COVID-19 and healthcare as a human right in Bangladesh: The way forward


Abstract: The human right to health in Bangladesh has recently encountered unprecedented challenges owing to the COVID-19 pandemic. This paper examines four of such challenges related to the right to health such as (1) adoption of preventive measures; (2) access to health care; (3) health care workers’ safety; and (4) health-related rights amidst social distancing. It argues that Bangladesh has largely failed to combat these challenges for several reasons including the lacklustre social work practices, which violated the right to health to its citizens secured under the international and national human rights obligations of Bangladesh. The article also reflects on how the negation of healthcare as a human right could have profound implications for social work practices during a health emergency. Starting with a focus on the transformation of the right to health from international to national level and the obligation of Bangladesh towards it, this paper explores these challenges through a viewpoint methodology. It concludes with some recommendations to overcome these challenges, which can be helpful to secure the human right to health in Bangladesh should a parallel situation emerge in the future. 
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Right to health: From international to national level

Health is the most quintessential aspect of human life without which the understanding of life in dignity would remain incomplete. Stressing on the importance of health in human life, Sen (1999) remarked that “men can enjoy the maximum freedom when they are free from health problem”. Due to the ineluctable role and function of health in human life, the right to health has always been considered as inextricably linked with human rights, and as a result, the right to health found its way in all major human rights treaties.
In the nineteenth and twentieth centuries, the early philosophical concept of natural rights was gradually transformed into the idea of modern human rights. This transformation reflected an expansion of the scope and range of the rights to incorporate within their ambit both positive and negative obligations of the states towards their citizen (Donnelly, 2013). Within the same period, the economic dislocations owing to industrial revolutions also raised enormous concern for peoples’ economic and social security. This led to shaping the collective conscience and inspired many philosophers including Karl Marx to advocate for a wider protection of socio-economic rights, which necessarily encompassed the right to health. Finally, the establishment of the United Nations (UN) and other contemporary global organizations paved the way for formal endorsement of the right to health.
The Nazi atrocities of the Second World War also had profound impacts on the subsequent development of human rights and the establishment of the UN and World Health Organization (WHO). The blueprint of the UN which was introduced in the critical context of World War II has been viewed by many as a consorted antidote to Nazi expansionism (Lynch, 2011). For instance, Plesch (2011), while exploring the UNs’ historic roots, had argued that “the UN harnessed the soft power of multilateral cooperation to defeat the Axis powers and manage the post-war peace”. Thus, the prevailing anti-Nazi sentiment in the collective conscience of alliance power was reflected in the subsequent human rights development by the UN. In particular, the wide variety of Nazi atrocities such as unethical scientific experiments on enemy prisoners (Thompson, 2010), inhuman medical treatment of Jews, and deprivation of other basic medical services gave rise to the greater concerns for health-related rights, and consequently, “the late 1940s saw increased scrutiny to fundamental questions of human rights and medical ethics, which ultimately paved the way for the establishment of WHO” (Frewer, 2010, p. 259). 
[bookmark: _Hlk126088766]The right to health was first formally articulated in the 1946 Constitution of the WHO, which in its preamble defines health as “a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity”. Although this definition has been labeled by many as overly wide, too aspirational, and somewhat devoid of actual meaning (Toebes, 1999, p. 22), a more neutral appreciation holds that for the first time, it considered the ‘domain of health beyond biomedical aspects’ which emphasize the importance of mental and social wellbeing (Oleribe et al., 2018, p. 2). 
Apart from the specific referral to the health right in the WHO constitution, this right also found its place in most of the post-World War-II human rights developments. Following the UN Charter, which reaffirmed faith in fundamental human rights for all, and mandated to promote social progress and a better standard of life in larger freedom, the health right impliedly encroached its way to the Universal Declaration of Human Rights (UDHR) in 1948. The UDHR expressly provides for the right to health under article 25 including the right to social security as an integral facet of the right to health to be achieved through “national effort and international co-operation” (art 22). These efforts and co-operation integrally linked to other rights to development and social justice (Alam, 2016), have further been intensified since then by the social work practice to secure the right to health through translating the substantive needs into equivalent positive rights to be sought from the State and beyond (Ife, 2012, p. 254).  To ensure the protection of human right to health for all, in particular the vulnerable groups, social work has further emphasized promoting social cohesion (International Federation of Social Workers, 2014), addressing the group differences, mediating between different groups, and giving necessary voice to them, when the State actions threaten such rights and freedoms (Centre for Human Rights, 1994).
Despite these social work actions and the early endorsement of the right to health in Post-war human rights treaties, the right to health suffered from multiple setbacks and failed in translating the health rights into specific state obligations through the legal or constitutional framework. Various factors such as the ongoing philosophical debate as to whether the right to health has any theoretical conceptual foundation or not, the post-war ideological divide between capitalism and socialism both have different attitudes towards the enforceability of economic and social rights (Griffin, 2008, p. 208), and the neglect of WHO in advancing “a human rights-based approach to health right” ultimately resulted in a slow development of international health right (Meier, 2010). The weakened state of such development is also reflected in the subsequent incorporation of health rights in the International Covenant on Economic, Social and Cultural Rights (ICESCR), which is not immediately binding and subject to the progressive realization by states. However, after almost 30 years since the adoption of the right to health in the UDHR, a consensus has finally reached for a national primary health care system consistent with the “WHO’s vision of health and human rights” through the Declaration of Alma-Ata in 1978 (Rifkin, 2018). From the early nineties, the global focus has begun to shift from general to specific human rights guidance and legal provisions required for the right to health at a national level in various countries including Bangladesh. 
For the last three decades, Bangladesh has shown resilience to ensure the right to health including persistent progress towards achieving SDGs health indicators, but the human right to health has recently encountered severe challenges owing to the COVID-19 pandemic where the first positive case was confirmed on 8 March 2020 and as of 14 October 2022, 2,031,451 cases of infection have been confirmed along with 29,389 deaths (World Data, 2022). This paper examines four of such challenges related to the right to health such as the adoption of preventive measures, access to health care, health care workers’ (HCWs) safety, and health-related rights amidst social distancing.[endnoteRef:1] It argues that Bangladesh has been unable to combat these challenges successfully and its inability is connected to the relative inattention paid to the right to health. It also argues that such inability has violated the right to health to its citizens secured under the international and national human rights obligations of Bangladesh. The paper also explains the intricate connection and interdependency between health rights and social work practices by exploring the potential scopes where social work services could complement the healthcare system, and by inquiring into the challenges faced by the social workers due to non-protection of healthcare and non-recognition of health right as a fundamental human right. After clarification of the legal obligation of Bangladesh towards the right to health, this paper explores these challenges through a viewpoint methodology.[endnoteRef:2] It concludes with a mitigating recommendatory pursuit towards a solution to overcome these challenges, which can be helpful to secure the human right to health in Bangladesh should a similar situation transpire in the future. [1: Notes: 

 The reasons for selecting these specific human rights include their importance and relative vulnerability during an emergency, and the weak response to them by the Bangladesh government during the COVID-19 pandemic (Mannan et at., 2021). ]  [2:  It presents “a summary and critical analysis of a specific issue of strong current interest to the readership and like a ‘review’, it presents a scholarly and accurate summary of the topic, which is expected to be sharply focused rather than comprehensive” (Rubin & Babbie, 2015; Thyer, 2009; Pugh, 2012; Mannan et al., 2021). ] 

Right to health: Obligations of Bangladesh
The provision of health rights in international human rights law imposes an obligation upon the state to provide minimum care to every individual (Choolayil & Putran, 2021). The right to health imposes three obligations on states, 1) to respect, 2) to protect, and 3) to fulfil and to promote the enjoyment of the right to health (Gostin, 2001, p. 31). The principles of equality and non-discrimination also require the state to ensure the right to health to its citizens irrespective of social strata, race, class, sex, and religion (Tobin, 2012, p. 234). Although social, financial, and political factors often pose major impediments to carry out the states’ obligation evenly in developing countries like Bangladesh, any retrogressive measures by the government must be an antithesis to obligations of international human rights law and national law/Constitution which primarily requires the government to secure health rights of its citizens (O’Connell, et al., 2014). 
Bangladesh has both international and national obligations to ensure the right to health to its citizens as discussed in the next sections.  
International obligation:  Bangladesh adopts a dualist approach to international law, according to which, “international law is not directly applicable unless those laws are integrated into the domestic legislation” (Richardson & Hosain, 2015, p. 214). In consonance with its progressive constitutional aspirations, Bangladesh acceded to most of the treaties and conventions that provide for the right to health from time to time, and hence, it got international obligations to comply with the specific provisions related to health rights under several instruments including the International Covenant on Civil and Political Rights (ICCPR) and the ICESCR.
Article 6 (1) of the ICCPR, acceded by Bangladesh on 6 September 2000, protects the right to life, which the states are bound to ensure for all individuals within its territory without any discrimination (Arts 2(1), 26). The Human Rights Committee (2018, para 26) in its General Comment observed that “the duty to protect life also implies that States parties should take appropriate measures to address the general conditions in society that may give rise to direct threats to life or prevent individuals from enjoying their right to life with dignity. These general conditions may include the prevalence of life-threatening diseases.” This general comment bears a special significance regarding health right during the COVID-19 pandemic as it mandates an obligation on States to secure the right to health as a “corollary to the right to life” through securing “essential health care necessary to prevent foreseeable dangers to life for all, regardless of their social status” (Tobin, 2012, p. 244). 
Article 12 of the ICESCR, ratified by Bangladesh on 5 October 1998, on the other hand, obligates the states to recognize “the enjoyment of the highest attainable standard of physical and mental health”. Article 12 also mandates that “the state parties shall take necessary steps to prevent, treat and control epidemic, endemic, occupational and other diseases; and create conditions which would assure to all medical service and medical attention in the event of sickness.” So, article 12 contains a specific reference to state’s responsibility to prevent, treat and control epidemic and endemic like diseases which is of special relevance to this paper. It mandates the creation of a system of emergency medical care in cases of epidemics and the provision of disaster relief and humanitarian assistance in emergency situations (Tobin, 2012, p. 176).
The Committee on Economic, Social and Cultural Rights (2000) in its General Comment No. 14 offers a comprehensive explanation of obligations enumerated under article 12 of the ICESCR, which include: 1) equal access to health services without discrimination; 2) equitable distribution of health facilities, goods, services, and medicines; 3) adopting and implementing a national plan of action to address health concern of general population. It further elaborates that the ‘right to treatment’ includes “the creation of an urgent medical care system in cases of accidents, epidemics and similar health hazards, the provision of disaster relief and humanitarian assistance in emergency situation, and ‘relative priority’ required for the training for the health personnel” (Committee on Economic, Social and Cultural Rights, 2000, para 16). It further states that the right to control of diseases refers to the availability of relevant technologies, improving epidemiological surveillance, enhancement of immunization or vaccination programs and other infectious disease control strategies (Committee on Economic, Social and Cultural Rights, 2000).
Although ICESCR provides for the progressive realization of Economic Social and Cultural (ESC) rights, the state obligations concerning the health rights are of immediate effect including “a guarantee that the right will be exercised without the discrimination of any kind and the obligation to take steps towards the full realization of right to health” (Committee on Economic, Social and Cultural Rights, 2000, para 11). The steps must be “deliberate, concrete and targeted towards the full realization” of such ESC rights (Leary, 1994; Alam & Karim, 2013). The general comments established by the ECOSOC Resolution 1985/17 which also talks about taking certain initiatives to ensure the right to health immediately bears special significance since they provide the “authoritative interpretation” and “practical guidance” on the implementation of the ICESCR at the national level (Desierto, 2017). These comments also need to be considered as no subsequent agreements or practices have been found to exist among the state parties including Bangladesh that deviate from them- an established principle enumerated in article 31 of the Vienna Convention on Law of Treaty 1969. To be further added, apart from the treaty obligations, the customary international law also seems to be “promising when it comes to establishing a binding international human right to health in the nations of the world” (Lepard, 2017, p. 39). Moreover, given the wide scale ratification of numerous states as of now, many scholars argue that the ICESCR has attained the threshold of customary international law. For instance, Eleanor D. Kinney has specifically alleged that right to health contained in ICESCR is arguably a part of customary international law due to its wide ratification (Kinney, 2001).
The above endorses that Bangladesh got several health-related obligations to be performed immediately during a pandemic to secure the wellbeing of its populations. Regarding the enforceability of international obligations within the domestic legal framework, the Supreme Court of 'Bangladesh in ‘HM Ershad v Bangladesh’ (2001, para 34) observed that “the national courts should not ignore the international obligations which a country undertakes, and the courts should draw upon the principles incorporated in the international instruments if the domestic laws are ambiguous or absent”.
Between a National Obligation and its Application: The Constitution of Bangladesh makes it a fundamental responsibility of the state “to secure the provision of medical care for its citizens” (art 15(a)) and “adopt effective measures for the improvement of public health” (art 18). But, as a matter of law, “the obligations of the state related to public health or medical care do not offer any enforceable rights for the people as these articles fall within the domain of the ‘Fundamental Principles of State Policy’” (Mannan, et al., 2021). Therefore, the most crucial provision concerning the right to health can be found under article 32 of the Constitution, which guarantees the ‘Right to Life’ as fundamental rights, and  covers within its ambit the right to health as an intrinsic feature to secure the enjoyment of human life with dignity and wellbeing (Constitution, 1971).[endnoteRef:3] The judiciary of Bangladesh played a substantial role to interpret and stretch the meaning of the right to life to incorporate the right to health care and protection of health within its scope in several cases (Hosen, 2015).  [3:  Article 32 of the Constitution can be enforced by the Supreme Court of Bangladesh through Writ Petition.] 

There has been a recent trend of widely utilizing the broader meaning of ‘right to life’ to include various aspects of the right to health by the Supreme Court of Bangladesh, which is useful to transpire clearer obligations on the state to ensure right to health. For instance, in ‘Dr. Mohiuddin Farroque v Bangladesh’ (2003, para 23) case, the court offered a very comprehensive meaning of ‘right to life’ that includes “everything which is necessary to make a life meaningful and worth living, such as, among others, maintenance of health, lack of which may put the life of the citizen at naught”. In Dr. Mohiuddin Farooque v Bangladesh (1996) case, the court observed that “one does not have any right to endanger the life of the people which includes their health and normal longevity of an ordinary healthy person”. In Professor ‘Nurul Islam v Govt. of Bangladesh’ & others case (2000, paras 17 & 18), while imposing strict restriction on the commercial advertisement of Cigarettes, the Court reasoned that though the obligation under Article 18(1) of the constitution is not enforceable, “the state is bound to protect the health and longevity of the people living in the country, as the right to life guaranteed under Article 32 of the constitution includes protection of health and normal health hazards unless the threat is justified by law”.
In ‘Adv Zulhas Uddin Ahmed & Manzil Morshed v Bangladesh’ (2000, para 14) case, the court declared the imposition of VAT on private medical services as a violation of right to life. In the same case, the court further equalized the fundamental rights with principles in terms of inviolability and held that no law may be contrary to Rights as well as Principles. Later, the appellate division of the Supreme Court affirmed the same decision by holding that availability of health rights and medical services come within the broader meaning of right to life (Chairman, NRB v Adv Zulhas Uddin Ahmed, 2000, para 5). In the famous Ain O Shalish Kendra & others v Government of Bangladesh case (2001, para 17), the Court held that “right to life means something more than mere animal existence and it includes right to live consistently with human dignity.”  In 2020 the Supreme Court took a more proactive stance by issuing a contempt rule against the Health Secretary and the Director General (DG) of Health Services as they had failed to comply with the earlier directives of the Court to formulate policy guidelines on the issue of emergency medical treatment for road accident victims (Mashraf, 2020).
The combined reading of these constitutional provisions along with their judicial interpretation seems to cast “a wide array of obligation on the state to ensure the right to health and other rights associated with it” (Mannan, et al., 2021). Despite that, over the years the right to health in Bangladesh has relatively received less attention. Several reasons can be identified for this neglected state of right to health, such as the absence of political incentives for advancing an ESC right in a country where ensuring other civil and political rights is politically more rewarding, allocation of inadequate resources for health sector, misappropriation of government resources allotted in health sector, and absence of public awareness to mobilize government actions for health rights. They all rendered Bangladesh in a relatively weaker state of preparedness to combat the emergency challenges related to health rights such as adoption of preventive measures, access to health care, HCWs’ safety, and health-related rights amidst social distancing that arose owing to the COVID-19 pandemic as discussed next.
Insufficient Adoption of Preventive Measures: Certain preventive measures including travel restriction, observance of quarantine, and implementing lockdown or social distancing rules have been proved to be very effective to combat the spread of COVID-19. But Bangladesh has been unable to take these preventive measures apart from some sporadic isolated actions. Despite maintaining the largest trading relation with China, where the first COVID-19 case was confirmed on 8 December 2019, Bangladesh did not impose any entry restriction on incoming flights or people traveling from China or from anywhere in the world till 25 March 2020, three months after the global outbreak (UNDP, 2020). The authority was even negligent in properly screening and monitoring the potential virus bearers at the entry routes, let alone imposing the travel restrictions. The authority’s sheer negligence can be illustrated by the fact that six of seven thermal scanners in different ports of Bangladesh were found inoperative and the Chittagong Seaport, the largest seaport of the country, was not even equipped with a thermal scanner (Shilpi, 2020). 

The government also failed to ensure strict observance of quarantine by the incoming people from abroad and no adequate quarantine facilities were arranged to accommodate them at the early stage of COVID-19 outbreak. The media reported many incidents of chaos and mismanagement at several quarantine centers facilitated by the governments at Dhaka (Khan Chandan, 2020). In the absence of any monitoring program, many of those who were allowed to leave Dhaka on the conditions of self-quarantine showed little adherence to quarantine rules and were seen roaming around the market streets at their home districts, which ultimately led to “faster community transmission- the 4th stage of the pandemic” compared to other countries (Islam, 2020).
The government was indecisive, and hesitant about implementing either the lockdown or social distancing rules (UNDP, 2020). Based on the experiences of other countries, it can be opined that a strict and decisive lockdown at the early stage of the virus outbreak could have saved Bangladesh from the ongoing COVID-19 crisis or at least would have reduced its magnitude. But instead of going for a strict nationwide lockdown, the government was hanging around the elusive official term of “A 10-day of nationwide holiday” with a flexible attitude towards social distancing rules in practice (The Hindu, 2020).
Several reasons can be attributed to such delay and failure: 1)  inefficient monitoring because of which some of the early government measures such as setting up thermal scanners, tracking passengers’ movements, and demanding self-isolation for 14 days on arrival were mostly ineffective (Hafiz, 2020), 2) lack of uniform approach through inter-sectoral coordination among the different stake-holders such as the ministry of health, ministry of disaster relief and ministry of immigration, and, 3) and the lack of early preparedness despite having ample time and opportunity. The regional director of a leading NGO opined “if Bangladesh had prepared the public health response based on worst case scenario, it might have started dealing with COVID-19 earlier and more effectively” (Hafiz, 2020). In the Global Health Security Index (2019), Johns Hopkins University ranked Bangladesh as the lowest among South Asian countries in terms of tackling the outbreak of disease. 
The sweeping tide of neoliberal capitalism causing both inter-state inequalities as well intra-state disparities can also be identified as a root cause for much of the dire situation in handling the ongoing pandemic crisis in Bangladesh and other parts of the global south. The global capitalism has led us to a world where the richest 10% of the global population mostly living in global north currently takes 52% of global income, whereas the poorest half of the population living mostly in global south earns 8.5% of it (Global Inequality Report, 2022). The enormous wealth gap between global north and south created by the global capitalism was clearly visible in countries’ ability to combat the pandemic “from the shortage of hospital beds and medical equipment to the gross insufficiencies in national surveillance systems, and supply chains and laboratory capacity” (Jensen, et al., 2021, p. 3). 
Such huge wealth disparity was best illustrated in the two diametrically opposite scenarios of recent global sport events, the 2020 UEFA European Football Championship and the 2021 Copa América, held in two different parts of the world at the same time showing how the contrasting economic affordability of both worlds enabled them differently in controlling the global pandemic, as the soccer venues all across the Europe were seen full of unworried spectators having confidence in their advanced healthcare system and wherein the matches in Latin America were held in empty venues.
At the mezzo level, the private health service sector in Bangladesh has immense importance in dispensing health services for the common people, as owing to the limited capacity of public health sector as discussed in the following chapter; a large number of people are compelled to avail private health services which are not financed by the government at all.   But the rapid privatization of health services and growing income inequalities due to neoliberal capitalism has made the private health services unaffordable for toiling lower-class people (Birn, Pillay & Holtz, 2017, pp. 285-292; Aginam, 2010). On the other hand, due to the influence of modernity coupled with the rise of global capitalism, peoples’ confidence on traditional medicine has been adversely affected in the developing world but at the same time placing the modern medicines beyond their reach through market commodification (Aginam, 2010).
The above delay and failure of Bangladesh to undertake these preventive measures caused a rapid spread of COVID-19 among its citizens and thus, it violated the right to health to its citizens secured under the international and national human rights obligations of Bangladesh including article 12 (2) of ICESCR read with General Comment No. 14, which provides for prevention of epidemic and pandemic like diseases.
Access to Health Care: A Deplorable Story:  Bangladesh’s health sector has miserably failed to combat the challenges that emerged in the wake of coronavirus outbreak. Although the citizens belonging to all social classes were deprived of basic health services during the pandemic, the socially vulnerable and marginalised groups have experienced the levels of deprivation and suffering they have never seen before. These groups include the “socio-occupational minorities, e.g., slum dwellers, floating people, Urdu-speaking Biharis, sex workers, transgendered people, Dalit community and few other minorities” (Mannan, et al., 2021, p. 7) who have either been denied an equal opportunity to access the healthcare or not provided with additional facilities and incentives required to enable them to enjoy such facilities by bringing them on an equal level with others. Moreover, the children and adolescents of these groups have also experienced psychological problems including depression and anxiety, substance abuse, and other mental illnesses (Mannan, et al., 2021). 
According to the WHO, testing and isolating the potential virus bearers was the most effective way to deal with the COVID-19 at the early stage of the pandemic (The Guardian, 2020). The testing facilities provided by the Bangladesh government were very insufficient during the primary stage of the pandemic, which put Bangladesh among one of the lowest-ranked countries for COVID-19 testing ratio in the world (Haque, 2020). The massive corruption pervading at all structures of the government made Bangladesh ranks 146th out of 179 countries in the “Corruption Perceptions Index 2021” and the health service sector was not immune from the transcending curse of corruption (World Data, 2021). For instance, both national and international media reported on some scandalous incidents including the story of two notorious private hospitals owned by ruling party politicians, which issued thousands of fake reports for money (Sullivan, 2020). Limited testing facility was the prime cause why people had to suffer unimaginably by lining up and endlessly waiting at the doors of testing facilities (Bdnews24.com, 2020). Due to the lack of testing facilities outside of Dhaka city in the early few months of the pandemic (The Daily Star, 2020a), people from all over the country had to endure a painful journey toward the capital city amidst a stagnating lockdown.
The infected COVID-19 patients did not have adequate access to emergency treatment and essential medical services (Sakib, 2020). Bangladesh’s inability to provide necessary treatment for the confirmed COVID-19 patients was restricted by its fragile public health infrastructure. According to the survey of Bangladesh Bureau of Statistics (BBS) conducted in (2021), despite the World Health Organization (WHO) suggestion to arrange 3.5 beds in public hospitals for per 1,000 people, Bangladesh has only 0.32 beds for per 1,000 citizens at government healthcare facilities (The Business Standard, 2021). Besides, at the early stage of the pandemic, the country’s entire public health system had just 432 ICU beds adding 737 beds more offered by the private sector, making the numbers 1,169 in total against a population of 165 million (Abdullah, 2020; The Dhaka Tribune 2022). The sufferings got worsened for the patients living outside as most of the ICU facilities were concentrated in Dhaka (Ramachandran, 2020).

Bangladesh’s ability to ensure medical accessibility during the pandemic was further obstructed by the “acute shortage of medical professionals- doctors, nurses, and medical staff members” (World Bank, 2021). According to UNDP (2020), Bangladesh’s doctor-to-patient ratio is 5.26 per 10,000 people, which is the second lowest in South Asia after Bhutan. The lack of government investment is mostly responsible for such miserable health infrastructure. “According to the Ministry of Finance, the aggregate allocation for health in the fiscal year 19-20 budget is 4.9% of the total budget, which is one of the lowest in South Asia. It fails to meet WHO’s standards of 15 percent of the total budget or 5% of the GDP, and has been stagnating since 2015” (UNDP, 2020). In such context, the additional pressure of the coronavirus pandemic had further accelerated the crisis. Consequently, thousands of patients with COVID-19 symptoms were turned away by the hospitals and were left in a dire state of helplessness (Aljazeera, 2020). The standard practice of social work could have been applied in these circumstances to psychologically support these patients (Okafor, 2021; Zakour, 1997), but no such initiatives have been undertaken which left them more vulnerable and susceptible to psychosocial risks and stresses including unreasoned social isolation and anxiety. 

The Coronavirus has also exposed an existing deep divide among the different economic classes of the society with a further impact on the access to health care (Savage & Ahasan, 2020). The already marginalized poor people of the community within a neoliberal economic structure were left more vulnerable during the pandemic. One of such underserved and poor communities includes the Dalits- an outcast minority of Bangladesh who are with higher rates of malnutrition and weaker immune system for being segregated in colonies and unhygienic slum areas, and are therefore at higher risk of being severely affected by COVID-19 (BDERM, & Nagorik Uddyog, 2018). Moreover, the widespread poverty (Alam, 2011), ostracization, food insecurity and absence of any incentive, insurance or any other type of social protection, and adequate safety gear required during their cleaning work[endnoteRef:4] (Ashrafi (2020) made them more vulnerable during the Covid pandemic (Asia Dalit Rights Forum, 2021). The other minority group is 1 million stateless and persecuted Rohingya in Bangladesh (Parashar & Alam, 2019; Alam, 2018; Alam, 2018a), who have been living in densely populated refugee camps (Alam, 2019; Alam, 2021) uncoupled with necessary managements required to keep them safe during the Covid pandemic. A report published in 2021 revealed that the camp was facing the highest surge in COVID-19 cases since the pandemic began (Reliefweb, 2021).[endnoteRef:5] [4:   A large number of Dalits living in the capital and municipal areas are employed as sweepers and cleaners (Ashrafi, 2020). 
5 By January 2023 the Rohingya camp is not facing any surge in COVID-19 cases, and the situation has returned to pre-pandemic normalcy.
 6 The prevailing social work practice in Bangladesh is mostly voluntary in nature. Unlike the profession of doctors, engineers and lawyers, the profession of social workers has not been recognized as a distinct and significant profession by Bangladesh government. 
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The COVID-19 also exposed some fatal cracks in the existing social service system of Bangladesh and genuinely enhanced the ‘class and divide’ in the society, which could be lessened through the application of social work practices. Being an underdeveloped nation with a huge uneducated population who are ignorant of basic health literacy and deeply prejudiced towards modern medication due to cultural and blind religious beliefs, different stakeholders of social work services in Bangladesh could play the most significant role in the advancement of health services of the country by raising public awareness, advocating for health rights, conducting research, promoting environmental health, behavior change communication (BCC) and by fighting traditional biases (Hossain, 2005). The emergent crisis of the COVID-19 pandemic has also reinforced the indispensable necessity of social workers and their services for meeting the health needs of people in Bangladesh through dealing with many people who are completely unwilling to get vaccinated or abide by the health safety rules due to ignorance and superstitious beliefs.

Providing a comprehensive health service by paying attention to various social and psychological needs of COVID-19 patients is another aspect where Bangladesh conspicuously fell behind the minimum standard due to lack of an adequate medical social service system, as the idea and practice of medical social service yet to attain the status of a separate professional service in Bangladesh let alone the recognition of social works service (Hossain & Ahmed, 2020, p. 469; Taher & Rahman, 1993). Though Bangladesh attempted to coordinate between health sector and social service system on a limited scale during the COVID-19 pandemic, the enormous potentials of social workers were largely ignored and unharnessed in addressing the crisis. 

The successful coordination between the government and UNICEF Bangladesh during the pandemic is a stark indicator of what the social works sector could potentially offer and how Bangladesh has failed in realizing its full potential on a larger scale. For instance, UNICEF Bangladesh has carried out an innovative systemic response based on enhancing the capabilities of the social service workforce in Bangladesh. The UNICEF Bangladesh has recruited additional social workers to respond to the increased violence and need for psychosocial support for children and women amid the social and health related challenges caused by the COVID-19 pandemic (Fry & Neelakantan, 2021). It also convinced the Bangladesh government to recruit 500 new social workers for children with recognized roles and responsibilities for child protection work, including 250 social workers who have already been deployed and negotiated successfully with the Government to classify social workers as emergency workers and to equip them with necessary PPPs during the pandemic. The UNICEF Bangladesh also trained the social workers to play a key role in providing social services such as case management, follow-up, community mobilisation, and disseminating life-saving information to communities during the health emergency (Fry & Neelakantan, 2021).

However, the disproportionate sufferings of the socio-occupational minorities and poor community can be attributed to many factors: 1) overwhelming economic hardship which had forced a vast numbers of poor, micro-business owners, labourers, transport workers and many other daily wage-earning groups to break the rules of lockdown and social distancing for their bare survival (The Economic Times, 2020), and thereby increasing the chance of contacting the virus, 2) densely concentrated living condition of the urban poor and refugees, lack of awareness about COVID-19 and prevailing social stigma along with fear of persecution (Amnesty International, 2020), 3) non-affordability of sanitation materials which also contributed in increasing the risk for poor community (UNDP, 2020), 4) limited access to healthcare facilities caused by their economic constraints also multiplied the sufferings of poor community (Savage & Ahasan, 2020), as the shortage of critical healthcare resources during the pandemic made the medical services scarcely available during COVID-19, which made it very difficult for the poor class to financially avail the private sector services or to compete with the privileged class in lobbying for public healthcare services (Amnesty International, 2020). For instance, while the average monthly salary of working class people in Bangladesh is around 150 USD, an ICU bed in private hospitals costed between 30,000 BDT and 50,000 BDT per day and it soared up to 100,000 BDT (1 USD is equivalent to 102 BDT as per the exchange rate of 18 November 2022) in hospitals where demands are high (Haroon & Hasan, 2020), 5) lack of adequate social work services was another key factor in multiplying the sufferings of the underprivileged community as the COVID-19 pandemic created severe pressure on an already overburdened social service system, which further worsened the vulnerabilities of children, urban poor, migrants, displaced people and refugees (Fry & Neelakantan, 2021) and finally, 6) despite 78% of the poor people living in rural area (UNDP, 2020), most treatment facilities along with stationing 70% of the doctors was concentrated in urban areas (Haroon & Hasan, 2020). The above factor coupled with poverty, systemic discrimination and disparity of living place made it very hard for poor rural community to receive proper medical care by travelling to Dhaka or other metropolitan cities during lockdown. Although Bangladesh had rolled out some relief and economic stimulus packages to support the vulnerable community and also to ensure access to health care, due to pervasive corruption, mismanagement (Asjad, 2020) and “a complete lack of coordination between different bodies involved in distributing the state funded aid programs”, those efforts were hardly effective to address the problem (Riaz, 2020).

The above descriptions show that Bangladesh has failed to oblige with its constitutional as well as international obligations in ensuring access to basic health care during the ongoing pandemic. It has also resulted in discrimination owing to the health sector disparity and mismanagement by the government. According to the General Comment no.14, ‘non-discrimination’, which is one of the overlapping dimensions of ‘accessibility’, requires that “health facilities, goods and services must be accessible to all, especially the most vulnerable or marginalized sections of the population, in law and in fact, without discrimination on any of the prohibited grounds” (Committee on Economic, Social and Cultural Rights, 2000). Economic accessibility (affordability) is also added as another dimension of ‘accessibility’, which demands that “health facilities, goods and services must be economically affordable for all” (Committee on Economic, Social and Cultural Rights, 2000). The non-affordability also violates the equality provision enshrined in Bangladesh Constitution (Article 28(1)) along with its socialist vision contained in the preamble for public health improvement. Considering that, the state is obligated to make “special provision in favour of any backward section of citizens” (Art 28(4)), the failure to do for the marginalized groups of people to ensure their access to healthcare (along with the advance sections of the citizens) also falls short of constitutional validity.
Health Care Workers' safety neglected by authorities: HCWs being at the frontier of COVID-19 fighting, ensuring their safety is a fundamental prerequisite for proper functioning of the healthcare system. Despite HCWs’ indispensable role, their safety issue was largely ignored at the early stage of the pandemic. Though the government had taken several steps such as it transported from China a large quantity of surgical masks (The Daily Star, 2020b), N-95 masks, protective gloves and other stockpiles of Personal Protective Equipment (PPP), and also received large quantity of medical equipment from other sources (The Daily Star, 2020c), those steps, while encouraging and positive, had not made up for Bangladesh’s severe shortfall. Numerous reports came out that many doctors and hospital representatives across the country were complaining about the lack of protective equipment. According to the statement of Amnesty International (2020), the authorities, instead of supplying the hospitals with necessary equipment, have issued show-cause notice requiring the complainant doctors to clarify why did he speak about the issue in public (p. 4).

The shortage of adequate medical equipment and other difficulties can be attributed to rampant corruption, lack of preparation and sincerity by the government, which did not only “make the frontline health workers’ job difficult, it also put them at the greatest risk of being exposed to COVID-19” (Abdullah, 2020). Such inactions by the government took an enormous toll on the health workers. According to the Bangladesh Doctors Foundation, within just two months of the pandemic, at least 669 doctors, including 403 senior nurses, were infected with COVID-19 (Sakib, 2020a). As of October 2020, 100 doctors have lost their lives in the battle against COVID-19 (The Dhaka Tribune, 2020a). Many tragic incidents were also reported where infected doctors themselves had died as they were denied access to critical medical services during emergency (Chowdhury, 2020). Seeing the shortage of necessary protective equipment, when many doctors refused to serve at medical facilities, the government had pressurized them to work without ensuring their safety (Swazo et al., 2020).
	
The above treatment of frontline health workers by forcing them to risk their lives without ensuring their safety is a clear violation of several fundamental rights guaranteed under the constitution such as the right to life, and freedom from forced labour (Articles 32 & 34). Such treatment of the frontline health workers is also in violation of the State’s obligation under the ICESCR to “minimize the risk of occupational accidents and diseases, as well as to provide a coherent national policy on occupational safety and health services, including medical staff’s working conditions” (Committee on Economic, Social and Cultural Rights, 2000). Along with the safety of health workers, the safety of social workers who were working as ancillary force health workers at various levels was often ignored which made them risk their lives during the pandemic. 

Health-related rights ignored amidst social distancing: The authorities’ failure to efficiently address the COVID-19 pandemic has also disrupted the other health related rights of regular non-COVID patients in Bangladesh. Non-COVID Patients’ regular health care services were hindered by the fact that to get admission in any hospital, every patient was required a mandatory COVID negative report, which was very difficult to obtain. Travel restrictions imposed across the country was another factor that made access to health care services difficult, especially for people with invisible illness such as diabetes and other asymptomatic diseases (Médecins Sans Frontières, 2020). Hospitals, in general, were also “reluctant to take in patients fearing that they are contaminated with the virus”, as happened with a young Bangladeshi returnee from Canada, who died due to gastronomical complications after being denied treatment on the suspicion of contacting COVID-19 (Anik, 2020). Numerous other cases were also reported where patients with respiratory problems and fever were denied medical treatment in fear of COVID-19. 

Moreover, several hospitals were specifically allocated for COVID-19 and to that extent; the pandemic had crowded out services for other non-COVID patients, in a country where the “healthcare system was already under huge stress even before the pandemic” (UNDP, 2020). Abstinence of many doctors and medical staffs from serving in the hospitals also adversely affected patients suffering from non-COVID related illness.  Fearing the virus, many non-COVID patients also abstained from availing the regular treatment (UNDP, 2020). In absence of engagement of other professionals and best practices of social work (Okafor, 2021), fear, stigma and intense environments fueled the isolation of the people, which in turn contributed to the restriction of civil and political rights’ exercise including the right to freedom of movement.

Conclusion: Ensuring the right to health in Bangladesh: the way forward
Bangladesh’s failure to uphold citizens’ health rights has been caused by its fragile constitutional commitments to socioeconomic rights which are subject to economic affordability of the state, and due to its dualist approach to international law and principles. It means that economic affordability of the state plays a crucial role in upholding its constitutional as well as international obligations towards health rights of the citizens, as both are conditioned upon economic competence of the state.  
Historically, the North has earned its considerable wealth by exploitation and impoverished the south through direct colonialism, and their economic hegemon still relies on indirect subduing of the south through indirect colonialism (Makau, 2021). Therefore, contextualizing this reality, it can be contended that the ever-widening global north and south divide is causing enormous economic inequalities among the states, which is substantially responsible for failure of Bangladesh and other third world states in fulfilling their health rights related obligations.
The COVID-19 has brought about several challenges for Bangladesh such as adoption of preventive measures, access to health care, HCWs’ safety, and health-related rights amidst social distancing. After a thorough investigation, the paper has come to this finding that Bangladesh has failed to combat these challenges, which has violated the right to health to its citizens guaranteed under the international and national human rights obligations of Bangladesh. Such failure can largely be attributed to the weaker attention given by Bangladesh to the ESC rights including the right to health. Over the years, Bangladesh’s investment in the health sector is following a regressive trajectory. As it has been stated earlier, the overall expenditure for health in the fiscal year 2019-20 budget is 4.9% of the total budget, which is well below the WHO standard (UNDP, 2020). Despite enjoying the status of one of the fastest-growing economies in the world, Bangladesh’s investment in health sector ranks the second lowest in South Asia, which indicates the fact that its reduced investment in health has more to do with a lack of sincere concerns for health than lack of state resources. 
Although the wider interpretation of article 32 of Bangladesh constitution and the relevant provisions of the ICCPR and ICESCE provide an obligation on Bangladesh to ensure the right to health to its citizens, the incorporation of health right as an aspirational obligation in Part-II of the constitution makes its enforceability subordinate to the political discretion of the government, while its international obligations also, having no direct domestic enforceability, remains subject to the mercy of judicial interpretation (BNWLA v Government of Bangladesh, 2011). Besides, due to the culture of political impunity and lack of judicial independence, encompassing the right to health by expanding the scope of ‘right to life’ through progressive judicial interpretation is not a viable option for the sustained guarantee of right to health either. Therefore, the author believes that apart from the negligent attitude of the government towards its health-related obligations, the fabric of the existing legal framework of Bangladesh also contributes to perpetuating the neglected state of health sector.

Considering the above constitutional and legal constraints, along with putting more emphasis on the existing health rights obligations, the author would like to recommend the following three changes in the legal framework, which can be helpful to secure the right to health and thus to overcome many of the future challenges as is faced by the COVID-19. First, is to declare the right to health as a fundamental right by expressly mentioning it in Part-III through a constitutional amendment. Such amendment will be in line with various decisions of Bangladesh Supreme Court where right to health was unambiguously declared as an integral part of right to life (Chowdhury, 2016, p. 192). As Bangladesh has the previous record of making constitutional changes to endorse judicial pronouncements, such as the 15th amendment of the constitution had incorporated the doctrine of basic structure introduced in the 8th amendment case (Anwar Hossain Chowdhury v Bangladesh, 1989), declaring right to health as a fundamental right will not be in breach of its constitutional practice and jurisprudence. Such constitutional change will also be in harmony with the contemporary progressive constitutional trend of many welfare states which endorse the right to health as a fundamental right, and in harmony with recent international human rights jurisprudence (Heyman, 2013). Even recently, a High-Level Group on health sector constituted under the Finance Commission of India had recommended that “the right to health be declared a fundamental right in compliance with several Supreme Court decisions” (Sirohi, 2020). The recognition of health right as a fundamental human right also bears profound implications for social works concerning healthcare, as it would pave the way for recognition of social works as a profession,[endnoteRef:6] the absence of which is a prime disincentive for social workers. Secondly, Bangladesh should introduce a separate legislation which will address the specific grievances related to right to health, such as denial of medical treatment, mistreatment of any patient, or which will guarantee basic medical services for everyone irrespective of his economic status. As of now, there is no such law in the country, and therefore, such enactment shall be a practical leap towards Bangladesh’s constitutional commitment for progressive realization of ESC rights as envisaged in article 8 of the constitution.  Thirdly, until having a solid constitutional and legislative framework for the protection of right to health, the judiciary needs to come forward as a stop-gap institution to ensure peoples’ right to health.  [6: ] 


Moreover, familiarizing the policymakers on how to advance human rights to health by using the UN human rights documents, demonstrating rights-based approaches, and advancing the understanding of the implications of human rights tools are important. As the purpose of social work is to actualize social and economic justice, the prevention of conditions that limit human rights and the enhancement of the quality of life for all persons, the recognition of it as a profession in Bangladesh is also crucial for necessary interventions including the use of the knowledge and principles of human rights to inform the standard practices required for securing human rights and social justice (Mapp, 2021). The social work practice can also help reinforce the essential connectedness, coherence, and solidarity of those who join in the common cause of promotion and protection of human rights and human dignity including the right to health for all without discrimination of any kind.
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