to be hard to reach at times, failing to 
investigate political determinants of health and the 
impact of laws, policies, and enforcement on HIV 
vulnerability and access to care.38 
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Rights-based interventions 

Within the HIV response, attention to human 
rights and to rights-based interventions has waxed 
and waned. Currently, organizations such as UN-
AIDS are more likely to talk about equity or equality 
than rights.39 But where do inequalities come from? 
A number of years ago, I spoke with a senior pro-
gram officer at a major foundation working on HIV 
globally who told me, “We don’t take a rights-based 
approach, we take an equity approach.” After a bit of 
back and forth, it became clear that the foundation 
was uncomfortable with the idea of accountability, 
a key component of human rights. 

Similarly, a keynote address at the Ameri-
can Public Health Association annual meeting, 
presented by the president and CEO of a large 
international development agency, spoke about 
her organization’s approach to fighting poverty, 
emphasizing three core strategies: “embracing a 
rights-based approach, forging partnerships, and 
empowering women.” She said, “Putting rights at 
the heart of our work means giving people the tools 
to create positive change in their lives and to hold 
themselves and others accountable for making that 
change happen.” Accountability can be framed 
in a lot of different ways, but I’m pretty sure it’s 
not meant to be about holding marginalized and 
vulnerable populations accountable for making 
change happen. The speech said nothing about 
gender-based violence. Or property and inheri-
tance rights abuses. Or state obligations or those of 
NGOs.

In contrast, the Global Fund’s “Breaking 
Down Barriers” initiative has funded interventions 
in 20 countries that seek to ensure that key and 
vulnerable populations can get access to HIV pre-
vention and treatment. In recent trips to Jamaica 
and Benin to see these programs in action, I found 
integrated teams of peer educators, paralegals, 
social workers, psychologists, lawyers, and HIV 
specialists working together to ensure that individ-
uals coming to health centers for HIV testing were 

able to navigate all of the potential human rights 
issues they faced—from fears of discrimination and 
uncertainty about disclosure to the need for protec-
tion from domestic abuse or the provision of sexual 
and reproductive health care. Unlike many HIV 
programs that engage in a kind of magical think-
ing that slogans can change deep prejudice, the 
programs I saw were based on close listening and 
support—an approach that Farmer championed as 
“accompaniment,” but on steroids.

A recent review found evidence of the impact 
of these types of human rights programs (singly and 
combined) on HIV-related outcomes for people liv-
ing with HIV and key and vulnerable populations, 
ranging from decreased HIV risk behaviors to 
increased HIV testing to reduced incidence.40 Yet 
adequately funded human rights programs ad-
dressing discrimination and operating at national 
scale are rare. More often, “stigma and discrim-
ination” programs emphasize stigma but ignore 
discriminatory laws, policies, and practices.41 They 
rely on messaging that calls on everyone to act to-
gether to end stigma, while ignoring mechanisms, 
such as the judiciary, that can identify and hold 
responsible those who discriminate against others. 
Making everyone responsible usually means that 
no one is accountable.

Challenging rights frameworks

In his 2016 report to the Human Rights Council, 
Philip Alston, the United Nations Special Rappor-
teur on extreme poverty and human rights, painted 
a pessimistic portrait of respect for economic and 
social rights, saying that their acceptance both by 
states and by “many of the most prominent civil so-
ciety groups focusing on human rights” remained 
marginal.42 

In 2020, Jonathan Cohen, then at the Open 
Society Foundations, raised the issue in these pages 
of whether human rights work is political enough 
for a moment like this: “By appealing to evidence, 
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facts, and universal norms, does human rights 
exempt itself from political struggle and underes-
timate the reality of power in shaping decisions?”43 

Legal scholar Samuel Moyn has argued that 
“even perfectly realized human rights are compat-
ible with radical inequality.”44 Moyn describes the 
system of laws and programs to enforce economic 
and social rights as “a helpless bystander of market 
fundamentalism”—if not to blame for the neolib-
eral world order that emerged after the Cold War, 
then certainly ineffectual in addressing it. 

In an article I wrote with my colleague João 
Biehl, we replied to some of these criticisms, writ-
ing that 

peoples (let’s keep them multiple) live in exhausted 
worlds. Worlds on the edge of autocracy, of 
financial collapse, of infrastructural breakdown 
and environmental tipping points—mediated by 
extreme populism and state and corporate efforts to 
dismantle piecemeal, though meaningful, agendas 
of socioeconomic rights. Violence and deadly 
health disparities are persistent realities that, time 
and again, are couched by experts in a rhetoric of 
recovery even as conditions stagnate or worsen.45

Undoubtedly, it’s important to engage—indeed, 
to invite—critiques to how we think and practice 
health and human rights and to examine questions 
about whether we are acting forcefully enough to 
challenge neoliberal policies and ensure that prac-
ticing human rights remains a radical praxis and 
not a comfortable profession. 

I am especially thankful for critiques that ask 
what a more urgent and progressive human rights 
movement looks like, across all of the spaces and 
topics on which we work, especially when those 
critiques come—as Amy Kapczyniski in her article 
“Right to Medicines in an Age of Neoliberalism” 
highlights—from “marginal places” at the periph-
ery.46 In these places, even in the absence of health 
rights being fulfilled and despite weak mechanisms 
of redress, there is power in claiming rights, mobi-

lizing, making demands in the courts and on the 
streets or online, and finding commonalities across 
rights, communities, health concerns, and govern-
ment failures. 

Human rights paradigms and frameworks can 
be argued at the global level, but they must never 
lose their focus on justice locally, on accountability, 
and on the need to fight within existing political 
and economic systems to advance, and sustain, 
rights protections. This is part of the struggle for 
“decolonization”—of means, priorities, resources, 
and epistemologies.47 

Conflict 

Threats to the right to health—and the full reali-
zation of all rights—are acute whenever countries 
face, or create, conflict. To highlight just three: 
Since its invasion of Ukraine in 2022, Russia has 
committed indiscriminate attacks and the war 
crimes of torture, rape, and other sexual violence—
all resulting in severe and long-term consequences 
for the physical and mental health of the victims.48 
The United Nations Office for the Coordination 
of Humanitarian Affairs has estimated that some 
10,000 civilians have been killed since the start of 
the invasion and that “people’s lives are dominated 
by the constant sound of air raid sirens, as unre-
lenting air strikes rain down and destroy civilian 
objects.”49 

The Chinese government’s mass arbitrary 
detention (in so-called vocational education and 
training centers) of Uyghurs and other Turkic 
Muslims in Xinjiang—including acts of torture, en-
forced disappearances, mass surveillance, cultural 
and religious persecution, separation of families, 
forced labor, sexual violence, and violations of re-
productive rights—was finally recognized by the 
Office of the United Nations High Commissioner 
for Human Rights in 2022. The institution said the 
rights violations “may constitute … crimes against 
humanity.”50 
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In October 2023, in response to a terror-
ist attack by Hamas, which included targeted 
killings and kidnapping of civilians—clear war 
crimes—Israel has laid siege to Gaza, with devas-
tating consequences for its civilian population. On 
November 8, the United Nations Special Rappor-
teur on the right to adequate housing highlighted 
Israel’s targeting of housing and infrastructure in 
Gaza—rendering an entire city uninhabitable—as a 
war crime as well.51 As I write, a tentative cease-fire 
holds. 

In each of these crises, there are both public 
health and human rights activists engaging—doc-
umenting abuses, providing medical and public 
health care, and challenging intolerance and hate. 
For example, in Ukraine, the invasion had a major 
impact on Ukraine’s HIV and tuberculosis respons-
es, as health services were diverted to deal with 
caring for wounded soldiers and civilians. Health 
care workers faced the difficult choice of staying or 
fleeing. Hospitals and clinics came under attack. 
Medical supplies were disrupted, leaving clinics 
without essential commodities. Patients were afraid 
to seek care while there was fighting in the streets 
and the threat of air attacks in the skies. Many were 
displaced and did not know where to go to get back 
into care. Thousands of people on antiretroviral 
and tuberculosis medications were cut off from 
their treatment. People on opioid substitution 
treatment, which is banned in Russia, feared that 
their treatment programs could be discontinued. 
In occupied territories, Ukrainian health care ser-
vices ceased altogether.52 After a few weeks, though, 
HIV and tuberculosis programs came back—public 
health programs adapted, finding and linking peo-
ple who needed care to services, and finding ways 
to keep prevention interventions and medicine sup-
ply chains running and to continue providing care. 

Human rights documentation is critical in 
crisis settings, whether by international human 
rights organizations such as HRW and Amnesty 
International, by local rights groups, or by groups 

such as Insecurity Insight and the Safeguarding 
Health in Conflict Coalition (representing nearly 
50 NGOs, academic institutions, medical student 
and health care provider groups, and human rights 
organizations). The challenge is not only docu-
menting attacks on health workers, facilities, and 
transport amidst the “fog” of war, but conducting 
advocacy with governments, including Ministries 
of Health and Defense, to ensure that humanitari-
an actors are not harassed.53 Similarly, pressure by 
medical organizations, such as the International 
Council of Nurses and the World Medical Associ-
ation, can amplify and challenge governments that 
target health providers—or health professionals 
who participate in rights violations.54 

This frontline work is not easy, and it is never 
finished. Humanitarian and human rights organi-
zations sometimes struggle to balance access with 
their obligation to bear witness. Governments use 
divisiveness and hatred to suppress dissent. Dis-
crimination, in forms less extreme than arbitrary 
detention or conflict, is widespread and directly 
impacts realization of the right to health.55 At the 
beginning of this editorial, I mentioned my “glass 
is half empty” approach. But when I am asked how 
I can sustain work on health and human rights 
despite all of the challenges and abuses, I reply that 
I am inspired by those working as rights defenders 
around the world, in difficult, and almost impos-
sible, settings, doggedly seeking to bring about 
respect for human rights for all.

Conclusion

This year marks the 75th anniversary of the Univer-
sal Declaration of Human Rights, a document that 
imagined a world vastly different from the one that 
existed at the time, a world where those most vul-
nerable among us would be free and equal in dignity 
and rights. This claim, found in the very first article 
of the declaration, was the subject of Mann’s last 
paper, published in this journal after his untimely 
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death in 1998, at the age of 51 years. Mann wrote that 
“from a health and human rights perspective, the 
possible connections between dignity and health 
are simultaneously complex, intuitively powerful 
and difficult to assess.”56 This call to action is still 
relevant today, and one that needs to be carried into 
our work on climate change, emerging pathogens, 
chronic diseases, violence, and on and on. 

Amidst all the upheavals of the world today, 
I am confident that when the public health field 
focuses on dignity and human rights, we will be 
better able to restore trust with the communities 
we serve. But embracing rights as a foundation 
for public health work will require public health 
professionals to listen more closely. That will be the 
easy part. Harder will be the need for public health 
professionals to understand their work differently. 

I am thrilled to take on the job of edi-
tor-in-chief, delighted with the role the journal has 
played in fostering discussion about health and 
human rights and advancing the field, and excited 
about working to ensure that the journal remains 
a robust home for scholars and advocates, public 
health professionals and human rights activists, to 
continue the journey of imagining and reimagin-
ing, as well as building a world where the right to 
health is realized for all. Our work is far from com-
plete. I welcome your engagement with the journal 
in its next chapter.
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