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Pe3rome

B 2006 rony CrienualibHbIN TOKIQTYUK IO BOIIPOCY O MPaBe KAKIOTo YeIOBEKa Ha
HAWBBICIINI TOCTHXUMBIN YPOBEHb (DU3MUYECKOTO M IICUXUYECKOT0 370pOBbs ToceTw L1IBenmro.
OcHoBHasl L1€7b TOE3/IKH COCTOsJIa B TOM, YTOOBI TOATOTOBUTH JJOKJIAJ] O TOM, KaKk
IIPABUTEIBCTBO OCYLIECTBIISIET IPABO HA HAMBBICIIUHI JTOCTHKUMBIM YPOBEHB 3I0pPOBbS Ha
teppuropun lIBenun. OnHAKO TONOJHUTENIBHO B XO/I€ MUCCUHU OH BKPATLE O3HAKOMMUIICS C
HEKOTOPBIMHU BIIEYATIIAIOIMMY IIPOrPaMMHBIMU HalpaBJIeHUAMU AesrenpHocTy [1IBennn Ha
MEXIYHapOAHOM apeHe B BONPOCAX PAa3BUTHS U MOOLIPEHHUS IIPaB Y€I0BEKa, BKIIIOYas IPABoO Ha

310poBbe. CrenuaabHbIN JOKIATIUK MPEACTABUI CBOM oK 00 3Toi Muccun CoBETY IO
npaBam uentoBeka B 2007 roxay (A/HRC/4/28/Add.2).

B nmocnenyroiieM npaBUTEIbCTBO COTIIACHIIOCH ¢ TeM, 4ToObI CrieaibHBIN JOKITaTUYUK
OoJiee MoAPOOHO HCCeA0BANl OCYIIECTBICHHE MEXKTyHapOoIHOU cTpateruu I1IBenuu B pa3pese
obecrieueHus nmpasa Ha 310poBbe. B okTsa0pe 2006 roga CrienmanbHBIN JOKJIA YUK TOCETHI
Bammarros, okpyr KomymOwus, rie 00CyIui ¢ HCTIOTHUTETBHBIME TUPEKTOPAMHU
ceBepo-0anTUiCKUX aenapraMmeHToB BeceMupHoro 6anka u Mex1yHapoaHOTO BATFOTHOTO (OHIA
(MB®), a Takke IpyrHMHU COTPYAHUKAMH TO, KAKHE MEPHI IPHHUMAIOTCS HMH JIJIS yU€eTa B
cBoel paboTe MexayHapOaHOU MpaBo3amuTHON noautuku [IBennu. B despane 2007 roga
CrnenuanbHbIN JOKJIQIUUK TOCETUIT YTaHy Ui U3y4eHHUs Toro, kakoi Bkiaa I1IBemus, u B
nepByo ouepes [1IBeckoe areHTCTBO MO0 COTPYTHUYECTBY B 00JIaCTH MEXKTyHAPOIHOTO
passutust (CUJIA), BHOCAT B peaH3allMio [IpaBa Ha HAUBBICIIHM JOCTHKUMBINA YPOBEHB
3I0POBBS B YTaHe. DTH MOE3AKH U 00CYKICHHS TOCITYKHJIA OCHOBOM JIJIsl TOATOTOBKHU
HACTOSIIETO JOKIaAa.

B pasnene | kpaTko roBOpPHUTCS O MPaBO3AMIUTHON CTOPOHE OTBETCTBEHHOCTH TEX, KTO
OKa3bIBaCT MEXKTYHAPOIHYIO TTIOMOIIb U COTPYAHHUYAET B 00JIACTH 3IpaBOOXPaHEHUSI.
[TpaBo3amUTHEIN aCMIEKT OTBETCTBEHHOCTH JICKHUT HA BCEX JOHOpaX M wieHax BcemupHOro
O0anka 1 MB®. Jlanee B nokiaje IpoCae)KMBAETCs MPUMEHEHHE dTOM 06a3bI KO BCEM acTIeKTaM
MOJIMTHKYU U TipakTuku [1IBeninn B Yranse, a Takke K ACATEIHHOCTH COOTBETCTBYIOITUX
HCITOJTHUTENIbHBIX TUPEeKTOpoB BecemupHoro 6anka u BM®.

Oco0oe BHMaHHE B JJOKJIAJIE YAENIAETCS BOMPOCY O MyTSIX MOBBIIIEHUS TOJOTYETHOCTH 32
OCYIIIECTBIICHUE MPABO3ALTUTHBIX (PYHKIIMI JOHOPOB MIPHU OKa3aHUH MEXIyHAPOAHON MOMOIIHN U
COTpYIHUYECTBE B 00J1aCTH 37paBooxpaHeHus. J(okaaa couep XUt OOJBIIOE YHUCIO0
pEKOMEHIallni, aIpeCOBaHHBIX IMPOKOMY KPYT'y Y4aCTHHUKOB Ipolecca.
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I. INTRODUCTION
Background: the Special Rapporteur’svisit to Sweden in 2006

1. InJanuary 2006, the Special Rapporteur undertook a mission to Sweden. While the
primary objective of this visit was to examine Sweden’ s right to health duties within its
jurisdiction, the visit also provided an opportunity to consider how Sweden gives effect to the
right to health in its international policies and programmes.

2. Inhisreport on the mission (A/HRC/4/28/Add.2), which he presented to the Human Rights
Council in 2007, the Special Rapporteur commended the Government of Sweden for its
commitment to mainstreaming human rightsin its foreign policies, including those on
international development. This commitment is enshrined in an important document,

Human Rights in Swedish Foreign Policy, which was adopted in 2003.

3. Inhismission report, the Special Rapporteur raised the following two fundamental
questions about the operationalization of Sweden’sinternational human rights policy:

(8 Towhat degree hasthis policy actually been brought to bear upon al aspects of
Sweden’ s foreign policy? For example, while the policy has been given careful consideration by
the Swedish International Development Cooperation Agency (Sida), hasit aso been given due
attention in relation to Sweden’ s policies regarding the World Bank, International Monetary
Fund (IMF) and international trade?

(b) Towhat degree has the policy actually been operationalized? Has Sida, for example,
managed to operationalize the policy on the ground in developing countries?

4.  Inhisreport, the Special Rapporteur remarked that if these questions were to be subject to
close examination, they should not only be put to public officials in Stockholm, but also to some
of those working overseas.

5. The Special Rapporteur is therefore very grateful to the Government of Sweden for
inviting him to pursue these questions by meeting those Executive Directors who represent
Sweden’s interests in the World Bank and IMF, and by visiting the Swedish Embassiesin
Uganda and Zambia, two countries where Sida provides significant support for health-related
activities.

6.  The Specia Rapporteur subsequently wrote to the Governments of Uganda and Zambia
requesting to undertake visits to these countries. While the Government of Uganda agreed to the
Special Rapporteur’svisit, to his regret the Government of Zambia did not extend an invitation.
Therefore the Special Rapporteur met with the Executive Directors representing Sweden in the
IMF and World Bank in Washington, D.C. and visited Uganda but not Zambia.

7. The Specia Rapporteur undertook a mission to Ugandain March 2005. The primary
objective of thisvisit was to address the issue of neglected diseasesin relation to the right to the
highest attainable standard of health in Uganda. One of the objectives of the Special

Rapporteur’ svisit to Ugandain February 2007 was to follow up on the recommendations made
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in the report on his mission undertaken in 2005 (E/CN.4/2006/48/Add.2). The Special
Rapporteur will pursue this very important right to health issue by way of letter to the
Government of Uganda. The letter and all subsequent correspondence will be included in next
year’ s Communications report.

Visit to Uganda

8.  The Specia Rapporteur visited Ugandafrom 4 to 7 February 2007. The central objective of
the mission was to understand how Sweden, in particular Sida, contributes to the realization of
the right to the highest attainable standard of health in Uganda. In other words, the report
considers Sweden’ s human rights responsibility of international assistance and cooperation in
health in the Ugandan context.

9.  During the mission, the Special Rapporteur met with the Minister for Health and officials
at the Ministry of Health. He also met the Minister of State and senior officials of the Ministry of
Foreign Affairs and of the Ministry of Finance, Planning and Economic Development. The
Specia Rapporteur held extensive discussions with senior staff at the Swedish Embassy,
including the Chargé d’ Affaires and the First Secretary responsible for health. He held meetings
with anumber of representatives of international organizations and United Nations agencies
working in Uganda, including the World Health Organization (WHO), the Office of the

United Nations High Commissioner for Human Rights (OHCHR), the United Nations
Development Programme (UNDP), the United Nations Population Fund (UNFPA), the

United Nations Joint Programme on HIV/AIDS (UNAIDS) and the United Nations Children’s
Fund (UNICEF). He also met other international organizations and donors, including the

World Bank, European Commission, Belgian Technical Cooperation and the Danish
International Development Agency. The Special Rapporteur met with the Uganda Human Rights
Commission. He also held consultations with representatives of numerous civil society
organizations, including the Ugandan Medical Association.

10. The Special Rapporteur visited Mpingi district, where he met with the District Director of
Health Services, aswell as avillage health team. He also visited three civil society organizations
working on sexual and reproductive health issues and supported by Sida, namely TASO, the
Straight Talk Foundation, and the Naguru Teenage Information and Health Centre.

Visit to Washington, D.C.

11. On 20 October 2006, the Specia Rapporteur held meetings with the Executive Directors
and other staff of the Nordic-Baltic countries at the World Bank and the IMF in

Washington, D.C. The central objective of thisvisit was to understand the role of Swedenin
relation to its membership of the World Bank and IMF and in the context of the right to the
highest attainable standard of health. In other words, the report considers Sweden’ s human rights
responsibility of international assistance and cooperation in health in the context of its
membership of the World Bank and IMF.

The present report

12. The Specia Rapporteur takes this opportunity to thank all those whom he met on hisvisits
to Uganda and Washington, D.C.
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13.  While much of this report focuses on these visits, the following section has general
application. It outlines the human rights responsibility of international assistance and
cooperation in health. Thisis not only relevant to Sweden, but all donors, as well as members
of the World Bank and IMF.

14. The human rights responsibility of international assistance and cooperation in health
extends to all States, both developed and developing. All States, for example, have a human
rights duty to “do no harm” to their neighbours. This report, however, focuses on the human
rights responsibility of international assistance and cooperation in relation to high-income
countries, such as Sweden.

15. Thereisincreasingly rich discussion about what international assistance and cooperation
means when this phrase is used in international human rights instruments.* International
assistance and cooperation is easier to grasp when focusing on specifics. Thus, this report looks
at international assistance and cooperation in relation to one sector (health), one donor (Sweden),
and one recipient country (Uganda). Itsfocus is practice, rather than doctrine. The report ams to
give practical guidance about the application of the human rights responsibility of international
assistance and cooperation in health.

16. One of the recurrent themes in the Special Rapporteur’s reports since 2003 has been the
human rights responsibility of international assistance and cooperation in health. He has looked
at thisissue in several thematic reports (such as E/CN.4/2005/51, A/59/422 and A/60/348) and
country reports (such as E/CN.4/2006/48/Add.2 and E/CN.4/2004/49/Add.1). The present report
aims to build on, and further particul arize, this work.

II. THEHUMAN RIGHTSRESPONSIBILITY OF INTERNATIONAL
ASSISTANCE AND COOPERATION INHEALTH

17. Healthisnot just amatter of domestic laws, policies and circumstances. The policies of
other States, including in trade and development, as well as the policies of intergovernmental
organi zations such as the World Bank and the IMF, aso have a profound impact on health. The
control of infectious diseases, the dissemination of health research and so on has an international
dimension. In practice, the realization of the right to the highest attainable standard of health is
dependent upon international assistance and cooperation. Thisis especially crucial in relation to
low-income countries. Thus, it isvery important to clarify the contours and content of the human
rights responsibility of international assistance and cooperation in health.

! Seefor example S. Skogly, Beyond National Borders: States Human Rights Obligationsin
International Cooperation, 2006; M. Salomon, Global Responsibility for Human Rights, 2007;
M. Salomon, A. Tostensen and W. Vandenhole (eds.), Casting the Net Wider: Human Rights,
Development and New Duty-bearers, 2007; the work of the Special Rapporteur on the right to
food e.g. E/CN.4/2005/47; and the work of the Working Group on the Right to Devel opment
e.g. A/HRC/4/WG.2/2.
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18. Theright to the highest attainable standard of health is recognized in international human
rights treaties ratified by Sweden, including the International Covenant on Economic, Social and
Cultura Rights (ICESCR) and the Convention on the Rights of the Child (CRC). As a State
party to ICESCR and CRC, Sweden not only has a duty to give effect to the right to health
domestically, but also through “international assistance and cooperation”.? This human rights
responsibility of international assistance and cooperation is reflected in other important
international instruments, not least the Charter of the United Nations, the Universal Declaration
of Human Rights and the Declaration on the Right to Development. Moreover, this human rights
responsibility resonates with other international commitments, such as Millennium Devel opment

God 8.

19. In recent years, the Committee on Economic, Social and Cultural Rights and others have
developed away of analysing or “unpacking” the right to the highest attainable standard of
health with a view to making it easier to understand and apply. The Special Rapporteur and
others have refined this analytical approach and, more importantly, applied it to specific health
issues (e.g. mental disability, the skills drain, and maternal mortality) and particular country
situations (e.g. Peru, Romania and Mozambique).

20. Drawing upon this analytical approach, as well as experience gained from its application,
the following paragraphs outline the contours and content of the human rights responsibility of
international assistance and cooperation in health.

21. A supplementary responsibility: Sweden’s human rights responsibility of international
assistance and cooperation in health does not qualify, limit or condition the obligation of the
Government of Ugandato do al it can to realize the right to the highest attainable standard of
health within its available resources and consistent with its other human rights responsibilities.

22. Responsihilities to seek and provide assistance: International assistance and cooperation
includes aresponsibility on States to seek appropriate assistance and cooperation, and a
responsibility on Statesin a position to assist to provide appropriate assistance and cooperation.

23. Resource availability: States are required to take targeted stepsto progressively realize the
right to health, subject “to the maximum of its available resources’.* This includes resources
available from the international community. Hence the responsibility of a developing State to
seek appropriate international assistance and cooperation.

24. Equaly, however, the human rights responsibility to provide international assistance and
cooperation is also subject to the resources available to adonor. This givesrise to difficult
questions. For example, how much should a donor be expected to contribute in the light of its
resource availability? When addressing this question, it can be very instructive to consider the

2 |CESCR articles 2.1 and 12; CRC article 4. Also see the Charter of the United Nations,
articles 55 and 56 and the Universal Declaration of Human Rights, articles 22 and 28.

% General comment No. 14 (2000), in particular paras. 38-42.

* |CESCR, art. 2, para. 1.
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record of comparable donors. It is because international assistance and cooperation give rise to
complex, sensitive and important issues that it should be subject to appropriate mechanisms of
accountability (see below).

25. Financial assistance: The human rights responsibility of international assistance and
cooperation includes a duty on high-income States to urgently take deliberate, concrete and
progressive measures towards devoting a minimum of 0.7 per cent of their gross national product
(GNP) to development assistance.” In 2001, the Committee on Economic, Social and Cultural
Rights commended Sweden for meeting and sometimes surpassing this target.®

26. Non-financial dimensions of assistance and cooperation: Crucialy, international assistance
and cooperation must not be narrowly understood as a duty to provide financial assistance. States
must ensure their various international policies do not obstruct, but support, the realization of the
right to the highest attainable standard of health in other countries. They have aresponsibility to
work actively towards an equitable multilateral trade, investment and financial system conducive
to the reduction of poverty and the realization of human rights, including the right to the highest
attainable standard of health.

27. Key right-to-health features that international assistance and cooperation should support:
International assistance and cooperation should be directed to give effect to key features of the
right to the highest attainable standard of health, including the following:

(@ Freedomsand entitlements. Freedoms include the right to be free from
discrimination. Entitlements encompass medical care and underlying determinants of health,
such as safe drinking water and adequate sanitation. The right to health includes specific
entitlements to maternal, child and sexual and reproductive health. Guaranteeing such freedoms
and entitlements should be central to States' development and other international policies. The
Committee on Economic, Social and Cultural Rights confirms that donors should give particul ar
pri orit;; to helping low-income countries realize their “core obligations’ arising from the right to
headlth;

(b) Equality and non-discrimination: These are integral to the right to the highest
attainable standard of health. In their international policies, States should give particular
attention to securing the right to health for disadvantaged individuals, communities and
popul ations, such as women, ethnic minorities, indigenous peoples, persons with disabilities, the
elderly, children, persons living with HIV/AIDS, sexual minorities, and those living in poverty;

(c) Participation: Those affected are entitled to participate in health-related
policymaking and implementation. Thus, in the recipient country, international assistance and
cooperation in health should promote such participation, especially by those who are

> See Millennium Development Goal 8, target 32.
® Concluding observations on Sweden (E/C.12/1/Add.70).

" General comment No. 14, para. 45.
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disadvantaged. Also, donors’ policies of international assistance and cooperation in health should
themselves be designed and implemented with the participation of such groups;

(d) Monitoring and accountability: Without monitoring and accountability, the right to
health can be no more than window dressing. Accordingly, international assistance and
cooperation in health should promote effective monitoring and accountability in recipient
countries. Also, donors should themselves be held to account for the discharge of their human
rights responsibilities of international assistance and cooperation in health (see below).

28. Obligations to respect, protect and fulfil: The right to health gives rise to three layers of
obligations on States: to respect, protect and fulfil. In the context of international assistance and
cooperation in health, States must ensure that their actions respect the right to health in other
countries. They must also, so far as possible, protect against third parties undermining the right
to health in other countries. Depending on resource availability, States’ obligations to fulfil the
right to health include responsibilities to facilitate access to essential health facilities and services
in other countries®

29. Procedural fairness: The requirements of procedural fairness extend to international
assistance and cooperation. For example, donors have aresponsibility not to withdraw critical
right-to-health aid without first giving the recipient reasonable notice and opportunity to make
alternative arrangements.®

30. Coherence: Theinternational right to health must be applied consistently and coherently
across all relevant national and international policymaking processes.™® This includes, for
example, the policies of international financial institutions, such as the World Bank and the IMF,
aswell as States international development, trade and other policies that bear upon health.™*

1. SWEDEN'SPOLICY FRAMEWORKS ON DEVELOPMENT,
HEALTH AND HUMAN RIGHTS

Sweden’s national policy commitments

31. During his mission to Sweden in 2006, the Special Rapporteur was impressed by the
commitment to human rights in Sweden’s foreign policies, including its international

® General comment No. 14, para. 39.

% See press release of 22 June 2006, “UN health rights expert criticizes donors for failing to
fulfil the humanitarian responsibilities in the Occupied Palestinian Territories’. Also see UNDP,
Human Development Report 2005: International Cooperation at a Crossroads.

19 See E/CN.4/2004/49/Add.1, para. 9, and Commission on Human Rights resolution 2004/27,
para. 6.

1 General comment No. 14, para 39. See E/CN.4/2004/49/Add.1.
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development policies. Human Rights in Swedish Foreign Policy emphasizes that human rights
are aprimary concern of Swedish foreign policy. The document includes a commitment to
mainstream human rights into the work of global and regional organizations.

32. Human rights are also one of four key objectives in Shared Responsibility: Sveden’s
Policy for Global Development. The policy includes an important commitment to mainstream
human rights across all areas of policy connected to international development. Sweden’ s key
health and development policy, Health is Wealth, as well as Swveden’ s International Policy on
Sexual and Reproductive Health and Rights, also both include commitments to a human
rights-based approach to health and development issues.

Sweden’sinternational policy commitments

33. Inaddition to Sweden’s national policies, it has globally agreed commitments on
development and health. Only some of these commitments explicitly embrace human rights.

34. Globa commitments which have shaped the development and international agendainclude
the Programme of Action of the International Conference on Population and Development
(1994), the Platform for Action of the Fourth World Conference for Women (1995), the
Millennium Declaration (2000), the Monterrey Consensus on Financing for Devel opment
(2002), and the Plan of Implementation of the World Conference on Sustai nable Devel opment
(2002). These commitments explicitly recognize the links between development, health and
human rights. They have informed, and support, Sweden’ s international development assistance
policies.

Millennium Development Goals

35. The Millennium Development Goals have come to play adefining role in international
devel opment, including the policies of donors such as Sida, aswell as those of international
organizations such as the World Bank and the IMF, and developing countries such as Uganda.
Three of the Millennium Development Goals are directly focused on health - the reduction of
child mortality, improvement of maternal health and combating HIV/AIDS, malaria and other
diseases. While the Millennium Development Goals do not explicitly include a commitment
to human rights, they have great potential to support the realization of the right to health

(see A/60/438).

Paris Declaration on Aid Effectiveness

36. The Paris Declaration, agreed in 2005 by 90 States, including Sweden, and 26 multilateral
organi zations, enshrines 56 commitments to make aid more effective. The commitments are
organized around five main principles:

(@ Ownership: Partner countries exercise effective leadership over their devel opment
policies and strategies, and coordinate devel opment actions,

(b)  Alignment: Donors base their overall support on partner countries' national
devel opment strategies, institutions and procedures,

(c) Harmonization: Donors' actions are more harmonized, transparent and collectively
effective;
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(d) Managing for results: Donors and partners manage and implement aid in away that
focuses on the desired results and uses information to improve decision-making;

() Mutual accountability: Donors and partners are accountable for development results.

37. In 2007, the Development Assistance Committee of the Organization for Economic
Cooperation and Development (OECD) published the Action-Oriented Policy Paper on Human
Rights and Devel opment, in which it emphasized the “ potential for the international human rights
framework and the Paris Declaration to reinforce and benefit from each other”.*? The Paris
Declaration has the potential to support the realization of the right to health, while in turn the
right to health can support the realization of the Declaration.

38. Howeuver, if the Paris Declaration is to support the right to health, then this fundamental
human right must help to define the processes and outcome of development. Without a concerted
effort to protect and integrate the right to health in the context of national ownership, alignment
and harmonization, there is a danger that the right to health will be sidelined. Thereisarisk that
the Paris Declaration will lead to the “lowest common denominator”, whereby consensusis
achieved at the expense of the promotion and protection of the right to health, including
particularly sensitive issues such as sexual and reproductive health rights.

39. All States haveratified at least one international treaty recognizing the right to health.
Many aso have national constitutional and other legal or policy commitments towards the right
to health. The right to health therefore represents a shared commitment of donors and aid
recipients. It can act as a common platform for development partnerships in contexts of national
ownership, alignment and harmonization. As such, the right to health can and should be
integrated into development agreements and policies.

The challenge of implementation

40. Sweden’ s policies on health, development and human rights are among the best in the
world and deserve applause and support. On the whole, Sweden’ s policies are consistent with its
human rights responsibility of international assistance and cooperation in health. The challenge
isto put these policies into practice.

41. While some of Sweden’ s international development commitments explicitly recognize the
links between health, human rights and development, regrettably the Millennium Devel opment
Goals and the Paris Declaration do not. The Special Rapporteur recommends that Sweden
give particular attention to ensuring that its human rights policies and inter national

human rights obligations are given central attention in the context of implementation of the
Millennium Development Goals and the Paris Declar ation.

12 page 9.
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V. INTERNATIONAL ASSISTANCE AND COOPERATION
INHEALTH: SIDA’'SEXPERIENCE IN UGANDA

42. This section considers Sweden’ s human rights responsibility of international assistance and
cooperation in health (outlined above in section I1) in the specific context of Uganda. It focuses
on the work of Sida.

A. Theright to health in Uganda

43. Ugandais - like Sweden - a State party to international human rights instruments
recognizing the right to the highest attainable standard of health, including ICESCR, CRC and
the Convention on the Elimination of All Forms of Discrimination Against Women.

44. Uganda's national Constitution also providesthat “all Ugandans enjoy rights and
opportunities and access to education, health services, clean and safe water, work, decent shelter,
adequate clothing, food security and pension and retirement benefits’,*® and makes special
reference to the human rights of women, children and persons with disabilities.

45. Inview of Sweden’sresponsibilitiesunder ICESCR and CRC, the principle of
alignment enshrined in the Paris Declaration, and Uganda’s domestic and international
right to health obligations, the Special Rapporteur welcomes Sweden’sinter national
assistance and cooper ation in health, which helpsthe Government of Uganda to fulfil its
constitutional and international obligationstowardstheright to health.

46. The Ugandan health and development context provides important background to
understanding how Sweden contributes to the realization of the right to health in this country.
Due to the word limits of this report, the Special Rapporteur refers readers to the analysis of
health and development provided by the report on his mission to Ugandain 2005.

B. How does Swedish development assistance support the realization
of theright to health in Uganda?

Sida’s development assistance strategy in Uganda

47. Sweden’'s Country Strategy for Devel opment Cooper ation, Uganda: 2001-2005 remained
the basis for Sida’ s development assistance to Uganda at the time of the Special Rapporteur’s
mission. The Strategy emphasizes that combating poverty in accordance with Uganda’s Poverty
Eradication Action Plan (PEAP) is Sweden’ s overall objective for devel opment collaboration
with Uganda. Key elements of the Strategy include support to the social sector, including health,
and to democratic devel opment and the promotion of fundamental human rights. The Strategy
places particular emphasis on strengthening the rights of women and children.

48. Despite its commendable focus on health and human rights, the Strategy does not explicitly
recognize the right to health. Human rights are not mainstreamed consistently throughout

13 Constitution of the Republic of Uganda, 1995, section X1V (b).

4 E/CN.4/2006/48/Add.2, paras. 10-14.
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Sweden’ s devel opment cooperation in Uganda, including in Sida s support to the health sector.
Sida should mainstream human rights, including the right to health, in its Uganda Country
Strategy. Consideration of the key features of the right to health will help Sweden realize
its human rightsresponsibility of international assistance and cooper ation in health.

49. The Special Rapporteur was pleased to learn that Sida’s staff in Kampalais committed to
integrating a human rights-based approach into Sweden’ s forthcoming Uganda Country Strategy.
An adequate understanding of human rights, including the right to health, by Sida staff in
country offices such as Ugandais vital if the organization is to operationalize its excellent
policies on health, human rights and development in Uganda and elsewhere. The Special
Rapporteur recommendsthat Sida enhanceits provision of training, resources and advice
on health and human rightsthat isavailabletoits staff in country offices, including in
Uganda.

50. Asfar aspossible, Sida should also extend training and capacity-building on human
rightsto Ugandan health policymakers and other health development partnersin Uganda.

Thelevel of assistance for theright to health provided by Sweden to Uganda

51. A large number of international organizations, donors and non-governmental organizations
(NGOs) are engaged in devel opment assistance in Uganda. Between 1994 and 2004, aid flows
averaged 11 per cent of gross domestic product (GDP). However, the Uganda health sector
remains seriously underfunded. While African heads of State and Government have set a target
of devoting at least 15 per cent of their budgets to health,™ the Government of Uganda currently
devotes only 9 per cent. Without more funds, many of Uganda’ s impressive health policies,
including many elements of the Health Sector Strategic Plan 11 (HSSPII), will not be
operationalized.

52. Intermsof volume of aid for health, Sidais one of the largest donors working in Uganda,
providing significant assistance to the health sector. In 2006, Sida provided US$ 55 million
development assistance to Uganda, including US$ 13 million for health, aswell as

US$ 13 million for humanitarian assistance, which encompassed health.,

53.  While commending the Government of Sweden, the Special Rapporteur urges Sida to
continue to provide generous support to health in Uganda, and to work together with the
Government of Uganda and other donors to ensure that adequate funding is provided to the
health sector.

Sida’s support to key right-to-health stakeholdersin Uganda

54. Sidaprovides support to arange of actors who have acritical role in operationalizing the
right to health in Uganda, including the Government, international organizations, the Uganda
Human Rights Commission and civil society.

> Abuja Declaration on HIV/AIDS, tuberculosis and other related infectious diseases, para. 26.
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Government

55. Theright to health in Sweden’ s agreements with the Government of Uganda: Four
agreements form the basis of this support: the Memorandum of Understanding between the
Government of Sweden and the Government of Uganda on Development Cooperation
(2001-2003);° the Specific Agreement between the Government of Sweden and the Government
of Uganda on Health Sector Support (July 2003-June 2007); the Partnership Principles between
the Government of Uganda and its Development Partners (2003); and the Memorandum of
Understanding between the Government of Uganda and various health partners for the
Implementation of the National Health Policy and the HSSPII (2005-2010).

56. Significantly, none of these agreements refer to the right to health. Only the first agreement
includes human rights as a point of reference. The Special Rapporteur recommendsthat the
right to health, and other human rights, are explicitly and consistently integrated into
Sida’s development cooper ation agreements with Uganda.

57. Sector and direct budget support: Concerned by fragmented planning and delivery of aid,
the Government of Ugandais keen to ensure that aid is aligned with national policies and
administrative processes. With thisin mind, the Government has encouraged donors to commit
to budget or sectoral support, rather than project-based support.

58. The hedth-related devel opment cooperation agreements between the Government of
Uganda and Sida emphasize that Sida s support to the Government will be primarily provided by
way of health sector support and direct budget support. In 2006, Sida delivered approximately
one third of its development assistance by way of direct budget support, and one third by way of
sectoral support to the health sector.

59. The provision of development assistance by way of sector or budget support means that
much of Sida’ s development assistance to the Government is aligned to the prioritiesidentified
in Uganda’ s national health-related policies. In order to understand how Sida supports the right
to health in Uganda, it is therefore important to understand how the right to health is promoted
and protected in the context of Uganda’ s national health-related policies.

60. Inrecent years, the Government and its development partners, including Sida, as well as
international organizations and civil society, have begun to give attention to the relationship
between the Government’ s health policies and human rights. The Government, with support
from WHO and OHCHR, convened a health and human rights stakeholders’ meeting in 2006. In
the same year, the Ministry of Health and other partners established a Health and Human Rights
Team, to be coordinated by the Ministry of Health. During his mission, the Special Rapporteur
participated in aworkshop organized by the Ministry of Health, Sida, WHO and OHCHR on the
issue of a human rights-based approach to health.

61. Theworkshop provided important insights into the strengths and weakness of HSSPII from
the point of view of the right to health, such as:

18 This agreement was amended and extended until June 2007.
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(@ Explicit commitment to the right to health and other human rights: The HSSPII does
not explicitly recognize the right to health, or mainstream aright to health approach. However,
the Plan does include explicit commitments to the rights of people with psychosocial disabilities
(“the mentally ill”) and to sexual and reproductive health rights;

(b) Attention to key right to health issues: Although the right to health is not explicitly
mainstreamed throughout HSSPII, the document neverthel ess includes commitmentsto
important right to health issues, including health systems strengthening. While the document
includes a commitment to sexual and reproductive health rights, with a particular focus on
reducing maternal mortality, it does not give adequate attention to important but particularly
sensitive sexual and reproductive health rights issues in Uganda, such as the high rate of unsafe
abortion, and the right to health of particular groups, including men who have sex with men;

(c) Equality and non-discrimination: HSSPII includes gender as a cross-cutting theme. It
enshrines the right to health principles of equality and non-discrimination through attention to
the rights of children, women and other vulnerable groups, including people living in poverty;

(d) Participation: HSSPII includes important commitments to participation. Civil society
was involved in the development of the policy, and is also playing an important rolein
implementation and monitoring. HSSPII includes important commitments to community
participation in the devel opment and delivery of health care and promotion, including through
the mechanism of Village Health Teams (VHTS). VHTs usually constitute five volunteers from
the community and trained by the Ministry of Health. The teams help deliver drugs and health
information. They have a potentially important role to help identify communities’ health needs.
The VHTs serve as the first link between the community and the formal health providers.

HSSPII states that the establishment of functional VHTsis apriority;

(e) Monitoring and accountability: HSSPII includes a focus on monitoring and
accountability. However, from the point of view of the right to health, some features should be
strengthened. For example, indicators are not consistently disaggregated, making it difficult to
monitor the human rights principles of equality and non-discrimination.

62. Inorder tosupport therealization of theright to health in Uganda, the Special
Rapporteur encour ages Sida to support the Government of Uganda in its endeavoursto
mainstream theright to health in HSSPII, aswell as other health-related policies, such as
the Poverty Eradication Action Plan (PEAP).

63. The Special Rapporteur also recommendsthat Sida endeavour to ensure that
important right to health issueswhich are not fully captured in the Gover nments policies,
such as sexual and reproductive health rights, are given attention in its dialogue and
agreementswith the Government and other actors.

64. Despitethe meritsof HSSPII, the Special Rapporteur emphasizes that some of the
Plan’s prioritiesremain underfunded. He urges Sidato work with the Gover nment of
Ugandato ensure adequate funding for implementation of the Plan.

65. Harmonization between donors: Aswell as promoting donor alignment with national
policies, the Government of Uganda promotes harmonization of devel opment assistance between
donors. This has led, for example, to the Health Sector Wide Approach (2000), the Partnership
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Principles for the PEAP (2003) and, most recently, the Uganda Joint Assistance Strategy
(UJAS: 2005-2009) prepared by seven donors including Sida. The UJAS will form a framework
for Sida' s devel opment cooperation with Uganda until 2009.

66. Alignment and har monization havereportedly led to greater coordination between
donorsin planning and delivery of aid, and have also lessened administrative burdens on
the Government of Uganda. From this point of view, the Special Rapporteur commendsthe
efforts of donors.

67. The Special Rapporteur encourages Sidato ensurethat theright to health informs
harmonization and is not neglected in the search for common ground between donors.

International organizations

68. In Uganda, Sida provides financia support for programmes and activities of, and engages
in dialogue with, arange of international organizations, including WHO, UNFPA, UNAIDS and
UNICEF. Many of them support important programmes, or provide technical advice, relating to
the right to health in Uganda.

69. Since 2005, Sida has provided funding for the appointment of a Health and Human Rights
Officer in WHO Uganda, who played an important role in promoting awareness of health and
human rightsissues in Uganda and supporting initial stepstowards the integration of human
rightsin policy and devel opment planning within the health sector. The Special Rapporteur
war mly commends thisimportant collaboration between Sida and WHO Uganda. The
Special Rapporteur encourages Sweden to continueto provide strategic support to
international organizationsworking on health and human rightsin Uganda. He encour ages
Sida to continueto provide support to WHO in Kampala by ensuring funding for the post
of a Health and Human Rights Officer.

Uganda Human Rights Commission

70. The Uganda Human Rights Commission is active on issues such as human rights
education, complaints handling, visits to places of detention, and the situation of disadvantaged
groups, such as women, children and people living with HIV/AIDS. In 2005-2006, Denmark,
Ireland and Sweden contributed US$ 1.4 million to the Commission by way of a basket-fund.

71. Toitsgreat credit, the Commission has recently established aright-to-health unit to
monitor, and hold to account, national and international actorsin the public and private health
sectors. However, currently the unit has negligible funding. The Special Rapporteur
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emphasizes that accountability provided by national human rightsinstitutions has an
important roleto play in holding duty bearersto account for theright to health. He
therefore vigor ously encourages Sida and other development partnersto support this
important new initiative.

Civil society organizations

72. Civil society organizations (CSOs) play an important role as health service providersin
Uganda. In recent years, they have also become increasingly engaged in advocacy. They have
engaged with the Government in formulating, implementing and monitoring key health policies,
such as HSSPII and PEAP. Through their advocacy, they have enhanced awareness of human
rights issues in the health sector.

73. The Special Rapporteur recommendsthat Sida support the participation of CSOsin
policymaking forums and monitoring mechanisms, such as health sector working groups,
Joint Review Missionsand the National Health Assembly.

74. In 2005, Sida contributed approximately US$ 15 million for organizations working on
HIV/AIDS and also on young people. The Special Rapporteur had the opportunity to visit
three of these organizations during hisvisit (see above) and commends Sida for its support
to these excellent organizations, which are making important contributionsto realizing
sexual and reproductive health rights, including for adolescents.

75. During hisvisit, the Special Rapporteur learned that some donors, including Sida, were
discussing the establishment of a basket-fund (i.e. pooled funding) for health-focused CSOs.
While the details were not finalized at the time of the Special Rapporteur’s visit, some CSOs
were concerned that a basket-fund would jeopardize their funding. If or when a basket-fund is
established for health NGOs, this must not jeopardize Sida’s support for CSOsworking on
right to health issues, including those committed to sensitiveinitiatives, such asthe
provision of sexual and reproductive health infor mation for adolescents.

Health professionals

76. While health professionals have a pivotal role to play in realizing the right to health, they
require human rights training. The Ugandan Medical Association recently established a Health
and Human Rights Committee that will examine the issue of human rights training for health
professionals. Similarly, the Action Group for Health, Human Rights and HIV/AIDS recently
co-organized an international training course on human rights for health professionalsin
Kampala. The Special Rapporteur encour ages Sweden and other development partnersto
support such initiatives.

Accountability for Sweden’s human rights responsibility of international assistance and
cooper ation in health

77. Accountability isavital feature of human rights, including the right to health. In the

devel opment context, accountability has focused on recipient countries. Recipients have had to
show that aid is spent as intended and with the desired outcomes. Such accountability is vitally
important. However, the right to health (and other human rights) also demands the accountability
of donors. Donors' accountability movesin two directions. Firstly, they are accountable to their
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taxpayers, usually through Parliament. Secondly, they are accountable to recipients and the
international community. These paragraphs focus on donors’ accountability to recipients. For
recipients the key question is: has the donor honoured its pledges and policies? In other words,
has the donor discharged its human rights responsibility of international assistance and
cooperation in heath?

78. In Uganda, many stakeholders - including the Government, international organizations,
civil society and donors - impressed upon the Special Rapporteur how important it isthat al duty
bearers, including donors, are held to account in relation to their duties arising from the right to
health.

79. Commendably, Sweden and some other donors have produced Millennium Devel opment
Goa Reports, highlighting how they are supporting the fulfilment of the Millennium
Development Goals. The OECD Development Assistance Committee also has a peer review
process that assesses the devel opment policies and efforts of its members. The Paris Declaration
on Aid Effectiveness enshrines a commitment to “mutual accountability”, in other words, a
commitment to mutual assessment by donors and partners regarding implementation of agreed
undertakings. The accountability of donors to the Governments of recipient countriesis
beginning to receive serious attention.

80. A lack of information about donors' policies and programmes, as well as a scarcity of
accountability mechanisms, present significant obstacles to donors' accountability in Uganda.

81. The Special Rapporteur recommendsthat Sida prepare and distribute accessible
information about its programmesin Uganda and their implementation. Pamphletsin local
languages could be made publicly available, and newspapers could beinvited to carry
articlesand notices. The Special Rapporteur also recommendsthat Sida work with the
Government of Uganda and other development partnersto enhance public accessto
information on national health policies and processes, such asHSSPII and the JRMs, since
theseinitiatives arevital vehiclesfor donors' international assistance and cooperation in
health.

82. Aswell as access to information, appropriate mechanisms are required to hold Sida
accountable. The following paragraphs signal arange of complementary mechanisms that may
be developed to enhance the accountability of donors, such as Sida.

83. Government: Joint Review Missions (JRMs) annually assess the performance of the health
sector. They also monitor implementation of the Memorandum of Understanding between the
Government of Uganda and its health development partners. The Missions are composed of
representatives from the Ugandan Government and its health devel opment partners. The JRMs
already provide an opportunity to assess and hold donors to account for their sectoral budget
support. They could be developed to deepen donors’ public accountability.

84. Parliament: The Ugandan Parliament could provide aforum to hold Sida accountable. The
Sessional Committee on Social Services of the Ugandan Parliament is mandated to oversee the
activities of the Ministry of Health, as well as other health-related government bodies, such as
the Uganda A1DS Commission. This Committee could play arole in exercising parliamentary
accountability not only for the performance of national ministries, but also for the support
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provided by health donors. The Swedish Ambassador, for example, could be invited to make a
presentation to the Committee and answer questions.

85. Uganda Human Rights Commission: The Special Rapporteur recommendsthat the
Commission’sright-to-health unit monitor the policies of Uganda’sdonors, aswell asthose
of the national Government, with a view to deepening accountability.

86. Civil society: Sida should be encouraged to report to key civil society meetings.

87. Multi-stakeholder forums. The National Health Assembly meets every two years. A range
of stakeholders attends. health-related ministries, local health authorities, parliamentarians,
international organizations and civil society. The Assembly reviews health sector performance
and strategizes about future work. With appropriate information, the Assembly could review
donors’ contributions to the realization of the right to health in Uganda.

88. Sidashould be accountableto Uganda for itsinitiativesthat impact upon the health of
the Ugandan people. The Special Rapporteur recommendsthat Sida, and others, actively
seek practical, realistic ways to enhance accountability to the Ugandan Gover nment,
Parliament and public. For example, Sida could submit reportsto a Committee of the
Ugandan Parliament, aswell asto the National Health Assembly. The Uganda Human
Rights Commission could monitor Sida’s health-related initiatives. These and other
possibilities - some of them signalled in the preceding par agraphs - should be actively
explored in close consultation with the Gover nment of Uganda.

V. WORLD BANK AND THE INTERNATIONAL MONETARY FUND

89. TheWorld Bank isasignificant source of financial and technical assistance to developing
countries. The institution provides low-interest loans and interest free credit and grants to
support developing countries, including in relation to health. Poverty reduction is a central
objective of the Bank.

90. The mandate of the IMF includes the promotion of international monetary cooperation,
fostering economic growth and high employment, and providing temporary financial assistance
to countries to help ease bal ance-of-payments adjustments.’ In recent years, IMF policies and
activities have been adapted to support the context of poverty reduction policies in developing
countries.

91. World Bank and IMF policies and programmes have sometimes a significant impact on the
right to the highest attainable standard of health, in particular in low-income countries.*® For
instance under the Heavily Indebted Poor Countries (HIPC) initiative the World Bank and IMF
provide concessional lending and debt relief to poor countries. To receive debt relief, countries
must prepare a poverty reduction strategy paper (PRSP) for approval by the IMF and

" IMF, Articles of Agreement, art. 1.

18 For further discussion, see R. Hammonds and G. Ooms, “World Bank Policies and the
Obligation of its Members to Respect, Protect, and Fulfil the Right to Health”, Health and
Human Rights, 2004, p. 46.
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World Bank, who then periodically assess implementation. Most strategy papersinclude a
multi-year budget projection called a medium-term expenditure framework (MTEF), which
includes spending targets for various sectors of the Government. While the HIPC provides
debt relief to countries with unsustainable debt burdens, and thereby helps in accel erating
progress towards the attainment of the Millennium Development Goals, in some countries
health-spending targets identified in the MTEF have functioned, at |east temporarily, as
health-spending ceilings.*

92. The Specia Rapporteur’ s meetings with the Executive Directors representing Sweden at
the IMF and World Bank provided him with an opportunity to discuss how Swedenis
implementing its policies on health, development and human rights in the context of its
membership of these institutions, as well as obstacles encountered.

93. In 2001, the Committee on Economic, Social and Cultural Rights encouraged Sweden, as a
member of international financial institutions, in particular the World Bank and IMF, to “do all it
can to ensure that the policies and decisions of those Organizations are in conformity with the
obligations of States parties to the Covenant, in particular the obligations contained in

articles 2.1, 22 and 23 concerning international assistance and cooperation”.

94. The Specia Rapporteur’ s meetings with the Executive Directors also provided him with an
opportunity to discuss how Sweden isimplementing the Committee’ s recommendation.

A. Governanceof theMF and World Bank: Sweden’s
role and human rightsresponsibilities

95. The decision-making procedures of the IMF and World Bank have a significant bearing on
Sweden’ s opportunities to mainstream its international policies on development, health and
human rightsin the context of its membership of these organizations.

Boards of Governors

96. Boththe World Bank and IMF are composed of 185 shareholding member States. The
highest decision-making body of each institution is a Board of Governors, which consists of
representatives from each shareholder’ s Government. The Boards of Governors meet on an
annual basis.

9 G. Oomsand T. Schrecker, “Expenditure ceilings, multilateral financial institutions, and the
health of poor populations’, vol. 365, Lancet, pp. 1821-1823.

0 Concluding observations on Sweden (E/C.12/1/Add.70, para. 24).
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97. TheMinister for Finance represents Sweden on the World Bank Board of Governors, and
Sweden’ s Alternate Governor to the World Bank is the Minister for International Development
Cooperation. The governor of the central bank in Sweden represents Sweden on the IMF Board
of Governors, and Sweden’s Alternate Governor to the IMF is the State Secretary to the Minister
for Finance.

98. The Special Rapporteur emphasizesthat Sweden’srepresentatives on the Boar ds of
Governorsshould ensurethat their votes and other activities areinformed by Sweden’s
international human rights obligations, including its human rightsresponsibility of
international assistance and cooper ation in health.

Executive Directors and Executive Boar ds

99. The Governors delegate responsibility for overseeing the day-to-day business of the
institutions to their designated representatives on the World Bank and IMF Executive Boards.
The Executive Boards for the World Bank and IMF are each made up of 24 Executive Directors
representing the 185 member countries.

100. The Executive Directors are based in Washington and normally meet twice aweek to
oversee day-to-day business, including approving loans and guarantees, new policies, the
administrative budget, country support strategies, and borrowing and financial decisions. Even
though Executive Directors are accountabl e to the Governments which they represent, it is
anticipated that they exercise their functions independently.

101. Sweden sharesits representation on the Executive Board of the Bank and IMF with
Denmark, Estonia, Finland, Iceland, Latvia, Lithuania, and Norway. Mr. Svein Aass (Norway) is
currently the Executive Director representing these countries on the Executive Board of the
World Bank, and Mr. Tuomas Saarenheimo (Finland) is the incumbent Nordic-Baltic Executive
Director at the IMF. Each Executive Director is supported by an Alternate Executive Director
and ateam of advisors from the member countries.

102. The decisions of the Executive Boards are, by and large, based on consensus. In situations
where there is a conflict of views amongst the Executive Directors, the issue is decided by a
simple maority of the voting power. Votes are weighted among the Executive Directors on the
basis of the size of the shareholding of the countries that they represent.

103. Asarule, Executive Directors representing more than one country must cast a single block
vote for the member countries that they represent. The joint voting share of Sweden and the other
Nordic and Baltic countries on the Executive Board of the World Bank (International Bank of
Reconstruction and Development) is 3.34 per cent of the total votes and 3.45 per cent of total
votes on the Executive Board of the IMF.

104. The meetings that the Special Rapporteur held with the Executive Directors confirmed that
support and political guidance from constituency countries play an important role in defining
Nordic-Baltic policy positions in deliberations of the Executive Boards. However, since the
decisions of the Boards are based on consensus, and the positions of individual Executive
Directors or the countries that they represent are normally undisclosed, it is difficult to assess
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Sweden’s impact on the overall decisions made by the Board. The Special Rapporteur
encourages Sweden to make publicly available the views and positionstaken by its
Executive Directorsin Executive Board discussions.

105. In amove to create greater transparency and accountability, the Spanish Parliament has
recently passed a motion requiring its World Bank and IMF Executive Directors to report
annually to Parliament on the positions taken by them on behalf of Spain at the World Bank and
IMF. The Special Rapporteur encourages Sweden to establish a transparent, accessible and
effective mechanism to monitor and hold to account their Executive Directorsin respect of
human rightsand their functions at the World Bank and the IMF.

106. All the countries represented by the Nordic-Baltic Executive Directors have ratified
ICESCR and CRC, and all therefore have a human rights responsibility of international
assistance and cooperation in health. The Gover nment of Sweden should do all in its power to
ensurethat the positionstaken by the Nordic-Baltic Executive Directorsin Executive
Board meetings promote policies and decisionsthat are in conformity with the obligations
of States partiesto ICESCR and CRC. The Special Rapporteur encourages other member
countries of the Nordic and Baltic office to support Sweden in implementing human
rights-based policies and programmes.

B. Human rightsand the World Bank and IMF: institutional obstacles

107. While Sweden’ sinternational policies on development, health and human rights are among
the best of the world, there are some institutional barriers in the operationalization of these
programmes and policies in the World Bank and the IMF.

Themandates of the World Bank and IMF to address human rights

108. Over the years, some senior World Bank and IMF staff have argued that their institutions
have neither the mandate nor competence to address human rights issues. For instance, in 2001
the IMF General Counsel Frangois Gianviti, in an informal opinion, rejected the applicability of
the International Covenant on Economic, Social and Cultural Rights to the Fund on the grounds
that the obligations imposed by the Covenant applied only to States, not to international
organizations.”* Regrettably, these views have tended to discourage other staff from examining
the human rights dimensions of their work.

109. These views are being challenged from both within and outside these institutions. In a
recent analysisit is argued that the IMF, as a subject of international law, has human rights
obligations; economic, socia and cultural rights are a part of general international law that is
binding outside the treaty regimes and therefore create binding obligations for the IMF.?

21 E/C.12/2001/WP.5.

22 A. Clapham, Human Rights Obligations of Non-State-Actors, 2006, pp. 147-149. Also see
S. Skogly, The Human Rights Obligations of the World Bank and IMF, 2001.
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110. Similarly, Roberto Danino, the then General Counsel of the World Bank, argued that the
Bank’ s objectives and activities are deeply supportive of human rights and that a more explicit
approach to human rightsis not only consistent with the organization’s Articles of Agreement,
but is essential if the institution is to fulfil its poverty reduction mission of economic growth and
social equity in a changing world.*® More recently, the new World Bank General Counsel,
AnaPalacio, also expressed support for the incorporation of human rights concepts into the work
of the organization.* The Special Rapporteur supportsthisview and encour ages Sweden to
useitsinfluence on the Governing and Executive Boar ds of the World Bank and IMF to
ensurethat these institutions respect human rightsin forcein borrowing countries, and to
promote and integrate human rights within their policies and programmesin accordance
with their mandates.

Familiarity with human rightswithin the World Bank and the IMF

111. Certaininstitutional and cultural barriers within the World Bank and IMF impede the
integration of human rights dimensions within their policies, programmes and projects.” For
instance, the Bank and IMF primarily consist of economists and financial experts who specialize
in lending techniques that can be measured quantitatively. This approach regards economic and
financia variables as the ones that matter and largely ignores their critically important social
context. In addition the “approval culture” in the Bank reflects an emphasis on the approval of
large projects with large amounts to the neglect of negative environmental and socia impacts of
these projects.”®

112. Another obstacle in the development of human rights policies and programmes within the
Bank and IMF isthe lack of human rights training opportunities for the staff, as well asthe
members of the Executive Boards of these organizations. The lack of understanding of human
rights contributes to internal resistance in the Executive Board to the application of human rights
in these institutions.?” As aresult, human right concerns are not adequately considered by the
Executive Board. Even when they are, their scope is generaly limited to civil and political rights
only.

8 R. Danino, Legal Opinion on Human Rights and the Work of the World Bank, Senior
Vice-President and General Counsel, World Bank, January 2006.

2 A. Palacio, “The Way Forward: Human Rights and the World Bank”, Devel opment Outreach,
October 2006, pp. 35-37.

% M. Darrow, Between Light and Shadow, 2003, p. 196.
% 1bid., p. 197.
" Ibid., p. 200.



A/HRC/7/11/Add.2
page 24

113. The Special Rapporteur encourages Sweden to provideits Executive Directors, as
well as other staff in the Nordic and Baltic office, with human rightstraining, resour ces
and advice. He also calls on the Gover nment of Sweden and Sweden’s Executive Directors
to support the provision of human rightstraining for other World Bank and IMF
Executive Directors and the staff in their respective offices, and staff workingin the
World Bank and IMF themselves.

The Paris Declaration on Aid Effectiveness

114. The World Bank and many of its members, including Sweden, are signatories to the Paris
Declaration on Aid Effectiveness. Asthe Special Rapporteur has already emphasized, there is
significant potential for mutual reinforcement between human rights and the Paris Declaration.
However, arestrictive interpretation of the Paris commitments to national ownership, alignment
and harmonization, whereby progressive policies are watered down to a“lowest common
denominator”, could obstruct promotion and protection of the right to health in the context of the
Bank’ s operations.

115. Similarly, “new aid modalities’ are often interpreted as leading towards a diminishing
support for CSOs. CSOs play an important role in the promotion and protection of human rights
and in ensuring donor accountability. The Special Rapporteur calls upon Sweden to ensure
that “new aid modalities” do not lead to diminishing support for CSOs.

116. The “managing for results’ requirement under the Paris Declaration is about promoting a
results-oriented approach in aid relationships. Human rights should be used to define the results
to be achieved and the strategies needed to achieve them.

117. The Special Rapporteur encour ages the Gover nment of Sweden to ensurethat its
Executive Directorsand Governorssupport theright to health in the contexts of
national owner ship, alignment, har monization, managing for resultsand mutual
accountability. In other words, they should ensurethat the Bank supports countriesto
realize their right-to-health commitments, and that Bank policies and strategies are also
supportive of theright to health.

118. Along these lines, the Special Rapporteur was pleased to learn that the Nordic-Baltic
Executive Directors, and several other Executive Directors, recently acted to ensure that the
Bank’ s Strategy for Health, Nutrition and Population (2007) incorporated sexual and
reproductive health and rights, issues which had been marginalized in the earlier draft strategy.

Unequal representation on the Executive Boar ds

119. The programmes and policies of the World Bank and the IMF affect the lives of people
living in developing countries in many ways. However, decision-making in respect of these
programmes and policies often fails to take into account particular circumstances existing in
these countries. Unequal representation of developing countries on the Executive Boards could
be seen as one of the reasons for such afailure. For instance, while Sweden has 1.09 per cent of
the total voting power on the Executive Board of the IMF, Mozambique has only 0.06 per cent.

120. Thereisaneed to strengthen the voice of developing countriesin decision-making
processes. Thereistherefore a need to make the process more democratic and transparent by
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giving equal voice to developing country members, in terms of both their voting capacity and
their membership on the Board. The Special Rapporteur recommendsthat Sweden support
the development of mor e democr atic decision-making structur es on the Executive Boards
of the World Bank and the IMF.

C. Conclusions and recommendations

121. To take the human rights agenda forward in the World Bank, Sweden and the other
Nordic countries have proposed atrust fund for justice and human rightsin thisinstitution for a
five-year period.

122. Initialy, the proposed fund will finance capacity-building for World Bank staff on human
rights issues, selected pilot projects linked to the national Poverty Reduction Strategies and the
development of indicators for efficient human rights and justice programmes. In addition, it will
contribute to promoting the participation of the World Bank in donor coherence dialogues on
human rights and related issues.

123. The Nordic fund aims to enhance the World Bank’ s capacity to undertake human rights
analysis. It also aims to support the Bank’s launch of some pilot projects to test the relationship
between human rights, democratic processes and poverty reduction. The Special Rapporteur
war mly commends all thoseinvolved in thisinitiative and encour ages them to work

towar dsimplementing this proposal, and to develop a similar fund for building the
capacity of the IMF on human rightsissues.

124. The activities of the World Bank and IMF affect human rights outcomes in developing
countries in positive and negative ways. Their policies and programmes can reinforce societal
divisions and exacerbate conflict if issues such as race, ethnicity and gender are not taken into
consideration. The World Bank and IMF should therefore promote human rights, equity and
socia inclusion in their policies and programming. The Special Rapporteur encourages
Sweden towork with other members of the World Bank and IMF to ensurethat human
rightsareintegrated in the policiesand programmes of these institutions.

125. Inthelonger term, the Specia Rapporteur considers that there is aneed for the IMF and
the World Bank to adopt human rights policies. This would give greater |egitimacy to difficult
and contested policy choices, and strengthen policy coherence and coordination among donors.
The Special Rapporteur encourages Sweden to work proactively with other members of the
World Bank and IMF to support the development of human rights policiesfor these

or ganizations.

126. The policy decisionstaken by the Executive Director s are dependent on the guidance
received from the countriesthey represent. In thisregard the Special Rapporteur callson
Sweden to ensurethat in itsinteractions with the Executive Director s, economic, social and
cultural rights, such astherightsto health, housing, food and education, are given due
consideration.

127. The Country Policy and Institutional Assessment (CPIA) annually assesses the quality of
IBRD and IDA borrowers' policy and institutional performance in areas rel evant to economic
growth and poverty reduction. In the past the CPIA process has privileged a limited category of
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rights. The Special Rapporteur calls on Sweden to ensurethat economic, social and cultural
rightsare given due consideration in the CPIA.

128. At present, thereisafragilelink between the World Bank and the IMF and the
peoplethat are affected by their operations. The only formal recour se availableto a
recipient country to expressitsdiscontent in relation to a particular programme or policy
isat theannual meeting of the Board. The Special Rapporteur encourages staff and
member s of the Nordic-Baltic office representing Sweden to use these meetings as an
opportunity to ascertain and take on board the developing country per spectives on their
programmes and policies.

129. The Special Rapporteur encour ages Executive Directorsrepresenting Sweden at the
World Bank and the IMF to devise mechanismsto deepen their dialogue with all
stakeholdersin developing countries. For example, they should engage with CSOs at both
global and national levels. Further, they should consider developing accountability
arrangements compar able to those outlined in paragraphs 76 to 87.

VI. CONCLUSION

130. Thisreport hastaken a practical, specific and detailed approach with aview to
exploring the scope of the human rightsresponsibility of international assistance and
cooper ation in health. In conclusion, however, a few wor ds ar e needed about one
fundamental legal issue.

131. Throughout his mandate, the Special Rapporteur hastaken the position that the
human rights responsibility of international assistance and cooper ation isunderpinned by
legal obligation. The Committee on Economic, Social and Cultural Rights, and others,
adopt the same position. The legal obligation can betraced from the Charter of the

United Nations, through to the Universal Declaration of Human Rights and binding human
rightstreaties, such asthe International Covenant on Economic, Social and Cultural
Rights, the Convention on the Rights of the Child and the Convention on the Rights of
Personswith Disabilities.

132. Sweden does not accept that it hasa legal obligation of inter national assistance and
cooper ation. While other high-income States share Sweden’s view, middle-income and
low-income countries disagr ee.

133. However, if thereisno legal obligation under pinning the human rightsresponsibility
of international assistance and cooper ation, inescapably all inter national assistance and
cooper ation fundamentally rests upon charity. While such a position might have been
tenablein yearsgone by, it isunacceptable in the twenty-first century.
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134. From theright-to-health perspective, Sweden’sinternational policies on development,
health and human rights are among the best in the world. Generally, Sweden providesvery
significant support for developing States. While thereis scope for improvement, Sida’s
programmesin Uganda are broadly consistent with Sweden’s human rightsresponsibility
of international assistance and cooper ation in health.

135. Recognition of alegal obligation underpinning itshuman rightsresponsibility of
international assistance and cooper ation in health would primarily serveto reinforce
Sweden’s existing international policies and practices. For a country with Sweden’s
commendable record, recognition of a legal obligation would not demand a significantly
different approach. Accordingly, the Special Rapporteur encourages Sweden to play a
leading role in exploring the contours, content and legal nature of the human rights
responsibility of international assistance and cooper ation.



