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       Abstract: 

Background: Environmental and Occupational Health (EOH) is a major contributor to global 

Burden of Diseases (BoD). State Parties (SPs) to the International Covenant on Economic, Social 

and Cultural Rights (ICESCR) are obligated to implement the Right to Health (RtH); which 

includes improving environmental and industrial hygiene, prevention, treatment and control of 

epidemic and occupational disease etc. Research shows that Noncommunicable diseases (NCDs) 

owing to EOH, and associated risk factors are the leading cause of death globally. Yet, ICESCR 

has a Committee on Economic, Social and Cultural Rights (CESCR) responsible for monitoring 

the implementation of the RtH. Also, Civil Society Organizations (CSO)’s role, acting as 

watchdogs, is to ensure that SPs comply with their obligation to realise the RtH. So far, little is 

known whether SPs, CESCR and CSOs are paying attention to EOH factors as one of conditions 

necessary for the realisation of the RtH. The purpose of this study is to investigate whether and 

how attention is given to EOH issues in implementing the RtH 

Methods: A mixed method study design was used for this study. From State Parties (SPs) to the 

Convention, stratified random sampling was used to select 3 countries per each World Health 

Organisation (WHO) epidemiological region (N=18). For each country, we collected State Party 

(SP) reports, Concluding Observations (CO), and CSO reports published on UN OHCHR website 

between 2009 and 2018. Data was analysed using word frequency and thematic analysis for SPs 

(n=21), COs (n=18) and CSOs (n=22) reports, in total 61 reports.  

Results: The attention given to EOH issues is limited. Where EOH factors were given attention, 

either the CESCR failed to adequately acknowledge their importance in the realisation of the RtH 

leading to the SPs reducing their focus and failing to report on EOH issues in their follow-up 

reports. Alternatively, the SP and CESCR did not follow through on issues previously raised 

leaving these concerns unaddressed. SPs appear to have no one to hold them accountable for RtH 

rights since neither CSOs nor the CSECR were effectively doing so.  

Conclusions:  Addressing EOH health risks is required of governments to protect, fulfil, and 

respect the RtH. In this study, a minority of SPs addressed EOH. In addition, those who addressed 

EOH have largely focused on addressing consequences of rather than preventing the EOH burden. 

There is an urgent need for governments to address the root causes of failure to provide the 

conditions necessary for realisation of RtH – and specifically EOH factors - within the UN system. 

Further work needs to be done by the CESCR in strict monitoring of SPs’ obligations in terms of 

EOH factors as described in its General Comment 14 (GC 14). 

Keywords: Environment, occupational health, working conditions, State Parties, CESCR and 

Right to Health.  
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been formatted according to International Journal of Environmental Research and Public Health 
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discussion, recommendations, and a conclusion is discussed in detail.  

Part C: Presents all supplementary materials relevant to the study as an appendix section in Part 
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referencing style has been used throughout this thesis in accordance with the author submission 
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PART A:  PROTOCOL 

Monitoring occupational and environmental health as part of the right to the highest attainable 

standard of health. 

Introduction 

Human rights are defined as rights to which everyone is equally entitled to, without discrimination and 

inherent to all human beings (1). There are two types of these rights, Civil Political Rights (CPR) and 

Economic, Social and Cultural Rights (ECSR). Firstly, CPR limit government interference with 

people’s daily activities and private life. These include the right to life, dignity and respect, privacy, 

confidentiality, freedom of speech, fair and hearing in court. Secondly, ESCR, the departure point of 

this study, protect and guarantee basic needs necessary for dignified human life - for example, the 

Right to Health (RtH), work, housing, water, food, education, social protection, and an environment 

that is free from harm regardless of sex, nationality, race, language, ethnicity, or religion. These rights 

are all equally important, however “protecting the RtH means upholding other human rights” (2). 

Besides, health is a fundamental human right and is vital for the exercise of other human rights.  

Health being a fundamental human right, is recognised in International Human Rights Law (IHRL), 

regional human rights instruments such as the African Charter on Human and Peoples’ Rights and in 

approximately 115 domestic constitutions (3). However, the RtH is mainly provisioned and legally 

protected for, in the International Covenant of Economic, Social and Cultural Rights Convention 

(ICESCR). Under ICESCR, the RtH appears to be widely encompassed either directly or indirectly 

within other rights because the right is not only confined to health care but extends to social 

determinants of health that affects the physical, mental and social wellbeing of a person (4).  

World Health Organisation(WHO) defined health as not only the absence of disease or infirmity but a 

state of complete physical, mental and social wellbeing (4). In ICESCR (Article.12), health is not 

limited to WHO’s definition, rather the Convention considers biological and socio-economic 

preconditions of an individual. Comprehended from a human rights perspective, ICESCR defines 

health as a human right that everyone should enjoy in highest attainable standard of physical and 

mental health (5). In addition, the Convention have a designated Committee called the Committee on 

Economic Social and Cultural Rights (CESCR). This Committee further provides a more detailed 

description of the conditions or provisions necessary for the RtH to be fully achieved as per 

Conventions’ definition through what is called General Comment 14 (GC14) (6). GC14 is ICESCR’s 

methods of work and interpretation of the RtH as defined in Article 12 of the Convention together 

with clarity on provisions and implementing approaches that comes with this specific right. Having to 

see that within GC14’s provisions and ICESCR definition of the RtH, mostly discussed are 

Environmental and Occupational Health (EOH) conditions either directly or indirectly required for full 
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realisation of this right (6), this shows how they are crucial not only within the human rights 

framework, but in public health.  

Therefore, investigating how EOH issues are tackled under ICESCR is crucial in bringing new 

evidence and “missing” link that bridges the RtH and public health to provide practical and sustainable 

solutions to problems that are affecting people’s health and growing global Burden of Diseases (BoD) 

attributable to EOH. To do this, the study will be divided in two main sections, Section I being a 

background and rationale of the problem. This will include a brief discussion on what ICESCR is, 

EOH provisions outlined in the Covenant and States’ legal obligations in relation to the RtH as per GC 

14. The section will be concluded with main reasons why EOH issues are crucial in realisation of the 

RtH as per ICESCR’s provisions. Section II will be a literature review discussion which involves 

critically analysing different existing literature that speaks to EOH issues as a way of highlighting 

gaps that exist or require further research.  

In addition, as part of the review, also how these EOH issues are addressed either by States who are 

members of the ICESCR (State Parties (SPs), the Civil Society Organisations (CSO’s) and the 

Committee (CESCR) is also going to be discussed. This will be done in 3 segments, first by focusing 

on EOH BoD, secondly, a briefly discussion on the RtH as provisioned in other existing Conventions 

or international instruments and domestic Constitutions. The main discussion, however, will focus 

more on shedding light on the RtH as per ICESCR and CESCR GC14 interpretations. This will 

include an in-depth discussion on provisions and interpretations that directly talks about EOH issues, 

the impact these issues have on health and realisation of the RtH. This will be followed by a review 

and critical analysis of the benefits or potential opportunities that are brought by CESCR’s role in 

realisation of health as a human right from EOH focus point together with guidelines that exist on 

violations of the RtH. To follow will be a description of methods that will be utilised in conducting the 

entire study and lastly a conclusion that summarises the main ideas raised in the study. 

Background and Context 

ICESCR and ratification of the Covenant 

To date, 170 States have ratified the Covenant comprising of 31 articles spread in between Part I to 

Part V (7).  In ratifying the Covenant, Part V of the Covenant states that governments or States agree 

to recognise the inherent dignity of human rights. However, for them to become a party and commit 

themselves to the Covenant’s provisions, governments are subject and required to sign and ratify the 

Covenant (8). In ratifying the Covenant, States are required to deposit their instruments of ratification 

with the Secretary-General of the United Nations. Following which, the Secretary-General of the 

United Nations shall inform all States which have signed and deposited their instrument of ratification 

to the Covenant which come into effect 3 months after the date of the deposit of the thirty-fifth 

instrument of ratification as indicated in Article 28 of the Covenant (5). This will mean that these 
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governments are now State Parties (SPs) to the Covenant, legally bind and committed to create 

conditions that enable their population to enjoy the RtH.  

ICESCR on EOH in realisation of the RtH 

Table 1: ICESCR articles that address EOH factors (5). 

Provision Content 

Article 7 The SPs to the present Covenant recognize the right of everyone to the enjoyment of just and 

favourable conditions of work which ensure, in particular. 

(b) Safe and healthy working conditions 

 

Article 11 

1. The SPs to the present Covenant recognise the right of everyone to an adequate standard of 

living for himself and his family, including adequate food, clothing, and housing, and to the 

continuous improvement of living conditions.  

2. The SPs to the present Covenant, recognising the fundamental right of everyone to be free 

from hunger, shall take, individually and through international co-operation, the measures, 

including specific programmes, which are needed. 

(a) To improve methods of production, conservation, and distribution of food by making full use 

of technical and scientific knowledge, by disseminating knowledge of the principles of 

nutrition and by developing or reforming agrarian systems in such a way as to achieve the 

most efficient development and utilisation of natural resources 

Article 12 

 

1. The SPs to the present Covenant recognise the right of everyone to the enjoyment of the highest 

attainable standard of physical and mental health. 

2. The steps to be taken by the SPs to the present Covenant to achieve the full realisation of this right 

shall include those necessary for: 

   (b) The improvement of all aspects of environmental and industrial hygiene. 

   (c) The prevention, treatment and control of epidemic, endemic, occupational and other diseases; 

Article 25 

 

Nothing in the present Covenant shall be interpreted as impairing the inherent right of all peoples to 

enjoy and fully utilise, freely their natural wealth and resources. 

 

The ICESCR includes the right to enjoy the highest attainable standard of physical and mental health 

in Article 12 (5) This right is also linked to Article 11 (adequate standard of living, nutritious food, 

clothing and housing), Article 15 (participation in cultural life) and Article 13 (education for 

everyone) are all conditions necessary for realisation of the RtH (2). However, the Covenant in Article 

12 firstly, provides for the improvement of all aspects of environmental and industrial hygiene as a 

means to realise the RtH (5). Secondly, the prevention, treatment and control of epidemic, endemic, 

occupational and other diseases. Thirdly, governments as SPs to ICESCR have the responsibility and 

obligation to take steps necessary for improvement of all aspects of environmental and industrial 
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hygiene to ensure that people enjoy the highest attainable standard of physical and mental health (7). 

SPs therefore should demonstrate and justify the manner in which they are meeting their obligations as 

described in ICESCR and after ratifying the Covenant(ICESCR) (7,9,10). 

As such, in International Human Rights Law (IHRL), the government in principle is a duty bearer 

while people or the general population are right holders (10). This means that, under ICESCR, the 

government herein referred to as the State has a responsibility to meet set obligations required to the 

realise the RtH. These obligations are to respect, protect and fulfil human rights (1). This means that 

the State should not interfere with enjoyment of this right (Respect), but rather has a duty to defend 

people’s rights and from interference by third parties (Protect) and take active steps to provide the 

rights for people (Fulfil) (1). These obligations in relation to the RtH will be explained later in the 

study. 

To monitor whether states who have ratified the Covenant (SPs) are living up to their commitments as 

discussed above, a Committee responsible for overseeing the Covenant was established in 1985 under 

United Nations Economic and Social Council (ECOSOC) Resolution 1985/17 (11). The resolution 

identifies the "Committee on Economic, Social and Cultural Rights" (hereinafter referred to as "the 

Committee"), as responsible for overseeing Sates implementation of the ICESCR (11) . Since ICESCR 

Part IV, article 21 and 22 places this responsibility on the Council, the Committee was therefore 

established to help carry out functions listed in these responsibilities (11,12).  

Committee on Economic, Social and Cultural Rights (CESCR) 

In carrying out their obligations, SPs are required to submit reports to the CESCR on how they are 

implementing the rights outlined in the Covenant. State reports are first submitted within 2 years of 

ratifying the Covenant and then every 5 years thereafter (12). This is a requirement for SPs as 

stipulated in Article 16 of the Covenant to provide a report detailing how the rights in the Covenant 

are being implemented and to describe progress which has been made thereof (12). The CESCR, made 

by a team of 18 highly skilled independent experts in the field of human rights, then receives and 

analyse these reports to see what governments are doing as per their obligations. After examining and 

reviewing these reports, having picked up issues which governments might not have addressed fully or 

overlooked completely, they issue comments and recommendations in form of Concluding 

Observations(COs) (12). The purpose of recommendations is to bring important issues and concerns 

raised in the reports to SPs’ attention. These are human rights issues which SPs might not be doing 

well or have not acted upon on and should start acting on them for improvement (6,12).  

Issues identified in the COs which are not fully addressed or were not acted upon are then followed up 

in subsequent reports submitted by governments (12).  However, previous reports will be used as a 

point of reference for follow-up in these subsequent reports which mainly serve a purpose of 

indicating corrective measures taken in response to the initial observations. Any concerns and 
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comments raised will then be addressed by the CESCR and responsible SP in a manner that meets the 

requirements of the Covenant and conditions interpreted in General Comment 14 (GC 14) (6,12). 

General Comment 14: Interpretation of RtH 

The CESCR has a responsibility to publish the interpretation of the provisions of the Covenant 

respective human rights treaty in form of “General Comments” or “general recommendations” (9,12). 

Thus, for realisation of RtH, GC 14 as mentioned earlier, serves that purpose to fully explain the 

normative content of what health entails and conditions necessary for realisation as per ICESCR. In 

respect to ICESCR’s interpreted provisions of health as a human right GC14, describe RtH not only as 

timely and appropriate health care but also underlying determinants of health which EOH issues 

dominates the list. These include access to safe and portable water, adequate sanitation and supply of 

food, nutrition, housing, as part of healthy occupational and environmental conditions (6).  

Furthermore, GC 14 states that, causes of health hazards inherent in the working environment should 

be minimised by taking steps to prevent and reduce people’s exposure to harmful substances that 

affects human health such as radiation, chemicals or any harmful environmental conditions (6). Under 

this Comment (GC14), SPs are required to formulate coherent policies and take preventive measures 

on health and occupational safety. In addition, Grover (13) stipulates that not only should SPs 

formulate environmental and occupational policies but should monitor and evaluate them. Monitoring 

and evaluating these policies will therefore enable the SPs to see whether the formulated policies are 

facilitating easy access and availability of occupational health services by workers. Moreover, this is 

also necessary to ensure that EOH policies are updated time to time to address challenges posed by 

emerging technologies at workplace and the impact on the environment (13).  

Based on this background, the hypothesis is that neither SPs nor CESCR pay close attention to EOH 

health issues. This study therefore will investigate the extent to which EOH issues are addressed 

within the UN system under ICESCR and as per CECSR and GC 14 interpretations. Reports submitted 

by SPs in the beginning of the study will be analysed to find out if they (SPs) are giving attention to 

EOH conditions when reporting steps taken in implementation of the RtH. If not, Concluding 

Observations (COs) provided for SPs as comments for the initial SPs are analysed to see if CESCR is 

raising concerns on EOH issues that might have been addressed in the SP reports. Thirdly, subsequent 

SP reports will be examined to identify if EOH related recommendations by CESCR have been 

provided for as a remedial action. Lastly CSO reports will also be analysed to establish whether they 

(CSOs), acting as watchdogs of SPs submissions to CESCR are recognising EOH issues as one crucial 

aspect in realisation of RtH as per GC 14 and Article 12 of the Covenant. 

Aim  

To describe the attention paid by the UN Committee on Economic, Social and Cultural Rights in 

regard to EOH in countries reporting under the ICESCR. 
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Research Questions 

Does the UN CESCR respond or attend to environmental and occupational health issues from different 

SPs submissions in relation to assessing progress under article 12 of the Covenant? 

Is there any evidence that governments are implementing recommendations made by the committee in 

follow-up reports they submit?  

Objectives 

1. To describe the extent to which countries’ reports submitted to the Committee pay attention to 

EOH. 

2. To investigate whether the recommendations made by the committee (a) pay attention to EOH 

and; 

3. To investigate whether subsequent reports by States and subsequent recommendations by the 

Committee address any EOH issues identified in earlier reports. 

4. To investigate whether any civil society reports submitted to the Committee pay attention to 

EOH issues. 

Literature Review 

Section I 

Environmental and Occupational Health Burden of Disease  

In order to understand why EOH factors are relevant in realising RtH, it is necessary to understand the 

environmental and occupational Burden of Disease (BoD) globally. This will provide evidence to 

justify why EOH issues are crucial for the realisation of RtH as a human right.  

a) Non-Communicable Diseases (NCD’s) 

Different researchers have presented definitive evidence pointing to EOH  risks directly linked to 

different NCD illnesses (14–16). Recently, WHO (17) published a report stating that NCDs are now 

one of the leading causes of premature deaths and illnesses globally citing EOH factors as the main 

contributing factors behind these deaths and illnesses. Of all deaths in 2012, 23% deaths or 12, 6 

million deaths are said to be linked to unhealthy environments (17). Out of these deaths, an estimated 

two thirds are due to NCDs (17).  Developing from this report estimates, Frumkin and Haines (14) 

states that there was a sharp rise in NCD deaths from 23% in 2012 to 70% in 2019. Additionally, from 

the same findings by Frumkin and Haines (14), chronic NCD illnesses such as lung cancer, respiratory 

and cardiovascular diseases are said to be causing more than 38 million deaths every year which is 

said to be 70% of all global deaths. This is a clear proof that EOH factors are crucial in reducing the 

burden of illnesses and premature deaths.  

Furthermore, several researchers (15,18,19) indicated that work related illnesses and occupational 

injuries attribute to approximately 5– 7% of deaths in developed countries. In addition, the estimates 

of occupational deaths caused by occupational related illnesses approximated to 2 million out of the 
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annually recorded 2.3 million in 2012 (15,19). The problem was and is still likely to be far worse than 

the stated figures since the collection, quality and availability of data has been identified to be a 

challenge in obtaining correct estimates as argued by Takala and Rushton (15,19). Moreover, the 

higher exposure risk that workers working in environments where there are directly exposed to 

hazardous chemicals and risky working conditions compared to the general population holding other 

factors constant. Yet, despite this higher risk workers have, Lele’s (20) research findings shows that 

that only few workers have access to occupational health services, safe working methods, first aid and 

Occupational Health and Safety(OHS) training that can help prevent occupational risks. 

Contributing to these challenges is a lack of clear definition of what can be categorised as an 

occupational illness and decent work (15,16,21). Yet, these are essential terms in giving clear guidance 

on what occupational health services and safe working conditions are (20). Besides, if prevention of 

occupational hazards is not considered part of what needs to be addressed when “decent work” is 

provided for as described by ILO (21), workers’ RtH are therefore being violated. In addition, working 

in an environment with exposure to toxic hazards increase the risk for various occupational related 

chronic illnesses(15). For example, in an earlier study, Knight (22) showed an increase in silicosis 

prevalence of up to 15 % in black miners at a gold mine in Free State province, in the 1980’s due to 

crystalline silica dust exposure. A similar observation was recorded from former South African and 

migrant gold miners from Botswana and Lesotho in early 90’s showing 22 to 36 % silicosis prevalence 

followed by 18.3 to 19.9 % silicosis prevalence in the year 2000 in a group of miners from different 

gold mine companies (23). High prevalence of such illnesses (silicosis) is rarely found in non-

occupational settings, rather this is evidence that the environment and occupations these workers are 

exposed is the main contributing factor.  Therefore, not giving EOH factors adequate, same, or more 

attention to what is given to other factors is an obstacle in realisation of the RtH amongst the working 

population.  

Despite occupational hazard risks, working population are most likely to be at a higher risk of severe 

health outcomes if infected by unrelated illnesses or “opportunistic diseases”. For example, a recent 

research (24,25) shows a high proportion of a global SARS-CoV-2 infections in patients with 

increased air pollution exposures and history of cardiopulmonary toxicants in their workplace. In 

addition, the studies also showed that, not only are they(workers) at a higher risk of infection with 

SARS-CoV-2 but the infection is severe compared to patients with no history of  the said exposures 

(air pollution and cardiopulmonary toxicants) (24,25). This shows how almost each health problem 

experienced in recent years has an element of EOH risk. Moreover, with climate change, a 

consequence of neglecting EOH factors being undeniably evident (26), treating these issues as “less” 

important in tackling health related matters is misguided and could have far reaching consequences.  

b) Climate Change 
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Air pollution is one of the highest environmental health risk factors that has contributed to the increase 

of NCDs Global BoD (17,27,28). As result, more than 7 million deaths per year are due to exposure to 

polluted air, both indoor and outdoor, which is a major risk factor for NCDs (17). The initial focus on 

individual risk factors such as unhealthy diets or alcohol abuse therefore, when RtH is being discussed 

has shifted to a more public health orientation because of the nature of exposures that are now more 

centred on the environment (17,29,30). This is because, air pollution leads to poor air quality which 

the public or entire community will be exposed to regardless of individual lifestyle or choices (26).  

Landrigan and colleagues’ (29) states that anthropogenic causes; human activities that include burning 

of fossil fuels such as coal, oil in manufacturing industries or fuel used in transport systems are the 

major contributors of air pollution. Emissions from these activities result in changes to the climate 

either by increasing weather temperatures (ozone) or decreasing due to different components of 

Particulate Matter (PM) in the atmosphere (29).  

Climate change leads to extreme weather conditions such as flooding, drought, and veld fires (26). 

These extreme weather conditions pose health risks to individuals and is a threat to public health. For 

instance, flooding promote allergen growth that can either cause or worsen asthma, allergic disorders 

and other respiratory illnesses to those exposed (14). Supporting this assertion, Perkison’s (30) 

research reported a positive correlation between a prolonged exposure to extreme weather conditions 

and the increase in incidence of cardiovascular and respiratory illnesses and premature death. Besides 

these illnesses, severe weather conditions such as drought have a negative impact on agricultural 

production resulting in shortage of food supply also leading to accessibility, acceptability, quality, 

availability of food and nutrition problems (31).  

Therefore, despite experiencing these negative impacts of climate change impacts which research (29) 

has provided evidence that they are due to anthropogenic causes, ignoring environmental factors in the 

process of urbanisation is likely to have a ripple effect on both the climate and health; This, 

considering, the unsustainable nature of urbanisation and economic development processes which 

‘majority’ of governments support, or favour at the expense environmental wellbeing (32). For 

example, opting to make funding available for coal mining to generate electricity compared to 

renewable (solar) energy (31). Hence, a rapid increase in uncontrolled emission of toxic gases in the 

air, land and water resources, leading to climate change conditions that adversely impact human health 

(29,32).  

c) Economic Development  

Environmental and Occupational related BoD impacts adversely on economic development, which in 

itself is one of the conditions necessary for the RtH to be fully realised (6). Rushton (15) in his 

research indicated that occupation-related diseases do not only affect one’s health but have a wider 

impact on the economy. Yet, there is still evidence (33) that the same government(s) disregard the 

threat EOH factors pose to the realisation of the RtH to its highest attainable standard. An example, is 
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a decision by US government opting out of Paris Agreement in 2019, citing the financial burden that 

comes with compliance to the Agreement (34). This, despite the potential cost-saving and benefits, 

signing the Agreement offers to US economy in the long run. For instance, Frumkin and Haines (14) 

shows that climate change costs more than $400 billion to the US.  This is a cost that is of significance 

and could have been potentially lessened if the government had long enough continued being 

committed to international climate change Conventions such as this Paris Agreement; A global 

Climate Change protocol aimed at committing countries to reduce rising global temperature under 2 

degrees Celsius and further to 1.5 (27). 

Furthermore, in the process of economic development, climate change conditions and other EOH 

impacts are said to be worsened by global industrialisation (23). In developed countries, ILO 

report(35) shows that rapid global industrialisation has led to an increase in EOH related illnesses and 

deaths, despite technologies to minimise hazardous exposure to toxic chemical at workplaces in these 

countries.  The report’s prediction was that deaths resulting from occupationally related illness will 

potentially be doubled by 2020 as a result of increase in exposure to toxic chemicals (35). This 

prediction has proved to be valid based on 2019 XXI World Congress on Safety and Health at Work in 

Singapore report (36) which noted EOH health burden estimates were estimated 2,78 million people 

every year more than double of 1999 as predicted by ILO 10 years earlier. How EOH issues are linked 

to health and RtH thereof is illustrated Figure 1 of Appendix 1. Showing how these factors are linked 

through different routes of exposure to human health is important to understand EOH’s role in 

realisation of RtH.  

Section II 

The right to health in other Human Rights Conventions/Instruments 

Besides the ICESCR Convention mentioned earlier in the study, there are several other conventions 

that deals with EOH and how in this regard, health as a human right can be realised. Consideration of 

these conventions and international instruments implies that, SP reporting to CESCR is also meeting 

their obligations to provide for the same EOH conditions under different conventions necessary for 

realisation of several human rights. These include, firstly, the UN Convention on the Rights of the 

Child (CRC) (37) that outlines conditions in which states should take into consideration the dangers 

and risks of environmental pollution in combating illnesses and malnutrition and access to primary 

health care in children. Secondly, the General Assembly resolution 45/94 on the need to ensure a 

healthy environment for the well-being of individuals (38). Thirdly, the ILO Convention No. 155, art. 

4.2 and its International Labour Standards on Occupational Safety and Health among others (39).  

Still, on a regional level, Conventions such as the African Charter on Human and Peoples’ Rights of 

1981 (art. 16) as discussed earlier also addresses the RtH (40). The European Social Charter of 1961 

revised in (art. 11) which among others talks about the EOH, “right to just conditions of work,” and 

“all workers have the right to safe and healthy working conditions,” (40,41).  Then the Additional 
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Protocol to the American Convention on Human Rights in the Area of Economic, Social and Cultural 

Rights of 1988 (art. 10) (42). In this Protocol, RtH has been viewed in the context of recognition of 

health as public good through aspect of Primary Health Care (PHC), poverty, occupational health and 

prevention of illness among others (42).  

Furthermore, among several others, the Vienna Declaration and Programme of Action of 1993, San 

Salvador Protocol to the American Convention on Human Rights, all which recognises RtH at regional 

level (42) and more likely in line with GC 14 provisions. Furthermore, since the adoption of GC 14, a 

Special Rapporteur on the right to the highest attainable standard of health was appointed by UN in 

2002 (43). The purpose of the Special Rapporteur was to help States promote and protect the RtH in a 

highest attainable standard including identification of good practices for this right’s operationalisation 

(43). In addition, there are 8 Special Rapporteur directly relevant to EOH, published as “Resolutions 

of the Human Rights Council” from 2008 to 2020. These include;  

i. The adverse effects of the movement and dumping of toxic and dangerous products and 

wastes on the enjoyment of human rights (44). 

ii.  Mandate of the Special Rapporteur on the adverse effects of the movement and dumping of 

toxic and dangerous products and wastes on the enjoyment of human rights (6 of them) (44). 

iii. Protection of the rights of workers exposed to hazardous substances and wastes (44).  

Their main mandate is firstly focused on the implications for human rights of the environmentally 

sound management and disposal of hazardous substances and waste. Secondly, in helping States, 

businesses and other stakeholders adopt solutions that prevent the exposure of people to harmful toxic 

waste or substances without their prior informed consent. Thirdly to protect workers on occupation 

hazard exposure (44).  

Legal Obligation of governments in relation to ICESCR 

a) The obligation for governments to respect 

CECSR GC 14 (para 33) (6) refers to States or governments’ obligation to respect, meaning that they 

must refrain from passing laws or adopting any programs that might violate human rights. In the 

context of EOH and  RtH as per ICESCR and GC 14 para 36, governments should, for example, 

refrain from unlawfully polluting  the environment that is air, water, and soil (6,45). This means that 

any such polluting industrial  activity approved or owned by the government is a failure to fullfill this 

obligation (46).  

Additionally GC 14, (para 36) (6) also requires States to adopt measures against environmental and 

occupational health hazards. In respecting this obligation, States should reduce and eliminate pollution 

involving air, water, and soil. These should be accompanied by corresponding policies aimed at 

reducing and eliminating EOH hazards at all levels (international, regional, country) (33). For 
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example, formulating policies, laws, standards and regulations that protect workers' health and the 

environment in national constitutions (16,33). Policies should also include the provision of public 

environmental health education, awareness-raising, allow consultation and public participation. In the 

adoption of these policies and decisions, legislation that also facilitates remedies relating to 

environmental grievances should be included too (33).  

Benefits of consultation, education, legalisation to enforce EOH policies have been evidenced in the 

European region. In the European region, a report by UN Economic Commission for Europe (ECE) 

(47) documented how SPs from countries such as Bulgaria, the Czech Republic, Denmark, Finland, 

Germany, Netherlands, Slovakia, have formulated, consulted and implemented policies towards 

reduction of sulphur dioxide emissions. These are ICESCR SPs parties and has shown to have 

contributed to the achievement of a 50% reduction in emissions of sulphur dioxide (47). However, this 

was not as smooth as with similar UK government’s Clean Air Strategy. In a Lancet report (48), the 

implemented environmental health policies failed to yield similar success as that achieved by the ECE, 

citing inadequate funding and political power dynamics. This shows how, if coherent policies both on 

environment and occupational health are not in place, then the obligation to respect RtH in this regard 

might be difficult. Regardless, regulations on third parties may be in place but still, the government 

itself may be directly involved in activities that violates peoples’s rights through their economic 

activies such as coal mining  in providing electricity through State owned enteprises (49). For 

example, in the South African context, the government has granted licensing authority to Eskom a 

State-Owned Enterprise permission to exceed the country’s own emission standards (50). This shows a 

failure of the South African government, on the obligation to respect since this decision violates 

health-based standards and or the RtH at large.  

Nonetheless, EOH factors are not only addressed by the obligation that requires the government to 

respect RtH but to protect and fulfilling them too. 

b) Obligation to Protect. 

Secondly, the government has an obligation to protect individuals’ rights from third parties violating  

their rights (1). For example, by regulating private entities such as medical aid companies who provide 

essential services needed for the realisation of the right of acess to  health care. However, as health is 

not only realised through clinical means, underlying conditions that exist in the environment in which 

people live  should be adressed too (6). Also, as Chapman (45) points out, these conditions covers a 

broad range of environmental, legal, and social determinants of health. Thus, States, through 

environmental health regulations, should protect  their population from industrial pollutants  and their 

effects on health by preventing or regulating hazardous emissions from industrial plants (45,51). In 

addition, these industrial plants should be regulated or monitored for occupational health issues. These 

include existing labour guidelines and standards to protect working population’s rights from abuse by 

employers and access of occupational health services (13,16).   
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Besides the effects these industries’ activities have on the environment, the local communities or those 

within close proximity to the industrial plants are likely to bear the burden beyond pollution. 

Disregarding EOH factors reduces the opportunities of local communities’ opportunity to benefit from 

their land of occupation through sustainable livelihoods activities, which adds important concerns 

related to vulnerability and environmental injustice issues (52). Frumkin’s definition of environmental 

injustice encompasses the exposure to hazardous environment risks and their disproportionate impacts 

on poor people and communities (14). The effects of environmental injustice are said to have 

implications that goes beyond hazardous environmental exposures which include disparities in social 

determinants of health and access to environmental resources (14,52). Hence for full realisation of the 

RtH, the ICESCR and CESCR’s has obliged SP’s to protect vulnerable cummunity members from 

health related descrimintion as a requirement (5,6). For example, the government is obliged to adopt 

low cost targeted programs for rehabilitation and cannot fall back on claiming that there are no funds 

for this purpose in disused mines, whether they pose a risk to local communities or not (6). Yet despite 

this obligation, disused mines are left unhabilitated in several countries, despite their governments 

being SP’s of ICESCR (8,45).  

Furrthermore, London and collegues (52), argues for environmental injustice, saying that often this 

contributes to differential attainment of health if unadressed. In support of this, they further gave an 

example in which toxic waste sites in poor communities of minority groups who are politically 

powerless leads to differential distribution of environmental harzards and vulnerability. This is evident 

in the Xolobeni community in South Africa where a foreign mining company planned to mine the 

local sand dunes for titanium but was opposed by the local community (53). The Xolobeni Community  

is made up of minority and vulnerable groups of South African citizens who had to turn to the courts 

in 2018 to force the government to ensure their rights are protected by opposing a mining project 

planned to take place on their ancestral lands. The project had its mining right application first 

confirmed by Department of Minerals and Energy (DME) in 2007 (53). In this scenario, this is 

environmental injustice which potentially would have resulted in differential realisation of health had 

the project continued (52). Firsty, because Xolobeni communities residing on the land, the proposed 

mining was going to take place would have possibly been evicted from their land or displaced. 

Secondly, and lastly, Xolobeni communities working in the mining projects would have been exposed 

to occupational hazards while working in the mines while the community within the proximity of the 

mine, would been exposed to air, water and land pollution caused by mining activities (20). Would 

this been the case, the South African government as ICESCR SP, would have failed to respect and 

protect RtH of the people of Xolobeni and shown a disregard of EOH (52,54).  

c) The obligation to fulfil. 

GC 14 (para 33) (6), states that governments have an obligation to fulfil  the right to full realisation of 

RtH by adopting appropriate legislative, administrative, budgetary, judicial, promotional and other 
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necessary measures. In this regard therefore, States are required to formulate, invest and implement 

national health policies towards realising RtH (2,5,6). In addition, States should not only stop at  

regulating  privately owned health acess but should also establish infrastructure to ensure easy access 

to those publicly available health services and care to fullfill RtH (2,6). For instance, by establishing 

universal vaccination campaigns for children against malaria such as that of Malawi, Ghana and 

Kenya which started in 2018 using a phased in approach in facilitating the enjoyment of RtH (55). 

Despite the easy access of vaccinations made through such approach (phased in approached), a more 

immediate approach capable of producing lasting tangible progress, while covering a wider sphere in 

improving availability, acceptability, and quality of health care, need to be considered. For example, 

through Universal Health Coverage (UHC), a Primary Health Care (PHC) approach that would ensure 

quality health care for all individuals and communities without suffering financial hardship (56). 

Moreover, the foundations and opportunities that were first created by the adoption of PHC back in 

1978 at Alma Ata Conference stressing equitable coverage and aiming to achieve health for all by year 

2000 (57). This would also ensure, progressive realisation of RtH beyond achieving the minimum 

essential services; That is  moving beyond the minimum levels of health service provision by utilising 

maximum of SPs  available resources (7).  

Nevertheless, Ooms and colleagues (58) argue that interpretation of CESCR regarding core 

obligations of the States is significantly inadequate under RtH and provisions that CESCR has for 

Universal Health Coverage (UHC) in providing essential primary health care. Therefore, since GC 14 

did not make clear interpretation on UHC as a requirement for primary health care and failed to offer 

clear or sufficient guidance beyond essential medicines (58), a question on how SPs are meeting the 

core obligation to fulfil RtH in this regard is questionable. This, considering clear evidence that UHC 

is consistent in provision of essential primary health care as one of SPs’ core obligation under 

ICESCR (58). In this regard, SPs providing PHC without taking consideration of quality and 

affordability or cost of such services and medicines could be violating the RtH.  

More directly on EOH issues, in an earlier study, WHO (59) had also brought a similar argument to 

the one above, in which issues of work and healthy environments are widely discussed on their link to 

the RtH, with  no clear guidance on how these should be achieved.  Yet with an overly vague and 

broad definition of what healthy environments are, it might be therefore difficult to adequately address 

EOH factors as ICESCR requires. Notwithstanding the adoption of GC 14 in 2000, 6 years earlier, 

with interpretations of RtH and description of EOH conditions necessary for its realisation which 

should have provided the much needed and detailed definitions (6,56). This has led to “little being 

known and ill-defined,” with no clear norms identifying corresponding duties and subsequent 

violations not only in the right to a healthy environment but RtH too (45,56,59). Yet, with these 

concerns at hand, the question of how the CESCR is overseeing or supposed to oversee 

implementation of the RtH under ICESCR by SPs remain unanswered.  



                                                                                                                                                                                           

 

14 | P a g e  

 

In addition, inadequate or lack of clear definition of what EOH issues entails in that regard may also 

mean that the CESCR might not be able to identify and follow-up on these issues effectively. How, 

CESCR has been able to provide comments or corrective measures in their CO reports regarding a 

healthy environment and work is also therefore unknown. If what is meant by EOH related elements 

of RtH under ICESCR is unclear (59,60), then it is important to examine how the CESCR addresses 

EOH in review of country reports and recommendations. 

Furthermore, in the context of EOH,  governments should  minimize the risk of occupational accidents 

and illnesses by formulating, implementing and periodically reviewing  national policies on 

occupational and health services (6,13). Therefore these policies should aim promote safe working 

conditions for all workers including informal sector, migrant and domestic workers. This because 

workers in the informal sector often are at a high risk of occupational disease and injury as to those in 

the regulated formal sector (13,61). Same applies migrant workers providing cheap labour in 

industries such as agriculture who may be exposed to pesticides or other agricutral pollutants (13,62). 

But because the informal sector often lacks effective regulations from the government, occupational 

illenses and workplace injuries in some cases are not compensated for. Yet, this sector contributes up 

to 50% of a number of developing countries’ economy (13). Thus RtH should incorporate the right to 

occupational health, as one of its an integral component as well as occupational health policies 

effectively implemented for workers regardless of which sector they are in or citizenship status. 

Besides, it is States’ obligation to monitor and evaluate occupational health risks and diseases 

affecting vulnerable and marginalized groups and to pay special attention to their needs without 

discrimnation (6,13). In addition, the RtH requres the State take steps in prevention and reduction of 

exposure to harmful substances, assess health impacts on workers and pay full compansation for those 

that are affected(13,62). 

Overall, governments are legally obliged to fulfil all minimum core obligations in ‘good faith’(46).  

However, through international, regional, and national legal frameworks, there are legal protection of 

rights to which governments are bound. For instance, under the African Charter, governments who are 

member States are legally bound to meet their obligation to respect, fulfil, and protect all rights 

protected by it without fail, and that includes the RtH (42,46). Hence, besides governments being 

required under ICESCR to fulfil their obligation they are also bound by regional instruments. 

Therefore, to avoid violation of human rights as per the ICESCR and other regional Covenants which 

they have ratified, governments should also have their own legal frameworks and legislations at 

country level (33,42). This is done through the country’s Constitution, domestic laws and policies 

(7,46).  If these fails, that is when regional and international human rights law help ensure that human 

rights standards are indeed respected, implemented and enforced (42). 

Chapman argues that some States may  hide under the notion of progressive realisation of the RtH or 

use it as an excuse not to fullfill  the right to health  incLuding conditions provided for in GC 14 (45) . 
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This means that enforcing human rights  and making sure  those who violate human rights are held 

accountable is a necessity (42). This is done by, for example, enforcing environmental laws to prevent 

pollution of water, air, and soil by extractive and or transnational companies and, if they do not 

comply, holding them accountable through fines or the ‘polluter pays’ principle(13,50). An 

environmental policy principle is that those who cause pollution to the environment should be required 

to incur the costs of as a result of their activities (Polluter Pays principle). These accountability 

mechanisms therefore serve a purpose of identifying any action or process  that violates RtH by third 

parties and appropriate remedy to redress that violation (13,45).  

Nonetheless, if in conflict or if there is non-compliance, then matters of violation of human rights may 

have to be settled through Court of  Law, whether in magistrate court, States’ high court constitutional 

or international court (46). The question, however, is whether the judiciary is willing and has the 

capacity to invoke the Covenant in  making sure that violaters are held accountable,  taking account of 

provisions in both ICESCR and GC 14 (45,46). 

Key international instruments in protecting and promoting ESC rights.  

a) Limburg Principles 

Implementation of ICESCR prior to GC 14, was guided by a set of principles which include the 

Limburg Principles (hereinafter 'the Limburg Principles') (1). Highlighting the difficulties developing 

countries were facing in realisation of rights provisioned in ICESCR, Chapman (45) explained that the 

Limburg Principles provided interpretative principles to offer clarity on nature and scope of SPs’ 

obligations. However, because the adoption of these principle did not seem to be working well, the 

Maastricht Guidelines were adopted in 1997 aimed at revisiting Limburg Principles (1).  

b) Maastricht Guidelines 

The purpose of adopting Maastricht Guidelines were to look at how violations of ESC rights and 

appropriate responses and remedies by States can be dealt with (HRC, 1986). These Guidelines were 

intended to be of use for example by the legal community such as human right layers concerned with 

understanding and determining violations of ESC rights (HRC, 1986). Moreover, there were also 

useful for monitoring and adjudication bodies at national, regional, and international levels in relation 

to ESC rights while providing remedies thereof (HRC, 1986). In such instances, paragraph 16 of the 

Maastricht Guidelines (1986)’s idea of a Special rapporteur to oversee accountability for violating 

rights by States is important. 

c) Instrument to regulate, in international human rights law, the activities of transnational 

corporations and other business enterprises. 

Much of the States’ obligations to protect human rights relates to its role in regulating third parties, 

such as businesses and corporation to prevent them from violating rights of workers and communities. 

A report by UN HRC (2011) brought to light the role businesses play in human rights realisation and 
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violations and indicated that the problem was not only in governments’ conduct but that of private 

businesses too. This was as a result of the increasing economic activities of transnational companies 

and sudden expansion of the private sector which attracted global and UN attention in early 1990’s 

(UN, 2011).  Hence, creating societal awareness of businesses’ impact on human rights was important 

to put these issues on the policy agenda. 

First, through a document which clarified Norms on the Responsibilities of Transnational 

Corporations (TNC’s) and Other Business Enterprises (OBE’s). This was a UN initiative sought to 

impose on companies with “responsibilities” for human rights under a responsibility of a lesser nature 

compared to obligations. Secondly, through the HRC Seventeenth session on promotion and protection 

of all human rights including ESC rights (13). In this instrument, the emphasis was that (i) 

transnational corporations and other business enterprises have a responsibility to respect human rights 

(ii) through national legislation there should be proper regulation of transnational corporations and 

other business enterprises to ensure responsible operation and help in directing the benefits of business 

to the enjoyment of human rights and fundamental freedoms. However, HRC was concerned of 

national legislations that is weak and implementation that cannot effectively lessen the negative 

impact of globalisation on vulnerable economies (63) This led to further development of a draft in 

subsequent that aims to fully maximise the benefits of activities of these transnational corporations and 

other business enterprises as additional efforts to bridge governance gaps at all levels (national, 

regional, and international).  

In 2014, there was further development and adoption of a Legally Binding Instrument (LBI) by 

UNHRC in Geneva to regulate the activities of TNC’s and OBE’s in IHRL (64). In 2017 the Elements 

for the draft LBI on TNC’s and OBEs with respect to human rights instrument was issued by the 

United Nations (UN) Chair. This instrument included 10 obligation which SPs have, that directly 

speaks to EOH. One of them include, “take all necessary and appropriate measures to ensure that TNC 

and OBEs design adopt and undertake human rights and environmental impact assessments that cover 

all areas of their operations,” (64).  

In addition, SPs should report on regular basis on the steps taken to assess and address environmental 

impacts resulting from TNC and OBE’S operations (64). This was subsequently followed by a Zero 

Draft in 2018, presented by Intergovernmental Working Group (IWG) with 2 of the Convention 

articles putting more emphasis on EOH issues (65). The Zero Draft Convention requires a report on 

non-financial matters concerning the environment and human rights (65). In 2020, a Second Revised 

Draft (66) was published for consideration with 2 more articles that exclusively addresses Protection 

of Victims (Article 5) and Access to Remedy (Article 70).  The Convention further acknowledges the 

capacity that these TNC’s and OBE’s have in fostering the achievement of sustainable development 

through an increased productivity and economic growth that is inclusive (66). Meaning that SPs and 

these enterprises alone cannot not fully achieve this. Rather, by engaging the Civil Society creating 
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opportunities of an economic development that creates employment while complying to labour rights 

of workers and environmental and health standards as per international standards and agreements 

which ICECSR also fit in.   

The role of CSO’s (Promotion of ESC rights) 

Civil society representing vulnerable minority groups, Non-Governmental Organisations (NGO’s) and 

other public institutions, may submit to the CESCR, shadow reports which are parallel submissions to 

SP reports (2). In light of this, the UN Economic and Social Council (ESC) adopted a General 

Comment No. 10 in 1998 which explored substantive issues arising in the implementation of ICESCR 

(67). In GC10, the Committee acknowledged the critical role played by civil society and national 

institutions in the realisation of all rights in the Covenant and their indivisibility and interdependency 

nature. However, they also acknowledged that CSO’s role has, “too often either not been accorded to 

the institution or has been neglected or given a low priority by it,” (67).   

Despite the CESCR being aware of this weakness, 8 years later Danny (68) brought forward a similar 

observation that, CSO’s contribution and submissions to the CESCR are sometimes discarded and or 

have little impact at international level. This raise questions on the CECSR’s commitment on 

deliberative democracy within the Human Rights Framework which requires those affected by policy 

decisions to be part of the formulation process (68). Moreover, London and colleagues (69,70) argues 

that a rights framework enables civil society mobilisation while reinforcing community agency to 

advance health rights for poor communities. Furthermore, they (London and colleagues) state that 

CSO’s participation act as an inclusion or representation of the vulnerable and the voiceless. 

Therefore, CSO’s do not only provide room for civil society action to engage with the legislature but 

also hold public officials accountable for not living up to their obligations (51). 

In addition, with CSO’s involvement, there are higher chances of reduction in health inequities since 

they play an important role by taking action to change the conditions of vulnerable and voiceless 

population groups(70). If not so, the government may only serve to respond to the interest of those 

groups that, “has the loudest voice,” as stated by Chapman (45). Thus, in the context of the RtH, it is 

only such recognition of these CSO’s that will ensure that health and safety conditions at workplaces 

are practically addressed and implemented as previously argued by London (70). This will also 

contribute SPs compliance on their obligation to protect rights of exposed and vulnerable workers 

(6,13).  

One of the requirements of the RtH is monitoring and compliance (13). In this regard the role of 

CSO’s is to raise awareness and understanding these rights in terms of obligation of duty bearers for 

them to comply and what right holders are entitled to. So, on RtH, firstly, CSO’s may engage in 

promotion of educational and information programmes related to realisation of this right on right 

holders and particular groups, such as the private sector and labour movements (67,70). Secondly, 
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SPs’ existing laws, administrative acts and legal frameworks within which human rights are protected 

should be scrutinised to ensure that they are consistent with ICESCR requirements (67). Thirdly, still 

in relation to the ICESCR, CSO’s can provide technical advice, or undertake surveys inclusive of 

other agencies and public authorities’ request. Lastly, CSO’s can then identify benchmarks at national 

level against which the Covenant obligation’ towards the realisation of the RtH can be measured (67).  

Furthermore, GC 14 (6) (para 42) makes provision for SPs to provide an environment which facilitates 

the discharge of the above responsibilities by CSO’s. Therefore, their role is important since in most 

cases they represent vulnerable communities and people affected by EOH matters in the context of 

realisation of RtH. However, research indicates that States have limited engagement with NGOs and 

CSO’s (46), and this suggests a high possibility that CSO’s input is not being taken into consideration 

as a result. This may explain why, in the presence of a number of CSO’s working on RtH involving up 

to 76% of the African country’s respondents according to Motari, and Kirigia (71), States are still 

failing to fully realise this right.  

Limitations, opportunities and CESCR’s role in realisation of the RtH 

There should be no excuse for government’s failure to apply appropriate remedies when it comes to 

realisation of the RtH (58). This is because article 2(1) of ICESCR (5) says that steps should be taken 

individually for progressive achievement and realisation of the right through economic and technical 

international assistance and co-operation. This also means that SPs have an obligation to take 

appropriate measures towards the full realisation of the RtH to the maximum of their available 

resources (2). If the maximum available resources are still not sufficient, the CESCR recognises such 

limitations1 and will make recommendations to the countries to seek developmental aid so as to 

address identified limitations. On the other hand, developed States or SPs with vast resources are 

obliged to pursue higher and wider level of health care (58).   

Surprisingly, as much as the provision of assistance has been provided for in ICESCR, Motari and 

Kirigia’s (71) study paints a different picture on the reality of the situation in regard to realisation of 

RtH in different countries within the African region. In the study, twelve countries, all of whom 

ratified ICESCR, were said to be failing to enforce RtH at country level, citing financial, technical and 

advocacy challenges. These countries were Zimbabwe, Zambia, Uganda, Swaziland, Sierra Leone, 

Niger, Gambia, Eritrea, DRC, Cameroon, Burundi, and Angola from the African Region (71). Part of 

the reasons for the failures provided are likely not a case of inability due to mentioned challenges2. 

Rather, reasons, potentially are the unwillingness on the part of concerned SPs, since there is  

 

1 Resources, political structures inequality gaps and discrimination 

2 Financial, technical and advocacy challenges 
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provision in both the ICESCR and GC 14 (para 16; 38; 40; 45; 65) for other international institution in 

a position to help to give assistance on the challenges being experienced (5,6,13).  

Motari and Kirigia’s (71) findings suggest that implementation of RtH at country level remains an 

issue or a difficult mission in Africa.  For example, the study indicated that most of these SPs who are 

failing to give adequate recognition to meet their minimum core obligation to fulfil the RtH, already 

have health policies in place, but are not putting in coherent institutional mechanisms that support 

these policies. Out of 25 countries in the African region interviewed with national health policies in 

place, 52% gave reasons such as inadequate financing for health, while 28% cited stigma, 

marginalisation and discrimination within communities and groups as well as gender-related inequities 

and violations (24%) (71).  

These findings also raise the need to consider other factors outside of health care parameters that have 

an impact on health and sustainable implementation of RtH since it is evident that a number of 

countries are failing to effectively implement the RtH (71). Therefore, there is a need-to-know targets 

which were there in the first place, how far did these countries performed and that can be compared to 

internationally recognised standards such as those within the targets of Sustainable Development 

Goals (SDGs).  

Given that the realisation of RtH, as described in GC 14 (6) includes several other social determinants 

of health, a question of how sustainable these provisions can be may also arise considering, a large 

number of them are centred around the environment (28). Therefore, the relevance of discussing SDGs 

an international tool which have been described by Forman and colleagues (56) as one of human 

rights-based approach in realisation of the RtH. Moreover, these SDG’s come with indicators which 

are instrumental in measuring progress towards the realisation of the RtH (56). 

Sustainable Development Goals (SDG) 

Article 16 of ICESCR part IV outlines responsibility for SPs to, “submit reports on the measures 

which they have adopted, and the progress made in achieving the observance of the rights recognised 

herein,” (5). In addition, a resolution by UN Economic and Social Council on CESCR state that 

benchmarks against which realisation of ICESCR can be measured should be identified (12). 

Nevertheless, Daniels in Chapman (72) stresses a rights-based approach in which specific goals should 

be set through commitment made by governments in achieving health as a right. Still, setting these 

goals require indicators acting as a benchmark so as to provide a scale which progress can be 

measured against (72). Therefore, as an instrument beneficial in meeting the provisions provided for 

RtH in ICESCR, SDG’s may be regarded as one useful human rights-based approach useful in 

tracking and measuring progress regarding this specific right (56). This is because this approach, 

human rights-based, provides set goals towards realisation of the RtH, while addressing a broad range 
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of EOH issues with indicators and time frames which may assist ICESCR SPs to meet their 

obligations as required. 

Moreover, with recent adoption of Resolution 37 in 2018 for promotion and protection of human 

rights and the implementation of SDG 2030 Agenda, showing how much of relevance SDG’s and 

EOH factors are in the realisation of the RtH is crucial (63). In one of the sessions outlined in the 

resolution, session 37/8 links human rights to the environment indicating that, for RtH to be met, 

efforts to protect environment should be prioritised (63). Not only is prioritisation of EOH relevant in 

the context of current settings where an increases in burden of NCDs owing to EOH factors, but in the 

wellbeing of future generation (sustainable development) (28). Hence, another reason for governments 

to give equal attention to EOH health issues as much as they do to other factors if they are fully 

committed to having a health population and in fulfilling their obligations. 

Almost all 17 SDGs speak to health, how it can be realised, indicators to measure progress and so are 

EOH health issues in each and every one of these goals (73). Consequently, with a WHO (59) report 

stating that reduction in EOH health risks is a crucial step towards the prevention and control of 

NCDs, it is clear that SDGs are a basic requirement in realisation of health as a right too. For instance, 

SDG 12 has a target (12.4) which aims to achieve environmentally sound management of all waste, 

chemicals and significantly reduce their release in the environment throughout their life cycle (73). 

According to Landrigan and colleagues (29), this means,  reducing exposure to hazardous chemicals  

crucial in achieving this target would also provide opportunities for progress in reduction of NCD’s 

burden.  Furthermore, as per the same target (12.4), minimising adverse health impacts of these 

chemicals on humans and the environment by 2020 in line with SDG targets, was also relevant to 

CESCR on measuring how far SPs were in realisation of the RtH.  

However, as it is the duty of the CESCR to examine the reports and make recommendations to SPs, it 

would also be vital to note if they (CESCR) have included improvement of all aspects of 

environmental and industrial hygiene as a remedial action in the comments (5). This would also be in 

the interest of achieving targets set for almost all 17 SDG goals while contributing to the realisation of 

the RtH. For example, SDG 6 target 6.3 aims to improve water quality, which also fulfils Article 12 of 

the ICESCR and meets GC 14 interpretation of RtH (6,8). If SPs have shown in their reports, actions 

which they are taking to reduce pollution, eliminate or minimise dumping of hazardous chemicals, this 

demonstrates commitment for people to access water that is clean and safe to drink. In addition, under 

the same target, the reduction of the proportion of untreated wastewater by half and significantly 

increasing recycling and safe reuse of water, would also demonstrate efforts towards accessibility of 

water and sanitation, conditions required to realise RtH (6,73).  

Furthermore, SDG 3, target 3.9, aims to significantly reduce the number of deaths and illnesses from 

hazardous chemicals, contamination and pollution of water, air and soil by 2030 (73). This means that 
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SPs reporting on steps that prevents contamination and pollution of water, air and soil which are EOH 

factors, this would also indicate their contribution towards achieving SDG 3 goal. Moreover, they can 

also measure if steps taken are adequate and identify areas of improvement, both of which is beneficial 

to SPs and CESCR in monitoring and providing recommendations.  

Consequently, if SPs are failing to take steps to achieve the full realisation of RtH as defined in Article 

12 of the Covenant, not only are they violating these rights but are also failing to meet targets for SDG 

goals. Besides, fulfilling these SDG’s will also mean a significant reduction in global BoD attributable 

to environment and occupational health such as injuries, communicable and NCD’s (74), and factors 

provided for in both ICESCR and GC14. 

As a result, firstly, it should be known if countries pay attention to EOH issues; if not, the reasons for 

these SPs failing to acknowledge the role EOH plays in realising the right to highest attainable 

standard of health under ICESCR when reporting is important. Secondly, it may be that they are not 

submitting the reports as required3 to CESCR on how the rights are being implemented as per their 

obligation4. If they are submitting, reason(s) may be that the CESCR does not probe EOH issues when 

examining the reports. Nonetheless, even if EOH health issues do appear in the reports, it is not known 

whether CESCR COs prioritise recognition of these issues in their concerns and recommendations for 

remedial action to SPs, nor whether these SPs respond appropriately to such recommendations. 

Moreover, the Civil Society might also be not focusing their attention on EOH issues based on 

submissions made by governments. 

Figure 2 below therefore indicates different points of investigating the question and gaps that exist in 

addressing issues relating to health within the human rights system and or from human rights 

perspective.   

 

 

 

 

 

 

 

 

3  2 years from initial ratification of the Covenant and thereafter every 5 years. 
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Figure 2: Country reporting sequence under the ICESCR and point at which reports can be 

investigated. 
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Following the illustrated points of investigating in Figure 2 above, SP reports, CSO submissions and 

COs made by the CESCR on SP reports for a period of 10 years (2009-2018) will be reviewed. A 10-

year period will firstly enable us to get a good spread from which to sample from which to sample. 

Secondly, the period enables us to look at follow up reports from those who submitted in the first 5 

years of the period as per required CESCR submission guidelines. For example, a 10-year period 

would mean that we will get a repeat or follow-up reports compared to, if we took a 2-year period 

which we are highly likely not able to get repeat reports and therefore less spread of countries which 

might also lead to sampling error, depending on which country was due for report. Lastly, this period 

will provide us with enough reports that will enable us to have a bigger sample size allowing us to 

detect results that are meaningful and important for conclusive or precise results.  

Methods 

Study design 

A mixed method study using a triangulation design model will be applied in this research project to 

synthesise findings both qualitatively and quantitatively. Qualitative research method as defined by 

Ulin and colleagues (75), is an inquiry process to understand and explore social or a human problem. 

Using this method will provide means to understand health problems, potential barriers and solutions 

in greater detail while providing an opportunity to identify overlooked issues and themes (75,76). On 

the other hand, quantitative research methods is defined as investigative tool that estimate population 

parameters, measuring associations between social, biological, environmental, behavioural factors and 

Country ratifies 

ICECSR 

Country reports at 2 

years to the CECSR  

CESCR issues recommendations in the form of 

“Concluding Observations” to SPs. 

Country submit follow-up reports with matters 

requiring urgent action at 2 years from the initial 

submission.  

 CESCR examines each 

report 

Civil Society submits 

parallel reports to 

CESCR 

Country submits SP report every 5 years to 

CECSR.  

Point of Investigation 
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health conditions in order to define the determinants of health and illnesses to understand causal 

pathways (76). Applying qualitative and quantitative methods within a triangulation design model will 

help converge analysis results from both methodologies with intent to draw valid conclusions on our 

research problem (77). This methods model will help show connections between themes by examining 

numbers which also help to reduce certain amount of bias and help study findings to be applied to 

larger populations making them generalisable as defined by LaMorte (76).   

Three sources of information will be used: (a) the country reports under the ICESCR; (b) Concluding 

Observations of the CESCR; and (c) civil society shadow reports. These will be reviewed to answer 

the research question regarding the priority given to environmental and occupational health issues. 

Descriptive review allows application of statistical data analysis techniques which are simple and are 

useful in providing summary, description, and characteristics of the data. This will also allow counting 

of the frequency distribution of words with the identified search issues to be measured and central 

tendency (78). Narratives, quotes, cases, and vignettes (summary or portions in form of written essays) 

will be used to reinforce the evidence emerging from the quantitative assessment (frequency 

distribution). In addition, this frequency distribution will be presented in graphical visualisation such 

as pie charts, bar charts or tables if there is need to add apart from the tables.  

Data Collection Method 

The SP reports (SPs), Concluding Observations (COs) and Civil Society Organisation (CSOs) shadow 

reports will be downloaded from the UN Treaty Body Database. These are publicly accessible 

documents in English maintained on a UN Treaty Body website; 

(https://tbinternet.ohchr.org/_layouts/15/treatybodyexternal/TBSearch.aspx?Lang=en&TreatyID=9&D

ocTypeID=5). The reports will be saved and archived on a file on the laptop which will also be copied 

on a secure external drive that is crash or malware protected with a backup being loaded on outlook 

OneDrive. 

Population and Sampling 

The population will be health-related aspects of SPs, CESCR COs and CSOs from year 2009 to 2018, 

a period of 10 years. A simple random sampling method stratified by region, year or period of 

reporting will be used to select reports which are to be reviewed in the study. For this study, regions 

will be defined according to WHO epidemiological world regions, that is Africa, European, America, 

Eastern Mediterranean, South East Asia and Western Pacific Region. Each sampling unit i.e State 

Party report or CO in the strata had an equal chance of being included in the sample. We randomly 

selected countries by the region they are grouped in so as to have a representation of the reports from 

all countries that have adopted ICESCR worldwide. From these selected countries we included all 

their SP, CO and CSO reports so as to improve validity, generalisability of study results,  
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representative of all countries and also to allow a complete investigation cycle within the CECSR 

reporting system(77).  

From each region (n=6), three country reports will be randomly selected from the first 3 years from 

2009 to 2011 (Sample A; total 18 reports). Similarly, we will select CO reports issued by CESCR 

from these 18 countries which have submitted their SP reports between 2009 and 2011(n=18) (Sample 

B). Sample C we will select SP reports submitted to CECSR in response to CO reports or 

recommendations(n=18). Sample D (n=18) are CO reports providing recommendations for SP reports 

submitted in Sample C. Sample E are CSO submitted as shadow reports from 18 countries randomly 

selected by strata at the beginning of the study (n=18).  

Follow up reporting for country reports (SPs) is meant to happen after two years (if a first report) or 

after five years (if a subsequent report).  

Each report selected between 2009 and 2011 will be paired with the country’s follow up report, 

presumably submitted between 2014 and 2016 (Sample C). Additional to this pairing, we will also 

select any further (follow-up) reports from each region that falls within the 10-year period (partly 

depends on or if the report is a first country report which elicits a follow up in 2 years or a regular 5-

yearly report) (Sample D). Total reports will be at least 72 as indicated in table 1 below.  

Table 1: Sequence for selection of report samples grouped by reporting/submission period as per 

CESCR guidelines.  

Year Sample Number  

2009-2011 Sample A: Reports from 3 countries per each of 

6 regions 

18 

2013-2015 Sample B: CO reports from 18 countries 

selected in Sample A  

18 

2016-2018 Sample C: Follow-up SP Reports from 18 

countries selected in Sample A  

18 

2014-2016 Sample D: CO reports for 18 SP reports 

submitted by 18 countries in Sample C or for 

countries included in Sample A but 5 years later 

18 

undetermined Sample E: CSO reports submitted as shadow 

reports for 18 countries in Sample A throughout 

the 10-year period of study  

Unknown* 

Total  At least 72 

 

* Prior to selection, we will not know how many countries will have ratified the Covenant in the two 

years prior to the selection window, but if they did, then they will be included as additional sampled 
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reports, if falling within the overall time period of 2009 to 2018. As of this date there are 171 State 

Parties, 4 Signatories and 22 countries with no action.  

Research analysis 

This study will make use of two analytical methods; 

Firstly, the study will apply Thematic Analysis (TA) involving a Word-frequency counting or analysis 

of EOH terms in MS Word downloaded and save reports using the MS Word search function.  Search 

terms will include, “environment (s),” “environmental,” “occupation,” “occupational,” “working 

conditions,” and health”. This will give us number of term counts which is one potential indicator for 

priority given to key issues and concepts used in this study.  

Secondly, TA will provide a method of qualitative analysis of texts to identify common themes, topics, 

ideas, and patterns of meanings that come up repeatedly. The method also identifies and analyses 

reporting patterns in the data while focusing on the diversity, distribution of issues and processes in 

social groups (79). Both inductive and deductive approaches will be applied.  Inductive, creating codes 

and themes from the data as well as from research question and literature (deductive) (75,79).  

Key processes that will follow in analysing, firstly, is a process of data immersion in which we will 

familiarise ourselves with the data, reading and re-reading over and again (more than three times). 

Secondly, we will identify codes, guided by search results of the terms as described earlier, 

highlighting key issues, concepts and possible themes using different colours. For example, using 

green highlight for “Environmental” terms code, then yellow colour, on “Occupational” or 

“Occupation word” etc. Then if the same issue is addressed in the follow up report, I will highlight 

with the same colour to show that remedial action was applied and if not, all will be highlighted in red. 

I will do this entire exercise as an iterative process whereby I code all the text in the reports 

systematically (79).   

Thirdly, having highlighted all codes, key issues, concepts, and themes, I will open a separate working 

word document which I will record all the highlighted codes within the context which they were 

written (75,79). For example, instead of just writing a one-word key code I will include the whole 

sentences, definition and reason why we are including the code for analysis (75,79). Directed by the 

study’s research question and literature, a code book will be developed to record key codes and themes 

re-grouped or re-arranged into categories under the same key themes from the existing working word 

document also will be presented in form of theme mapping illustrative diagram. As part of the process, 

codes that speaks to the same theme or issue and highlighted with the same colour will be grouped 

together (79). Followed by which results are to be presented from the main or key themes that came 

out of the data.   

Finally, a section with discussion of the findings, interpreting and integrating different EOH relevant 

matters that have come out of the reports will be included. This will be a process that highlight how 
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EOH issues where included, attended to, or addressed as one of basic conditions for attaining the right 

to the highest attainable standard of health as per ICECSR Art 12 and interpreted in GC 14. We will 

then look for associations between themes that have emerged from the reports in different stages of 

reporting as per Figure 2 and what the literature is saying comparing this to the ICESCR definition of 

the RtH. To answer the research aim, research questions and the objectives, we will then analyse EOH 

conditions that were included or provided for, necessary for realisation of right to the highest 

attainable standard of health. This will be done on different points of investigation as highlighted in 

Figure 2 and ways in which the issues have been addressed from the follow-up reports (75,79). 

For reflexivity and rigour, throughout the study, a referral to initial codes and themes that has been 

both inductively and deductively developed from the reports (data) to derive themes to answer the 

research questions will be kept and attached as annexures. Moreover, the inclusion of CSO reports as 

point of investigation forms part of contradictory data contribution to validity of study results. 

Furthermore, the research is being guided, or directed by two senior research experts with different or 

diverse backgrounds. One being a public health specialist with an interest in human rights, public 

health ethics and the second, who is an international human rights law and global health specialist 

(triangulation) to ensure credibility of research findings.  

Ethical Considerations 

Informed Consent 

Informed consent implies that a participant before deciding to be part of the project is given all the 

relevant information about the study including goals, duration, procedures, advantages and possible 

dangers of participating (80). However, this study is a secondary analysis of publicly available data 

that is not linked to any individual. The data will be extracted from the UN website from documents 

that are public. No person participants, and therefore no danger is posed to any research participants. 

According to 2019 Manual of UCT Faculty of Health Sciences Human Research Ethics Committee 

Standard Operating Procures version 7-1 October, research activities that are using existing publicly 

available data or documents may not require Human Ethics. A signed letter of motivation with reasons 

why ethics approval is not required will be supplied by the Main Research Supervisor.  

Data Management 

All the secondary data extracted for this research project will be kept in secure drive that is crash or 

malware protected with a backup being outlook OneDrive since the reports do not contain any 

confidential information. The data will include country reports, Concluding Observations and CSO 

shadow reports.  These downloaded files will be appropriately labelled, dated for easier management 

and retrieval of stored data. My supervisors Prof Leslie London and Associate Prof Lisa Forman will 

assist in guidance on how to access the data.  
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The data saved will not be destroyed immediately upon completion but will be stored in a computer-

protected drive; the data can be discarded 3 years after the research project has been published. 

Confidentiality and anonymity 

De Vos et al (81) described confidentiality as the limiting of other people from accessing private 

information and anonymity. However, since this study does not directly include individual data such 

as people’s names but only involves country level or organisational level data, there is no individual 

confidentiality to protect.  Where civil society organisations are quoted, they will be named as they are 

described in publicly available documents. The extracted reports (data) and other notes, data from for 

this research project will be kept on the computer and back up one drive so the data will not be lost.  

Potential Risks and Benefits  

This study is non-experimental and involves minimal risk as it is a review of publicly available 

documents. No human participants or animals will be used. 

There will be no direct benefits to countries with reports used for this study. However, since the 

project has to do with the RtH in its highest attainable standards, and the role of environmental and 

occupational health issues in State’s ability to fulfil, realise and protect such right, there is new 

knowledge that is to be generated from this research to improve the protection of environmental and 

occupational health in addressing prevalent public health problems.   

Dissemination Plan 

This study is research which explores the importance of environmental effects on humans within a 

human rights context as outlined in ICECSR and GC 14. Making the research findings publicly 

available will contribute to knowledge that informs novel strategies or improve current strategies for 

realising the RtH and reducing the Burden of Disease (BoD). Adding to the already existing evidence 

in regard to the importance of EOH issues in the realisation of health as a human right, findings from 

this study are likely to bring on more evidence that will put more emphasises on including EOH issues 

on key discussions aimed at finding solution to public health problems at different levels. For 

example, how coal mining activities are exposing workers to dangerous chemicals at workplace, how 

emissions from the same activities are polluting the environment, climate change and the impact that 

has on NCD’s. Highlighting these key issues, supported by evidence from this study can assist 

countries to rethink the processes in which they prioritise environmental and occupational health as 

part of the RtH. 

Firstly, to disseminate findings of this study, an application to the UCT Research Committee (URC) 

Open Access Journal Publication Fund (OAJPF) will be made to publish in an open access journal 

(either EOH health and/or a Health and Human Rights journal). Secondly, a Policy Brief will be 

produced and circulated electronically (through various UCT linked list servers) and posted on the 

UCT Division of EH webpages.  Presentation of the findings will also be made at a national and an 
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international EOH health and Human Rights conferences. Relevant application or submissions to the 

UNIHR Body and study results will be send to CESCR if opportunity to send research papers has been 

presented. Finally, the knowledge gained from this study will be shared in a summary form in 

published articles and a policy brief.  

Conclusion 

There is a need to determine whether the UN system for monitoring the implementation of economic, 

cultural, and social rights under the ICESCR provides sufficient attention to environmental and 

occupational health. By examining the country reports (SPs) submitted to the CESCR under the 

Covenant, submissions made by Civil Society Organisations as shadow reports, and COs provided by 

the CESCR and comparing follow-up on remedial actions by countries, this study can ascertain if and 

how environmental and occupational health issues receive attention and are improved as a result of the 

reporting system. Findings from this research project can be instrumental in informing further 

mechanisms for monitoring implementation of the ICESCR with the purpose of advancing 

environmental and occupational health protections under the Covenant as part of the full realisation of 

health as a right.  
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Abstract:  

Background: Environmental and Occupational Health (EOH) risk factors are a major con-

tributor to global Burden of Diseases. State Parties (SPs) to the International Covenant on 

Economic, Social and Cultural Rights (ICESCR) are obligated to implement the Right to 

Health (RtH); which includes improving environmental and industrial hygiene, prevention, 

treatment, and control of occupational diseases. Research shows that Non-Communicable 

Diseases (NCDs) owing to EOH, and associated risk factors are the leading cause of death 

globally. Yet, ICESCR has a Committee Economic, Social and Cultural Rights (CESCR) 

responsible for monitoring implementation of the RtH. Also, Civil Society Organisations 

(CSO)’s role, acting as watchdogs, is to ensure that SPs comply with their obligation to re-

alise the RtH. So far, little is known whether SPs, CESCR or CSOs are paying attention to 

EOH factors as one of conditions necessary for realisation of the RtH. The purpose of this 

study is to investigate whether and how attention is given to EOH issues in implementing the 

RtH. 

Methods: A mixed method study design was used for this study. Stratified random sampling 

was used to select 3 countries, per each World Health Organisation (WHO) epidemiological 

region who are SPs to ICESCR (N=18). For each country, we collected SP reports, Conclud-

ing Observations (CO), and CSO reports published on UN OHCHR website between 2009 

and 2018. Data was analysed using frequency count and Thematic Analysis (TA) for SPs 

(n=21), COs (n=18) and CSOs (n=22) reports, in total 61 reports. 

Results: Attention given to EOH issues is limited. Where EOH factors were given attention, 

either SPs, CSO’s or CESCR failed to adequately acknowledge their role or importance to-

wards realisation of the RtH.  

Conclusions: Addressing EOH health risk factors is required of SPs to respect, protect, and 

fulfil the RtH. There is an urgent need for SPs, CESCR and CSO’s to adequately attend to 

EOH factors as key conditions necessary for realisation of the RtH.  

Keywords: Environment, occupational health, State Parties, CSOs, CESCR and RtH  
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1. Introduction 

     Environmental and Occupational Health (EOH) is an essential component for everyone 

to enjoy the highest attainable standard of physical and mental health, as provided for in 

International Covenant on Economic, Social and Cultural Rights (ICESCR). Industrial set-

tings such as mining and burning of fossil fuels for energy and transport systems in growing 

urbanisation processes contribute to occupational and environmental health risks (1). Recent 

empirical findings show that EOH risks are a leading cause of injuries, illness and deaths 

globally (1–3). More than 80 diseases and injuries are due to exposure to environmental 

hazards or pollutants, toxic workplace chemicals, unsafe drinking-water, poor sanitation, and 

indoor and outdoor air pollution (4). Air pollution, for example, is one key underlying cause 

for Noncommunicable Disease (NCDs) related deaths.  

In 2016, NCDs, to which EOH factors are major contributing factors, were responsible 

for 71% of the global 57 million deaths from all causes (3). Besides NCD’s burden on health, 

communicable illnesses such as lower respiratory infections diarrhoea, malaria and uninten-

tional injuries  are said to be attributable to modifiable environmental factors (3). Noting the 

burden these EOH and associated risk factors have on health, failure to adequately address 

them potentially contributes to global BoD. For example, WHO (3) states that, approximately 

94%  of diarrhoeal burden is attributable  to poor sanitation and lack of access to safe drinking 

water. Therefore, adequately addressing EOH factors under ICESCR will not only help in-

crease access to sufficient sanitation and quality safe drinking water but create opportunities 

for health, economic systems and developmental processes that are environmentally sound, 

socially just, and sustainable for all (3). 

The ICESCR includes provisions for the realisation of a number of social and economic 

rights, including the Right to Health (RtH). States ratifying the Covenant are required to 

deposit their instruments of ratification with the Secretary-General of the United Nations, 

following which, the Covenant comes into effect 3 months after the date of deposit (5). By 

ratifying the covenant, States commit themselves to create conditions that enable their pop-

ulation to enjoy economic, social and cultural rights (5) 

To date, 171 States have ratified the Covenant. In the Covenant’s Article 12 on the RtH, 

many of the conditions required for SPs to fully realise this right are based on EOH factors, 

including:  

(i) Improvement of all aspects of environmental and industrial hygiene as a means 

to realise the RtH (5,6).  

(ii) The prevention, treatment and control of epidemic, endemic, occupational and 

other diseases (5,6). 
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Apart from Article 12, the RtH is interrelated to many other rights recognised in 

ICESCR, including (5); 

a) Article 7 enjoyment of just and favourable conditions of work  

b) Article 11 (adequate standard of living, nutritious food, clothing, and housing),  

c) Article 13 (education for everyone)  

d) Article 15 (participation in cultural life)  

While all human rights are universal, inalienable, equal, interrelated, interdependent and in-

divisible, this interdependence is particularly apparent when it comes to the RtH. This means 

that, the RtH must be considered not as a standalone right but closely linked to other rights, 

which all have equal status and relationship with each other for the full realisation of human 

dignity and development (7).  

The International Bill of Rights (IBL) provides an international framework within which 

human rights can be legally protected (8). The IBL consists of the Universal Declaration of 

Human Rights (UDHR), the ICESCR and the International Covenant on Civil and Political 

Rights (ICCPR) (9). States which are parties referred to as SPs to  ICESCR and ICCPR are 

duty bearers under international law with obligations to respect, protect and fulfil human 

rights (10). The SP’s obligation to respect human rights means that the state must desist from 

actively violating or putting barriers preventing people from enjoying their rights; the obli-

gation to protect means that the SP must protect people’s rights from interference by non-

state actors; the obligation to fulfil means that the SP must take active measures to make 

realisation of human right possible including budgetary, policy and regulatory measures 

(10,11). While individuals are right holders with entitlements, they also have a responsibility 

to respect and ensure others enjoy human rights without discrimination (6). 

However, not only is the RtH codified in ICESCR but also in international and regional 

treaties (such as the African Charter on Human and Peoples’ Rights) and in approximately 

115 domestic constitutions including most famously in South Africa’s Constitution section 

27 (6,12). Not only did this wide recognition increase the social, legal, and political force 

that comes with this right but gave a way to a more authoritative interpretation of the RtH by 

the UN Committee on Economic, Social and Cultural Rights in year 2000 (the “CESCR”) 

(13). The CESCR was established in 1985 to monitor the implementation of the ICESCR by 

its SPs (6). SPs to the Covenant are required to submit reports to the CECSR on progress 

they are making in implementing and realising the social, economic and cultural rights pro-

vided for in  the Covenant (8). SPs reports are first submitted within 2 years of ratifying 

ICESCR and then every 5 years thereafter. The CESCR, comprising of independent experts, 

examines these reports and provides recommendations in form of “Concluding 
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Observations” (or COs) to the SP (8). Before the CO reports are issued, CESCR considers 

CSO reports submitted as “shadow reports” parallel to SPs’ submissions detailing if the steps 

taken by SPs are adequate in providing conditions necessary for the realisation of the RtH 

(8).  

Conditions necessary for the full or adequate provision of the RtH are outlined, inter-

preted, or explained by the CESCR in what is known as General Comment 14 (GC14). These 

interpretations, helps to clarify the content of the RtH and reporting duties of SPs with respect 

to this particular right. The interpretation of the RtH in GC14 extends beyond healthcare 

provision to include underlying social determinants of health (5). Many of these determinants 

are also independently recognised as rights as mentioned earlier - for example water, food, 

housing, and safe environment. These are rights which encompasses social determinants of 

health factors that emanate from different sectors (11).  

Due to different requirement each sector needs or requires to ensure that these social 

determinants of health factors are met or provided for, there are possibilities that SPs may 

fail to fully provide and report on these factors. A good example is the situation in South 

Africa where the SP heavily depends on one national energy providing utility, ESKOM (14). 

ESKOM is a state-owned enterprise that burns coal and diesel to generate power for the 

country. In doing so, ESKOM was reported to have been exceeding the country’s minimum 

emission standards; 50 for Particulate Matter (PM),500 for Sulphur dioxide (SO2), and 750 

for Nitrogen (NOx) (15,16).  These standards are already weaker compared to updated inter-

nationally accepted WHO air quality standards of 40 μg/m3 in a 24-hour period (14,17).  

Despite evidence of non-compliance by ESKOM in this regard, the SP may fail to be 

transparent when reporting activities concerning regulation of emissions or pollutants since 

the utility is their only source of energy. Moreover, the same energy is required for use in 

hospitals, water pumps and food manufacturing industries necessary for provision of 

healthcare, water, and food. However, there are alternatives of clean and sustainable energy 

technologies available such as solar power in which the SP can invest (18). Compared to coal 

power plants that causes air pollution and increased health risks, solar energy is renewable, 

sustainable and reduces air pollution with less health risks (1,18). Therefore, there is need to 

consider reports from CSO’s as they normally have no direct benefits from such activities 

but have a mandate to represent the poor, marginalised, and those uninformed or educated 

(19) on what their rights are.  

When SPs fail to fully report, CSOs shadow reports become crucial in exposing these 

failures as per RtH provisions in the ICESCR and the GC 14 interpretations (8). In doing so, 

room for civil society action to engage with human rights experts within the UN human rights 



Part B 

41 | P a g e  

 

system is created. These engagements and the resulting reports are therefore an important 

tool to hold governments accountable for their obligations  respect, to protect, and to fulfil 

the RtH (19). In addition, where governments have to deal with transnational companies, 

CSO’s public scrutiny on matters that violate human rights has potential to expose these 

companies if they have taken advantage of government laws and policies (20).  

Given that the WHO reported a quarter of global BoD could be prevented by addressing 

EOH factors (9), it is clear that not only are EOH factors crucial in recognition of the RtH, 

they also play an important role in addressing social, economic, and public health issues. 

However, existing research provides limited evidence on how EOH factors are dealt with in 

achieving the right to health.  Therefore, this study explores the role of EOH factors in the 

realisation of the RtH, by investigating whether and how SPs, the CESCR, and CSOs’ pay 

attention to EOH issues in their reports as part and process of implementation of RtH under 

the ICESCR.  

2. Materials and Methods 

Methods  

We used a mixed methods approach focusing on SPs and CSO reports submitted to 

CESCR between the period of 2009 and 2018, together with COs within the same period as 

they appear on UN OHCHR website; https://tbinternet.ohchr.org/_layouts/15/treatybodyex-

ternal/TBSearch.aspx?Lang=en.  

After filtering the reports by “2009-2018”, we randomly selected three country reports 

for each of the 6 WHO epidemiological regions (Africa, Americas, Eastern Mediterranean, 

Europe, South-East Asia, and Western Pacific). This ensured representivity of reports sub-

mitted to the CESCR.  For each country, we downloaded (i) State Party (SP) reports; (ii), 

Concluding Observations (CO) issued by the CESCR for these downloaded SP reports; (iii) 

CSO reports (21); (iv) SP reports of the same country in subsequent years; and (vi) the CO 

reports in subsequent reporting of the same countries. The inclusion of follow up reports of 

both SPs and COs enabled us to explore whether issues raised by the COs of the CESCR 

were addressed by the country in their subsequent SP report or reflected upon by the CESCR 

itself.  

We undertook a Thematic Analysis (TA) (22) involving a word-frequency count of 

EOH terms in the downloaded reports. The word-frequency count or analysis of EOH terms 

was conducted on reports downloaded and saved in MS Word using the MS Word search 

function. Search terms used were, “environment,” “environmental,” “occupation,” “occupa-

tional”, “working conditions,” and “health”. This generated a number of term count as the 

first indicator of priority given to EOH issues and concepts. 

https://tbinternet.ohchr.org/_layouts/15/treatybodyexternal/TBSearch.aspx?Lang=en
https://tbinternet.ohchr.org/_layouts/15/treatybodyexternal/TBSearch.aspx?Lang=en
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Secondly, we performed a qualitative analysis of texts to identify common themes, top-

ics, ideas, and patterns of meanings that came up repeatedly. This process helped identify 

reporting patterns in the data while focusing on the diversity, distribution of issues and pro-

cesses in social groups (22). In the process, we created codes inductively, meaning that the 

codes were generated from the data (reports). To give our analysis a deeper context of issues 

from different perspectives we also added codes to the list we got inductively by applying 

deductive reasoning (13).  

To compare whether SPs and the CECSR paid attention to EOH issues in subsequent 

reports from the first or earlier reports, in our coding process we highlighted key issues, 

concepts and possible themes using different colours. For example, we used green to high-

light “environmental” terms and yellow for “occupational” or “occupation” terms. We ap-

plied this approach in analysing the first SP reports at the beginning of the study (considering 

SP report submitted between 2009 and 2011). If the same issue was addressed in the follow 

up SP report, we used the same colour to show that remedial action was applied and if not, 

we used red. The same process was applied in CO reports which were issued in response to 

SP reports. We used the same method for CSO reports. Since there were no CSO reports 

submitted as follow-up submission, we only highlighted all EOH issues that appeared in our 

search with the same colour.  

In the process of coding and word frequency analysis, we found out that 80% of these 

reports were including “health” issues in terms of health care which would have biased our 

results since the RtH is not only limited to health care. We then went back to SP and CO 

reports and counted all search terms as general EOH total counts that include the “health” 

term and specific EOH term counts that excludes the “health” term; i.e., terms classified as 

specific EOH terms were, “environment,” “environmental,” “occupation, “occupational,” 

and “working conditions”.  As a result, we were also able to compare between SP and the 

CESCR in the manner they were addressing direct environmental and occupational issues 

without having to refer to health care (Table 5) so as to answer our research question. We 

conducted this exercise as an iterative process to make sure that we clearly understood con-

nections between segments of data selected, conceptualised, and labelled as a code. This also 

helped to identify if there are any networks between different codes to terms referring to 

specific EOH terms.  

Thirdly, having highlighted all codes, key issues, concepts, and themes, we recorded 

these codes in a separate summary in a form of code book (Appendix 3) and briefly noted 

the context which they were used. Using the code book created, we re-grouped or re-arranged 

the codes into categories under the same key themes which we then presented as theme 
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mapping (Appendix 4). As part of the process, codes that speaks to the same theme or issue 

and highlighted with the same colour were grouped together and discussed under one main 

or key theme.  

The results from the word frequency analysis were presented in a tabular format. This 

was followed by a discussion linking these themes, critically analysing EOH issues. In doing 

this we investigated the extent in which EOH issues were attended to.  

3. Results 

(a)Word frequency analysis 

We randomly selected 18 countries, 3 each from the 6 WHO epidemiological regions. 

For these 18 countries, the UN CESCR Treaty Body Database, “1 January 2009 to 31 De-

cember 2018” search yielded 25 SP reports. Out of these 25 reports, 16 were grouped as 

initial reports, and 5 as SP reports submitted as follow-up reports. Four SP reports were ex-

cluded based on the following reasons: Although Sri-Lanka and Republic of Korea were 

initially randomly selected as part of study, a careful examination shows that their initial 2 

SP reports were actually submitted outside of the 2009 to 2018 study period. Therefore, we 

removed all 4 SP reports (2 SP reports submitted for 2007 and 2008 while the other 2 were 

subsequent SP reports submitted in 2015 and 2016).  

We then grouped the first round of submitted SP reports from 16 countries(n=16) and 

searched EOH terms as shown in Table 1 below.  

 

 

 

 

 

 

 

 

 

 

Table 1. EOH word frequency of SP reports at the beginning of study period by country1 (2009-2011) 

 

 
1 The word count of SP reports at the beginning of the study. 



Part B 

44 | P a g e  

 

 

As shown in Table 1, general EOH relevant terms appeared in all reports with a frequency 

ranging from 97 to 499 per SP report. However, SPs to the ICESCR referred mainly to 

“health” and there was much less use of specific EOH terms such as environment, environ-

mental, occupation, occupation and working conditions terms in all 16 countries. For exam-

ple, in Iran’s SP report in 2013, “health” was mentioned 397 times compared to only 2 men-

tions of “working conditions “and 52 “environment(s).” In Tanzania (2012), a country with 

the lowest count of EOH terms, “health” was mentioned 84 times compared to only 4 men-

tions of environment and no mention of “occupation(s). Overall, 75% of all General EOH 

terms mentions across the 16 countries SP reports was of ‘health’ referring to health care. 

   Following SP reports above, we searched for CO reports issued by the CESCR after ex-

amining each report. The search results yielded 16 CO reports for 16 countries as shown in 

Table 2 below. 

 

 

Country  

Year 

Environ-

ment(s) 

Environmen-

tal 

Occupa-

tion 

Occupa-

tional 

Working 

condi-

tions 

Health To-

tal 

Argen-

tina 

2009 51 23 50 42 12 189 367 

Ethiopia 2009 15 40 1 13 7 279 355 

Iran 2009 52 14 19 15 2 397 499 

Japan 2009 25 7 1 0 4 28 44 

New 

Zealand 

2009 19 25 4 11 1 303 363 

Slovakia 2009 17 13 6 10 17 184 247 

Tanza-

nia 

2009 4 2 0 5 2 84 97 

China 2010 13 12 5 11 3 90 134 

Den-

mark 

2010 22 1 11 22 4 109 169 

Egypt 2010 26 21 7 18 4 156 232 

Jamaica 2010 15 0 5 13 2 115 150 

Kuwait 2010 4 1 7 0 4 28 44 

Finland 2011 7 3 11 1 4 184 210 

Gabon  2011 14 4 2 5 2 122 149 

Nepal 2011 21 5 5 5 2 115 153 

Para-

guay 

2011 4 3 0 3 4 153 167 

Total 
 

309 174 134 183 78 2650 3528 
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Table 2. EOH word frequency of CO reports or recommendations for submitted SP reports 

in Table 1 grouped by country (2009-2015).2 

Country Year Environ-
ment(s) 

Environmen-
tal 

Occupa-
tion 

Occupa-
tional 

Working 
condi-
tions 

Health Total 

Argentina 2011 1 0 0 0 0 8 9 

Ethiopia 2012 0 1 0 0 1 14 16 

New Zea-
land 

2012 0 1 0 0 0 10 11 

Slovakia 2012 0 0 0 0 0 8 8 

Tanzania 2012 2 0 0 0 2 14 18 

Denmark 2013 1 0 0 0 0 6 7 

Egypt 2013 0 0 0 0 0 16 16 

Gabon  2013 0 0 2 0 1 13 16 

Iran 2013 0 2 1 0 0 14 17 

Jamaica 2013 1 1 0 4 1 15 22 

Japan 2013 0 0 0 0 1 2 3 

Kuwait 2013 2 1 0 5 1 9 18 

China 2014 1 5 1 0 6 33 46 

Finland 2014 1 0 1 0 1 11 14 

Nepal 2014 0 0 0 0 2 16 18 

Paraguay 2015 0 2 0 0 3 16 21 

Total 
 

9 13 5 9 19 205 260 

                 

We found that each report reflects a similar pattern to that of SPs predominant use of 

the term health compared to all specific EOH terms (Table 2). The term health was predom-

inantly used to explain issues that had to do with provision, access, availability, and accept-

ability of healthcare not in explaining specific EOH or environmental and occupational fac-

tors. On average, the CESCR mentioned specific EOH terms less frequently than SP reports 

did. For example, in Egypt and Slovakia (Table 2), the CESCR did not mention any specific 

EOH terms anywhere in the CO reports. Yet in SP reports (Table 1), there was 25% mention 

of specific EOH terms for Slovakia 2009 and 49% for Egypt 2010 SP reports. In the other 

14 countries, while there was mentioning of general EOH terms, the frequency with which 

the CESCR referred to specific EOH words in their CO reports ranged from n = (1- 6).   

Of the 16 CO reports that raised concerns and recommendations in Table 2, there were 

only 5 SP reports (Table 3) submitted as follow ups (second country reports within the study 

period). We therefore conclude that 11 countries did not meet their reporting obligations to 

submit follow-up reports after 5 years of their initial report. Table 3 shows count of general 

 
2 Table 2: The word count of CO reports as recommendations to SP reports submitted and shown in Table 

1.  
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EOH word frequency of the 5 complying countries, Argentina (2016), Slovakia (2017), Den-

mark (2018), Kuwait (2018) and New Zealand (2017). 

  Table 3:  EOH word frequency of SP reports in subsequent to CO reports submitted in Table 2 (2016-2018)3 

 
Year Environ-

ment(s) 

Environ-

mental 

Occu-

pation 

Occupa-

tional 

Work-

ing con-

ditions 

Health To-

tal 

Argen-

tina 

2016 6 6 1 4 6 53 76 

Slovakia 2017 4 2 0 1 9 68 84 

New Zea-

land 

2017 1 0 0 0 0 84 85 

Denmark 2018 20 1 0 2 4 80 107 

Kuwait 2018 17 8 2 9 5 39 80 

Total 
 

48 17 3 16 24 324 432 
 

           

     Compared to previous SP reports in Table 1, follow-up SP reports in Table 3 shows a 

reduced use of specific EOH terms on average, in steps taken by SPs in realisation of the 

RtH. This is evident for Argentina, Denmark, Slovakia, and New Zealand in which these 

terms’ frequency in SP reports declined from 178 to 23, from 60 to 27, from 63 to 16 and 

from 60 to 1, respectively. Of significance, between New Zealand’s 2009 and 2017 SP re-

ports, there was a 97% reduction in use of the specific EOH terms. In addition, Argentina 

had 77%, Slovakia, 59%, and Denmark; 38% reduction in these terms (specific EOH) count 

comparing with SP reports in Table 1 to Table 3.  

     Following these 5 SP reports, were only 2 CO reports published on the UN website that 

fell within our study period. To compare trends and investigate whether EOH factors were 

given attention to, we recorded counts of Specific EOH terms and count of the term word 

“health” separately as illustrated in Table 4 below. On average, there was an increase in the 

mentioning of Specific EOH specific by the CESCR in both Argentina and New Zealand. In 

Argentina’s and New Zealand first CO reports, the CESCR only mentioned Specific EOH 

terms once in both CO reports compared to 8 and 5 times mentions respectively in these 

countries in second CO reports. On SP reports however, Table 4 data shows that there was a 

significant reduction in the use of Specific EOH terms when comparing first SP reports with 

follow-up reports. Argentina SP reports had a 155 Specific EOH terms count difference i.e., 

178 mentions in the first report compared to only 23 in the second. New Zealand had a 59-

 

3 Table 3: Country reports that were submitted in subsequent to country reports in Table 1 and follow-up 

reports after the CO recommendations in Table 2. Only 5 CR reports were available, 11 reports fell out of the 

2008-2018 study period and web search criteria, therefore they were excluded.  
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count difference with the SP mentioning EOH specific terms 60 times compared to only once 

in the second SP report. Therefore, over the 10-year period there was a reduction in mention-

ing of EOH specific terms by SPs while CESCR increased the use of the terms in their re-

ports.    

 Table 44: Total EOH word frequency (2009-2018) (trends) 

 

* Specific EOH terms included, environment(s), environmental, occupation, occupational, work-

ing conditions.    

 

4 Table 4 contains sum of all EOH terms put together excluding "health" for Argentina and New Zealand 

from the first reports submitted to CESCR (SP reports) at the beginning of the study, follow- up reports and 

Concluding Observations (CO reports) published. Only 2 countries submitted their SP reports on time and 

therefore only these countries’ CO reports appeared in the study period 2009 to 2018 and were included. 

 State Party reports Concluding Observations 

 Specific EOH 

terms* (year) 

Health  Total  Specific EOH terms* 

(year) 

Health  Total  

Argentina 1st report 178 (2009) 189 367 1(2011) 8 9 

Argentina 2nd report (  23 (2016) 53 76 8(2018) 41 49 

New Zealand 1st report 60 (2009) 303 363 1(2012) 10 11 

New Zealand 2nd report 1 (2017) 84 85 5(2018) 20 24 
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          Table 55:  EOH word frequency in CSO reports for 18 countries selected for this study from 2009 - 2018  

Country CSO name     

Year   

 Environ- 

 ment(s) 

Environ- 

mental 

Occup- 

ational 

 

Health            

Total 

China Beijing AIZHIXING Institute 2012 0 0 0 32 32 

China Equal Opportunities Commission, Hong 

Kong 

2013 0 0 0 17 17 

China Hong Kong Unison Limited 2013 1 0 1 0 2 

China Hong Kong Special Administrative Region 

(HKSAR) 

2013 1 0 0 0 1 

China HRIC 2013 1 0 0 4 5 

Ethiopia Human Rights and Tobacco Control Net-

work 

2011 0 2 0 10 12 

Ethiopia  African Rights Monitor  2012 0 0 0 52 52 

Ethiopia The Advocates for Human Rights 2012 1 0 0 28 29 

Ethiopia International Disability Alliance (IDA) 2012 1 0 0 10 11 

Slovakia The Human Rights and Tobacco Control 

Network 

2011 2 0 0 11 13 

Slovakia Amnesty International 2012 1 0 0 1 2 

Slovakia Slovak national centre for human rights 2011 37 0 16 85 138 

Slovakia Centre for Reproductive Rights Citizen, 

Democracy, and Accountability and Free-

dom of Choice  

2012 0 0 0 143 143 

Slovakia International Human Rights Clinic Loyola 

Law School, Los Angeles 

2018 4 0 0 81 85 

Slovakia Validity, Forum for Human Rights (FO-

RUM), Social Reform Foundation (SO-

CIA), Social Work Advisory Board 

(RPSP) 

2018 2 0 0 6 8 

Slovakia European Roma Rights Centre (ERRC) 2018 0 0 0 9 9 

Gabon The Global Initiative for Economic, Social 

and Cultural Rights (GI-ESCR) 

2013 0 1 0 0 1 

Gabon Global Initiative 2013 0 0 0 1 1 

Egypt International Baby Food Action Network 2013 1 1 0 45 47 

Egypt Global Initiative 2013 1 0 0 0 1 

Egypt Amnesty International 2013 0 0 0 3 3 

Argentina  GIDES 2017 0 0 0 44 44 

Total  
  

53 4 17 582 656 
 

 

5 Table 5 illustrate EOH word count from available CSO submissions as shadow reports to SP reports from their respec-

tive countries.  
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CSO reports submitted as shadow reports to submitted SP reports are shown in Table 5 

above. 

As illustrated in the table 22 CSO reports were submitted as shadow reports to SP reports 

from 6 countries - Ethiopia (3 reports), Gabon (2 reports), Slovakia (7 reports), Egypt (3 

reports), China (5 reports) and Argentina, 1 report. Two reports were excluded from analysis 

because they were written in Spanish and could not be translated.  

From Table 5, it seems that only 1 of the 22 CSO reports paid any meaningful focus on EOH. 

The Slovakia National Centre for Human Rights had 37 mentions of the term “environment” 

and 16 of the term “occupational” which is the highest in all CSO reports submitted between 

the period 2009 and 2018.    

(b)Themes  

     Health was the term most commonly cited by SPs, CSOs and CESCR. However, the con-

text in which the term was used and patterns that emerged from the reports suggested that 

the CESCR had concerns about the accessibility, availability and quality of the health care 

provided by governments. There were no concerns expressed by SP, CO or CSO reports 

about EOH issues in relation to health care. 

While word count results gave us an important indicator of priority given to particular EOH 

terms and concepts, frequency cannot substitute for analysis in context of how these terms 

were being used. To gain understanding of the context in which these terms were used in 

relation to implementation of the RtH we applied Thematic Analysis (TA). Besides word 

count, we also focused on the context in which the EOH word counts were mentioned to 

derive our themes. Based on the study objectives and after rearranging the data according to 

themes that emerge from codes, using TA we then explored these emerging themes to help 

us define concepts and their relationship to study questions. Themes that emerged include: 

1. Development projects and environmental injustice  

2. Exposure to hazardous chemicals and environmental toxins  

3. Environmental health and OHS policies, and inspections 

4. Health Care and Social Determinants of Health (SDH)  

To provide details as to how the above themes emerged from the data, are connected 

and have been influenced by the research objectives and question, we present our find-

ings from the TA analysis as follows; 

3.1 Theme 1: Development projects and environmental injustice  

Subthemes 

3.1.1 Evictions 
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     Major issues mentioned in the reports are the evictions of people from their traditional 

lands to make way for mining, large-scale commercial farming, construction, and other 

commercial activities that destroy Indigenous people’s livelihoods and the natural environ-

ment. Several reports stated that Indigenous people were dependent on their ancestral lands 

for farming in order to feed their families, have access to clean drinking water and environ-

ment free from toxins. Evictions were raised in 70% of all 18 CO reports. Despite the 

CSECR raising these concerns, same issues were found or repeated in SP follow-up reports 

for the same countries. The problem was prevalent in evictions from ancestral lands occu-

pied by indigenous peoples, despite majority of SPs having ratified the ILO Indigenous and 

Tribal Peoples Convention (1989). This is evident when the CESCR raised concerns in Tan-

zanian 2012 CO report, regarding vulnerable communities which were “forcibly evicted 

from their traditional lands for the purposes of large-scale farming, creation of game re-

serves and expansion of national parks, mining and construction of military barracks,” (Tan-

zania CO report 2012 p.3). This has resulted in deprivation of land and natural resources 

while threating the right to food of these evicted communities.  

Addressing these issues of evictions, CESCR gave several recommendations related to the 

granting of licence for projects planned on ancestral lands without the informed consent of 

the people affected. In addition, one CSO suggested that there should be specific mecha-

nisms to ensure alternative, adequate housing is provided before evictions, especially when 

in vulnerable populations such as children (Argentina GIDES CSO report, 2017 p.11). 

3.1.2 Natural resource exploitation  

     In several CO reports, evidence shows that natural resources’ exploitation was taking 

place without taking due consideration of the environment and affected communities. In 

Argentina’s 2011 CO report, for example, the CESCR recommended that the SP should 

“ensure the protection of indigenous communities during the implementation of mining ex-

ploration and exploitation projects” (Argentina CO report, 2011 p.3). Taking steps to ad-

dress this issue of environmental protection, the SP ratified the ILO Indigenous and Tribal 

Peoples Convention, 1989 (No.169) through Act No. 24.071 and the United Nations Dec-

laration on the Rights of Indigenous Peoples and the Convention on Biological Diversity 

through Act No. 24.375. These ratifications were aimed at preserving and managing the 

biodiversity of indigenous peoples’ lands and territories (Argentina SP report, 2016 p.40).  

     Nonetheless, after taking into consideration of these steps taken by the Argentinian gov-

ernment, the CESCR in their subsequent CO report raised a concern that “more than 120,000 

hectares, many of which are in protected forests, were cleared in 2017 despite complaints 

from indigenous communities (art. 1 (2).” (Argentina CO report, 2018 p.4). In New Zealand, 
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the CESCR raised the same concern saying, “the State party does not give sufficient protec-

tion of the inalienable rights of indigenous people to their lands, territories, waters and mar-

itime areas, and other resources, as manifested by the fact that Mãori free, prior and in-

formed consent on the use and exploitation of these resources has not always been re-

spected.” (New Zealand CO report, 2012 p. 3). Similar concerns were raised in the Tanza-

nia, Nepal, Finland, Kuwait, and Iran CO reports. In raising these concerns, of note, the 

CESCR in one of the reports (Finland CO report 2014) directly linked natural exploration 

of resources in traditional lands to climate change and negative effect on health.    

3.1.3 Intimidation and killings of human rights activist 

     Out of 16 countries, concerns regarding intimidation of human rights activists or killings 

were raised in the CO reports for 5 countries - Argentina, China, Egypt, Finland, and Ethio-

pia. Realising the importance of human rights activists in the realisation of economic, social, 

and cultural rights, the CESCR provided strong recommendations that there should be sys-

tems in place to protect them.  

3.2 Theme 2: Exposure to hazardous chemicals and environmental toxins 

     The CECSR has raised concerns in Tanzania’s 2102 CO report that high exposure to toxic 

substances such as mercury and other hazardous chemicals in occupational settings is a threat 

to human health. In the rest of the CO reports for 15 countries, less focus was health hazards 

inherent in the working environment or access to occupational health services. Rather the 

focus labour registrations, wages, salaries and ensuring that undocumented migrants were not 

allowed to work illegally. These steps were not adequate to address safety, health working 

conditions or health risks workers are exposed to in different working environments regard-

less of their nationality or sector which they work in. This could be potentially one of con-

tributing factors to, for example New Zealand’s increase in number of work-related fatalities 

in agriculture and construction sector over the period 2002 to 2006 as shown in the country’s 

2009 SP report.  

     Nonetheless, where EOH were given attention to, results in Tanzania CO 2012 report, the 

CESCR raised a concern that people working in the mines were exposed dangerous chemi-

cals such as mercury and other highly toxic substances. In addition, the local communities 

were also negatively impacted due to, “artisanal mining and the chemicals used on the envi-

ronment and livelihoods of local communities,” Tanzania CO report 2012, p.4. As a result 

of these activities, water sources, such as rivers and lakes which the local communities de-

pend on were contaminated. Since the CESCR brought to light that SPs are involved in min-

ing activities and use of chemicals, both of which can pollute the environment, it is possible 

that SP reports were not providing sufficient details on the impact of these activities as 
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evident in the omission of the matter in Tanzania’s 2009 SP report. Therefore, we speculate 

that there could be more issues and grievances that were not brought to attention and health 

impacts for those living within the proximity of these mining industries. 

     Mining industries are subject to international accepted air quality standards or specific 

country’s EOH laws, policies, and regulations. SPs indicated that they have set maximum 

exposure levels through environmental standards for air quality and hazardous substances. 

However, only 1 country, New Zealand SP 2009 report detailed air quality standards which 

their own government introduced to regulate mining and transport industries. These were, 

however, not compliant to WHO 2005 Air Quality standards. For example, “14 national en-

vironmental standards for air quality were introduced. Five ambient standards set maximum 

thresholds for five commonly recognised air pollutants: PM10 particulates, nitrogen dioxide, 

carbon monoxide, sulphur dioxide, and ground-level ozone.” New Zealand SP report (2009 

p.81). The report was supposed to have indicated clear compliance with established guide-

lines, such as the WHO guidelines for air quality PM10: 20 μg/m3 annual mean 50 μg/m3 

24-hour mean depending on the size of population to which these standards will be applied. 

Furthermore, the report gave scant evidence on how these standards are monitored and en-

forced. In the absence of CSO submissions, which would potentially reveal if there were 

misrepresentations or omissions of issues, it is not known if even the non-compliant set 

standards are adhered to. 

     Argentina, in their 2009 SP report noted they were implementing steps regarding envi-

ronmental protection with no further details while giving more attention to other named non-

EOH factors throughout the report. For instance, the SP described in detail “comprehensive” 

programs for factors such as child protection and unemployment but provided only the most 

general descriptions regarding environmental protection measures. The responding CO re-

port in 2011 raised numerous EOH concerns which were having negative effects on the 

health of the country’s population. These include the increased use of chemical pesticides 

and transgenic soya seeds in regions traditionally inhabited or used by indigenous commu-

nities (Argentina CO report 2011, p.3). Subsequent to this CO report, the SP in their 2016 

follow-up report did not mention any steps to address these concerns. Remarkably, the 

CESCR took note of the SP’s failure to address these concerns and repeated the same issues 

(regarding use of pesticide while adding new concerns – such as the issue of oil and gas 

exploitation and the negative impact they have on, “the environment, water, health, and the 

risk of earthquakes, and about the fact that the local impact of these forms of exploitation has 

not been adequately assessed and the local populations have not been duly consulted (arts. 

11 and 12).” (Argentina CO report 2018, p.11). However, it was not clear how the urgency 
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for EOH matters were emphasised, particularly those that have been repeatedly mentioned 

and were still persisting.   

     Nevertheless, repeated mention of EOH issues by the CESCR may be an indication that 

the named concerns are recognised as important and need to be addressed. This was an im-

provement in how EOH matters were addressed throughout the study from the earlier period 

of 2009 to 2016 in both SP and CO reports, on the part of the CESCR with no submissions 

from CSOs. We speculate therefore that potentially, environmental and OHS policies which 

all 16 SPs have indicated to have in their respective countries offered a certain extent of 

protection to the environment and exposed population in the absents of CSO reports.  

3.3. Theme 3: Environmental health and OHS policies and inspections 

     SPs have reported having policies, laws, and systems in place, carrying out inspections at 

workplaces to prevent injuries and maintaining a health working environment. This response 

is evident in all 16 countries which outlined different Occupational Health and Safety (OHS) 

policies in place and inspections being carried out in their respective countries. However, the 

data shows little evidence of availability of corresponding RtH indicators and benchmarks by 

which the implementation of the formulated OHS policies were being monitored against. 

Neither were there details on how these policies are being implemented in and detailed plans 

of action in the first place. 

3.3.1 Workplace safety and health risks  

     According to the GC 14, policies, health strategies and a plan of action should be based 

on the principles of accountability, transparency, and independence of the judiciary for effec-

tive implementation of the RtH (11). In all 16 SP reports submitted to the CESCR, 80% of 

SPs did not fully give a full account of how these policies are being implemented in detail at 

workplaces, nor of the accountability of both employers and governments. Rather, the SP 

reports just outline those regulations that have been formulated and are in place. For instance, 

China’s 2009 response to CESCR’s concerns on the country’s Workers Safety Act (WSA), 

was to make mentions of other policies without giving details as per CESCR’s recommenda-

tions, “clear and specific provisions on work safety are provided in such laws and legal reg-

ulations as the Mine Safety Act, the Labour Act, the Trade Union Act, the Mineral Resources 

Act, the Coal Act, the Electricity Act and the Construction Act” (China SP report 2009, p.27). 

There was no information on whether and how these “clear” policies are implemented to 

ensure workers safety is guaranteed. Of the remaining 20%, SPs gave brief details of their 

regulatory measures. For example, Slovakia’s SP report in 2009 noted that the government 

provides supplementary paid leave for each 21 days worked for all workers exposed to occu-

pational hazards, such as ionising radiation and chemical carcinogens.  
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     However, the SP was not focusing on the improvement of all aspects of environmental 

and industrial hygiene or the prevention of occupational diseases that may arise as a result of 

exposure to these hazardous chemicals at work as expected under the ICESCR (para 12). 

Instead, the SP appeared to be using paid leave as some form of remedial action for the vio-

lation of the RtH or exposure to occupational hazards.   

The Argentinian report of 2009 (p.28) noted that “Inspectors visit company premises as part 

of their daily work and complete inspection reports to ensure that workers’ rights are being 

respected.” However, no information was provided of how employers are hold accountable 

if they are not complying to Occupational Health and Safety (OHS) requirements. Upon is-

suing recommendations in 2016 CO report, the CESCR did not address working conditions 

in terms of exposure to workplace hazards and or safety; rather, they focused on wages and 

labour department worker registration. Neither was there any concerns on a lack of access to 

occupational health services as an issue. In their follow-up report in 2016, Argentina appeared 

to recognise the role played by occupational risk as part of provision of working conditions 

beyond salaries or working hours by creating a National Agricultural Labour Commission 

that also regulates working conditions, occupational safety, and risks (Argentina SP report 

2016, p.14). Still, this did not address occupational health services availability, accessibility, 

acceptability and of good quality, yet it is one of the RtH’s requirement (23). 

Only two (China and New Zealand) of the 16 countries reported a reduction in the number of 

accidents, injuries, and fatalities. However, there was no evidence that details or shows if 

environmental health and OHS policies and inspection were the reason behind the reduction. 

Moreover, in all 5 submitted CSO reports parallel to the Chinese SP report, there was no 

mentioning of EOH issues. The CESCR however recognised, “adverse environmental effects 

of industrial pollution and food contamination, and their negative impact on the enjoyment of 

the right to an adequate standard of living and health.” (China CO report 2014, p.10). 

3.4. Theme 4: Health care and SDH factors  

3.4.1. Health care and medical attention:  

     Health was the term most commonly cited by CESCR but the context in which the term 

was used and patterns that emerged from the reports suggested that the CESCR had concerns 

about the accessibility, availability and quality of the health care provided by governments. 

In addition, discrimination in access to both health care, clean drinking water, and housing 

services was predominant as concerns raised by CSECR and CSO’s. In accessing these few 

mentioned services, women, migrants, people in rural areas and of indigenous origins were 

not provided with the same opportunities as that of men, citizens of the said countries, urban 

and local communities.  
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3.4.2 SDH factors.  

     Both SPs and the CESCR explicitly addressed SDH factors. This is because the RtH is an 

inclusive right extending not only to timely and appropriate health care but also to the un-

derlying determinants of health. There were issues with the quality, availability, acceptabil-

ity, inequality, and discriminatory accessibility of underlying determinants of health through-

out the reports over the 10-year study period. This is evident as follows:  

(i) Food and nutrition 

 Food programs are easily accessible and available in most SPs to the ICESCR. This is evi-

dent as countries have specific programs and policies in place that aim to address food sup-

plies. For example, in Nepal the country’s policy focuses on “food sovereignty: availability 

of food, access to food, proper use of food, and food stability.” (Nepal SP report 2011, p. 

16). However, the problem is adequate quality food with high nutritional value. Provision of 

food has been closely linked to EOH factors in the realisation of the RtH. Slovakia’s 2009 

SP report explained the importance of ecological agriculture that is sustainable, conserve the 

environment while produce bio-foods crucial for a healthy diet. In addition, one of the sub-

mitted parallel CSO reports from the Slovak National Centre for Human Rights in 2011 also 

emphasised the need to protect the environment as one of conditions that helps sustain food 

security.   

SPs, COs and CSOs acknowledge the importance of environmental factors as conditions 

necessary for the RtH and have provided evidence of this link. This was evident in SP reports 

from Tanzania, Argentina and Nepal submitted between 2009 and 2016 which identified 

famines, droughts, and fire as some of the factors leading to food insecurity challenges. Yet, 

SPs, when providing steps which they took to address food insecurity, suggested increasing 

access to foodstuffs and overlooked solutions to address famine, drought, and floods which 

they identified as the root cause of food insecurity.  

(ii) Water and sanitation 

SPs in their reports have to a large extent provided details of steps they have taken to ensure 

water and sanitation is accessible. Argentina adopted the Drinking Water, Social Assistance 

and Basic Sanitation Provision Programme (PROPASA) aimed at addressing water and san-

itation accessibility, quality, and availability. The project’s aims were firstly to promote ac-

cess and availability of safe drinking water by activities such as building of dams and in-

stalling pumps for water extraction. Secondly, the programs also focused on improving indi-

vidual human waste disposal and sewage systems and facilities for provision of basic sanita-

tion (Argentina SP report, 2009 p. 108).  
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     However, the CESCR, in their CO report, was not fully convinced of the adequacy of 

steps taken to ensure there is access to quality water which is safe for drinking. The CESCR 

questioned the access to water while there were reports of negative consequences of lithium 

exploitation which also affected the standard of living and subsistence of indigenous com-

munities of the population of Salinas Grandes (Salta and Jujuy provinces of Argentina). This 

is evident in the CO report to the submitted SP report as follows: “The lives of indigenous 

communities in Salta and Jujuy relied mostly on their natural resources. The government of 

Argentina allowed exploitation of natural resources in territories traditionally occupied by 

the country’s indigenous communities without informed consent prior and just and fair com-

pensation being paid to.” (Argentina CO report 2011, p.3). 

     The exploitation of minerals without informed consent from indigenous communities 

continued despite the SP indicating in 2009 that they would take steps to guarantee their 

participation in issues related to their natural resources. Moreover, the CESCR raised the 

same concerns about lack of participation and indigenous communities’ consent and about 

the health impact of lithium exploitation in their 2011 CO report. Responding to these 2011 

CESCR concerns and recommendations, the SP’s 2016 report did not give account specifi-

cally on the steps that were taken to reduce the impacts of lithium exploitation on water 

access; rather the SP report shows that the government was taken to court on the matter and 

is still yet to act on the matter and provide, “compensation for damages resulting from the 

pollution of the basin and to demand that the pollution stop, and the environment be re-

stored.” (Argentina SP report 2016, p.4). 

     In 2018 CO report, responding to 2016 Argentinian’s SP report, the CESCR did not pro-

vide any further comments on these concerns which they raised in their previous CO reports 

concerning exploitation of lithium and compensation. The CESCR, however raised new con-

cerns which are directed at another province of Argentina involving large-scale exploitation 

of unconventional fossil fuels which the CESCR described as an obstacle towards achieving 

the 1.5℃ target laid down in the Paris Agreement on climate change (Argentina SP report 

2018, p.3). Despite the failure of the CESCR to address issues of quality and acceptability of 

water services, New Zealand submitted a report where they acknowledged that 12% of the 

population connected to reticulated water received water that failed to meet national guide-

lines for water quality. This shows CESCR’s inconsistency in addressing environmental fac-

tors that have an impact on the quality, accessibility and acceptable of water and sanitation 

despite how they are directly linked to the RtH. Moreover, this also uncovers irregularities 

in monitoring of the implementation of the Convention by the CESCR and failure by States’ 

obligation to fulfil human rights. 
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(iii) Housing 

The explicit mention of housing in all SP reports suggests that SPs were taking steps that aims 

at addressing the right to housing and the role it plays in the RtH. For example, in the New 

Zealand report in 2009 the SP indicated it had adopted a housing policy to give way for “de-

velopment of safe, low cost and environment friendly housing.” (New Zealand SP report 

2009, p. 59).  

Nevertheless, despite SPs taking steps to address access to housing, evidence in these SP 

reports suggests there are still challenges in regard to quality and acceptability of these ser-

vices. For instance, “Significant proportion of New Zealand’s housing stock remains inade-

quately insulated against the weather, and insufficiently and inefficiently heated.” (New Zea-

land SP report 2009, p. 59). Owing to these challenges, the CESCR recommended that the 

SPs facing challenges in having adequate quality and acceptable housing services should 

adopt a human rights approach to their reconstruction efforts. This would also include making 

provision for temporary housing (New Zealand CO report 2012, p. 5). 

     However, there was no mention of this issue in its subsequent SP report submitted in 2016 

to New Zealand. As the CO report in 2012 did not give clear guidance as to what it meant by 

a human rights approach, the SP may not have taken the recommendation seriously or may 

not have understood what was expected. Unsurprisingly, 6 years later, the CESCR observed 

the same SP was still experiencing housing shortages which were contributing to water and 

sanitation problems and interfering with the realisation of the RtH. The CO report in 2018 

illustrated that the country was experiencing an increase in informal settlements and house-

holds that, “have no running water and over 30 per cent have no sewerage services.” (New 

Zealand CO report 2018, p. 9) 

4. Discussion 

     On average, there was low usage of specific EOH terms by SPs, CESCR and CSOs as 

conditions necessary for the realisation of the RtH. Nevertheless, results showed that SPs had 

a higher mention of specific EOH terms in their initial reports compared to their follow-up 

SP reports submitted 5 years later. This could have been as a result of CESCR CO reports 

which seemed to provide less attention, comments or concerns that addresses EOH factors as 

shown by a low count of specific EOH terms. Upon submission of follow-up SP reports, the 

CESCR, might have realised that the reduction in low count and referral of specific EOH 

terms was due to their first CO reports not paying attention to EOH factors. The CESCR, 

issuing CO reports to follow-up SP reports between 2016 and 2018, there was a slight in-

crease in specific EOH terms count (Table 3). This could be as a result of availability and 



                                                                                                                                                                                            

 

Part B 

58 | P a g e  

 

increase in number of research pointing to specific EOH factors as crucial in reduction of 

global BoD between 2016 and 2018 (4,24,25).  

     Prüss-Üstün and colleagues shows that 94% of the diarrhoeal BoD was attributable to 

associated Specific EOH risk factors such as unsafe drinking water and poor sanitation and 

hygiene. Therefore, despite both SPs giving more attention to health care, the absent of diar-

rhoea in a human body after access to medical treatment do not necessarily mean they are 

health (26). Besides these environmental factors, there are occupational hazards for which 

long-term exposure at low dose are associated with health impacts such as cancer. For exam-

ple, a long-term exposure to pesticides that contain glyphosate may lead to cancer as shown 

in WHO International Agency for Research on Cancer (27). In our results, CESCR raised 

concerns of the high usage of the same pesticide in Argentina’s 2018 CO report. In that same 

year (2018), Argentina’s country profile reported an estimation of 78% of all deaths in Ar-

gentina attributable to NCDs which cancer is also part of (3). Yet Argentina is ICECSR SP 

with obligations to protect, fulfil and respect the RtH by taking step to ensure conditions set 

put in GC14 are met.   

     If the SP (Argentina) was paying adequate attention to EOH factors, their reports would 

have included exposure reduction strategies such as a hierarchy of control strategy (28). This 

strategy would have shown that the SP is taking steps to eliminate, substitute by using a less 

toxic pesticide or restrict use through EOH policies and regulations. These policies should 

have been accompanied with detailed implementation, monitoring and evaluation strategies 

(23). In addition, information on trainings developed to communicate pesticide risk or any 

chemical, both at work would have shown that SPs are considering the health effects as a 

result of exposure to hazardous chemicals (29). This would have demonstrated that the SP is 

meeting their obligation to not only fulfil the RtH as explained in GC 14, para 36 and 37 but 

the right to occupational health (11).  

     Furthermore, the results show scant evidence on how occupational health services were 

accessed in SP’s reports. Despite this being evident, having the CESCR and CSO’s not com-

menting the issue (lack of access to occupational health services) is a problem. This is be-

cause the RtH requires OHS services to be available accessible and of good quality as men-

tioned earlier in our results (23). For example, SP, CO and CSO reports did not provide in-

formation on provision of adequate and correct PPE to workers yet London states that no 

work is 100 percent safe (29).  Not only does the availability of OHS services is required in 

within the SP jurisdiction but if not complied to that has potential implications of the SP in 

complying with EOH related international law instruments such as Occupational Safety and 

Health Convention 1981(No.155). The Convention in article 16 requires SP to have OHS 



                                                                                                                                                                                            

 

Part B 

59 | P a g e  

 

policies that ensures that the work environment is safe from chemical, physical, biological 

substances and agents harmful to health(30). If not, the Convention in article 16 requires 

employers to provide for adequate PPE to prevent the effect the exposure to these chemicals 

has on health. Besides, access to occupational health services is a requirement not only for 

realising the RtH but also to implement occupational health services as a right (31).  

     Despite a lack of evidence on how existing OHS policies were implemented, monitored, 

and evaluated, it emerged from the data that all SPs had existing but different policies on 

environmental and OHS guidelines. However, research suggest that policies to protect peo-

ple’s health, while important, may offer limited solutions for action on the RtH, when they 

are not enforced (32,33). Moreover, several researchers argue that detailing different policies 

on environmental standards for air and water quality, hazardous toxins and OHS guidelines 

without protective and enforceable measures in place is inadequate for the realisation of the 

RtH (23,34,35). Also, comments from the majority of CO reports support this assertion in 

which the CESCR raised concerns of enforceability of laws, noting that the Covenant had 

not been fully incorporated into the domestic legal systems in SP countries. If the provisions 

of the Covenant are not fully incorporated, the suggestion is that the formulated policies and 

laws are not fully compatible with the Convention to begin with.  

     London (36) asserts that the RtH is characterised by having a powerful normative role in 

establishing accountability, protections and freedoms. Therefore, SPs should in future pro-

vide details on implementation, enforcement of laws and regulations plan of action that ac-

company the said EOH policies. In providing an effective regulation plan of action there 

should be clear indicators with statistical data which Chapman (37) argues should provide 

yardsticks to measure SPs progress and compliance to ICESCR. Hence our argument that, 

data for workplace inspections, occupational accidents and disease, industries compliance 

with waste management and pollution regulations could have provided concrete evidence as 

to how far are SPs in addressing EOH factors. Moreover, GC 14 (11) stipulates enforcement 

measures for steps taken by SPs in conformity with policies; and the provision of EOH ser-

vices with preventive functions should be made clear when reporting. Therefore, since these 

enforcement measures were not clear and statistical data not provided in approximately 90% 

of SP reports, how illness prevention and improvement of all aspects of environmental and 

industrial hygiene is effectively achieved is therefore not known. Neither are environmen-

tally and occupationally attributable disease burdens.  

     Furthermore, SPs should indicate the established minimum exposure level to particulate 

matter which are also compliant to recognised international air quality standards for WHO 

guidelines for example. Not only compliance to these air quality standards help in reducing 
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the burden of illnesses to the general population but benefit those vulnerable communities 

and workers who are highly exposed to occupational hazards on daily basis (2). In addition 

to these detailed guidelines, a comprehensive analysis evidence of health risks associated 

with exposure to these regulated pollutants showing population attributable fraction; the pro-

portional reduction in death or any other related illnesses as a result of the guidelines is useful 

(4,38,39). This is useful because efforts to redress occupational health problems for example 

depends on population attributable fraction results and clear knowledge of the rights and 

justice dimensions of health problems faced by exposed workers (29).  

     However, there are industrial activities which SPs may be involved in that expose both 

workers and the general population, for example a coal mine exposing mine workers to silica 

dust and when the coal is used for generating energy communities are exposed to sulphur 

dioxide emissions (14,40). This potentially increases the global burden of NCDs which have 

been reported to be the leading cause of death globally (3). Findings from this study also 

brings evidence that supports the association of neglecting EOH and an increase in NCDS. 

In Slovakia for instance our word count analysis results show that between 2009 and 2017, 

there was a 59% reduction in the use of EOH specific terms, indicative of reduced attention 

paid to EOH factors. In 2018, WHO’s (3) report stated that of all deaths in the country(Slo-

vakia), 89% of them were due to NCD’s. In addition. more than half, that is 49% of this NCD 

proportion, were due to cardiovascular illnesses (3).  

     Research suggest that cardiovascular illnesses are associated with indoor air pollution and 

outdoor air pollution involving burning of solid fuels (4). Had the SP adequately considered 

the requirements of environmental and occupational hygiene and air quality regulation poli-

cies and clean renewable energy (1,11,18) our assumption is that NCDs’ related deaths re-

ported in the WHO report would have been lower. This is because, when human rights ap-

proaches are integrated into health and other policies there is a potential benefit that has on 

public health (41,42). In this scenario therefore, we would suggest SPs to opt for cleaner 

renewable energy while making quality occupational health care services accessible without 

discrimination together with stringent guidelines and pollution laws for manufacturing in-

dustries (18,23). 

     However, it is noteworthy that, despite a high burden of NCDs, Slovakia was one amongst 

all 16 countries with one of its CSO shadow reports mentioning EOH specific terms more 

commonly than any other CSO reports we reviewed across the 10-year study period. This 

could be a result of the Slovakian government valuing and encouraging participatory pro-

cesses in their policymaking process and implementation of laws relating to health (31). Yet 

again, since the CSO report provided corresponding evidence to the SP report, that was 



                                                                                                                                                                                            

 

Part B 

61 | P a g e  

 

evidence showing benefits of participatory processes and the ability they have in bringing 

about collective deliberation that considers the need of the communities (42). In addition, the 

potential benefits of using human rights approach that allows for civil society mobilisation 

and participation. Not only does the approach creates opportunities for policy shifts that con-

sider determinants of health factors besides health care, on the other hand they also encourage 

transparency from the SPs both when reporting and in their conduct or governance (42).  

     Existing research provides scientific knowledge linking, determinants of health emanat-

ing from EOH conditions and biological pathways leading to physical and mental health 

problems (43). Yet, in the UN human rights system, researchers have not adequately inves-

tigated how socio-economic factors and underlying determinants of health, which are largely 

EOH conditions, affects the realisation of the RtH (13,44). Moreover, having health-related 

Sustainable Development Goals (SDGs) such as promotion of environmentally responsible 

consumption or production patterns (SDG 12), mitigation of climate change (SDG 4), food 

and nutrition (SDG 2), water and sanitation (SDG 6); and reduction of inequality (SDG 10) 

(45) shows how underlying determinants of health factors are important for the realisation 

of the RtH in a broader context.  

     Numerous SP reports acknowledge that, drought and floods are factors contributing to 

food insecurity, while increasing problems related waterborne diseases, collapse of sewage 

systems and provision of safe and adequate sanitation. Including steps that aims to reduce 

greenhouse gases emissions such as improvement of transport systems strategies by regulat-

ing the activities of individuals, groups or businesses within this specific system should have 

been included in SP, CECSR and CSO reports (46). Bearing in mind growing food crops in 

polluted lands have an effect on the quality and acceptability of the nutrition content of the 

food crops. This contributes to food insecurity with negative impact on access to nutritional 

food thereby affecting people’s health as experienced in several other countries such as Ar-

gentina (Argentina SP report 2013 p.91). Yet, none of climate change mitigation or adoption 

strategies were included. Rather, in addressing these challenges, the focus was on distrib-

uting more food parcels, a solution that temporarily calms the “situation”. Therefore, SPs, 

CESCR and CSO’s should consider mitigation and adaptation strategies to minimise the 

possible impacts of these climate change events, not only in solving food security problems 

but reducing illnesses such as diarrhoea, malaria and malnutrition caused by floods (4).  

      Several researchers have demonstrated how separating environmental, occupational and 

working conditions from the RtH or health in general contributes to environmental injustice 

and the failure to respect, protect and fulfil the RtH (42,44,45). Considering the intersection-

ality of RtH, EOH factors can be traced across a range of Covenants and labour standards 

other than the ICESCR. To this end, Kimberle Crenshaw’s (47) theory of intersectionality is 
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generative for explaining how different individual experiences based on structural elements 

of discrimination such as power and vulnerability can intersect to produce worse injustices. 

Intersectionality is of value in informing how these structural elements shape the experiences 

of vulnerable communities against governments’ power, the legal system, or existing poli-

cies in the context of EOH.  Findings from this current study demonstrate that indigenous 

people and vulnerable populations were commonly evicted from their traditional lands, with-

out sufficient or adequate consultation when licenses were issued to explore natural re-

sources within their territorial land. Not only were these groups’ ability to cultivate their land 

for food produce and carry out other subsistence activities for standard of living jeopardised 

but they were also exposed to hazardous chemicals and environmental toxins. The human 

rights violations arising with these evictions led to a situation of environmental injustice 

characterised by a disproportionate burden of ill-health amongst the indigenous and most 

vulnerable population (33).  

     All in all, despite the pattern that merged that there is a lower mention of EOH specific 

issues in our results, part of data show discrepancies between steps taken by SP in realisation 

of the RtH and concerns raised by CECSR in CO reports and CSO’s shadow reports;  

(i) CESCR do not effectively follow-up on the same issues of concern when issuing recom-

mendations or CO reports, (ii) SPs were not fully addressing concerns raised by CESCR as 

per recommendations (iii) a lower number or no reports were submitted as shadow reports 

by CSO’s. Therefore, the UN reporting system does not appear to work effectively to hold 

SPs directly accountable on issues of concern. If the CESCR does not call SPs out on these 

concerns and monitor their progress on a previous recommendation, then the question of 

who then hold SPs accountable remains unanswered. Moreover, CSO’s, whom we antici-

pated would be able to call out SPs, either were not submitting shadow reports or on those 

that submitted they did not address EOH issues in their reports.   

     Recommendations 

a) The CESCR should follow up on all its previous recommendations when consid-

ering follow-up SP reports.  

b) SPs could (i) provide data on the size and vulnerabilities of population exposed 

to hazardous materials at work and in different communities; (ii) data on actual 

aggregate exposure to support their claims on steps they have or are taking to 

address EOH issues.  

c) The CESCR should strictly comply to the guidance provided by the GC 14 on 

reporting on the RtH so that all factors receive the same degree of attention when 

issuing recommendations; this will guide SPs and CSOs in their reports.  
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d) Legal protection of the rights stipulated in ICESCR should ensure special pro-

tection of environmental activist to allow for full CSO participation in matters 

that affect vulnerable communities without fear of intimidation.  

5. Conclusion 

Overall, comparing the trend in SP reports and COs over a 10-year period from 2009 

to 2018, EOH terms were rarely mentioned in the earlier years. However, in the later 

period, there was a slight improvement where the CESCR made more references to spe-

cific EOH issues. This was still not adequate considering research evidence showing an 

increase of NCDs global BoD owing to climate change and associated increasing extreme 

weather events such as drought, floods and other environmental disasters experienced in 

recent years. Therefore, addressing EOH health risks is required of governments to re-

spect, protect and fulfil the RtH. Nonetheless, irrespective of CECSR slight efforts in 

paying attention to EOH factors and recommendations, only a minority of SPs addressed 

EOH specific factors in their reports to the CESCR in this study. In addition, those who 

addressed EOH factors largely focused on addressing consequences rather than prevent-

ing EOH burdens. Therefore, there is an urgent need for governments to address root 

causes of failure to provide for conditions necessary for realisation of the RtH, specifi-

cally EOH factors. Further work needs to be done by the CESCR in strict monitoring of 

SPs’ obligations in terms of EOH factors as described in GC 14, which interprets the 

ICESCR’s RtH. If SPs do not comply, existing CSOs should fully participate in high 

numbers by engaging with communities and CESCR to hold governments more account-

able. Besides, government valuing participatory processes that include CSO’s in their 

policymaking process and implementation of laws relating to health brings about collec-

tive deliberation that considers the need of communities they serve.  
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PART C: Appendices 

Appendix 1: Figure 1: Linking the Right to Health to EOH.  
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Appendix 2: Table 1: Characteristics of reports used for study 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

       Region Country Sample A Sample B Sample C  Sample D Sample E 

Region 
 Initial SP   

reports 

COs to Sample A SP 

              reports 

Follow-up SP   

reports 

 COs to follow-up SP reports CSO reports 

African  

Tanzania   2009(3) 2012 No submission  N/A No submissions 

Ethiopia   2009(3) 2012 No submission   N/A 3 CSO submissions 

      Gabon   2011(1) 2013  No submission  N/A      2 CSO submissions 

American 

Jamaica 2010(1) 2013 No submission  N/A No submission 

Paraguay 

Argentina 

2011(1) 

2009(1) 

2015 

2010 

No submission  

2016 

 N/A 

2018 

No submission 

2(1 excluded) 

European 

Finland 2011(1) 2014 No submission  N/A No submissions 

Slovakia 2009(1) 2012 2017(1)  No submission 7 CSO submissions 

Denmark 2010(1) 2013 2018(1)  2019(Excluded) No submissions 

Eastern Mediter-

ranean 

Egypt 2010(3) 2013 No submission   N/A 3 CSO submissions 

Kuwait 2010(1) 2013 2018(1)  2019(Excluded) No submissions 

 Iran 2009(1) 2013 No submission  N/A No submissions 

Western Pacific 
China 2010(3) 2014 No submission  N/A 5 CSO submissions 

Japan 2010(1) 2013 No submission  N/A No submissions 

 New Zealand 2009(1) 2012 2017  2018 No submissions 

South East Asia  
Nepal 

Korea 

2010(3) 

Excluded 

2014 

N/A 

No submission 

N/A 

 N/A 

N/A 

No submissions 

No submissions 

 Sri-lanka Excluded N/A N/A  N/A No submissions 
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Appendix 3: Table 2: Code book  

Main Codes Main Themes Reason for inclusion 

• Environmental Injustice 

• Eviction   

• Discrimination 

• Indigenous people’s land 

• Consulting with landowners 

• Mining and commercial projects on 

private land 

 

Development projects and Environmental 

Injustice 

Subthemes 

a) Evictions 

b) Natural resources exploitation 

c) Intimidation and killings of human 

rights activist 

1. The right to adequate standard of living and health services should be 

culturally appropriate and acceptable to indigenous people and margin-

alized communities 

2. Projects or development-related activities forcing indigenous people out 

of their land and environment, denies them their sources of nutrition, 

relationship with their lands and has a deleterious effect on their health. 

3. Sustainability nature of development projects vs sustainable develop-

ment of indigenous people use of their own land for survival 

4. Human rights activists are crucial in advocating for vulnerable popula-

tion who are at the most affected by environmental injustice (lack of 

informed consent, violations of indigenous population’s rights etc) 

• Artisanal mining and the chemicals 

• Pollution from residents of areas 

neighbouring industrial sites 

Exposure to hazardous chemicals and en-

vironmental toxins 

 

ICESCR Article 12b states that, governments should take steps to prevent and 

reduce people’s exposure to harmful substances such as radiation and harmful 

chemicals or other detrimental environmental conditions that directly or indi-

rectly impact upon human health. 

• Regular workplace inspections 

• Untrained inspectors 

• Shortage of trained inspectors 

 

Environmental health and OHS policies 

and inspections 

 

1. Regulating, assessing and control of environmental factors that can po-

tentially affect health 

2. Preventing illnesses and creating health-supportive environments (for 

certain diseases mostly NCD’s which are entirely attributed to the envi-

ronment and or occupation) i.e., occupational risks for employed people 
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or susceptibility of people within an environment that is not regulated or 

protected from toxins  

3. Article 12.2 (b), “The right to healthy natural and workplace environ-

ments” GC 14 pg.6

Food and nutrition 

• Food security and supply programs

• High food prices

• Food inadequacy

- Drought

- Loss of crops

- Environmental protection

• High level food safety

• Agricultural production of food

• Protein

• Food consumption

• Food legislation

• Discrimination

Water and Sanitation 

Water quality(treatment) 

No running water 

Safe drinking water 

Sewage treatment 

Housing 

Health care and Social Determinants of 

Health  

 Subthemes 

a) Health care and discrimination

medication

b) Food and nutrition

c) Water and Sanitation

d) Housing

1. Everyone is entitled to the right to adequate food, water, life, and ade-

quate standard of living and health

2. According to GC 14,” The Covenant proscribes any discrimination in

access to health care and underlying determinants of health.” (GC 14 p.g

7)

3. States must ensure, “equal access for all to the underlying determinants

of health, such as nutritiously safe food and potable drinking water, basic

sanitation, adequate housing and living conditions”. (GC 14 p.g 13)
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Informal dwelling 

- Mud houses 

- Slums 

Poor quality houses  

Inadequate housing  

Expensive rentals 

- Affordable mortgages 

Housing policy 

Environmentally friendly houses 
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Appendix 4: Figure 3: Themes Mapping 
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Appendix 5: Journal Manuscript Template 

Type of the Paper (Article, Review, Communication, etc.) 

Title 

Firstname Lastname 1, Firstname Lastname 2 and Firstname Lastname 2,* 

1 Affiliation 1; e-mail@e-mail.com 
2 Affiliation 2; e-mail@e-mail.com 

* Correspondence: e-mail@e-mail.com; Tel.: (optional; include country code; if there are multiple correspond-

ing authors, add author initials) 

Abstract: A single paragraph of about 200 words maximum. For research articles, ab-

stracts should give a pertinent overview of the work. We strongly encourage authors to 

use the following style of structured abstracts, but without headings: (1) Background: 

Place the question addressed in a broad context and highlight the purpose of the study; 

(2) Methods: briefly describe the main methods or treatments applied; (3) Results: sum-

marize the article’s main findings; (4) Conclusions: indicate the main conclusions or inter-

pretations. The abstract should be an objective representation of the article and it must

not contain results that are not presented and substantiated in the main text and should

not exaggerate the main conclusions.

Keywords: keyword 1; keyword 2; keyword 3 (List three to ten pertinent keywords specific to the 

article yet reasonably common within the subject discipline.) 

0. How to Use This Template

The template details the sections that can be used in a manuscript. Note that each 

section has a corresponding style, which can be found in the “Styles” menu of Word. Sec-

tions that are not mandatory are listed as such. The section titles given are for articles. 

Review papers and other article types have a more flexible structure.  

Remove this paragraph and start section numbering with 1. For any questions, please 

contact the editorial office of the journal or support@mdpi.com. 

1. Introduction

The introduction should briefly place the study in a broad context and highlight why 

it is important. It should define the purpose of the work and its significance. The current 

state of the research field should be carefully reviewed and key publications cited. Please 

highlight controversial and diverging hypotheses when necessary. Finally, briefly men-

tion the main aim of the work and highlight the principal conclusions. As far as possible, 

please keep the introduction comprehensible to scientists outside your particular field of 

research. References should be numbered in order of appearance and indicated by a nu-

meral or numerals in square brackets—e.g., [1] or [2,3], or [4–6]. See the end of the docu-

ment for further details on references. 

2. Materials and Methods

The Materials and Methods should be described with sufficient details to allow oth-

ers to replicate and build on the published results. Please note that the publication of your 

manuscript implicates that you must make all materials, data, computer code, and proto-

cols associated with the publication available to readers. Please disclose at the submission 

Citation: Lastname, F.; Lastname, F.; 

Lastname, F. Title. Int. J. Environ. 

Res. Public Health 2022, 19, x. 

https://doi.org/10.3390/xxxxx 

Academic Editor: Firstname Last-

name 

Received: date 

Accepted: date 

Published: date 

Publisher’s Note: MDPI stays neu-

tral with regard to jurisdictional 

claims in published maps and institu-

tional affiliations. 

Copyright: © 2022 by the authors. 

Submitted for possible open access 

publication under the terms and 

conditions of the Creative Commons 

Attribution (CC BY) license 

(https://creativecommons.org/license

s/by/4.0/). 
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stage any restrictions on the availability of materials or information. New methods and 

protocols should be described in detail while well-established methods can be briefly de-

scribed and appropriately cited. 

Research manuscripts reporting large datasets that are deposited in a publicly avail-

able database should specify where the data have been deposited and provide the relevant 

accession numbers. If the accession numbers have not yet been obtained at the time of 

submission, please state that they will be provided during review. They must be provided 

prior to publication. 

Interventionary studies involving animals or humans, and other studies that require 

ethical approval, must list the authority that provided approval and the corresponding 

ethical approval code. 

3. Results

This section may be divided by subheadings. It should provide a concise and precise 

description of the experimental results, their interpretation, as well as the experimental 

conclusions that can be drawn. 

3.1. Subsection 

3.1.1. Subsubsection 

Bulleted lists look like this: 

First bullet; 

Second bullet; 

Third bullet. 

Numbered lists can be added as follows: 

First item; 

Second item; 

Third item. 

The text continues here. 

3.2. Figures, Tables and Schemes 

All figures and tables should be cited in the main text as Figure 1, Table 1, etc. 

Figure 1. This is a figure. Schemes follow the same formatting. 

Table 1. This is a table. Tables should be placed in the main text near to the first time they are cited. 

Title 1 Title 2 Title 3 

entry 1 data data 

entry 2 data data 1 
1 Tables may have a footer. 

The text continues here (Figure 2 and Table 2). 
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(a) (b) 

Figure 2. This is a figure. Schemes follow another format. If there are multiple panels, they should 

be listed as: (a) Description of what is contained in the first panel; (b) Description of what is con-

tained in the second panel. Figures should be placed in the main text near to the first time they are 

cited. A caption on a single line should be centered. 

Table 2. This is a table. Tables should be placed in the main text near to the first time they are cited. 

Title 1 Title 2 Title 3 Title 4 

entry 1 * 

data data data 

data data data 

data data data 

entry 2 
data data data 

data data data 

entry 3 

data data data 

data data data 

data data data 

data data data 

entry 4 
data data data 

data data data 
* Tables may have a footer.

3.3. Formatting of Mathematical Components 

This is example 1 of an equation: 

a = 1, (1) 

the text following an equation need not be a new paragraph. Please punctuate equations 

as regular text. 

This is example 2 of an equation: 

a = b + c + d + e + f + g + h + i + j + k + l + m + n + o + p + q + r + s + t + u + v + w + x + y + z (2) 

the text following an equation need not be a new paragraph. Please punctuate equations 

as regular text. 

Theorem-type environments (including propositions, lemmas, corollaries etc.) can be 

formatted as follows: 

Theorem 1. Example text of a theorem. Theorems, propositions, lemmas, etc. should be numbered 

sequentially (i.e., Proposition 2 follows Theorem 1). Examples or Remarks use the same formatting, 

but should be numbered separately, so a document may contain Theorem 1, Remark 1 and Example 1.  
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The text continues here. Proofs must be formatted as follows: 

Proof of Theorem 1. Text of the proof. Note that the phrase “of Theorem 1” is optional if 

it is clear which theorem is being referred to. Always finish a proof with the following 

symbol. □ 

The text continues here. 

4. Discussion 

Authors should discuss the results and how they can be interpreted from the per-

spective of previous studies and of the working hypotheses. The findings and their impli-

cations should be discussed in the broadest context possible. Future research directions 

may also be highlighted. 

5. Conclusions 

This section is mandatory. 

6. Patents 

This section is not mandatory but may be added if there are patents resulting from 

the work reported in this manuscript. 

Supplementary Materials: The following supporting information can be downloaded at: 

www.mdpi.com/xxx/s1, Figure S1: title; Table S1: title; Video S1: title. 

Author Contributions: For research articles with several authors, a short paragraph specifying their 

individual contributions must be provided. The following statements should be used “Conceptual-

ization, X.X. and Y.Y.; methodology, X.X.; software, X.X.; validation, X.X., Y.Y. and Z.Z.; formal 

analysis, X.X.; investigation, X.X.; resources, X.X.; data curation, X.X.; writing—original draft prep-

aration, X.X.; writing—review and editing, X.X.; visualization, X.X.; supervision, X.X.; project ad-

ministration, X.X.; funding acquisition, Y.Y. All authors have read and agreed to the published ver-

sion of the manuscript.” Please turn to the CRediT taxonomy for the term explanation. Authorship 

must be limited to those who have contributed substantially to the work reported. 

Funding: Please add: “This research received no external funding” or “This research was funded by 

NAME OF FUNDER, grant number XXX” and “The APC was funded by XXX”. Check carefully that 

the details given are accurate and use the standard spelling of funding agency names at 

https://search.crossref.org/funding. Any errors may affect your future funding. 

Institutional Review Board Statement: In this section, you should add the Institutional Review 

Board Statement and approval number, if relevant to your study. You might choose to exclude this 

statement if the study did not require ethical approval. Please note that the Editorial Office might 

ask you for further information. Please add “The study was conducted in accordance with the Dec-

laration of Helsinki, and approved by the Institutional Review Board (or Ethics Committee) of 

NAME OF INSTITUTE (protocol code XXX and date of approval).” for studies involving humans. 

OR “The animal study protocol was approved by the Institutional Review Board (or Ethics Com-

mittee) of NAME OF INSTITUTE (protocol code XXX and date of approval).” for studies involving 

animals. OR “Ethical review and approval were waived for this study due to REASON (please pro-

vide a detailed justification).” OR “Not applicable” for studies not involving humans or animals. 

Informed Consent Statement: Any research article describing a study involving humans should 

contain this statement. Please add “Informed consent was obtained from all subjects involved in the 

study.” OR “Patient consent was waived due to REASON (please provide a detailed justification).” 

OR “Not applicable.” for studies not involving humans. You might also choose to exclude this state-

ment if the study did not involve humans. 

Written informed consent for publication must be obtained from participating patients who 

can be identified (including by the patients themselves). Please state “Written informed consent has 

been obtained from the patient(s) to publish this paper” if applicable. 

https://img.mdpi.org/data/contributor-role-instruction.pdf
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Data Availability Statement: In this section, please provide details regarding where data support-

ing reported results can be found, including links to publicly archived datasets analyzed or gener-

ated during the study. Please refer to suggested Data Availability Statements in section “MDPI Re-

search Data Policies” at https://www.mdpi.com/ethics. If the study did not report any data, you 

might add “Not applicable” here. 
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Appendix A 

The appendix is an optional section that can contain details and data supplemental 

to the main text—for example, explanations of experimental details that would disrupt 

the flow of the main text but nonetheless remain crucial to understanding and reproduc-

ing the research shown; figures of replicates for experiments of which representative data 

is shown in the main text can be added here if brief, or as Supplementary data. Mathemat-

ical proofs of results not central to the paper can be added as an appendix. 

Appendix B 

All appendix sections must be cited in the main text. In the appendices, Figures, Ta-

bles, etc. should be labeled starting with “A”—e.g., Figure A1, Figure A2, etc. 
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