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It is widely accepted today that the real objective of development is to widen people's choices 
encompassing decent education, good health, community participation and environmental 
security. Increase in GNP with equity and social justice is a means towards this end. 

This fact was realized two decades ago when the call for Health for All by the Year 2000 
was given by the World health Assembly in 1977. It was reinforced in the following year at Alma- 
Ata when primary health care was accepted as the key approach to attain health for all. 

The health situation in the countries of the WHO South-East Asia Region has improved 
significantly since 1977. Yet, HFA 2000 does not seem to be attainable by all populations. 
Accordingly, the World Health Assembly, in 1995, resolved to renew the HFA strategy, based on 
equity and solidarity. The Regional Committee for South-East Asia also resolved to do so by 
placing health at the centre of development. Formal and informal consultations for reviewing the 
HFA strategy have been taking place at national, regional and global levels. SEAR countries are 
incorporating renewal of HFA in their national health development plans. 

The challenges of poverty, malnutrition, illiteracy, low status of women, environmental 
degradation and communicable and noncommunicable diseases are indeed daunting. But the 
increase in life expectancy and reduction in infant mortality, the imminent prospect of 
eradication of polio and neonatal tetanus, and elimination of leprosy and guineaworm disease 
give hope that together much can be achieved to make HFA a reality. 

Based on country and intercountty inputs, this paper represents a Regional HFA Strategy 
for consideration by the Regional Committee, and as an additional contribution to the global 
policy on Health for All in the 21" Century. 
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EXECUTIVE SUMMARY 

Since 1977 when the World Health Assembly gave a call for Health for All by the Year 2000, 
and the acceptance of primary health care as the key approach to attain HFA at Alma-Ata in 
the following year, significant health gains have been made in the countries of the WHO 
South-East Asia Region (SEAR). Life expectancy has increased. Infant mortality rates have 
steadily declined. Access to health sewices has improved. Diseases such as leprosy, 
poliomyelitis, neonatal tetanus and guineaworm are on the verge of elimination or 
eradication. Yet, infant and maternal mortality rates remain unacceptably high in many 
countries. The burden of diseases, both communicable and noncommunicable, is 
disproportionately high. Widespread poverty, illiteracy, malnutrition, low status of women, 
population explosion, urbanization and environmental degradation are compounding the 
already complex health situation. Most importantly, the inequalities and inequities in health 
and economic status of people between and within countries are too striking to be 
overlooked. 

It was in view of the above that the World Health Assembly, in 1995, resolved to 
renew the HFA strategy based on equity and solidarity. The Regional Committee for SEAR 
also resolved to do the same. 

Countries in SEAR have been renewing their HFA strategies as an integral part of 
health policy reviews and while proceeding with their health development plans, as per 
planning cycles. 

The regional HFA strategy towards 2020 aims at simultaneously addressing and 
tackling the socioeconomic determinants of health as well as other factors that fall within the 
purview of the health sector. Recognition of the centrality of health in sustainable 
socioeconomic development would aim at human development by implementing appropriate 
policies and strategies of equitable economic development, poverty alleviation, easing 
population pressures, empowering women and improving their status, improving nutrition 
and access to food and linking health and environment. At the same time, policies will be 
developed and actions taken towards developing and strengthening a sound, equitable and 
sustainable health system through primary health care and community involvement, political 
commitment, partnerships and solidarity, adequacy of financial and human resources, and 
appropriate reforms and management. And policies and programmes aimed at health 
protection and promotion and combating diseases would directly contribute to health 
development. 

Simultaneous and sustained actions on both the fronts would enable SEAR countries 
to progress towards the achievement of HFA aims such as health equity and health security 
for all, and HFA vision in which good health is a reality - not just for some but for all. 
Countries will progressively achieve HFA goals such as increasing the span of a healthy life 
while reducing health disparities by operationalizing HFA values and principles of the 
centrality of health in development, equity, gender perspective, sustainability and solidarity. 

As socioeconomic and health conditions as also the constraints encountered in 
national efforts to achieve health for all by the year 2000 are country-specific, SEAR 
countries shall adapt the global policy for Health for AN in the 21st Century and the Regional 
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HFA Strategy Towards 2020 to suit their own specific conditions. While doing so, the 
countries will develop their targets in respect of the HFA goals, and, in due course, regional 
targets may also be determined below which no SEAR country should find itself in the year 
2020. International action and WHO and other international partners in health development 
would complement and support national HFA strategies. 

The regional HFA strategy towards 2020 would comprehensively address the issue of 
human development in view of its implications for human dignity, equity and gender equality, 
partnerships and solidarity. Health for all would not only contribute to health development 
throughout the Region, it will also contribute to sustainable socioeconomic development and 
poverty alleviation. Even though good health is to be desired for its own sake, it should be 
realized that good health makes good economic sense. The success of the strategy would, 
in the ultimate analysis, depend upon political commitment at national and international 
levels. The task is indeed formidable. But together it can be done. 



1. INTRODUCTION 

It is widely accepted today that the real objective of development is to widen the choices of 
the people. These choices, inter alia, encompass decent education, good health, community 
participation and environmental security. Increase in GNP with equity and social justice is a 
means towards this end. Development, therefore, must deal with the entire society, and be 
people-centered. This approach values health in itself, recognizing its contribution to the 
socioeconomic goals of individuals, families, communities and nations. 

This was realized two decades ago when the call for Health for All by the year 2000 
was given by the World Health Assembly in 1977. The International Conference on Primary 
Health Care, held in 1978 in Alma-Ata, declared that PHC was the key approach to attaining 
HFA. It emphasized that health development was essential for socioeconomic development. 
The stage for social development was thus set. HFA by the year 2000 captured the 
imagination of the entire world. 

The health situation in the countries of the WHO South-East Asia Region, has 
improved significantly since 1977. Life expectancy has increased. The infant mortality rates 
have declined: the decrease has ranged from about 50 to 68 per cent in Maldives, Indonesia 
and DPR Korea to 23 to 43 per cent in other countries. Access to health services has 
improved. Dreaded diseases such as leprosy, poliomyelitis, neonatal tetanus and 
guineaworm are on the verge of elimination or eradication. Yet, despite these and other 
gains, the unfinished agenda is enormous. HFA by 2000 is not attainable. Besides, profound 
political, socioeconomic, environmental, demographic and epidemiological changes are 
under-way. Poverty, illiteracy and malnutrition are still widespread in the Region, especially 
among women. Societal gender bias against girls and women is still deep-rooted in many 
countries. Population explosion and urbanization is leading to environmental degradation. 
Maternal mortality in many countries is among the highest in the world and infant mortality is 
unacceptably high in certain countries. The Region carries a disproportionately large burden 
of diseases. Very importantly, the inequalities and inequities in health and economic levels, 
between and within countries, are too striking to be overlooked. These constitute the basis 
for elaborating the new HFA strategy, and revisiting PHC as the approach to HFA. 

Accordingly, the World Health Assembly, in 1995, recognizing the continuing validity of 
HFA, resolved (WHA 48.16) to renew the HFA strategy, based on equity and solidarity. The 
Regional Committee for SEAR, at its 48th session in 1995, also resolved (SEAIRC4811) to 
do so by placing human health at the centre of development. The Regional Committee, at its 
49th session, also underlined the linkage between the third evaluation of the HFA strategies 
and their renewal. 

Formal and informal consultations have been taking place at national, regional and 
global levels in pursuance of the rationale of and resolutions for renewing the HFA strategy. 
SEAR countries are incorporating renewal of HFA in their medium- and long-term health 
development plans, as per their planning cycles. Based on country and intercountry inputs, 
this paper presents a Regional HFA Strategy towards 2020 for consideration by the 
Regional Committee, and as an additional regional contribution to the global health policy for 
the 21st Century. 
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2. STATE OF THE REGION 

Demographic, socioeconomic and other determinants of health along with health indicators 
and epidemiological patterns, briefly discussed below, reflect the state of health in the 
countries of the Region. 

2.1. Determinants of Health 

(1) Demographic considerations 

SEAR, with its present population of over 1.4 billion, is home to a quarter of the global 
population, living on 5 per cent of the world's land area. Between 1980-1995, the 
Region's population increased by 35 per cent. Another 380 million people (27 per 
cent) are expected to be added by 2010. This is despite a declining trend in the rates 
of total fertility and population growth. The current demographic transition in most 
countries is being caused by death rates falling far more sharply than birth rates. Low 
levels of female literacy and widespread poverty are the main socioeconomic reasons 
for a relatively slow decline in the birth rates. 

Urbanization in all SEAR countries has increased sharply since 1980. The number of 
people living in urban areas increased from about 229 million in 1980 to 389 million in 
1995. It is expected to reach 460 million by the year 2000, and 641 million by 2010. 
With increased urbanization, civic services, particularly water supply and sanitation, 
are coming under severe pressure. Housing is in short supply. Increased industrial 
activity, power generation and motor vehicles are causing water and air pollution. All 
these factors have a negative impact on health. 

Though life expectancy at birth in all SEAR countries has increased, yet during. 1990- 
1995. it was below 60 years in Bangladesh, Bhutan, Myanmar and Nepal. It ranged 
from 60 to 63 years in India, lndonesia and Maldives, and was about 70 years in 
Thailand, DPR Korea and Sri Lanka. 

(2) Economic situation and poverty 

Most countries in SEAR maintained steady GNP growth rates during 1992-1994, 
which were generally above the global average. India, Indonesia and Thailand were 
among the 12 major developing economies in the world. Ironically, the continuing 
burden of poverty, present to a greater or lesser degree in all the countries, is in 
contrast to this economic growth. The Region has the dubious distinction of having the 
largest concentration of people living in absolute poverty in the world: nearly 40 per 
cent of the world's poor live in South Asian countries (Bangladesh, Bhutan, India, 
Maldives, Nepal, Sri Lanka (SEAR countries)yand Pakistan). They produce only 1.3 
per cent of the world's income and their per capita GNP at US $309 in 1993 was the 
lowest in the world. Despite robust increase in food production in south Asia, it is the 
worst affected region for malnourished children, - 50 per cent are undemeight. The 
consequences of poverty on people's health and well-being are severe and multi- 
dimensional. 
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Uneven economic growth and macro-economic structural adjustment programmes 
have led to increased inequities in people's economic levels and health. The growth of 
the private sector in health care has increased the inequalities in access to health 
care. Experience has demonstrated that GNP growth per capita is generally rather low 
in countries with rapidly increasing populations. Further, lower the per capita GNP, 
higher the IMR. 

(3) Women, Education and Health 

Education, especially among women, is an essential requisite for health and 
development. Bangladesh, Bhutan, India and Nepal continue to have low female 
literacy levels ranging from 14 per cent to 37.7 per cent, with an overall adult literacy 
rate of 48 per cent. South Asia accounts for 46 per cent of the world's illiterate and 
has another dubious distinction of being the most illiterate region in the world. The 
correlation between education and health, reflected in female literacy and infant 
mortality data for SEAR countries, is generally consistent, i.e. higher the rate of female 
literacy, lower the rate of infant mortality. Similarly, generally, countries with lower 
fertility have higher human development index (HDI). 

South Asia's gender equality measure (GEM), reflecting economic and political 
opportunities open to women as compared to men, shows the lowest value (0.235) 
among all the regions of the world. Thailand is the only SEAR country which does not 
have a low GEM value, In many SEAR countries, the normal sex ratio is reversed: 
there are more men than women. Some SEAR countries defy another biological norm: 
their men live longer than women, or the life expectancy of the two is almost equal. 
Maternal mortality rates continue to be unnecessarily high in most countries. Women's 
health problems over their life span continue to be aggravated by persistent and 
widespread malnutrition and anaemia. Societal discrimination since centuries is in 
many ways at the root of these problems. 

(4) Health and Environment 

In 1994-95, less than 64 per cent of the population had access to safe water in a 
majority of SEAR countries; the corresponding figure for access to adequate sanitation 
in a majority of countries was 43 per cent. Significant differences exist between 
environmental problems of rural and urban areas in the countries of the Region. In 
rural areas, unsafe drinking water supply and inadequate excreta and refuse disposal, 
combined with contaminated food, are responsible for the majority of diseases. Poor 
ventilation and cooking methods cause severe indoor pollution and health problems, 
particularly for women and infants. Increasing use of pesticides, without necessary 
precautions, poses health risks to workers in the field and consumers all over. In 
urban areas, environmental health problems are the result of unremitting migration 
from rural to urban areas. Uncontrolled industrialization, power generation, growth of 
motor vehicles, etc., all add to severe water, air and noise pollutions. Municipal 
services, such as water supply and sanitation, and management of liquid and solid 
wastes are unable to keep pace with urban growth. Housing is in short supply. Slums 
are increasing and expanding. Diseases and ill-health naturally follow the increasingly 
polluted environment. 
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(5) Health Care Systems 

Recent political and economic global trends have far-reaching effects on the health 
sector, where policy-making has at times been overtaken by economic events. 
Redefinition of government functions and a scaling down of public financia\ 
responsibility have become common and households are carrying a large proportion 
of total health care expenditure. A larger role for private finance and service provision 
has become a reality even where there has been no explicit redefinition of overall 
health strategy. 

The physical infrastructure and functioning of health systems seems to be inadequate 
in some countries. The situation is better, but needs further improvement, in others. In 
DPR Korea, Indonesia, Sri Lanka and Thailand, the physical infrastructure is 
reasonably good and a basic network is in place. In some countries between 80 and 
100 per cent of the population has access to the local health services or to all 
elements of PHC. In the remaining countries, the coverage is lower. Deficiencies in 
quality and coverage of essential public health functions, such as epidemiological 
surveillance, health education and general health services in some countiles, is a 
cause of concern. The quality of work of basic health workers at the community level 
needs to be addressed. Utilization of public health facilities is also rather low in many 
countries, partly because of low quality. The changing pattern of health care provision 
and rising health care costs would adversely affect access to health services. 

The quality, quantity and balance of human resources for health need improvement in 
most countries. There are shortages of most categories of health personnel in Bhutan, 
Indonesia, Maldives and Nepal. Other countries have, or will soon have, sufficient or 
excessive numbers of doctors, but suffer from shortages in other categories. In all 
countries, the shortage of professional nursing and midwifery personnel is recognized 
(acutely so in some countries). Throughout the Region, there is a need to improve the 
distribution of health personnel between urban and rural areas. Increased competition 
between the pubic and private sectors may aggravate this imbalance: it may also 
make health ~rofessions more attractive. 

2.2 Health Situation, Trends and Priorities 

(1) Basic mortality indicators and trends 

The health situation in the Region is characterized by the slow decline of crude death 
rates and infant and under-five mortality rates. The infant mortality rate (IMR) has 
declined during the last decade in virtually all countries, but still remains high (60-100 
per 1000 live births) in some. From a policy angle, it is noteworthy that the decline in 
the IMR has been brought about more by the fall in post-neonatal than neonatal 
mortality rate. An analysis of the under-five mortality rate shows a pattern of decline 
similar to IMR. Overall, the maternal mortality rate (MMR) has declined during the last 
decade, but still remains high in all countries, except Sri Lanka and Thailand. A recent 
study by WHO and UNICEF has estimated that of the 585,000 annual global, mostly 
preventable, maternal deaths, this Region accounts for 40 per cent. From a policy 
angle, it is noteworthy that countries with low MMR have a high proportion of 
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deliveries by trained personnel, good primary health care infrastructure, a functional 
referral system and high literacy among women. 

(2) Success stories 

The main change in the morbidity and mortality patterns during the last ten years has 
resulted from a decline of polio, measles, neonatal tetanus and other EPI target 
diseases. Eradication of poliomyelitis by 2000 is confidently expected. Many countries 
have already achieved the target of no more than one neonatal tetanus case per 1000 
live births. The number of reported diphtheria and whooping cough cases has fallen by 
70 per cent following 90 per cent immunization coverage, Immunization coverage up 
to 80 per cent has resulted in a decline of measles deaths by 87 per cent. Oral 
rehydration therapy has resulted in a dramatic reduction in mortality due to diarrhoea1 
diseases. Leprosy is expected to be eliminated as a public health problem by 2000, by 
capitalizing on the success of multidrug therapy. Guineaworm disease is also 
expected to be eradicated soon. Life expectancy is increasing: in DPR Korea, Sri 
Lanka and Thailand, it compares favourably with advanced countries. 

(3) Communicable diseases 

Despite overall improvements in the socioeconomic and health status of the people, 
communicable diseases are deep-rooted in the Region. Of the 17 million annual global 
deaths by infectious diseases, seven million (over 40 per cent) occur in this Region. 
Old diseases like cholera, tuberculosis and malaria still dominate the disease pattern. 
Dengue and dengue haemorrhagic fever (DHF) are major emerging vector-borne 
diseases. Plague and kala-azar, which were on the verge of eradication, have re- 
appeared. New diseases such as HIVIAIDS and cholera caused by strain 0139 have 
appeared, with the former assuming epidemic proportions. The present position of 
these communicable diseases in brief is: 

Acute respiratory infections (ARls) remain the leading cause of mortality in young 
children (1 4 million annually), accounting for more than 30 per cent of deaths in 
under-five. More than 90 per cent of these deaths are due to pneumonia. 
Diarrhoea1 diseases account for about 25 per cent (over one million) of under-five 
mortality. 

Tuberculosis (TB) kills more adults than any other infectious disease. Since 80 
per cent of TB deaths are in the most productive age group (15-59 years), as a 
result the impact on socioeconomic development is serious. An estimated 3.5 
million new cases occurred in the Region during 1995, i.e. about 40 per cent of 
the global disease burden. HIV-positive persons are especially vulnerable to 
developing active tuberculosis: of particular concern is the emergence of drug- 
resistant strains of tuberculosis in the Region, which threatens to again make TB 
incurable. 

While spread of HIVIAIDS is particularly noticeable in India, Myanmar and 
Thailand, its potential is high in other countries as well. By 2020, eight to ten 
million men, women and children are estimated to get infected with HIV, 
accounting for over 25 per cent global cumulative infections. Of the 333 million 
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estimated global cases of curable sexually transmitted diseases among adults in 
1995, 150 million were in this Region. 

Malaria still dominates the disease pattern, with 1.2 billion people (86 per cent of 
the total SEAR population) in eight endemic countries living in malarious or 
potentially malarious areas. The overall malaria situation has been static over the 
last decade, with the reported cases ranging between 2.5 and 3.1 million, and 
reported deaths between 5 000 and 7 500. During 1995, the reported number of 
malaria cases and deaths were 3.4 million and 6 020 respectively. The estimated 
incidence and number of deaths is much higher. Technical problems of drug 
resistance in parasite, particularly in case of Plasmodium falciparum, and vector 
resistance to insecticides in malaria control are compounded by financial and 
operational constraints. DengueIDHF is endemic in seven countries of the Region. 
In 1995, the estimated number of dengue cases and deaths were 160 000 and 4 000 
respectively. In 1996, lndia and Sri Lanka faced dengue epidemic outbreaks. 

Poverty, malnutrition, lack of safe drinking water and insanitary environment are 
the underlying factors for high prevalence of communicable diseases. Population 
pressures and unplanned urbanization resulting in overcrowding, slums and 
environmental deterioration have worsened the situation leading to emergence 
and re-emergence of infectious diseases. 

(4) Noncommunicable diseases and others 

Globally noncommunicable diseases are emerging as leading causes of death in 
developing countries, including this Region. 

Cardiovascular and cerebrovascular diseases have emerged as major contributors to 
morbidity and mortality in many countries. For example, it is estimated that in lndia 
nearly 1.5 million people die from ischaemic heart disease and stroke every year; and 
that every fourth person in New Delhi (India) has high blood pressure. Furthermore, 
diabetes mellitus is dramatically increasing with urbanization, changing lifestyles and 
eating habits. Its prevalence is about 1 per cent in rural and upto 8 per cent in urban 
populations in lndia and Thailand. 

The death rate from cancer is about 38 per 100 000 population per year in countries 
where data are available. Though the actual figure may be higher because of many 
missed diagnosis, even the available data means more than 1000 cancer deaths 
every day in lndia. Surveys have shown new cases of cancer at 80 and 131 per 100 
000 population in selected metros in lndia and Thailand respectively. 

The prevalence of severe mental disorders has been found to be about 5 per 1000 
population in various countries of the Region. Mental hospitals in the countries do not 
adequately address this problem. Outpatient sewices are no better. Substance abuse 
continues to be a serious public health concern in several countries. Spread of risks of 
HIV infections, particularly in Myanmar and the north-eastern states of lndia due to the 
practice of injecting drugs is high and reaches up to 90 per cent of drug injections in 
some areas. 

The prevalence of noncommunicable diseases is increasing due to changing social 
behaviours and practices and lifestyles as well as many more people living longer. 
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Though accident injuriesldeaths are not diseases, they are rapidly increasing and 
have emerged among the leading causes of morbidity and mortality. For example, 
available data shows that in India deaths due to accidents and poisoning constitute 9-10 
per cent of total mortality: this is an under-estimation as injury-related fatalities 
probably reflect 20-30 per cent of the actual figure, excepting for road accidents and 
murders. While almost all types of accidents are on the increase, mortality due to road 
accidents presents a fast-increasing menace. 

Thus, the health situation in the Region is really complex. Notwithstanding the health 
gains, the double burden of communicable and noncommunicable diseases is 
compounded by widespread poverty and illiteracy (especially among women), 
population pressures and unplanned urbanization, environmental degradation and low 
status of women, and a health care system which needs strengthening in different 
respects in different countries. 

3. HFA CONCEPT, AIMS, VISION, GOALS, VALUES AND 
POLICY PRINCIPLES 

3.1 Concept 

The goal of health for all by the year 2000 embodies WHO'S constitutional objective of 
attainment by all peoples of the highest possible level of health. The bottomline is that level 
of health which will permit the people to lead a socially and economically productive life. 
'Highest possible' implies that countries will strive to continuously improve the health of their 
people. HFA is therefore not a single finite target. HFA does not mean that in the year 2000 
doctors and hospitals would provide medical care for everyone, or that nobody will be sick or 
disabled. It means that health begins at home, in schools, in factories and in the community; 
better approaches will be used for preventing disease and alleviating unavoidable disease; a 
more equitable distribution of available health resources will be achieved among the 
population; essential health care would be accessible to all with their full involvement, and 
people will have the power to shape their lives, free from avoidable diseases. 

Primary health care, the key approach to attain HFA, included accessible and 
affordable essential health care to the people with their full participation. The essential 
elements of primary health care are worth recalling. These include: education concerning 
prevailing health problems and the methods of preventing and controlling them; promotion of 
food supply and proper nutrition; an adequate supply of safe water and basic sanitation; 
maternal and child health care including family planning; immunization against the major 
infectious diseases; prevention and control of locally endemic diseases; appropriate 
treatment of common diseases and injuries; and provision of essential drugs. 

3.2 Overall Aims 

The regional HFA strategy towards 2020 will aim at: 

Health security for all 

Health equity 



SEA\RC50\14 
Page 8 

lmproving life expectancy 

Improving quality of life and health prospects and services 

Preventing or reducing diseases and disability. 

3.3 Vision 

The regional HFA vision recognizes the right of everyone to develop and live a full life: a 
future in which good health is a reality - not just for some, but for all. The right to health is 
the right of everyone to a standard of living adequate for health and well-being, including 
food, clothing, housing, medical care, education and necessary social services, and the right 
to security in the event of unemployment, sickness, disability and old age. 

Above all, HFA is a call for social justice: the vision therefore is to protect and promote 
the health of the poor and the vulnerable, particularly women. It is to build a future in which 
mothers do not die at childbirth and children in infancy, and where people do not needlessly 
succumb to preventable diseases. The vision is not restricted to simply increasing life 
expectancy: it extends to increasing health expectancy, which means life expectancy in 
good health, amounting to the average number of years an individual can expect to live in 
such a favourable state. 

Towards such a vision, governments will discharge their responsibilities to their own 
people and to the international community for the protection and promotion of health; in the 
eradicationlelimination and prevention and control of diseases; in mitigating substance 
abuse and accidents; in improving nutritional status, particularly of women and children; in 
protecting and promoting environment; and thus ensuring health for all. Towards this end, 
the governments, in partnerships with all concerned, including the private sector, 
communities, NGOs, health providers and consumers, investors and professionals, media, 
academia and research, indigenous health practitioners, etc., will implement appropriate 
socioeconomic policies, health development plans, and ensure equitable, accessible and 
affordable health services of requisite quality. New partnerships would be forged with special 
concern for the poor and the vulnerable. It will be ensured that no segment of the 
population, indeed no person, is without the cover of primary health care and essential 
public health functions. Partnerships would thus be the mainstay of future health 
development. 

This vision is guided by the belief that "the enjoyment of the highest standard of health 
is one of the fundamental rights of every human being" Member Countries of the Region 
foresee themselves as one family, whose health would be progressively enhanced through 
intercountry cooperation leading to further national self-reliance and regional solidarity. 

3.4 Goals 

The goals of the Regional HFA Strategy are: (1) to increase the life span of all peoples in 
such a way that health disparities between social groups are reduced; (2) to ensure 
universal access to essential health care and services of acceptable quality, comprising at 
least the eight essential elements of primary health care; (3) to ensure survival and healthy 
development of children through progressive reduction of infant and under-five mortality 
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rates and low birth weight; (4) to improve the health and well-being of women and achieve 
progressive reduction of maternal mortality by ensuring access of all pregnant women to 
prenatal care, trained attendants during child birth, and referral facilities when required; (5) 
to ensure healthy population development through universal access to family planning and 
information and services; (6) to eradicate poliomyelitis, guineaworm disease; eliminate 
leprosy, neonatal tetanus, and measles; control malaria, dengueldengue haemorrhagic 
fever, filariasis, tuberculosis, hepatitis B, coronary heart disease and cancer; reduce the 
risks of sexual transmission of HIV; (7) to reduce avoidable disabilities through appropriate 
preventable and rehabilitative measures; (8) to ensure continued improvements in nutritional 
status for all through progressive reduction of severe and moderate malnutrition in children 
and elimination of micronutrient deficiencies from vitamin A, iodine and iron; (9) to enable 
universal access to safe and healthy environment and living conditions through 
progressively increasing the coverage of population with safe drinking water and access to 
sanitary excreta disposal, and other health and environment interventions, and (10) to 
enable all peoples to adopt and maintain healthy lifestyles and healthy behaviour through 
universal access to information and opportunities. 

As national health policies and plans strive to achieve the above goals, they would 
determine targets and corresponding time-frames in respect of each goal, keeping in mind 
the health indicators and conditions specific to each country. Periodic monitoring and 
evaluation of progress towards HFA would contribute to achievement of the goals and 
country-specific targets. In due course, regional targets could be agreed upon below which 
no SEAR country should find itself in 2020. 

3.5 Values and Policy Principles 

The HFA value system protects and promotes human rights, ethical values, principles of 
social justice and public good through equity and gender-oriented strategies. The purpose is 
to reduce (or even eliminate) health risks and to promote public health. The HFA value 
system, though based upon the concept of right to health, cannot be enforced through legal 
action alone. While the health sector has to catalyse HFA, its success hinges upon all 
sectors, public and private, working together for human development. This will require 
establishment of an HFA value system, wherein health is central to development, and 
consequently achievement of a sustainable health system. The objectives, vision and values 
of HFA would be translated into action by suitably incorporating the following policy 
principles in national policies and health developments plans. 

1) Health is a fundamental human right. HFA remains a valid social goal. Primary 
health care, reviewed in the light of the new realities and essential public health 
functions based upon it, constitutes the key to attain HFA. 

(2) Equity, sustainability, gender perspective, solidarity and partnerships including 
community involvement - the corner-stones of HFA - are to be operationalized 
inter-sectorally through country-specific policies aiming at national self-reliance 
(not self-sufficiency) and implementation strategies covering the entire life span. 

(3) Centrality of health in development and recognition that health contributes to and 
benefits from sustainable development and poverty alleviation. 
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(4) Approaches to health policy development to be participatory, based upon reliable, 
scientific evidence. 

(5) Adaptability to the changing conditions and commitment to quality and cost- 
effectiveness. 

(6) Government to ensure that a minimum acceptable level of health services is 
made available to all: for this the political commitment of the State and not only of 
the Ministry of Health is essential 

(7) A clear recognition of the role of WHO in all these endeavours. 

4. STRATEGIC APPROACHES 

The regional health situation (analysed in Section 2) and the HFA concept, goals and policy 
principles (detailed in Section 3) delineate the following strategic approaches to be 
implemented in a framework of sustainable people-centered development towards HFA 
2020 at national and international levels 

4.1 Centrality of Health in Development 

The improvements in health result not only from socioeconomic development (as distinct 
from mere economic growth), but health is an essential investment for such development. 
Accordingly, countries will adopt and implement such macro socioeconomic policies as will 
accelerate economic growth and will simultaneously raise the levels of nutrition and health, 
literacy, education and skills. And, countries shall follow public policies that shall not 
exchange economic gains with health development: the policy framework shall pursue both 
with due regard to equity and social justice. Countries shall develop and implement 
interrelated policies towards: 

Integrating health and human development in public policies 

Ensuring equitable access to health services 

Promoting and protecting health 

Preventing and controlling specific health problems. 

In this context, it is heartening to note that the countries of the Region are embarking 
on people-centered development: For example: Bhutan's Eighth Five-Year Plan (1997-2002) 
regards human development, and not economic growth, as the goal of development. It 
states: "Recognizing that there is no automatic link between economic growth and human 
development, planning in Bhutan has put in place several policies that have enabled the 
translation of economic growth into human development." 

Thailand's Eighth National Economic and Social Development Plan (1997-2001) 
recognizes that as past development efforts were "essentially geared towards economic 
development," there have been many adverse side-effects of rapid economic growth 
affecting the quality of life and sustainability of economic gains. It therefore emphasizes the 
urgent need "to make it possible for all people to develop to their full potential in physical, 
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emotional and intellectual terms. This is essential for balanced and sustainable 
development. " 

Indonesia's Sixth Five-Year National Development Plan, which starts its Second Long- 
Term Development Plan (1994-2019), states that: "The essence of national development is 
the development of Indonesian human being as a whole and development of the entire 
lndonesian community. " 

In view of the centrality of health in development, the health of the people, particularly 
the poor, would be an indicator of the achievement of development. Health security, 
encompassing availability of health care facilities, food, water and sanitation, housing and 
employment, etc., would be ensured through intersectoral action and health accountability. 

(1) Poverty and health 

Health for all cannot be achieved so long as the incidence of poverty is not 
substantially mitigated. The development plans of the countries of the Region will 
therefore lay increasing stress on developing and implementing such macro 
socioeconomic polices as would alleviate poverty through accelerated economic 
growth and simultaneous advances in health and education. These efforts will be 
reinforced through micro-level interventions, involving NGOs also, directed at 
providing collateral free credit to the poor under integrated development schemes and 
projects, including education, and health, particularly of women and children. Such a 
framework alone will break the nexus between poverty and ill-health. 

As an illustration, the approach to India's Ninth Five-Year Plan holds that the solution 
of the problem of poverty depends upon the creation of adequate employment 
opportunities through a broad-based programme of development and economic 
growth. At the same time, it notes: "Economic growth and employment opportunities 
themselves may not be sufficient to improve the living conditions of the poor. They 
need to be accompanied by measures which enhance the quality of life." Towards 
such an approach, outlays for basic minimum services, including health and other 
measures reinforcing health, is sought to be protected in real times at the stepped-up 
level. 

(2) Health and population 

The population size of many countries and the momentum of its growth have become 
the greatest impediment in the way of their development. The countries concerned 
shall therefore adopt multi-pronged strategies for addressing the various dimensions 
of the problem of population explosion to, inter alia, improve the health of their peoples 
and make them the moving force of development. Accordingly, a higher priority will be 
given to mother and child health and reproductive health programmes for reduction in 
infant, particularly neonatal, and maternal mortality rates, and to family planning for 
reduction in the crude birth rate through increased information, education and 
communication and easy availability of the means of contraception. Countries like 
Thailand will advocate an appropriate family size and distribution of population 
according to the development potential of different parts of the country. Further, in 
recognition of the key role of literacy and education, particularly of women, in 
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population control and stabilization, countries shall accord a higher priority to women's 
empowerment through education, employment and other means. For instance, the 
education policy has been reoriented in Bangladesh to provide free education up to 
eighth grade to girls. 

(3) Health and women's status 

A shift in the approach to the well-being of women from welfare to development, and 
more recently, to empowerment will broadly guide the policies and programmes of the 
governments towards the health of half the humanity. Besides mainstreaming women 
into national development on equal footing with men, an enabling environment with 
requisite' policies and programmes, legislative support and institutional mechanisms 
would be created to empower women in terms of participation in the political process, 
decision-making, economic independence and self-reliance. 

Towards the above end, it is instructive to note, for example, that the approach to 
India's Ninth Plan recommends expeditious adoption of the National Policy for 
Empowering Women along with a well-defined Gender Development Index to monitor 
and assess the impact of its implementation in raising the status of women. Education 
for girls and women's literacy; a life-span approach to women's health, with special 
focus on reproductive health; enhancement of women's earning capacity; 
environmental conservation; application of technology to improve women's living and 
working condition, and positive projection of the image of the girl child and women 
would be given priority and implemented through an integrated approach at national, 
regional and global levels. 

(4) Health and nutrition 

Food security is a sine qua non of health security. Recognizing malnutrition as a 
multifaceted problem, countries shall gear up for short-term measures such as 
nutrition intervention for vulnerable groups, fortification of food items, and control of 
micro-nutrient deficiencies of vitamin A, iron and iodine, which have serious health 
consequences. These will be implemented through supplementary feeding for pre- 
school children and expectant and nursing mothers, mid-day meals for school-going 
children and extension of nutritional prophylais and universal immunization, in 
conjunction with reproductive health and child survival and safe motherhood 
programmes. Long-term measures will aim at elimination of hunger and starvation by 
ensuring availability, accessibility and affordability of balanced food for all. 

(5) Health and environment 

In recognition of the close relationship between environment and health and 
sustainable development, the health sector would sensitize other sectors, planners 
and local government bodies to: identify and assess health hazards in the 
development process; ensure the incorporation of health and environment issues in 
national plans for sustainable development, and adopt a national environmental health 
policy and action plan incorporating health and environment principles and strategies 
in all sectors responsible for development. 
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To achieve health for all in the new time perspective, countries will make efforts to 
provide access to safe drinking water and sanitation to the entire population. With the 
involvement of the community and local self-government bodies, alternative means of 
funding and management and application of low-cost technology, these services 
would be made self-supportive to the extent feasible; subsidization, where necessary, 
would be selective and well-targeted. 

Besides, the countries will enhance general awareness, strengthen legislative support 
and upgrade the organization and management of environmental regulatory agencies. 
To the extent feasible, the latter would be made self-supportive, Industry would be 
further motivated, through a system of incentives and disincentives, to be responsive 
to environmental protection. A range of measures would be taken to create a health- 
friendly environment, a foundation of sustainable development: minimum coverage by 
forests through afforestation and shift from production forestry to social forestry; 
cleaning of rivers and other water reservoirs; regulation of the use of chemicals in 
agriculture;. and application of renewable sources of energy (solar power in 
particular). Replacement of fossil fuels by solar energy, to the extent feasible, would 
have beneficial effects on health and help ameliorate climatic changes. In the 21st 
century, solar and other renewable energies in the Region would not only contribute to 
environmental improvement and hence health development, but also to self-reliance of 
villages and districts. 

As an illustration, air and water pollution control, drinking water supply and proper 
sewage disposal for sanitation and food and drug safety control and measures are 
specifically included in the National Health Plan of Myanmar (1996-2001). Thailand's 
Eighth Plan recognizes that the far greater emphasis thus far placed on the expansion 
of economic activity, with concomitant rapid urbanization, than on environmental 
concerns has allowed pollution problems to develop to the point where they are 
hazardous to life and health. Therefore, it incorporates the need for urgent 
conservation and rehabilitation of natural resources and protection of urban and rural 
environments through proper management and local community participation. The 
Health Master Plan (1996-2005) of Maldives envisages development of active linkages 
between health and environmental problems. The emphasis is on improved water 
management, food safety, and reproductive health through continued capacity- 
building. The occurrence of specific environmental problems such as arsenic 
poisoning in drinking water in parts of India and Bangladesh would be tackled through 
application of requisite technology and collaboration at all levels amongst the agencies 
concerned. 

4.2 Health System Development: Reforms and Management 

Sound and sustainable health systems have social, political, financial, technical, managerial, 
intra- and intersectoral dimensions. All these and other related aspects would be addressed 
by the countries in their health development plans with focus on equity and gender 
perspectives, solidarity and partnerships, including community participation. 

The major challenge in strengthening health systems, which eliminate inequities and 
are sustainable, cost-effective and culturally relevant, remains the ensuring of access to 
health for those groups most in need. While efforts for reform are under way in many 
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countries, a number of key issues must still be addressed. In most countries, moves 
towards decentralization of health services are being made. A major obstacle encountered 
is in rechannelling of resources from centralized, specialist curative centres to other levels of 
the system. Questions of access, equity and ethics loom large in relation to the development 
of high technology and pharmaceuticals: these will be suitably addressed. In particular, the 
Regional HFA Strategy Towards 2020 would focus on the following critical areas for health 
development based on the principles of equity, gender sensitivity, sustainability, partnership 
and solidarity. 

(1) Primary health care and people for health 

The primary health care approach to attaining HFA is basically a sound approach. It 
would be reviewed by the Member Countries in the light of the evaluation of HFA and 
stress would be laid on its relevant elements for improved coverage. In fact, some 
countries may decide to concentrate on full implementation and complete coverage by 
PHC elements to address the unfinished agenda and build a sound foundation for 
further progress. Measures to improve access to health care would be strengthened. 
Emphasis would be on consolidation of the primary, secondary and tertiary health care 
infrastructure for optimal performance and building up appropriate referral services, 
with priority on primary care and strengthening of district health care system. 

Community involvement at all levels and in all feasible ways shall be enhanced. 
Programmes which redirect attention and resources to particular groups, such as the 
rural and urban poor, would be coordinated with communities in order to identify 
problems, develop solutions and enro( local support for implementation. Various health 
development initiatives based on community action have proved successful in SEAR 
countries. For example, the Indonesian programme for village community health 
development and implementation of the integrated health package (Posyandu) 
constitutes the foundation for health development of children, women and the 
community. Similarly, the village health volunteer scheme (VHVS), technical 
cooperation among villages and the integrated basic minimum need programme in 
Thailand laid the basis for health development in the country. Implementation of the 
integrated child development scheme (ICDS) is a major contributor to nutrition and 
health development in India. The programmes for community health care in Myanmar 
and volunteer health workers in Sri Lanka and Nepal are also successful instances of 
community action for health. In Maldives, island communities themselves are central 
to the Atoll team-solving approach. 

Such and similar actions would form the basis of health development in the countries 
of the South-East Asia Region, especially as the governments can no longer bear the 
entire cost of providing increasing health services to the growing populations. Social 
mobilization would be the mainstay for health development in the coming decades. 

(2) Political action for health 

To fully realize the contribution of health to the improvement of human environment 
and development as a whole, political commitment would be enhanced. Primary health 
care will be translated into policies which would not only define the role of the health 
sector and ensure feasible resource commitment but would accept accountability for 
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health at the highest governmental level. Such commitment would encompass the 
elimination of health risks and specify the health-related responsibilities of all sectors. 

The health sector shall assume a more proactive and confident leadership role by 
enhancing its own capacity for defining the health-related responsibilities of other 
sectors and thus develop comprehensive health policies. An overall financial strategy 
for health development in collaboration with other ministries/sectors, including NGOs 
and the private sector, would also be developed and implemented. Above all, political 
action shall be galvanized for developing and effectively implementing healthy public 
policies for all social and economic development sectors. 

(3) Partnerships for health 

Sustainable health systems would be governed through partnerships among 
aovernment institutions. NGOs, the private sector, community organizations, media, - 
academia, professional bodies, etc. lt has now been realized, more than ever before, 
that dealing with the many interconnected forces influencing people's health requires 
much more than hospitals, health workers and drugs. A vast potential of working 
together for health remains untapped. Ministries of Health and WHO would find and 
forge fresh partnerships for health: partnerships which would be proactively sought to 
make health a caring and shared concern amongst all. 

The role of the State would be to ensure that the following and other relevant health- 
related functions are performed through partnerships. 

Guiding sustainable health systems; 

Ensuring continual vigilance regulation and assessment; 

Making health care available across the life span; 

Preventing and controlling diseases, and protecting health; 

Fostering the use of, and innovation in science and technology; 

Building and maintaining human resources for health. 

The guiding principle would be: Health for All by mobilizing all for health. 

(4) Financial resources for health 

The countries would increase the portion of GNP spent on health, and also enhance 
the share of local health services in it. Attention to health financing would go beyond 
the search for additional resources. Therefore, while larger resources, both internal 
(public and private) and external, would be mobilized, a much larger allocation for 
community-based PHC would be ensured. Attention would be focused on efficiency 
and equity in the use of financial resources for health. The allocation of adequate 
resources for sectors such as water supply and sanitation, education, particularly for 
women, family planning, and environmental protection would be actively supported 
and pursued. At the micro level, community-based cost-sharing schemes would be 
implemented. While privatization in health care would be promoted, policies would be 
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directed at ensuring that it does not undermine public facilities and is not exploitative: 
privatization must work as a partner for HFA. 

(5) Human resources for health 

The countries would promote the production of relevant and balanced manpower for 
health, with particular focus on increasing the supply of trained midwives and nursing 
personnel. The problem of uneven deployment of available health personnel would 
also be addressed through appropriate policies and administrative and legislative 
actions, in partnership with an increasing private sector in health, and the community. 
Continuing education and training of health personnel would be strengthened so that 
the benefits of latest advancements in health sciences and technologies are available 
to the community. Countries shall increasingly involve the private sector in the 
production of different categories of health manpower in conformity with prescribed 
minimum standards. 

(6) Management action for health 

High administrative efficiency, greater accountability and improved quality and 
performance of health services would be achieved by the countries through improved 
management policies, practices and procedures. Public health management 
information systems would also be strengthened. Intra- and inter-sectoral collaboration 
would be intensified from planning to implementation stages so that the various 
determinants of health are made to positively respond and result in accelerated health 
development through their combined efforts. Activities in the private sector to finance 
and provide care and services would challenge the governments to introduce 
incentives and develop regulatory mechanisms so that there is no conflict with the 
health-for-all goals, to improve public-private coordination and to ensure access to 
cost-effective health care of good quality. These challenges would be met. The 
potential of services provided by traditional medical practitioners would also be better 
utilized. 

(7) Research and quality for health 

Appropriate biomedical and applied research covering social and cultural aspects 
would be promoted in a coordinated manner with intercountry cooperation so that the 
health benefits of research are made available to all. The dramatic reduction in the 
expanded programme on immunization (€PI) - target diseases, control of iodine 
deficiency disorders through iodization of salt, low-cost sanitary latrines and mass 
deworming are examples of application of research results. Such applications would 
be intensified and widened to fully tap the results of research. 

Quality considerations will become increasingly important in the 21st century. 
Accordingly, quality assurance of health care and services and equitable access to 
health technology that is affordable and appropriate would be promoted. 
Disproportionate investments in high-cost technology for a few, leaving other greater 
needs of many unfulfilled, would be curbed. While new technologies will no doubt 
change the way in which health care is provided in the future, the concept of 
appropriate technologies for mass application will not go away. Countries can define 
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afresh what is appropriate. Adoption of appropriate technology would receive priority. 
This would mitigate some of the dangers that privatization would introduce by 
accelerating the availability of expensive technology for some. Highly cost-effective 
health technologies such as vaccines, micronutrients, deworming and sanitary latrines 
which are of enormous benefit to public health would be promoted. Hence, the 
standards for acceptance and application of technology would be on the minds of 
public health administrators and policy-makers. The fruits of technology development 
would be available to all, thereby improving equity, public health, and even 
productivity. 

4.3 Health Protection and Promotion 

Unhealthy side-effects of macroeconomic, agricultural, industrial, energy and trade policies 
which conflict with the need to protect and promote good health through legislative, 
educational, regulatory and fiscal measures will continue to challenge policy-makers in the 
Region. 

The growing awareness of the contribution that lifestyles can make to good health 
would result in societal efforts to tackle the determinants of healthy lifestyles and good 
health. Health education and promotion, e.g., by widely publicizing the positive health effects 
of healthy lifestyles, such as abstention from tobacco use, improved oral hygiene and safe 
sexual behaviour would be assigned priority. In addition to immunization and other efforts to 
protect the health of children, including promotion of breast-feeding and safe weaning, the 
health sector would focus more on primary prevention. 

The health sector would also develop better links with other sectors such as 
environment, education and housing. This would be achieved by, for example, the expanded 
use of health impact assessment and monitoring, participation in the formulation of specific 
health-related policies for each development sector to prevent adverse health 
consequences of developmental activities and fostering an environment supportive of 
health. 

4.4 Combating Diseases 

The countries of the Region would from now on deal with infectious and chronic diseases 
simultaneously. While the prevention and control programmes for infectious diseases would 
be intensified and the capacity for epidemiological surveillance strengthened, specific 
strategies would be adopted to meet the threat posed by specific diseases. For example: 

Countries will improve antenatal, intrapartum and postpartum services to reduce 
maternal mortality rates and ensure safe motherhood. Campaigns will be 
imaginatively launched and sustained for creating awareness and knowledge 
among parents to recognize symptoms, when to seek treatment and how to 
ensure hygiene, including that of food: these will prevent many infant deaths. The 
provision of more accessible family planning services will make a significant 
contribution to the health of populations as a whole. The increasing elderly 
population will require expensive services and drugs. Therefore, new approaches 



SEA\RC50\14 
Page 18 

will be developed to maintain old people's health and to provide them with social 
support. 

Acute respiratory infections, including pneumonia, would be drastically reduced by 
implementing the standard case management as per WHO control programme for 
these infections. Further, as Bangladesh, India, Indonesia and Myanmar account 
for the largest share of global mortality due to these infections, these countries 
would take special action to universally implement this control programme. 

lntegrated Management of Childhood Illnesses would be progressively adopted 
for extension of standard treatment for acute respiratory infections, diarrhoea, 
malaria, otatis, measles, malnutrition and anaemia. lntegrated management of 
childhood diseases stresses prevention and advises on feeding. 

Oral rehydration salts (ORS) therapy, continued feeding and spread of knowledge 
as to when to approach health facilities would be made universally available in 
SEAR countries in order to effectively treat most types of diarrhoea and thus bring 
down the mortality caused by it. 

To meet the continuing and increasing challenge posed by tuberculosis, the 
directly-observed treatment, short course (DOTS)-therapy would be progressively 
applied to cover the entire affected population. The potential of DOTS to prevent 
further spread of the infection and development of drug resistance would be fully 
realized. Towards this end, TB control projects would be properly managed and it 
would be ensured that treatment regimens are completed. 

For malaria, SEAR countries would implement the adapted global malaria control 
strategy consisting of early diagnosis and effective treatment and selective, cost- 
effective vector control, with emphasis on upgrading national capacities and 
malarial control in border areas. 

The ongoing intersectoral efforts for the prevention and control of HIVIAIDS and 
STD would also be intensified. Further, a sustained integrated approach to the 
prevention of HIV and other sexually transmitted diseases will be developed 
together with models of cost-effective clinical and community care and related 
research. 

Unlike many infectious diseases, the majority of noncommunicable diseases are 
preventable, though not curable as yet. Therefore, the countries of the Region would lay 
stress on prevention of noncommunicable diseases, delay their development in later life, 
reduce the suffering that they cause and provide supportive social environment to care for 
those disabled or severely affected by them. 

The public health approach towards noncommunicable diseases would focus on 
measures to reduce risk factors like tobacco use and improving lifestyles and eating habits. 
As part of the effort to make people more aware and enable them to care for their health, 
emphasis would be given to social, economic and environmental factors that influence 
lifestyles. Health promotion and protection shall, therefore, concern all facets of human 
activity. Encouraging healthy behaviour and enhancing intersectoral action would be 
essential elements in improving health, reducing the burden of disease and enhancing the 
overall quality of life. Specifically, an integrated approach to primary prevention of 
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cardiovascular diseases, obesity, diabetes and cancers, which incorporates lifestyle 
modification and reduction of risk factors, would form an integral part of a long-term 
strategy. 

Thus, the Regional HFA Strategy Towards 2020 would simultaneously address and 
tackle the socioeconomic determinants of health as well as other factors that fall within the 
purview of the health sector. Policies and strategies of equitable economic development, 
poverty alleviation, easing population pressures, empowering women and raising their 
status, improving nutrition and access to food, and linking health and environment in a 
framework of sustainable development would be directed at the socioeconomic 
determinants of health. Policies and actions towards developing and strengthening a sound, 
equitable and sustainable health system, protecting and promoting health, and combating 
diseases would directly contribute to health development. Simultaneous and sustained 
action on both fronts would lead the SEAR countries towards their vision of HFA and 
realization of its overall aims and specific goals in accordance with HFA values and policy 
principles. Further actions taken at national and international levels and the role of WHO 
and international partners, noted below, would reinforce the two-pronged HFA strategy and 
contribute to the realization of its aims, vision and goals. 

5. COUNTRIES SELECT THEIR HFA STRATEGY 

It would be useful to summarize the major constraints faced by the countries of the South- 
East Asia Region in their endeavours to achieve health for all. These include: widespread 
poverty and human deprivation; population explosion; lack of full appreciation of the role of 
health in sustained socioeconomic development; rapid urbanization; environmental 
degradation; low status of women; low levels of functional literacy and education (especially 
female literacy and education); inadequate intersectoral action to implement some essential 
elements of primary health are; insufficient funding for some vital health development 
activities, particularly local health activities relating to preventive and promotive health at 
community level; management weaknesses, including inefficient use of health resources - 
financial and human; indebtedness and economic recession in some countries and 
macroeconomic structural adjustment and privatization in others resulting in unhelpful 
climate for health development. 

In the light of constraints applicable to their own respective situations, countries will 
adapt the renewed global HFA strategy and policy for the 21st century and the Regional 
HFA Strategy Towards 2020 to their social and economic situation and culture, and 
preferred course of development. In this process, the insights gained from the monitoring 
and evaluation exercises of their HFA 2000 strategies would be drawn upon. 

Having selected and formulated their strategies, countries would take a number of 
steps to ensure translation of the same into implementation at the national and sub-national 
levels. The more important steps involved would be: 

(1) Identification of demographic, political, economic, environmental, social and 
gender factors which affect health and related trend analysis, permitting 
assessment of health problems and needs and identification of the most 
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vulnerable population groups, with emphasis on those without access to health 
care. Policy orientations can then be determined. 

(2) Assessment of the prospects of change, including assessment of available 
financial, human, physical and other resources, with the contribution that 
representatives of the public and private sectors and others can make in the 
formulation and implementation process, to give them a stake in the process and 
engender wide commitment to the policy. 

(3) Subsequent elaboration of targets for different levels according to policy 
orientation and specific to each situation, and surveying to evaluate progress 
towards attaining the 'aspirational goals' of the health policy. 

(4) Accordingly, selection of the most appropriate actions, applying the principles of 
equity, sustainability, gender perspective and partnership, with mechanisms to 
monitor implementation. This will include determination of technical 
responsibilities of each sector in contributing to prevention and health protection 
and provision of access to health care, and definition of the responsibility at 
different political and administrative levels with regard to accountability for 
people's health. 

(5) Inclusion of the above actions in national and local budgets is the sine qua non for 
the implementation of the health-for-all strategy towards 2020. 

(6) Adaptation of the policy to country situations will require its endorsement by all 
concerned: politicians, specialists in health and other sectors, communities, 
professional groups, nongovernmental organizations, private sector, media, 
academia, etc. Such an endorsement may imply the elaboration of new national 
or sub-national policies, the updating of existing health policies andlor the 
reorientation of policies. 

(7) Specific country approaches will have to be devised for: 
Policy issues such as health-for-all financing, including resource allocation, 
both within the health sector and as a proportion of the national budget for 
health; funding and commissioning of health policy and health system 
researcti; decentralization. 

Management issues such as optimizing the use of health sector resources; 
accountability; strengthening provincial and district health systems. 

lntersectoral issues such as advocacy and promotion of health as a condition 
for development; analysis of the impact of development activities in all sectors 
on people's health status. 

5.1 International Action 
(1) It is the responsibility of the international community to ensure that the importance 

of health in overall social, political, cultural and economic development is reflected 
in the policies of all sectors, both as an effect of progress and as a stimulus for 
change. 

(2) A growing number of countries will need external support before they are able to 
achieve autonomy in health development. However, international resources for 
development are scarce, and it is therefore essential to optimize support through 
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the application of rational mechanisms. Creating common aspirations, goals, 
targets and approaches for all concerned in adopting a worldwide health policy 
would be a step in this direction. 

(3) Technical cooperation among countries must be further enhanced, particularly for 
development of human resources for health. Active cooperation of regional 
organizations like WHO, SAARC and ASEAN and bilateral and multilateral 
fundingldonor agencies should be enlisted for this purpose. 

5.2 WHO and the Role of International Partners 

Reaffirmation of WHO's mission and that of other agencies concerned with health, and a 
redefinition of their cooperation policy to support countries for health development, are 
essential for its implementation. Strengthening management capacity at country level to 
absorb accelerated action entails renewed efforts to ensure that country health priorities are 
matched by allocation of international resources, both financial and human, by the United 
Nations system, the Bretton Woods institutions, regional development banks, international 
organizations, nongovernmental organizations, agencies in the private sector and others. To 
avoid overlapping and ensure conformity with national needs and priorities, the mandate of 
WHO in the coordination of international health work is to be respected. 

The function of WHO as the authority for the direction and coordination of international 
health work, and its technical cooperation function, should accelerate progress in relation to 
the principal gaps identified in the health-for-all evaluations: by combating poverty and the 
barriers in access to health which it creates; applying the overall economic development 
framework and related measures for health system financing, and remedying the failure to 
apply the knowledge already available to health development. 

Within this framework WHO's mission will be to: 

Support Member States in renewing their health-for-all policies to take account of 
the major health challenges which they must address in the coming 25 years. 

Ensure technical cooperation with Member States in defining their strategies for 
policy implementation, with renewed emphasis on building and strengthening 
capacity to further develop and implement their specific activities. 

Undertake advocacy for health and assist Member States in resource 
mobilization, both internal and external, and their efficient utilization for health 
development. 

Undertake normative functions, i.e. set standards, in support of the policy, to 
ensure global accountability for health, including the monitoring and evaluation of 
this policy; disseminate and exchange information, and 

Promote and coordinate effective support for health for all by the international 
community, including partnership-strengthening and resource mobilization, and 
undertake global monitoring, with international partners, of the progress made in 
implementing the policy. 
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6. CONCLUSIONS 

The success of the implementation of the Regional HFA Strategy Towards 2020 will depend 
on the extent to which the Member States and others concerned recognize the urgency of 
tackling the formidable challenges of ill-health and inequity. The challenges of poverty, 
malnutrition, illiteracy, low women's status, environmental degradation and communicable 
and noncommunicable diseases are indeed daunting. But the increase in life expectancy, 
reduction in infant mortality and the imminent prospect of eradication of polio and neonatal 
tetanus and elimination of leprosy and guineaworm disease provide hope that, together, 
much can be achieved to make HFA a reality. 

The vision of the HFA policy is ambitious, and the constraints are formidable. Yet, the 
need to attain health for all is such that the implementation of the HFA strategy towards 
2020 is a moral imperative. The task can be achieved only by bringing all partners together 
in support of its implementation. Given the new challenges and opportunities, the changing 
role of the State, the potential roles of the private sector and NGOs, and the irreversible 
trend towards globalization necessitates sharing visions and negotiating practical 
partnerships with many who have a stake in health and health policy at all levels (local, 
regional, national and international). A reaffirmation of the commitment to health for all is 
warranted in actual practice. 

Health for all is not a 'one-shot' operation - to be achieved by a given date. It is a 
timeless aspirational goal - to be renewed and revised for improvement from time to time in 
the light of the prevailing conditions. HFA is a social goal: it is essentially a call for social 
justice. The vision of HFA is clear: the values and principles are sound, and appropriate 
strategies can be adapted to achieve the goals and objectives. The paradigm of social 
development, which is people-centered and sustainable, as against economic growth, is 
built around the concept of HFA and its implications for human dignity, equity and gender 
equality, and partnership and solidarity. Health for all towards 2020 in the countries of the 
Region would address the issue of human development as a whole. It would, thus, not only 
contribute to health development but also to sustainable socioeconomic development and 
poverty alleviation, arid in turn deriving strength from progress in these areas. The notion of 
health as a prerequisite for sustainable socioeconomic development would be strongly 
underlined, as good health makes good economic sense, even though good health is 
desirable for its own sake. 

In spite of the formidable nature of the task, WHO and its Member States in the South- 
East Asia Region are committed to pursue the goal of the highest attainable standard of 
health for all peoples: and, as a minimum requirement to ensure that they have a level of 
health which would enable them to lead a socially and economically productive life. By 
appropriately operationalizing the vision and principles of HFA, landmark achievements can 
be made to improve the health expectancy for all. 


