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The Dean of Faculty of Medicine, American University of Beirut 

Distinguished Guests and Participants, 

Ladies and Gentlemen, 

 
 It is a source of great joy to me to be here today among your distinguished 

gathering in this reborn city of Beirut, which is steadily and confidently recapturing its 

celebrated status as a centre of culture and elegance. The hard work and stamina which 

underlines the successful re-emergence of this beloved city is a pertinent reminder to us of 

the virtues of resilience and persistence in the pursuit of a good cause. I am also delighted 
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that this meeting is being held in partnership with and generously hosted by the American 

University of Beirut in conjunction with its 34th Middle East Medical Assembly. The AUB 

remains a proud symbol of academic excellence and the ground for continuing strides in 

intellectual leadership in our region. 

  

Ladies and Gentlemen, 

 

Resilience, steadfast persistence in the pursuit of a good cause and leadership are 

the exact essence of this meeting on sustaining primary health care in academic medicine. 

The cause is the cherished goal of health for all which was conceptualized and targeted by 

the world community to be attained through the primary health care strategy. While the 

leadership we seek for this cause is a medical education movement which is socially 

conscious and loyal to its time honoured traditions of humanity. 

 

Ladies and Gentlemen, 

 

In the field of health, there were and will always be genuinely pressing causes for 

which we in WHO will continue to seek solidarity and mutual support from our partners. 

The chain of worthwhile campaigns in which we sought partnership alliances with you and 

others are inexhaustible. To mention the most obvious there was smallpox eradication in 

the past, poliomyelitis eradication at present and measles elimination most likely in the 

near future. There is the progressively successful fight to eliminate guinea worm disease, 

onchocerciasis and to control resurgent tuberculosis. We are in continuous liaison with 

partners to maintain momentum in the expansion of broad-based interventions to combat 

avoidable causes of childhood disease and maternal mortality, while consolidating our 

efforts together to control malaria and AIDS and curb tobacco abuse.  

 

Despite the many worthwhile causes which make up an admirable agenda for 

partnership in health, I would like to single out the cause of health for all through primary 

health care. For we are dealing here with a cause which is more substantive and 

fundamental than other causes; a cause which has far-reaching impact and cuts across the 

surface of all health issues to touch the deeper roots of our understanding and attitudes 

towards health. 
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Ladies and Gentlemen, 

 

Measured by all standards, the launch of health for all and primary health care in 

the Al-Ata Declaration 21 years ago was indeed a milestone of great historical significance 

for health. History was then made on more than one frontier. Health was put on top of the 

global political agenda, international cooperation was vindicated despite the heightened 

divisions of the Cold War, and health was recognized by almost the entire world 

community as a human right and its attainment became a political, social and moral 

responsibility for all.  

 

More significant though is that Alma-Ata Declaration and the thinking which it 

unleashed, widened and deepened our understanding of health and how to achieve it. 

Health was finally defined as an inseparable facet of the broader human development 

process and we were reminded that it is created and harnessed for the most part outside the 

boundaries of the narrowly defined health sector. A core of values and attitudes was 

bloomed in our approach to health including the diligent pursue of equity, seeking 

partnership and intersectoral collaboration in our work, and rediscovering the role of the 

community and its inexhaustible resources. Dr Halfdan Mahler, Director-General Emeritus 

and the staunch campaigner for the health-for-all cause, rightly labelled the need for 

mutual commitment and partnership in primary health care as a social contract. These are 

his words, if I may be allowed to quote: “According to my conception this is a contract, a 

contract for health not legally binding but morally binding, a social contract for health 

accepted voluntarily by equal partners”. One last merit gained from the advent of the 

health for all through primary health care movement, by all of us working in health, was 

the clarity of mission and direction which it imparted to our work. 

 

Ladies and Gentleman, 

 

However, sound concepts are not necessarily borne out when put into practice. A 

very legitimate question which many may be tempted to ask is, what did the world 

community gain from pursuing the cause of health for all through primary health care? 

And why is it worthwhile to carry on this campaign in the 21st century? The short answer 

to these questions is that we have solid evidence for substantive achievements and 

beneficial impacts as a result of the implementation of primary health care over the past 
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two decades. We also believe that the health for all cause is enduring and that its utility 

will outlive temporary deviations, doubts and setbacks.  

 

Among the outstanding achievements that resulted in the past two decades from 

primary health care implementation was a worldwide rapid expansion of the network of 

basic health care delivery outlets. This expanded health infrastructure enabled the launch 

of major public health and curative care interventions, such as immunization, antenatal 

care and provision of essential drugs. Another significant move which followed Alma-Ata, 

was the worldwide adoption of a new approach for health planning, where priorities for 

national health action are established according to needs. In addressing the problems of the 

vulnerable and of groups at high risk, deployment on a large scale of cost–effective 

measures for disease prevention and health promotion was tested and its validity repeatedly 

demonstrated. A further gain reaped from the implementation of primary health care was 

the provision of a compelling case for support to health which resulted in increased 

international assistance from the international donor community. 

 

The overall positive outcomes from and impact of primary health care are now 

evident in improved accessibility and coverage by basic services globally, by reductions in 

infant and under 5 mortalities and the improvement in life expectancy in most countries of 

the world.  

 

On the darker side, soon after the launch of primary health care the global economy 

plunged into the economic recession of the 1980s. Many countries were forced to adopt 

structural adjustment policies and thus saw their budgets and their contribution to social 

services reduced. Moreover, primary health care was a novelty, there were no easy or 

previously tested approaches to many of the tasks encountered during its implementation, 

such as how to reorient and decentralize health delivery systems, how to mobilize and 

involve communities or establish intersectoral collaboration and other similarly essential 

tasks. More significant among the drawbacks faced, were the less than satisfactory results 

from our efforts to develop solid, imaginative and commanding leadership, which as 

I hinted earlier, is a crucial subject for this meeting. 
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Ladies and Gentlemen, 

 

We are not here to re-invent the involvement of academic medicine in health for all 

through primary health care, which was there from the inception of the cause. Rather, the 

current deliberation on the subject stems from our concern about the pace and magnitude 

of this involvement. It is true that many academic centres from around the world came 

forward to help in meeting the needs and challenges of primary health care implementation 

from the start. A number of relatively new institutions at the time went all the way in 

defining their missions and programmes so as to embrace the spirit of Alma-Ata in its 

broadest sense. The movement of these new institutions ultimately moulded itself into the 

Community-Oriented Medical Education Institutions Network which continues to 

represent an important asset for the health for all through primary health care cause. The 

response of some institutions was to adapt their programmes to give prominence to 

primary health care, general practice or family medicine in their curricula and academic 

organization. Other institutes took a less structured approach, accommodating some of the 

primary health care content into their community medicine courses. Postgraduate 

programmes in primary health care were developed by some institutions while others 

developed and coalesced expertise in the field of primary health care, thus providing a 

source for precious technical assistance to the implementation of primary health care at the 

global, regional or country levels. However, in summing up the role played by academic 

institutions in primary health care, it is hard to avoid the conclusion that the contributions 

are humble and fragmented when compared to the untapped potential and the dimension of 

needs in this vital field. 

 

Ladies and Gentlemen, 

 

This meeting will attempt to define the ways and means by which to strengthen and 

consolidate academic medicine involvement in primary health care within the Eastern 

Mediterranean Region. Looking at the meeting programme it is apparent that the role of 

academic institutions in primary health care will be tackled from two perspectives: one 

relating to effective approaches to place primary health care in the undergraduate 

curriculum; and the second to how the institution as a whole will contribute to health for all 

and primary health care leadership. I find this a complementary and broad approach which 

should lead to tangible outcomes. It is also worth noticing that your group is a truly 
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comprehensive one, encompassing representation of the different approaches to medical 

education in the region as well as international experts from outside the Eastern 

Mediterranean Region. I have no doubts that these arrangements will enrich the 

proceedings, deliberations and the outcome of this important meeting. 

 

Finally I wish your meeting success in its deliberations and conclusions, which we 

will anticipate with great interest in WHO/EMRO.  

 


