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III. Glossary 
Duty-bearer: Duty-bearers are entities or individuals having a particular obligation to respect, promote, 

and realize Human Rights and to abstain from Human Rights violation (1).  

Health outcomes: Health outcomes are changes in the health status of the patient. The health 

outcomes mentioned in this thesis are: 

• Maternal mortality: “Deaths related to or aggravated by pregnancy or its management 

during pregnancy and childbirth or within 42 days of termination of pregnancy.”(2) 

• Neonatal mortality: Deaths of newborns within their first month after birth. (3) 

• HIV: “Human Immunodeficiency Virus is a virus that attacks the body’s immune 

system”. It is a communicable disease that is not curable, without treatment it leads to 

acquired immunodeficiency syndrome (AIDS).(4) 

• Tuberculosis: Tuberculosis is a communicable disease, that is curable. It affects mostly 

the lungs and is caused by mycobacteria (5). 

• Communicable diseases: Communicable diseases is another expression of infectious 

diseases, which means transmission is possible from human to human. 

• Non-communicable diseases: “non-communicable diseases are also known as chronic 

diseases, tend to be of long duration and are the result of a combination of genetic, 

physiological, environmental and behavioural factors.” They are not transmissible from 

human to human. (6) 

Health professional: As health professionals defined, are all medical and paramedical professions 

directly involved in health services. In this thesis, the focus will be on health professionals involved in 

clinical work, such as physicians, nurses, midwives, clinical officers. 

Human-Rights Based Approach (HRBA): The HRBA is a concept that is based on international Human 

Rights law to analyse inequalities in human development (7). It is applied through principles formed by 

civil and political, as well as economic, social, and cultural rights. Through the HRBA should the right-

holder be empowered to claim their rights and to build up the duty-bearers capacity to their obligation 

to respect, promote, protect, and fulfil Human Rights.  The HRBA has a strong focus on accountability 

towards authorities, including their responsibilities for developing policies and programmes in health 

care, but also beyond, like improving the access to safe water and sanitation, as part of the underlying 

determinants of health (8,9). The five principles are: 

• Legality:  “Rights should be legally enforceable.” (10) “Approaches should be in line with the 

legal rights set out in domestic and international law.” (1) 

• Empowerment: Right-holders, individuals and communities, need to be informed about their 

rights, understand them, and be supported in claiming them. (1,10) 

• Equality and non-discrimination: “All individuals are entitled to their rights without 

discrimination of any kind. All types of discrimination should be prohibited, prevented and 

eliminated.” (1) 

• Participation: “everyone is entitled to active participation in decision-making processes which 

affect the enjoyment of their rights.” (1) 

• Accountability: “Duty-bearers are held accountable for failing to fulfil their obligations towards 

rights-holder.” (1) 

Litigation: The process of taking legal action. 

Medical Ethics: Medical ethics or bioethics is based on four principles – autonomy, beneficence, non-

maleficence, and justice.  
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• Autonomy is principle of self-governance, which covers, that patients have the freedom of their 

own choice and consent, it also covers confidential treatment of information about the patient 

by the health professional and the right to privacy (11).  

• Beneficence describes a moral obligation of the health professional to act for the benefit for 

their patients, it often relates to humanity and kindness, as well as mercy. It also describes an 

obligation to prevent patients from further harm and to remove anything that causes harm(12). 

• The non-maleficence principle stands in short for ‘do no harm’. It means that health 

professionals should never actively use treatment or participate in anything that could cause 

harm to the patients(13).  

• The fourth principle is called justice and obliges health professionals to not make any 

distinction whether a patient “deserves” care or medical treatment. It refers to fair and equal 

distribution of services(14). 

Patient Rights: Patient Rights are guarantees or entitlements for those receiving health care in health 

facilities. It often includes the right to information, autonomy and participation in decision-making, free 

choice and the right to consent (15). 

Ratification: The action of signing or giving formal consent to a treaty, contract, or agreement, making 

it officially valid. 

Right-holder: Right-holders are individuals or social groups that have particular entitlements in relation 

to specific duty-bearers. In general terms, all human beings are right holders under the Universal 

Declaration of Human Rights (1). (reference) 

Universal Health Coverage (UHC): The UHC is defined by WHO as “all people have access to the full 

range of quality health services they need, when and where they need them, without financial 

hardship” (16). Many LMICs do not have a health insurance system, as it exists in many High-Income 

countries, that supports their citizens in case they need medical support. Many people in LMIC have to 

pay any kind of health services out of their pockets, which leaves them often with selling their little 

belongings they have, borrow money from relatives or foreigners and use their life savings (16). UHC is 

a concept that countries use to make sure, that all citizens can afford the health services they need. To 

monitor UHC two indicators are used (17). One is the coverage of essential health services, Somalia has 

according to data from WHO the lowest coverage with only 26% of people having access to essential 

health services (18). The other indicator is measured by the “Proportion of population with large 

household expenditures on health as a share of total household expenditure or income” (17). 
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V. Abstract 
Background: The Right to Health is defined through the elements of availability, accessibility, 

acceptability, and good quality of health services as well as the underlying determinants of health. To 

operationalize the Right to Health, health professionals play a crucial role in promoting and protecting 

it. As frontline workers, they often are the first ones witnessing violations to the Right to Health. Various 

toolkits have been used in health care to effectively assess gaps and support improvement plans. 

Objective: To explore the role of health professionals in monitoring and implementing the Right to 

Health and whether a toolkit would be a supportive assessment and implementation instrument for 

health professionals to monitor and implement the Right to Health. 

Methods: A literature review complemented with qualitative data collection among health 

professionals from Low-and-Middle-income countries and key informants was done using the 

CanMEDs framework, describing different roles. 

Results: Health professionals do not understand the Right to Health well. Though, without 

understanding it, they actively participate in monitoring and implementing elements of the Right to 

Health through different roles and responsibilities. There are advantages and disadvantages for a 

toolkit to be used a supporting mechanism for health professionals. 

Recommendations and conclusion: Health professionals need to be more educated in the Right to 

health to participate in realization the Right to Health. A toolkit, adapted to setting and culture can be 

an option to support health professionals in monitoring and implementing the Right to Health, but 

barriers like human commitment can decrease the reliability. 

Key Words: Health professional; Right to Health; Human Rights; Monitoring; Implementation; toolkit  

Word count: 12,752 

 

 

 

 



vii 
 

VI. Introduction 
 

As a nurse who worked in Germany, I recognised that people were treated very differently depending 

on where they came from and who they are. I observed discrimination, failing acceptability, constrained 

access to medication or not informing patients about their health status or respecting patients’ 

decisions. When I started working mostly in humanitarian settings five years ago, I experienced that 

people were refused to medical treatment by authorities and in other cases medical services were 

simply not available. My experience on Lesvos, Greece in particular, increased my interest in learning 

more about Human Rights related to Health, as they were not covered in my nursing education. I 

became a Human Rights advocate, fighting for the rights of patients with governmental institutions, so 

my patients, refugees, were able to access medical services.  

To understand how global health works and to find solutions for these global injustices, I decided to 

apply for the master’s program in International Health at KIT. At a symposium I was approached by 

someone working with IFHHRO and they were looking for someone who would be interested in writing 

their master thesis connected to research that they were working on regarding a monitoring and 

implementation toolkit for the Right to Health used by health professionals, I thought that is my topic. 

I am a very passionate nurse, and I would argue that nurses and other health professionals could 

influence health outcomes significantly more, if they had more responsibilities surrounding the Right 

to Health. But my personal experience made me realize that only very few health professionals really 

understand that there is a Right to Health or what it means. This made me decide I want to find out 

whether this is really the case and how different health professionals actually interpret not only the 

Right to Health but also how they see their own role. The idea that there could be a toolkit that health 

professionals could use to monitor and implement the Right to Health motivated to be part of it.
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1. Background 
Financial availability, physical accessibility to health services, availability of trained health professionals 
and equipped health facilities, quality of health services or accessibility without discrimination or just 
the availability of information – all these factors have the potential to change health outcomes in Low-
and Middle-Income Countries (LMICs). Besides factors in the health system, many other factors 
influence health outcomes, including access to healthy and affordable food and access to safe water 
and sanitation. Health outcomes that are influenced by these factors such as maternal or neonatal 
deaths or HIV or Tuberculosis (TB) transmission and infections, but also premature deaths because of 
non-communicable diseases (NCDs). In the United Nations (UN) Sustainable Development Goal Agenda 
for 2030 many of the factors influencing health outcomes are included in goals and targets 
(19).However, they are also elements of the Right to Health or the Right to the enjoyment of the highest 
attainable standard of physical and mental health (20). In this chapter, I will outline the concept of the 
Right to Health in LMICs. 

1.1. Low-and Middle-Income Countries 
LMICs are defined by their income level through the World Bank (21). The gross national income (GNI) 
per capita classifies whether a country is defined as a Low-Income country, Lower-Middle Income 
country, Upper-Middle Income country or High-Income country (HIC). As illustrated in table 1, a Low-
income country is defined with a GNI per capita of less than US$ 1,085 (21). This thesis will focus on 
countries classified as Lower-and Middle-Income countries. Figure 1 gives a global overview of the 
classifications. 

GROUP GNI PER CAPITA IN US$ (UPDATED 2022) 

LOW INCOME < 1,085 
LOWER-MIDDLE INCOME 1,086- 4,255 
UPPER-MIDDLE INCOME 4,256- 13,205 
HIGH INCOME >13,205 

Table 1: World Bank classification by GNI per capita (21). 
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Figure 1: World Bank country classification by income level and regions (21). 

1.2. The Universal Declaration of Human Rights 
The Right to Health was first mentioned in the Universal declaration of Human Rights (UDHR) in 1948 

by the UN. The UDHR was established to enhance a global commitment that the inhumane practices 

that occurred during World War II could never be allowed to happen again and to protect all peoples 

and all nations and their fundamental Rights (22). Many articles in the declaration are indirectly 

connected with Health, like Article 3, the Right to Life. But article 25 describes that “everyone has the 

right to a standard of living adequate for the health and well-being of himself and of his family”(23). In 

the same year the World Health Organization (WHO) was established and phrased in their preamble 

“the enjoyment of the highest attainable standard of health is one of the fundamental rights of every 

human being without distinction of race, religion, political belief, economic or social condition”(24).  

1.3. International Covenant on Economic, Social and Cultural Rights 
These words were also used in 1966 when the Human Rights treaty International Covenant on 

Economic, Social and Cultural Rights (ICESCR) was founded by the UN General Assembly. This treaty 

defined all Human Rights more detailed, including the Right to Health in article 12 (20,25). Compared 

to the UDHR, state responsibilities got defined more detailed. States, who ratified the ICESCR are 

requested to take action to reduce the stillbirth rate and infant mortality, to improve aspects of 

environmental and industrial hygiene, to prevent, treat and control epidemics and other diseases and 

to create conditions to give access and treatment to everyone in case they get sick (20). A ratification 

makes a country accountable to protect, promote, and fulfil these Human Rights. As of the year 2023, 

171 UN member states have ratified the ICESCR treaty, while 22 have not (26). The ICESCR along other 
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mechanisms, mentioned in annex 1, serves to monitor, that states realize Human Rights like the Right 

to Health through state reports and reports coming from non-governmental organizations, civil society, 

and international organizations (27). Monitoring is defined by tracking progress on predefined 

indicators. The indicators used by the ICESCR are shown in annex 2 (28).  

1.4. General Comment No 14 
To further explain article 12 “the Right to the highest attainable standard of Health” of the ICESCR, the 

Committee on Social, Economic and Cultural Rights published the General Comment No 14 in 2000. 

Here, the Right to Health got defined and clarified as a right “not to be understood as a right to be 

healthy”, but it considers the individuals biological and socio-economic preconditions (29). It further 

explained that it contains the elements availability, accessibility, acceptability, and quality (AAAQ) as 

well as the underlying determinants of health including access to safe water, food, housing, and 

sanitation. Figure 2 illustrates all elements that the Right to Health entitles. The General comment No 

14 also explains, that realizing the Right to Health, does not mean a state has to have a full working 

health system right away, but more that states are obliged to follow a progressive realization with their 

“maximum available resources” (29). Which differs from country to country. Maximum available 

resources include for example, using an appropriate amount of the national budget on health. LMIC 

use between 5% and 7% of their gross domestic product (GDP) (30). WHO estimated that at least 1% 

more of the GDP per country needs to be invested in health care, otherwise there will still be 5 billion 

people by 2030 without appropriate access to health care (31). 

  

 Figure 2.: The elements of the Right to Health (General Comment No 14) (32). 

1.5. The role of health professionals  
In 2007 the Special Rapporteur on the Right to Health mentioned the importance of health 

professionals in promoting and protecting the Right to health for the first time in one of their reports 

to the UN General Assembly. The Special Rapporteur is a monitoring mechanism created by the United 

Nations. Paul Hunt, the Special Rapporteur at that time phrased it like this: “There is no chance of 

operationalizing the Right to Health without the active engagement of many health professionals”(33). 

The health professionals role in the Right to Health is often defined as promoting and protecting the 
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Human Rights (34). Globally there are more than 65 million health professionals (35), including 

physicians, nurses, midwives, and other paramedical professions who are often the first ones to 

recognize violations of human rights, which can come with severe health consequences (34). In 

promoting Human Rights, they can assure the most positive conditions to the health of the population 

they are working with. Health professionals played already significant roles in the past in speaking out 

Human Right violations. In Uganda, in 2011, health professionals together with citizens protested in 

front of the Constitutional Court in Kampala because of too many women dying of negligence and post-

partum haemorrhage in hospitals (36,37). This case brought more attention on the high maternal 

mortality rate in Uganda. After this protest a lawsuit was filed against the government in this regard. 

But even before the Court’s decision, the government increased the budget for the health sector and 

recruited more health workers (38). Also, as reported by the Truth and Reconciliation Commission in 

South Africa, during the apartheid, health professionals have been part of Human Rights violations 

actively and passively (39–41). 

1.6. Toolkits 
In healthcare, assessment instruments like toolkits have been used to advise and improve health 

behaviours and working procedures for health professionals (42). Toolkits can be an effective way to 

guide users with evidence-based knowledge to improve the services they are working with.  In a web-

search preceding my research, conducted by the International Federation of Health and Human Rights 

organizations (IFHHRO), a Medical Human Rights Network several toolkits or assessment instruments 

could be found that relate to the Right to Health1.  

2. Problem statement, justification, study objectives 

2.1. Problem statement 
Health outcomes like maternal mortality and neonatal mortality, as well as further transmissions of 

HIV, TB and other communicable diseases or premature deaths through not the right treatment for 

NCDs, are often based on lacking accessibility, acceptability, availability, and quality of medical services 

(2,3,43–45). The deaths of 287 000 women in 2020, most of them in LMICs could have been prevented 

through better quality of medical services or available services including skilled birth attendants (2). 

2.4 million newborns died in 2020, most of them in LMIC. Many of these deaths could have been 

prevented with available ante- and postnatal care services (ANC and PNC), skilled birth attendants, and 

food security (3). TB and HIV are two diseases, even though the number of new infections decreased 

over the last decade, the targets set by the international community through initiatives like the End TB 

Strategy by the World Health organization (WHO) or the Joint United Nations Programme on HIV/ AIDS 

(UNAIDS) targets of 90-90-90 until 2020 or 95-95-95 until 2025 won’t be reached with the current 

progress (43,44). HIV might not be curable yet, but preventable and further transmission can be 

stopped. TB is preventable and curable. Both diseases affect mostly vulnerable groups in LMIC, often 

facing barriers to medical services because of discrimination and stigma. (45). Beside the 

communicable diseases, approximately 86% of the 17 million premature deaths caused by NCDs, like 

cardiac failure and other chronic diseases occur in LMICs (6).  

In a recent report, Amnesty International did not only mention specifically the violation of the “Right 

to Health” in many countries, they also refer to several other Human Rights violations like 

discrimination against minority groups and refugees, torture and other ill-treatment or violence against 

women as severe impact on the Right to Health (46). Most of these Human Rights violations are 

connected to the Right to Health, in regards of accessibility, acceptability, affordability and quality of 

the services. They also affect the underlying determinants of health and the participation and non-

 
1 Web-search document can be presented after request 
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discriminatory aspect of the Right to Health. Some interesting examples from the report about Right 

to Health violations in LMICs are from Burundi, Lesotho, and Lebanon. In Burundi prisoners were 

denied healthcare and food and the government failed to secure fuel, resulting in a breakdown of the 

public transport system which lead to many health professionals not reaching the health facilities. In 

Lebanon the government failed to implement a social system to provide medication especially for NCDs 

and make them affordable. More than 60% of the population were relying on health care facilities 

offering medication free of charge or for little money. In Lesotho many women couldn’t reach 

healthcare facilities due to poor transport systems and roads. In Laos, according to the Amnesty 

International report, a minority community in the country that fled state violence already since the 

1980s, was still suffering from attacks of the military, which influenced their access to food, shelters, 

safe drinking water, sanitation and health care facilities (46).  

Right-holders, who are informed about their rights, can make use of health rights litigations and make 

their governments accountable when they claim their rights at courts to for example access medical 

services, which their governments failed to realize (47). Compared to individuals it seems like that 

health professionals still contribute little to this even though they could play a more significant role as 

right-holders in achieving better functioning health systems. Even though Human Rights, including the 

Right to Health, are a subject of states, health professionals and health care providers, including the 

facilities play a crucial role to support the realization and prevention of negative health outcomes  

The 2007 report of the Special Rapporteur on the Right to Health mentioned, that the knowledge about 

the Right to Health of health professionals in different parts of the world is often non-existent or if they 

heard of it, they don’t really understand what it means (33). Several subsequent studies mentioned the 

same (36,48,49). This also includes that health professionals are not aware of their potential role in 

realizing the Right to Health. In a study conducted in Canada, health professionals were asked whether 

illegal immigrant women and children should have a Right to Health and only 33.6% answered with a 

clear statement that health is a human right and not a debate of deservingness or a privilege (50).  

While SDGs and concepts like UHC, provide a guidance for states to realize equity in health, there is no 

legal obligation, which means failing these targets has no legal consequences. 

2.2. Justification 
While several studies and reports describe the lack of education or training in Human Rights, no study 

could be found that evaluates the understanding of the Right to Health of health professionals and how 

their role is in regards of monitoring or implementing it (29,51,52). The Right to Health is described 

often as analysis of the state’s health system and health indicators or from a legal perspective, which 

exist for many LMIC countries. Health professionals are often the first ones to witness violations of the 

Right to Health, but they are also the ones that can actively implement the elements of the Right to 

Health.  

As of today, monitoring of the Right to Health is mostly done through state reports and monitoring of 

indicators or benchmarks, if they were set up by the state (53). Which means a head-down approach 

without often involving the ones most affected, including them to actively participate in decision 

making. As health professionals are often the first and only ones, they are in most settings not involved 

in monitoring nor the implementation of policies or programs around the Right to Health.  

Knowing the situation of the countries and being aware that many LMIC countries have ratified the 

ICESCR or implemented the Right to Health in their constitution, there is a state’s accountability for 

improving the situation for their citizens. But what is the role of health professionals working in these 

countries actively with patients on the frontline to monitor whether there is a violation or is not? And 

how do health professionals actively participate in the implementation of the Right to Health?  
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As IFHHRO already found out through their web-search about toolkits for monitoring and implementing 

the Right to Health, some already exist. But none of these instruments were designed for monitoring 

and implementing the Right to Health and were focused on being used by health professionals. Can a 

toolkit help health professionals to fulfil their duty in promoting and protecting the Right to Health? 

 

2.3. Study objectives 
Overall Objective: To explore and analyse the health professional’s self-perceived and actual role in 

relation to monitoring and implementing the Right to Health in Low-and Middle-Income countries and 

whether the use of a toolkit could be a supporting mechanism 

Specific objectives: 

1. To analyse how health professionals define the Right to Health 

2. To analyse the health professionals’ role in monitoring and implementing the Right to Health 

3. To analyse the self-perceived role of health professionals from Low-and Middle-Income 

countries in monitoring and implementing the Right to Health 

4. To analyse the facilitators and barriers to implement an instrument for health professionals to 

monitor the right to health and how would such look like 

5. To draw recommendations for further research and interventions 

3. Methodology 
To further understand what the health professionals’ part in monitoring but also the implementation 

of the Right to Health is, this study will conduct a literature review complemented with qualitative data 

collection. Objective one, three and four will be covered by information gathered via qualitative data 

collection with health professionals and key informants. For objective two information will be gained 

through literature review and complemented with information from qualitative data collection. 

Objective five will be based on information gained through the results of all other objectives. 

3.1. Literature Review 

3.1.1. Search method 
The databases used for the literature research were Google Scholar, PubMed, and the Vrije Universiteit 

online library. Additionally, the Health and Human Rights Journal was searched. Grey literature was 

found on UN documents library, WHO, World Bank, Amnesty International, Human Rights Watch, 

International Nursing Council (ICN), and World Medical association (WMA). For some documents the 

search engine ecosia was used. Snowballing, reviewing list of references of relevant articles for 

additional sources, was done for additional identification of literature fitting the inclusion criteria.  

3.1.2. Inclusion criteria 
Inclusion criteria were peer-reviewed articles and grey literature written in English language. Literature 

from 2000 until 2023 was screened. Grey literature was screened for descriptions of the role of health 

professionals and how it is defined. The year 2000 was chosen as it was the year the General Comment 

No 14 was released. Key words are illustrated in table 2. As LMICs in general were included, the found 

literature was screened for the country context.  
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Key words used 

Human Rights OR 
Right to Health OR 
Human Rights Based Approach OR 
HRBA 

 
 
 
 

AND 

Health professional OR 
Health worker OR 
Health workforce OR 
Health staff OR 
Health personnel OR 
Physician OR 
Doctor OR 
Nurse OR 
Midwife OR 
Monitoring OR 
Implementation OR 

Table 2: Key words and search strategies for literature review 

3.1.3. Exclusion criteria 
Literature in any other language than English was excluded. Literature focused on Human Rights not 

related to Health excluded. When during the screening of the found literature the country context was 

solely on a HIC, the literature was excluded. 

3.2 Qualitative data collection 

3.2.1.  Study Design 
The study was conducted through semi-structured open-end interviews. For the creation of the 

interview guide several sources were used (54–56). All these sources were used for previous research 

to help creating the interview guides. The interview guide (annex 3 and 4) for the health professionals 

were constructed in three parts. The first part to get a better understanding of the participants 

professional responsibilities and working environment and training and health education background 

in regards of Human Rights. The second part was to find out how participants understand the Right to 

Health and their own role in monitoring it in their working environment. The last part asked participants 

about possible instruments to be used for future assessing and implementation of the Right to Health.  

The interview guide for the key informants was built similarly, with a start about their responsibilities 

and connection to the Right to Health. Followed by more information how they monitor elements of 

the Right to Health. The final questions were about assessment instruments, like the ones for the health 

professionals. As the participants were from various countries the interviews took place remotely via 

(Skype or Zoom or WhatsApp calls.) The interviews were done between June and July 2023. 

3.2.2. Study area and target population 
The interview participants were all working or are still working with national or international 

organizations, all of them non-governmental organizations, in LMICs. Health professionals have been 

defined as staff working in a medical or paramedical profession and work directly with patients. Key 

informants have been chosen due to their role within an organization, not necessarily medical 

background but with a function or background in regards of Human Rights or medical coordination. 

Interview participants and key informants came from various national backgrounds, in details 

mentioned in table 3.  

Country Interview participant Key informant 

Ghana 1  

India  1 

Iraq 1  

Nigeria 1 1 

Pakistan 2  

South Sudan 1  
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United States of America  1 

Australia  1 

Brazil  1 

Table 3: Origin of interview participants and key informants. 

3.2.3. Sampling and Recruitment 
A total of six health professionals and five key informants have been interviewed. Key informants have 

been approached at an international workshop on military medical ethics in Switzerland, with a focus 

on medical neutrality in theory and practice. The six health professionals have been sampled through 

personal connections or through previous working or studying colleagues of myself. The professional 

background of the interview participants was one medical doctor, two nurses, one midwife, one clinical 

officer, and one health officer. Four of the health professional interviewees have been working with an 

NGO in the past, two are still working with an NGO at the time of the interview. The working experience 

with an NGO was between eight months and six years. As health professionals the interview 

participants worked between 3 years and more than 25 years. The key informants were one law 

professor with background in health and Human Rights, one NGO director and medical specialist, one 

medical specialist, one advisor for access to health. The fifth key informant interview was conducted 

with two persons, working within the research unit of their organization.  

3.2.4. Data process and analysis 
Nine of the eleven interviews have been recorded through Zoom, Teams, or voice recorder. One 

participant objected the recording, and with another one the recording didn’t work, in both case notes 

were taken. Afterwards the audio files were uploaded in the MAXQDA software and transcribed. The 

interviews have been saved anonymously and will be deleted after the finalization of the thesis.  

The transcripts were coded and analysed in a deductive approach for objective two. An inductive 

approach was used for objectives three and four. Together with the interview guide and the results 

from the interviews, codes were made to define the categorise of the different results.  

3.3. Analytical Framework 
To analyse the results the CanMEDs 2015 Physician Competency framework was used (57). This 

framework, established by the Royal College of Physicians and Surgeons of Canada in 2015, has been 

defined as one “that identifies and describes the abilities physicians require to effectively meet the 

health care needs of the people they serve” (58). The framework outlines seven roles of a physician. 

With every role come several key-concepts or responsibilities that further define this role. The key 

concepts for every role are further listed in annex 5 and table 4 gives a brief explanation of each role. 

In this thesis, the framework, even though created for physicians will be used for health professionals 

in general. The results of how the role of health professionals is in monitoring and implementing the 

aspects of the Right to Health will be explained with the roles illustrated in the framework in figure 3, 

the Professional role, the communicator role, the collaborator role, the leader role, the health advocate 

role, and the scholar role. The medical expert role is a combination of all the other roles and will there 

for not be used. Some of the predefined key-concepts of the roles are overlapping and are part of 

several roles.  
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Figure 3: CanMEDs 2015 Physician competency framework (57,58). 

 

Role Explanation 

Professional “As Professionals, physicians are committed to 
the health and well-being of individual patients 
and society through ethical practice, high 
personal standards of behaviour, accountability 
to the profession and society, physician-led 
regulation, and maintenance of personal 
health.”(57) 

Scholar “As Scholars, physicians demonstrate a lifelong 
commitment to excellence in practice through 
continuous learning and by teaching others, 
evaluating evidence, and contributing to 
scholarship.”(57) 

Health advocate “As Health Advocates, physicians contribute their 
expertise and influence as they work with 
communities or patient populations to improve 
health. They work with those they serve to 
determine and understand needs, speak on 
behalf of others when required, and support the 
mobilization of resources to effect change.”(57) 

Leader “As Leaders, physicians engage with others to 
contribute to a vision of a high-quality health 
care system and take responsibility for the 
delivery of excellent patient care through their 
activities as clinicians, administrators, scholars, 
or teachers.”(57) 

Communicator “As Communicators, physicians form 
relationships with patients and their families* 
that facilitate the gathering and sharing of 
essential information for effective health 
care.”(57) 
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Collaborator “As Collaborators, physicians work effectively 
with other health care professionals to provide 
safe, high-quality, patient-centred care.”(57) 

Medical Expert “As Medical Experts, physicians integrate all of 
the CanMEDs Roles, applying medical 
knowledge, clinical skills, and professional values 
in their provision of high-quality and safe 
patient-centred care. Medical Expert is the 
central physician Role in the CanMEDs 
Framework and defines the physician’s clinical 
scope of practice.”(57) 

Table 4: CanMEDs framework roles briefly explained 

3.4. Ethical considerations and informed consent 
Through the KIT Research Ethics committee, a waiver exempted the further studies. A waiver was 

possible in this case, as the focus was solely on professional opinions and experiences. After 

participants were informed and before they participated in the interviews, they read and signed the 

informed consent forms. The informed consent forms can be found in annex 6 and 7. One participant 

objected recording, without further explanation.  

3.5. Limitations 
The limitations are particularly on the qualitative data collection part of the study. Through limited 

access to health professionals a selection bias needs to be noted. All interview participants were 

reached through personal contacts and conveniently sampled. Key informants were reached while they 

visited a workshop. The number of interview participants is rather small with six health professionals 

and five key informants and not intended to be representative of all health professionals. As such, this 

research should be seen as a start to get into the topic. While creating the interview guide, I kept in 

mind the possibility that interview participants would not know what the Right to Health means 

according to Human Rights Law, but still wanted to get to know how they understand the words, 

without giving them the feeling to not know something they should know. This opened the possibility 

for answers that might not be directly related to Right to Health. 

4.  Results 
The results of the research will start with how health professionals defined the Right to Health in the 

interviews. It follows by presenting the role of health professionals in monitoring and implementing 

the Right to Health through the CanMEDs framework. Every role will be presented first with the 

information gathered through literature review, followed by the information coming from health 

professionals during the interviews. The third part of the results will present barriers, advantages, and 

facilitators of a toolkit.  

The Right to Health is defined through article 25 of the UDHR. It was further defined in the ICESCR in 

article 12 and with the General Comment No 14, the elements of accessibility, availability, acceptability, 

and quality as well as the underlying determinants of health were first mentioned to give a detailed 

description of what the Right to Health entitles. It means that every citizen, as a right-holder has the 

right to access healthcare facilities, without physical or financial obstruction. It means that every citizen 

has a right that information and health care facilities are available for their needs and cultural 

acceptable. Everyone has the right to health services of good quality, which means scientifically 

approved and through skilled and trained health professionals. Right-holder also have the right to 

access safe water and sanitation, access food and have shelter as some parts of the underlying 

determinants of health. All countries who ratified the ICESCR have a legal obligation to promote, 
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protect and fulfil the Human Rights, including the Right to Health that were listed in this document. 

Health professionals have a responsibility to promote and protect the Right to Health. 

4.1. What is the Right to Health or the enjoyment of the highest attainable standard of 

physical and mental health for health professionals? 
As stated in the UN document from the Special Rapporteur, many health professionals do not 

understand the concept of the Right to Health and especially the idea, that it is not based solely on 

litigation, but the possibility to operationalize with responsibilities of their daily work. Their 

involvement can influence policies and programs to make them more “equitable, effective, evidence-

based, robust, participatory, inclusive and meaningful”(33). This was confirmed by the interviews as 

only one of the health professionals, could say with confidence, that they understand the Right to 

Health and what it stands for. Some said they heard of it before but couldn’t define it.  

“Yeah, they told us also about that one. I have just forgot it.” (Interviewee 2) 

“I hear but I didn't focus about this.” (Interviewee 4) 

The elements of the Right to Health used most to define it, were non-discrimination and accessibility. 

Accessibility was mentioned in regards of physical and financial accessibility. 

“Every folk have rights to access their health regardless their race, regardless their tribes and regardless 

their religions. So of course, in the right to health there is not a discrimination.” (Interviewee 2) 

“For me it means access to health without obstructions, like restrictions of security for example.” 

(Interviewee 1) 

“People shouldn't be discriminated. Based on where they are coming from based on their colours their 

ethnic group. Their pockets or whatever. The quality for everyone.” (Interviewee 5)  

One of the interview participants mentioned that their knowledge changed since their health 

education, but only through postgraduate education and explained what they understood with it in the 

past and what they understood at the time of the interview. 

“That was when I was in college like giving everybody their needed help health care that they need they 

should be given. That was in nursing college. Do what you're supposed to do for the patient the patient 

is always right. By now I know that everybody no matter the status or whatever is entitled to quality 

health care. Whether they can afford it or not. they are entitled to it is their right. Like the right to live 

the right to health.” (Interviewee 5) 

While some of the interviewed health professionals defined the Right to Health with some of its 

elements, others defined the Right to Health as rights that health professionals have.  

“That health professionals have their rights.” (Interviewee 1) 

“Like when you're working as a health professional what are your rights for health I think so. Like if 

you're becoming sick what right they should give you if you had any problem like health-related issues. 

So, what kind facilities or leaves they can provide you. I think it's about this.” (Interviewee 6) 

The underlying determinants of health were not mentioned once. And elements like availability and 

acceptability weren’t defined by any of the interview participants but one, who mentioned medical 

ethics. During the interviews some of the health professionals replied to the questions more in regards 

of patient rights. Patient rights are not the same as the Right to Health but overlap in several elements. 

There could be no connection seen between understanding the Right to Heath better with more 

working experience, the position, or the profession. 
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4.2. The role as a professional 

4.2.1. Results from Literature 
A key concept of the professional role is quality improvement. According to literature, health 

professionals can monitor several aspects that involve the Right to Health element Quality, which 

defines that medical services “must  be scientifically and medically appropriate and of good quality” 

(59). According to a study done by Kruk et al, where they analysed amenable deaths in 137 countries, 

in LMICs poor quality resulted in more deaths than not accessing and utilising health services (60). 

Health professionals can monitor quality with the use of medication and other medical equipment, 

that it is evidence-based and according to national guidelines (61). This also involves the monitoring of 

expired drugs and the stock of essential medicines, but also the rational and appropriate prescription 

of antibiotics and other medications (62). Implementing medical guidelines and ensuring that health 

professionals are trained in those appropriately can prevent violations of the Right to Health such as 

refusing medication in case of pain management for people who inject drugs (63). Through their clinical 

skills they recognize diseases and injuries related to violations of the Right to Health, that otherwise 

wouldn’t be seen (64,65). 

Another key concept of the professional role is the commitment to medical ethics and the ethical codes 

set up by their professionals associations (66–68). Through committing and following those, they 

implement the important aspect of acceptability. Health professionals can create health services, like 

in the case of people living with HIV, that they do not stigmatize, discriminate, or exclude them from 

their facilities. Discrimination and exclusion from receiving medical services, keeps people living with 

HIV away from health facilities and therefor also from prevention (63,69). Being professional also 

involves assessing their own values and behaviour especially in regards to gender, ethnic background, 

religion and sexual orientation or gender identity (70). An example might be screaming women in 

labour. Depending on the health professionals’ own background the level of care and quality might 

differ, if they do not focus on their professionalism (71). Negative experiences for the patient in cases 

like this can influence future health seeking behaviour. Thompson describes the impact a health 

professional can have beyond the health facility when a culturally acceptable environment is created 

as, “if girls and women are truly valued as human beings, the way they are treated by others will 

promote their health and well-being and not intentionally harm them”(71). 

In many LMICs, there are ethnic, religious, and cultural aspects that influence health seeking behaviour 

and access to health services. Health professionals should be sensitive to these, and recognize barriers, 

so they can be eliminated (53,72). Through moral and ethical behaviour, health needs of marginalized 

and vulnerable groups can be identified and through appropriate treatment plans, preventive and 

promotive actions, they can be supported to stay healthy (65,73–76).  

4.2.2. Results from Qualitative data collection 
One of the health professionals interviewed described their role as to monitor cultural sensitivity. They 

described the situation when patient’s that are members of a minority religious group, in this case the 

Jehovah’s witnesses, need a different professional and medical approach for a blood donation 

treatment. 

“So, I monitor it like this, […] which religions the patient has. So, the way how I monitor is that I tell this 

the nurses because the nurses are the ones who are caring most of the time for the patients. So, it 

ensures that any patient that used to come to the facility where I am offer equal services for him or to 

her. […] Of course, there was a case scenario the same religion which I was talking about which is 

Jehovah witness. As a girl was brought, she was thirteen years old, and she had severe malaria and she 

had anaemia due to malaria. And the plan for us as a health personnel was to give this blood for her 
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life procedure health because she was very anaemic and fatigue. With all that. But her parents the 

parents of the lady didn't agree to give blood.” (Interviewee 2) 

 

Providing medical services on behalf of medical ethics is another key concept, involving the 

accessibility with no discrimination for everyone, that health professionals defined as their role in 

monitoring the Right to Health. 

 

“According to what I am seeing like in generals we as the health workers we shall do monitor our 

mandate is about ethics which I will mostly emphasize on it. As we are health workers duty is most on 

our ethics. Who work with the person, and you are not there to discriminate, and the person is and the 

different religions, so I understand this condition for this is all over in the world.” (Interviewee 5) 

 

Monitoring correct treatment, referrals and that the patient is followed up if necessary was described 

as one of the more clinical responsibilities a health professional has in regards of the Right to Health.  

“They need the monitoring. Like we were sending our patients to PHCUs [local abbreviation for their 

hospital] for the follow up. We were giving them one week treatment same patients and then for follow 

up to got to PHCU hospital. And we were monitoring them are they taking medicine are they going to 

hospital or not. We were asking from the hospital nutrition assistant or also doctors. That we have send 

five ten whatever patients are they coming? We had some numbers and contacts. We were calling them 

are you going or not? If you are going you are taking medicine from the hospital or not?” (Interviewee 

3) 

On the other side, especially key informants argued that health professionals need to be clinicians. To 

monitor and implement the Right to Health other professions should be responsible, like judicial 

professions and colleagues in management positions or more focused on public health. 

“Actually, I think to what end, why would we want that to happen for frontline staff and the Right to 

Health, social determinants, it's in the domain of public health. And there is a space where of course 

there's a spectrum, clinical health, public health, but clinicians need to get on and be clinicians.” (Key 

informant 4) 

4.3. The role as a scholar 

4.3.1. Results from Literature 
In the role of a scholar, health professionals can influence the Right to Health in several ways, but the 

two key concepts of the role focused here are the aspect of their continuous learning about the Right 

to Health and Human Rights and the teaching and informing of patients and colleagues. Thompson 

argued in her article that “Increasing the knowledge and understanding of human rights empowers 

healthcare professionals to protect human rights and uses interactive and participatory methodology 

to develop attitudes of respect for human rights, develop skills needed to defend human rights, 

integrate the principles of human rights into everyday practice and encourage respect and tolerance” 

(77). Better understanding gives health professionals the skills to implement monitoring mechanisms 

to protect the Right to Health of their patients and their own (52,63,77–79). A.J. Vranes et al 

represented in a study in 2014 in Serbia, that only 6.7% of the study participants, health professionals 

with several years of working experience, were familiar with the topics around Human Rights taught in 

continuing medical education courses (77). Through qualitative data collection, McKinnon et al 

concluded as well that training in human rights-based approach for health professionals is missing (74). 

In the same research key informants acknowledged that they and their staff had “no idea” or “not 

much” knowledge about human-rights-based approaches. Educating health professionals and 
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educating other colleagues in Human Rights can improve their attitudes towards marginalized and 

stigmatised groups, like prisoners and sex workers and can create acceptability through health 

professionals in the health facilities (74,80,81). To guarantee a sustainable protection and 

implementation of the Right to Health,  continuous education and trainings are necessary (82). To avoid 

human rights violations through health professionals by the authorities, health professionals need to 

be educated, be able to identify the situation as such and know about resources to monitor and report 

(75). The experience health professionals gained through working with poverty and marginalized 

groups need to be shared with future health workers (83). The earlier in their career or even during 

their education that they work or interact with more disadvantaged groups in the population and 

understand the idea of the Right to Health the more likely they turn into advocates and use their 

knowledge accordingly (84). Focused education on Human Rights can increase critical thinking of health 

professionals (85).  

4.3.2. Results from Qualitative Data collection 
None of the interviewed health professionals said with confidence they were appropriately trained and 

educated on the Right to Health. They emphasised that more training and education in regards of the 

Right to Health is necessary. Key informants questioned whether every health professional needs to be 

trained or to focus on training people in key positions.  

“There is training in bioethics in medical school and some patient rights, but not on particular the Right 

to Health or much about human rights.” (Key informant 1) 

“There has been no specific education in the Right to Health or Human Rights.” (Key informant 1) 

“It should be more. At that time we had a lot of subjects that was a minor subject so we didn't consider 

more or they didn't give more time. But we need more.” (Interviewee 3) 

“I'd be quite selective in who I thought would value, who could benefit from it.” (Key informant 4) 

During the interviews health professionals pointed out the importance of educating their patients 

about their rights. Through the implementation of sharing information and rights education, patients 

would be more aware of medical services and supports they can ask for. 

“If the patient knows about their rights, they will ask for it. They don't know they just accept whatever 

we give to them.” (Interviewee 5) 

Information about the diseases and health consequences are part of the Right to Health element 

availability. Through health education, health professionals mentioned they could prevent further 

complications, as in the case of pregnancies. 

“And to give them education about antenatal and postnatal this is the only way that I could change. 

Because once they enter into the hospital then if they are in complication or if they are in some other 

problem, I cannot change I can treat at that time, but it's already done.” (Interviewee 6) 

4.4. The role as a health advocate 

4.4.1. Results from the literature 
An important role of the health professional is the health advocate, which goes beyond the most 

common description of health professionals being only focused on clinical procedures (53,75,86). 

Putting into practice the Right to Health and overarching Human Rights principles amplifies the 

efficiency of public health strategies (63). In many LMICs, it is difficult for citizens to speak out and 

advocate for their rights, often through restrictions in the freedom of speech or lack of education. 

Instead, health professionals who are often highly educated in the same countries can use their 
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professional knowledge to advocate that elements of the Right to Health are implemented or to raise 

awareness of health outcomes that might occur when those are not respected and fulfilled (87,88). 

This, however, has the risk of negative consequences for health professionals, as in Venezuela. There, 

health professionals feared reprisals and dismissals because they monitored an increase of infant and 

maternal mortality through lack of essential medicines (87,89). An important key concept of the role 

as a health advocate is the monitoring of the underlying determinants of health which can influence 

the health outcome of patients. Through the direct contact and communication with the patient and 

their relatives, health professionals often get information beyond the physical and mental complaints 

that the patient presented for. They hear about food insecurity or difficulties to access safe water, they 

hear about neighbours and friends having similar symptoms or the immediate working conditions that 

maybe caused the complaint that prompted them to visit a health facility (90). Health professionals 

might be the only ones that can monitor whether the population they are working with have enough 

access to food, by not only treating the undernourishment health outcomes, but also through 

documenting and advocating for better access to food for the same. Health professionals might not 

only treat and report the increase of diarrhoeal diseases in a specific area, but also advocate for 

interventions regarding the water accessibility and quality in the same area (83). As Shuftan et al argued 

in their article, “health professionals must stop avoiding conflicts with authorities to reach the 

possibility of dialogues” (88). 

4.4.2. Results from qualitative data collection 
While health professionals described more the key concept health promotion of the health advocate 

role, key informants responded more with the argument, that health professionals need to urge for 

more changes in policies and programs to implement the Right to Health. They also argue that advocacy 

should be the preferred method to implement the Right to Health instead of reporting violations. 

“So, then I called sometimes to their mother-in-law and tell them that she is sick that she had stitches, 

or she had the right to stay at home to take some rest after the baby. To eat some healthy fruit or to 

give them meat. Like this kind of things, you should take care of her.” (Interviewee 6) 

“I think in regard to the right to health there needs to be more done in regards of policies.” (Key 

informant 1) 

“I think the idea is in cooperate in to or advocate in cooperation in policies and programs. For example, 

the right protection against discrimination. So, it seems to me that health professionals should urge 

policies and practices that say that there would be no discrimination based on race gender origin ethnic 

background whatever is in health care. So that’s an informative position rather than recording 

violations.” (Key informant 3) 

4.5. The role as a leader 

4.5.1. Results from literature 
Key concepts of the health professional’s role as a leader include, managing health human resources, 

management of personnel and leadership skills. An important criterion to fulfil the Right to Health is 

the availability and the good quality of medical services through trained health workers. The role of a 

leader involves that vacancies are filled, and that the working environment attracts the human 

resources necessary. Often this cannot be solved via legislation, absenteeism especially in rural areas 

of LMICs is a common challenge that is difficult to overcome (82,91). Information about practicing 

health professionals need to be documented and shared to ensure future coverage of skilled health 

workers. In Chad for example this kind of management is not working, which makes it difficult to predict 

the future coverage of midwives in the country (92). Skilled management can reduce workload on 

health professionals in the team, which deprioritizes monitoring the needs of the population (64). In 
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the role of a leader, health professionals can be actively participating in developing monitoring and 

quality improvement mechanism for their teams and their health facilities (74,83,85). They can also 

function as role models that show younger colleagues how to implement Right to Health elements into 

their clinical and professionals’ practice. On the contrary ignoring it might be interpreted as not their 

responsibility or not a priority (74,93).  Within the key concept organizing and budgeting, leading health 

professionals need to monitor that medical services stay free of costs where they should be and 

preventing corruptive behaviours of team members (41). In the role as a leader they can also 

implement conditions for a healthy working environment, as an underlying determinant of health (15). 

Violations of their work environment can range from “unsafe working conditions, sanctions for 

providing evidence-based health care, limits on their freedom of associations, [to] denial of due process 

when patients make complaints against them”(15). Health professionals cannot guarantee quality of 

care unless their working conditions are safe (15). 

According to several sources, the lack of health professionals is a major challenge to realize the Right 

to Health (41,52,72). The so called “skills drain” or “brain drain” refers to health professionals migrating 

because of various reasons, particularly from LMIC to HIC. It’s also their Human Right to migrate, but it 

leaves the country of origin with a huge financial and access burden. They invest money in the 

education of health professionals and loose highly skilled health professionals they need  (94,95). In a 

study in Kenya, they estimated the loss of a physician, educated in Kenya, who migrated after 

graduation,  results in a financial loss of more than US$ 500,000, and for one nurse more than US$ 

330,000 (94). The migration of health professionals increases the workload on the health professionals 

left and reduces the possibility to participate in any responsibility that goes beyond immediate and 

emergency interventions (94). In many cases the migrating health professionals are in supervisory 

positions, therefor the loss is not only of a skilled health professional but also the capacity of leadership 

and management is interrupted and weakens the system (94).  

4.5.2. Results from qualitative data collection 
Health professionals can within the role of a leader initiate change, with several interview participants 

answering that they can influence their direct working environment to change something if they see 

the need for it. One of them described their initiative that recognized lacking accessibility and 

availability in a community. 

“So, I was like ah is these people are not here we don't have people here who are coming. So, I suggested 

let's go to them let's start a community clinic. […] They say we don't have money for transportation we 

don't have money for this. We didn't get a car whatever. So, we started a community clinic like where 

we move from community to community to organise clinics for those patients and those then don't 

need to come to the hospital afterwards. So, what we saw is that after we started this in the community 

the number of patients that we saw went high why because they realised, they felt they've been 

accepted.” (Interviewee 5) 

Another interview respondent raised the importance of supervising mechanisms, that serve to improve 

and maintain specific standards within the health facility. They raised the example of infection control 

committees, that didn’t work well without adequate supervision during the COVID-19 pandemic. 

“Actually, that can exist on paper, theoretically like we forget the infection control committee we forget 

that we are part of infection control committee. So, we just have meetings yearly maybe few times but 

no proper action of the monitoring of the committee happens.” (Key informant 2) 

Strong leadership was also mentioned in regard to reporting mechanisms for health professionals.  

“But one problem is that managers and directors of health facilities people value political connections 

more than Human Rights. They don’t want to disclose Human Rights violations.” (Key informant 1) 
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In case they monitor violations of the Right to Health or to support initiating implementations, many 

interview respondents could not identify a specific person, position, or way to report. Two of the health 

professionals said that violations of the Right to Health would be reported to the police. 

“There is no place to report in local hospitals here.” (Interviewee 1) 

“Yes, we used to go to the police.” (Interviewee 2) 

4.6. The role as a collaborator 

4.6.1. Results from literature 
As MacNaughton and McGill argue, “only with interdisciplinary collaboration between scholars and 

practitioners in a wide range of social sciences can we mainstream the Right to Health into policies, 

planning institutions, management practices, programs, projects, and operations”(49). They further 

wrote this interdisciplinary collaboration includes health professionals and those working with Human 

Rights, like lawyers and social workers (53,96). Interdisciplinary collaboration also means that 

physicians, nurses, midwives, and others involved in patient management communicate with each 

other and respect the other one’s work. In many health facilities globally,  the hierarchy within the 

health professions is a reason why the patients’ Right to Health cannot be fully protected (93). 

Beside collaborating with other medical and paramedical professions, as well as other professions not 

related to the medical field, collaboration with the community is necessary. Health professionals can 

participate and organise outreach programs for disadvantaged groups, to increase availability and 

accessibility for the same (53,72). As experienced under the apartheid in South Africa, health 

professionals need to gain trust through active participation with the community so they can realize 

the Right to Health but also to implement and to monitor it (75,76). Health professionals are often seen 

as very respected personalities in their communities, through the collaboration with them, they can 

adapt parts of the health services to the needs of the community and monitor that those are 

functioning (88). 

A barrier that keeps health professionals from actively monitoring and implementing elements of the 

Right to Health appropriately is the so called “dual loyalty”. It has been described as the challenge of 

health professionals mostly working in the public sector in authoritarian structures, when the loyalty 

of the health professionals does not only belong to the patient, but they also must stay loyal to their 

employer (15,64,93). While this was mostly reported through the South African apartheid time, South 

Africa was not and is not the only place. In many prisons and detention centres, health professionals 

cannot fulfil their duty towards the patients because of their obligations towards their employer  

(40,97).  

4.6.2. Results from qualitative data collection 
Interview participants highlighted the importance of team work to be able to realize any elements of 

the Right to Health. Even high workload should not be seen as a barrier, one of them argued. 

“If we have a good team it doesn't matter. We don't care about the workload. We should care about 

our patients like we have worked in emergency. […] All responsibilities just with your patients. You give 

one hundred percent for whatever they are.” (Interviewee 3) 

Interviewee 2 argued that the teamwork means sharing knowledge and reminding colleagues of their 

professional objectives, which include protecting the Right to Health.  

“When you are trained as a fresh health worker you are the one who has the current knowledge now. 

So, it needs you to go and empower your fellow colleagues. They were having the same knowledge 
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before, but the problem is they have forgotten it because they are no longer practicing it.” (Interviewee 

2) 

4.7. The role as a communicator 

4.7.1. Results from literature 
In many places, the health professionals at the frontline are the only ones that can inform patients 

about their rights and medical options. To be able to participate in the decision-making regarding their 

own treatments, options, and improvements of their living conditions to stay healthy, they need the 

communicated information from the health professionals (77,98). Health illiteracy and illiteracy in 

general are still very common in many LMICs, especially in remote areas, more predominantly women 

are illiterate when compared to men, and health professionals play a crucial role informing their 

patients about rights but also how to prevent diseases, or complications of diseases. This information 

might help especially vulnerable groups in the population, suffering of discrimination and stigma to 

participate more actively in changing their circumstances (77). Through active communication health 

professionals can investigate patient’s needs,  like physical access to health facilities, whether they can 

afford the healthcare and transportation (74,83). States and duty-bearers need to have information on 

the indicators and benchmarks to realize the Right to Health and need the health professionals 

documentation and information gathered (53). Duty-bearers can only be made accountable if reports 

and information are being shared, health professionals are responsible for documenting and 

monitoring the health outcomes or indicators in their facilities. This shared information can be 

sufficiently used to improve services (99).  

4.7.2. Results from qualitative data collection 
Active communication with community members, relatives and patients can reduce barriers of 

accessibility and acceptability, that are made through prejudices of the health facilities, interview 

participants described themselves as the one communicating between their own community and the 

health facility they are working with. 

“We can look at whether these are according to our community or not like sometimes people when they 

use to come to our hospital, they mostly were complaining that somebody had told them that there are 

hidden cameras here and they used to record. So, I used to tell them no look there are no cameras we 

are also living in this community like if they're going to record you, so I will also be in the camera.” 

(Interviewee 6) 

4.8. Advantages, facilitating aspects and barriers for the implementation of a toolkit. 
Beside understanding how the role of health professionals in monitoring and implementing the Right 

to Health is described in literature and by health professionals themselves, I additionally analysed 

through the interviews whether a toolkit could be a supporting mechanism. While all participants in 

the interviews agreed that easy-to-use instruments could support health professionals to assess the 

Right to Health situation within their work environment, some barriers, advantages, and facilitating 

aspects were mentioned that seem to be important considering when creating and implementing such 

a toolkit. In the chapter advantages for the implementation, aspects will be explained that such a toolkit 

could improve for the health professionals. Facilitating aspects will define how such a toolkit could look 

like the best, according to the health professionals and key informants interviewed. Barriers will be 

categorized into personal and structural barriers. 

4.8.1. Advantages of implementation of a toolkit 
One of the advantages mentioned was, a toolkit or any assessment instrument could strengthen the 

health professionals, give them more responsibility and an active part in participating to change 

something.  
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“It would strengthening the health workers.” (Interviewee 2) 

Health professionals could ensure with the support of the toolkit as guidance that patients are 

informed and educated about their rights. A toolkit as a way of guidance could help health professionals 

to know how things should be and what they could do to change it.  

“It will guide you what to do, where to do it, and how to do it.” (Interviewee 5) 

“This tool could help the patient [to know] that they have also rights.” (Interviewee 2) 

When health professionals are trained appropriately in the Right to Health a toolkit could help them 

recognize violations immediately as they are often the first ones, the patients see in a health facility 

and learn about the patients’ living situations and determinants of health. 

“Because we, the doctors, or the medical staff they can recognize it properly. Sometimes the patient 

doesn’t even know that his or her rights have been violated, so that we can recognize the medical staffs 

or the doctors.” (Key informant 2) 

With a functioning toolkit, a good data collection for monitoring has also been mentioned as an 

advantage. The data can be assessed regularly and be used for improvement in areas with missed 

opportunities.  

“We can write all these things and then by collecting the data monthly of all the patient. Then they can 

work on it and after they could try to change it.” (Interviewee 6) 

4.8.2. Facilitating aspects for the implementation of a toolkit 
Interview participants also came up with some characteristics how such an easy-to-use instrument 

could look like. Whether it should be electronical or in paper form, doesn’t define any clear preference, 

but will be further elaborated with the barriers. Both have advantages and disadvantages coming with 

their use, relying on human commitment or electricity and internet. What might be concluding this 

argumentation was the mentioning of flexibility in regards of culture and settings.  

“So that is the more likely when they are suffering from particular rights violations. Then I think it 

becomes so that is the greater the degree of protection component in a programme then I think that 

the more that it becomes useful.” (Key informant 4) 

“I think it would depend what those medical programmes are doing.” (Key informant 4) 

Beside the flexibility of such an instrument, several interview participants mentioned the best way 

would be a checklist. 

“Just a checklist would be really good. Because we would ask everything one by one.” (Interviewee 3) 

“The best way is a checklist.” (Interviewee 4) 

Such a checklist could then also be integrated in the patient file already, which would give the 

assessment instrument a place where it is attached to the medical records that are monitored asked 

already. 

Beside some practical information how they could best work with it, some external aspects are also 

important to mention that would facilitate the use of such an assessment instrument. It should be as 

objective and independent as possible, especially connected with the barrier aspect of missing human 

commitment.  

“I think it should be an independent monitoring not within the hospital.” (Interviewee 1) 
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“Yes, it is possible, but it needs to be objective, and they should take it seriously.” (Key informant 1) 

To support the argument of independence, some mentioned the best way such an assessment 

instrument could work is with NGOs, as many, especially bigger international NGOs receive a rather 

good perception from the citizens of the country and are known for their principles. Beside NGOs, that 

could use such an instrument to report situations their health professionals have witnessed, a backup 

through the national medical associations might be an important characteristic. Through the national 

medical associations or nursing associations, an assessment instrument could get support through their 

own community and not from external. Additionally, such an instrument could already come with 

recommendations and further steps when assessing the results. 

“Which would happen to carry the most weight that with the national medical association got behind 

it they would give attention to it much more than if civil society. […] And I think it's more powerful 

coming from their own community than from outside.” (Key informant 3) 

“You already get some recommendations or what could be done so it could go beyond data collection, 

and it could already be pointing to action.” (Key informant 5) 

An argument raised by some of the interview participants and key informants, whether a health 

professional might be the right person to use such a toolkit. They argued that maybe someone in a 

managerial position would be the better person to use such an assessment instrument and have the 

position and knowledge to use the results. 

“But I think for example, a manager of a Primary Health care centre, you know or you know a local like 

a health authority, you know that that oversees a couple of Primary Health care centres and. They could 

benefit from that lot also.” (Key informant 5) 

4.8.3. Personal barriers 
Beside describing advantages and how such a toolkit could look like, interview participants mentioned 

some barriers, that could create difficulties for the implementation. Most of the interview participants 

and key informants mentioned that one of the barriers to use a toolkit or anything similar would be the 

lack of human resources in the health facilities and the high workload on the staff that is working. 

“Patient to healthcare ratio is very high. Imagine, I'm going to the hospital and see at work, at shift a 

hundred patients. So, you can imagine how can I fill this tool? It is not possible.” (Interviewee 5) 

“And it increases the workload on the human resources, and as said before, the health workforce is 

leaving the country.” (Key informant 1) 

Another argument is the increased workload in many health facilities prevents health professionals 

from being able to do additional tasks beside the necessary medical treatment. Some key informants 

also mentioned that the main scope of work responsibilities does not involve those kinds of 

assessments, especially health professionals working on the frontline in direct patient contact, who 

very much focus on the medical part of their work. 

“But most of the doctors, they don’t have time and the [health] system will not work properly.” (Key 

informant 2) 

The priority setting, because of time, workload and the lack of human resources seem to be the main 

barriers for most of the interview participants.  

“Getting people to pay attention when they have a lot of other stuff going on and this is not necessary 

priority.” (Key informant 3) 
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But as key informant 3 and one other interview participant mentioned, the workload shouldn’t always 

be used as an excuse. Health professionals often have the expectation, even during their education, 

that the profession is associated with high workload. Interviewee 6 explained, if health professionals 

are going to work with an organization, they are signing a contract and accept the workload with it.  

“There is no time, it's a common [reason] […] that's all true, but yet it's not an excuse, it shouldn't be 

an excuse.” (Key informant 3) 

Another argument mentioned as a barrier for a toolkit, to be used by health professionals is the human 

element. If it is missing commitment to follow some guidance or just laziness.  

“There is no commitment to guidelines, especially the doctors […] we can't discuss with the doctor about 

what is the right or what is the wrong.” (Interviewee 4) 

“But because she [the midwife] is lazy she don't want to implement.” (Interviewee 6) 

Another key informant used different words but argues as much that the human element by itself 

would be barrier. 

“I think human involvement should be as little as possible. Due to corruption and abuse possibilities.” 

(Key informant 1) 

Other barriers that haven’t been mentioned by some were health literacy even within health 

professionals and language. Many countries, especially LMICs, have many different languages within 

the country and not all health professionals are fluent in the national language and due to education, 

their health literacy may not be advanced. 

4.8.4. Structural barriers 
Beside the personal barriers, interview participants also mentioned some barriers, that can be 

categorized as structural, as they are resulting from the system or the circumstances of the country, 

they have been working in. 

Examples are the lack of training of health professionals, or the investment in time and resources for 

health professionals to be trained in using such a toolkit. Also, with a missing definition in job 

responsibilities, health professionals might not see, as mentioned before the assessment as part of 

their professional responsibilities.  

“Because that is not being implemented or the system itself has not developed that kind of system that 

doctors been given that [assessing] responsibility.” (Key informant 2) 

“I mean I think tools alone are not efficient you have to [at] least [try to] urge people to learn the 

concept.” (Key informant 3) 

On top of the training barrier, the system itself may not be supportive to use a toolkit, while one 

participant mentioned it wouldn’t work within public hospitals. Another questions the safety of the 

health professionals when they assess the Right to Health and might recognize violations. They used 

the situation of Uganda as an example, where the criminalization of LGBTQIA+ community members 

just reached a new level of discrimination (100). They worried that, if health professionals would report 

the discrimination of LGBTQIA+ as a violation of the Right to Health, they might risk being arrested 

themselves.  

“They would probably be reluctant to say anything. Because they could be punished in some way.” (Key 

informant 3) 
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Another aspect of the system is, when health professionals being more part of assessing the Right to 

Health situation within their scope of work, they need support from their supervisors and the 

management system. They want the information they assessed to be used. But without a system 

starting with their supervisors, that will use the information to actively change something, they don’t 

see why they should do it. Whether authorities would accept such a report through international 

organizations was mentioned as questionable. Besides a regulation of Human Right violations 

reporting, in many countries there is also a missing regulatory system for medical ethics and the 

application of these.  

“I will record but it's just written. It's finished it will change nothing.” (Interviewee 6) 

“Production of tools are necessary but not sufficient without any kind of back up from some people with 

influence.” (Key informant 3) 

“Another missing link of this chain is the fact that many, many countries don't have established a body 

that regulates, for example, medical ethics and application of certain standards in care.” (Key informant 

5) 

Especially for LMICs the aspects of costs and available electricity or internet have been mentioned by 

several participants. In remote areas of the countries, a toolkit that relies on electricity, technology, or 

internet might be difficult to implement as there is no guarantee and people rely on solar systems 

often. 

“Electricity is not available in Pakistan in remote areas.” (Interviewee 3) 

5. Discussion 
With my research I wanted to explore and analyse the actual and self-perceived role of health 

professionals in monitoring and implementing the Right to Health and whether a toolkit would be an 

assessment instrument that could and would be used by health professionals in LMICs.  

Most of the interviewed health professionals did not know what the Human Right to Health is. But it 

did not mean that they did not understand elements of the Right to Health. Health professionals were 

aware that medical services should be available, acceptable, and accessible, and of good quality. They 

were aware that through medical ethics, medical procedures should be causing no harm and be created 

for the benefit of the patient. Through the interviews I could understand that medical ethics and 

patient’s Rights are more familiar to most of the health professionals than the Right to Health. While 

both are related to the Human Right to Health, they are not the same. When talking about Human 

Rights, it seemed that health professionals associate more civil and political Human Rights than 

economic, social, or cultural Human Rights , which confirms what MacNaughton et al mentioned in 

their article (49). But to take the step from institutionalizing to operationalising the Right to Health as 

was mentioned by Special Rapporteurs and in official reports from the UN, it is necessary that health 

professionals understand the same.  

Health professionals have an active role in monitoring and implementing elements of the Right to 

Health. Be it monitoring the prescriptions of the appropriate medication or monitoring who of their 

patients have better access to services than others. Through following medical ethics and their 

professional objectives, they already realize elements of the Right to Health, even though they might 

not be aware of the definition of the Right to Health.  

The different role of health professionals could not be directly associated with a specific element of the 

Right to Health but overlap in many cases and interlink with each other. Quality can be realized through 

the role as a professional, following connected objectives and using the clinical knowledge they must 
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guarantee medical services of good quality. Accessibility can be reached through the role of a leader, 

finding initiatives to reach those from the community that do not visit the health facility, but also 

through the role as collaborator who finds ways through interdisciplinary collaboration to create access 

to health facilities. Availability can be realized through health professionals who use their role as 

communicators, to inform the communities they interact with about the services and their health 

concerns. Acceptability can be accomplished through professional commitments to medical ethics and 

through the role of health advocate in promoting non-discrimination and equity. The underlying 

determinants of health can be monitored and assessed through the role of the health advocate, by 

going beyond the clinical part of their work. 

Health professionals but also key informants complemented the information gathered through 

literature, that more education and training in Human Rights, including the Right to Health is necessary. 

But they also raised the importance of existing structures, that give them support when they use their 

knowledge, when they want to report violations but also for acknowledged ways of implementations. 

It means giving them opportunities to implement for accessible, acceptable, available, and of good 

quality health care services. In many LMICs, people cannot reach health care facilities, as they can’t 

afford transportation or simple because there is no transportation service. Health professionals would 

not only need money to implement accessibility, but authority and power of decision. They can assess 

it, document it, and report it to their supervisors, they can even inform civil society organizations, but 

they have their limitations. To motivate health professionals to monitor the Right to Health there needs 

to be use of the information they have documented and reported.   

As scholars, health professionals have a responsibility to not only educate themselves, but also their 

patients. Informing patients not only about their rights but also about their health situation is crucial 

for the health outcome of the patient, and according to interview participants is missing in many 

settings. Especially as illiteracy is in many LMIC still very high, especially on the poorer people in the 

communities, health professionals are often the only ones that can transfer the needed knowledge 

appropriately to the patients. While workload might be one reason, why patients often get less 

information than they need, commitment to this responsibility was another reason mentioned during 

the interviews. Monitoring their own attitudes and values and those of their colleagues has been 

described as necessary to realize that patients do not only get the information, they have a right to 

have but also that the medical services are created in a cultural acceptable way. This is also means that 

health professionals need to understand the Right to Health, so argumentations like someone 

“deserves” a specific medical service more than another one disappear. 

WHO estimates that by 2030 10 million health workers will be missing globally (35). According to 

interview participants these missing health professionals influence whether they can take more 

responsibility on them beside focusing on immediate and emergency care. In literature and the 

qualitative data collection, the workload has been used as a reason why health professionals could not 

be involved in more additional responsibilities. Lacking human resources increases workload on the 

individual, as they need to compensate for the not filled positions. But recognizing the different roles 

and responsibilities health professionals have and how they already implement and monitor elements 

of the Right to Health without understanding it completely shows, it’s already part of their professional 

objectives. To avoid that the inequality of migrating health professionals from LMICs to HICs increases, 

and mostly LMICs suffer from the financial loss among other losses, HIC need to find ways to 

compensate LMICs.  

Prevention of diseases or negative health outcomes is a major part of the work of health professionals. 

Through the role as a medical expert, in the example of decreasing maternal mortality, they can 

monitor whether pregnant women are coming to ANC and PNC consultations. To influence prevention 
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even more, health advocates are needed to implement ways to reach out to the communities, so they 

are aware of the importance of ANC and PNC visits to decrease maternal mortality.  

In which role the health professionals can be part of monitoring and implementing the Right to health 

also depends on the setting they are operating in. In many settings, security and political oppression 

make it difficult for them to advocate and speak out. Dual loyalty brings them in situation where they 

must decide a side, which might not be going along their professional objectives.  

With the interviews I also tried to elaborate whether a toolkit would be a good instrument that health 

professionals could use to monitor the Right to Health within their working environment. Key 

informants and health professionals argued that an instrument would be a good idea, but only with 

the connected usage of the results that this instrument would bring. It needs to be avoided to be 

another tool that is a responsibility for the individual health professional, but that it would or could not 

be used further. Barriers, often depending on the settings, need to be possible to overcome with 

flexibility and adaptability to the specific context it is used. Such a toolkit needs to be integrated 

through training the users, with appropriate management and by respecting the results. Key informants 

overall seemed to be more sceptical that such an instrument would be used by them, even though they 

thought it would be useful. It became clear that simply using a toolkit and relying on human 

commitment might not be as efficient, but with educating and training health professionals in the Right 

to Health and Human Rights law in general it might be more efficient. However, with a toolkit health 

professionals could have something in their hands that could help them understanding what needs to 

be improved and implemented but also to act before violations of the Right to Health occur.  

5.1. Relevance of the analytical framework 
The CanMEDs framework is originally focused on physicians. While many responsibilities within the 

different roles can be projected on health professionals in general, this does not count for all of them. 

In the framework roles and responsibilities, the so-called key concepts bring already explanations that 

helped to sort the information gathered in context. Some of those key-concepts were not mentioned, 

as some might have been too focused on physicians and no information could be found on these key-

concepts.  All roles have been elaborated with the collected data. As many roles of the framework have 

overlapping key-concepts, it was difficult to fit the gathered information in the appropriate role. Some 

of the information was also difficult to identify with a specific role, as they might be fitting in different 

roles or in none perfectly.  

5.2. Limitations 
Originally this research was planned to be a qualitative data collection without the literature review 

method. I expected to get a broader view of the self-perceived role the health professionals see 

themselves in monitoring and implementing the Right to Health. It was also planned on focusing on 

two LMIC specifically, but due to not getting interview participants from these two countries and the 

general problem in finding interview participants, the method changed. With a clearer focus on two 

specific countries, I could have been able to get a little more precisely into their roles in a specific 

context. Another limitation is that the research is done by only one person, including the conduction 

of interviews and coding of the data. The research is mostly focused on the AAAQ elements of the Right 

to Health, while these are not the only ones, less focus has been put on the underlying determinants 

of health, as it would have exceeded the limitation through word count of this thesis.  
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6. Recommendations 

6.1. Recommendations for medical education institutes 
Medical and nursing schools and other health education institutes should give more space in their 

curricula for Human Right and Right to Health education. The subject on Human Rights should not only 

be on postgraduate studies. 

6.2. Recommendations for health facilities and health management 
Health facilities should build structures within their system, so health professional can participate more 

in realizing the Right to Health. Including mechanisms to report violations and improvement plans to 

implement elements of the Right to Health. This also means that such a system can be secure for people 

to report without getting into dual loyalty situations or being punished for it. 

6.3. Recommendations for research 
• As my research was originally planned to focus on specific countries instead of generalising to 

LMIC, I would suggest doing more research involving health professionals’ opinion and 

experiences and connect it with the opportunities it could change the Right to Health situation 

in their country. 

• Many articles called for more Human Rights education but during my literature review I could 

not recognise it has really changed over the last decades. I would suggest more research why 

is there no change? What are the barriers to it?  

6.4. Recommendations for IFHHRO 
Whether such a toolkit is going to be used, will very much depend on whether it has options to fit 

into different settings and cultures. I recommend that such a toolkit is translated in various languages 

and available in different forms so it can be used not inclusively for some but for everyone where it is 

used. I also recommend that such a toolkit is only offered with a connected training in the Right to 

Health and Human Rights law in general. 

6.5. Recommendations for health profession associations 
International and national medical, nursing, and midwifery associations need to involve themselves 

more, instruments such as toolkits can best work when regulated through the supporting 

associations. They also need to not only advocate for more Human Rights education, but actively get 

into action to change the health education system in their countries. They also need to use their 

position within a country to advocate for more implementation mechanisms of the Right to Health. 

7. Conclusion 
Health professionals play a crucial role in promoting and protecting Human Rights, including the Right 

to Health. As I can conclude from this study the knowledge about the Right to Health among health 

professionals was little. But I can also conclude without understanding the Right to Health fully, health 

professionals actively participate in monitoring and implementing the Right to Health through their 

different roles and the responsibilities coming with it. The elements accessibility, availability, 

acceptability, and quality are actively monitored and implemented by health professionals. However, 

to say someone is monitoring whether a violation of the Right to Health exists, a better understanding 

is necessary. To involve health professionals more effectively into monitoring mechanism of the Right 

to Health, it is important that they are trained and educated in it. To implement elements of the Right 

to Health that goes beyond the health facilities, to realize the Right to Health of the people visiting 

them, it is again important that they understand what the Right to Health means and entitles. 
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But even with having more health professionals understanding the Right to Health, without a system 

and structures, that support the realization of the Right to Health, their efforts have limitations. 

Management and authorities need to recognize when health professionals report violations. They need 

to give them tools and opportunities to implement the Right to Health. They should not fear reprisal 

or dismissals. A toolkit may be a good supporting mechanism for health professionals to guide them 

where implementation of elements of the Right to Health are necessary and to provide them with a 

monitoring mechanism, they can use to initiate change and report further. But for the toolkit as well 

structure and a functioning system behind it, is needed.  

In many LMICs, a progressive realization of the Right to Health is a solution to reduce the health 

inequities with the countries. But beside the authorities, there needs to be more awareness about it. 

Those having the possibilities, such as health professionals, to actively initiate change through 

monitoring and implementing the Right to Health, need to be part of it.   
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Annexes 

Annex 1: Human Rights instruments and monitoring mechanisms 

 

Source: Office of the High Commissioner of Human Rights (27) 

Annex 2: List of indicators from the ICESCR 
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Source: (28) 

Annex 3: Interview guide for health professionals 
Professional background 

• Would you mind telling me a little more about what your position is? 

o How long have you been working in this position? 

o Have you been working all the time at the same place? Same country?  

o If not: Which kind of health care services/ facilities have you been working with? 

(Primary Health Care/ Secondary, Private/governmental/ non-profit) 

o And what kind of responsibilities are coming with your position? How does the 

structure of your organization look like? 

• When you think back to your time at school and health education, what do you remember 

about how the right to health was mentioned within your curriculum?  

o Have there been any other Human Rights been mentioned?  

o Since you graduated what kind of trainings that involved human rights have been 

offered or did you attend? 

o How sufficient would you describe your education and training in Human Rights? What 

would you change? Would you suggest more or less trainings? 

Perspective on the Right to Health 

• Have you ever heard about the Human Right “Right to Health” or the enjoyment of the 

highest attainable standard of physical and mental health? 

o If yes: Can you tell me what your understanding is? 

o What does Right to Health mean to you as a Nurse/ Physician/ Midwife? 

• When you think about the highest attainable standard of physical and mental health for 

your patients, how would that look like? 

o What is missing for your patients to attain this?  

o And what do you think could improve that? 

The role of the health professional 

• When you think about your patients, what kind of role do you have as a 

nurse/physician/midwife to obtain your patients’ rights? 

• How would you describe your role in monitoring the right to health as a nurse/ physician/ 

midwife in regards of availability, accessibility, acceptability, and quality? And what aspects 

need to be addressed to perform such a monitoring role? 

• Have you within your position ever experienced Human Rights (Right to Health) violations? 

Or a situation which you could think of that might have been one?  

o Would you mind describing what you’ve witnessed? 

o Why did you think it’s a violation?  

o What did you do? 
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o Would you know who to approach within your health care facility? Are you aware 

of any guidelines in place within your organization or health facility? 

▪ If yes: Can you describe the approach you’d take? 

▪ If no: How do you think it could/ should be? 

Improvement in future assessment and implementation of the Right to Health 

• What do you think how you as a nurse/ physician/ midwife could participate more in 

assessing the Right to Health within your profession? What could be your role/ 

responsibility in assessing the Right to Health under ideal circumstances? 

• Do you consider yourself having influence to change something? 

o If yes what are elements that make you feel being able to act? 

o If no, why not? 

• What would you think about using an easy-to-use assessment instrument (a toolkit) to 

apply the Right to Health? 

o How could such a toolkit look like that you’d feel comfortable using it? 

o  Who do you think should be involved in it? 

o What would you see as advantages for such? 

o What would be barriers in your work environment to use such instrument? 

 

 

Annex 4: Interview guide for key informants 
Professional Background 

• Would you mind sharing with me what your position is? 

• What are your main responsibilities? 

• How is your position connected with implementing Human Rights within your 

organization? 

The connection to the Right to Health 

• How do you assess the Right to Health within your organization and the health care 

facilities you are working with?  

• How do you implement the Right to Health within your organization and the health care 

facilities you are working with? 

o Are you using any tools? 

• How would you describe the organizations’ role regarding the availability, accessibility, 

acceptability, and quality of medical services for the population you are working with? 

o What kind of steps could you do within your organization to get those realized? 

o What kind of steps could you do beyond your organization to get those realized? 

• How would you describe the organizations’ role regarding monitoring underlying 

determinants of health, like access to safe water and sanitation, food security, and 

housing? 

o What are the steps your organization is able to do, when the population you are 

working with recognizes lacking or not existing of those? 

• Are you training health professionals in aspects of the Right to Health? 

o If yes: How do they get trained? 

• What would you say are the responsibilities of health professionals regarding the Right to 

Health? 

• What do you expect from them? 

• Is there anything that can be improved? 
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o If yes could you specify? 

• When Health professionals recognize a human rights (Right to Health) violation, what 

could or should they do? 

• What do you think is necessary to reach a human rights-based approach in health? 

o Within your own organization? 

o Beyond your organization? 

• How could you emphasize a way of assessing and/ or implementing the Right to Health for 

the Health professionals working frontline in your organization? 

• Would you see a need to have an easy-to-use instrument (a toolkit) to apply the right to 

health? 

o How could such tool(kit) look like to work best for your organization? (E.g. digital, 

paper, questionnaire or checklist?) 

o How could you think of using it? Who should be involved? 

o Would your organization use it if it is available? 

o What could be barriers to overcome for the use of such a tool? 

 

Annex 5: Key concepts of the CanMEDs framework 
Source: (57) 

The Role as a professional 

 
The Role as a scholar  
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The Role as a health advocate
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The role as a leader

 

The Role as a collaborator
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The Role as a communicator 

 

The Role as a Medical Expert

 
 

Annex 6: Informed consent form key informants 
 
Informed consent form for key informants 
Hello, my name is Maria Fix, and I am a master student at KIT Royal Tropical Institute. For my 
Master thesis I am working on a study on the role of Health professionals in monitoring and 
implementing the Right to Health. If you agree to participate, I hope that the information you 
provide will help not only my thesis but also helping to create recommendations for further studies 
regarding this topic. The study takes place between May and July 2023. 
 
Procedures including confidentiality 
If you agree to participate in this study, you will be interviewed about your position and 
responsibilities within your organization and regarding the Right to Health, how you see the role of 
health professionals within your organization regarding the same and what could be done to 
improve the current situation. You can express your honest opinion freely in this interview. The 
questions are designed to give you the possibility to openly share your perspectives, but also give 
you and me both the possibility to ask more detailed questions if anything is unclear. 
The interview will take place remotely via Zoom or Teams, will only have yourself and myself as the 
interviewer participating and will last about 30 minutes. 
To ensure data collection, the answers you provide will be audio recorded with your consent. If you 
don’t consent to audio recording, written notes will be taken. Everything that will be said and 
written down will be kept strictly confidential. Your name will not be recorded or written down; no 
personal identifying information will be collected. All anonymous information will be kept in a 
secured locked cabinet and only myself and my tutors will have access to the anonymous 
information. The recorded files will be transcribed, and the original audio recording deleted after. 
All the data collected will be analysed and deleted six months after completion of the study. 
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In publications, the findings will focus on the role of health professionals in general and not on 
your particular answers, to ensure confidentiality. 
 
Risk, discomforts and right to withdraw 
After having agreed to participate in the interview, you are still free to refuse to answer any 
question that makes you uncomfortable and it will not have any consequences on you or your 
organization. You can also withdraw from this study at any time.  
 
Benefits 
This study may not help you directly, but the results will help future studies to improve the 
assessment and implementation of the Right to Health in various healthcare settings. 
They are no reimbursements or compensations for participating in this study. 
 
Sharing the results 
After the study is completed, I will share the result in my completed thesis, the IFHHRO (a medical 
human rights network) and at a global Health congress in the Netherlands at the European 
Congress on Tropical Medicine and International Health (ECTMIH 2023). If you would like to receive 
a copy of the report, please let me know and I will make this possible. 
 
Consent and contact 
Do you have any questions that you would like to ask?  
Are there any things you would like me to explain again or say more about?  
Do you agree to participate in the interview? 
DECLARATION:  TO BE SIGNED BY THE RESPONDENT 

Agreement respondent 

The purpose of the interview was explained to me and I agree to be interviewed ………………………….. 

(name of person). 

 

___________________________________________________________________ 

Signed                                                Date 

 

WITNESS SIGNATURE 

 

 

________________________________________________ 

Signed     Date 

          

 

If you have any questions or want to file a complaint about the research you may contact: 

 

Contact information organization Contact for Ethics Committee 
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m.fix@student.kit.nl 

 

Sandra Alba 

s.alba@kit.nl 
 

 

Annex 7: Informed consent form health professionals 
Informed consent form for health professionals 
 
Hello, my name is Maria Fix, and I am a master student at KIT Royal Tropical Institute. For my 
Master thesis I am working on a study on the role of Health professionals in monitoring and 
implementing the Right to Health. If you agree to participate, I hope that the information you 
provide will help not only my thesis but also helping to create recommendations for further studies 
regarding this topic. The study takes place between May and July 2023. 
 
Procedures including confidentiality 
If you agree to participate in this study, you will be interviewed about your position and 
responsibilities within your organization and regarding the Right to Health, how you see the role of 
health professionals within your organization regarding the same and what could be done to 
improve the current situation. You can express your honest opinion freely in this interview. The 
questions are designed to give you the possibility to openly share your perspectives, but also give 
you and me both the possibility to ask more detailed questions if anything is unclear. 
The interview will take place remotely via Zoom or Teams, will only have yourself and myself as the 
interviewer participating and will last about 30 to 45 minutes. 
To ensure data collection, the answers you provide will be audio recorded with your consent. If you 
don’t consent to audio recording, written notes will be taken. Everything that will be said and 
written down will be kept strictly confidential. Your name will not be recorded or written down; no 
personal identifying information will be collected. All anonymous information will be kept in a 
secured locked cabinet and only myself and my tutors will have access to the anonymous 
information. The recorded files will be transcribed, and the original audio recording deleted after. 
All the data collected will be analysed and deleted six months after completion of the study. 
 
In publications, the findings will focus on the role of health professionals in general and not on 
your particular answers, to ensure confidentiality. 
 
Risk, discomforts and right to withdraw 
After having agreed to participate in the interview, you are still free to refuse to answer any 
question that makes you uncomfortable and it will not have any consequences on you or your 
organization. You can also withdraw from this study at any time.  
 
Benefits 
This study may not help you directly, but the results will help future studies to improve the 
assessment and implementation of the Right to Health in various healthcare settings. 
They are no reimbursements or compensations for participating in this study. 
 
Sharing the results 
After the study is completed, I will share the result in my completed thesis, the IFHHRO (a medical 
human rights network) and at a global Health congress in the Netherlands at the European 
Congress on Tropical Medicine and International Health (ECTMIH 2023). If you would like to receive 
a copy of the report, please let me know and I will make this possible. 
 
Consent and contact 
Do you have any questions that you would like to ask?  
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Are there any things you would like me to explain again or say more about?  
Do you agree to participate in the interview? 
 
DECLARATION:  TO BE SIGNED BY THE RESPONDENT 

Agreement respondent 

The purpose of the interview was explained to me and I agree to be interviewed ………………………….. 

(name of person). 

 

___________________________________________________________________ 

Signed                                                Date 

 

WITNESS SIGNATURE 

 

 

________________________________________________ 

Signed     Date 

          

 

If you have any questions or want to file a complaint about the research you may contact: 

Contact information organization 

m.fix@student.kit.nl 

mariafix29@gmail.com 

 

Contact for Ethics Committee 

Sandra Alba 

s.alba@kit.nl 
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