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Note: In this provisional record speeches delivered in Arabic, English, French, Russian or 

Spanish are reproduced in the language used by the speaker; speeches delivered in other 

languages are given in the English or French interpretation. Official Records volumes will 

subsequently be published in separate Arabic, English, French, Russian and Spanish editions. 

Corrections to this provisional record should be submitted in writing to the Chief, 

Editorial Services, World Health Organization, 1211 Geneva 27, Switzerland, before 9 July 1976. 

Note : Le présent compte rendu provisoire reproduit dans la langue utilisée par l'orateur les 

discours prononcés en anglais, arabe, espagnol, français ou russe, et dans leur interprétation 

anglaise ou française les discours prononcés dans d'autres langues. Les volumes des Actes 

officiels seront publiés ultérieurement dans des éditions séparées anglaise, arabe, espagnole, 

française et russe. 

Les rectifications au présent compte rendu provisoire doivent être remises par écrit au 

Rédacteur en chef, service d'Edition- Rédaction, Organisation mondiale de la Santé, 1211 Genève 

27, Suisse, avant le 9 juillet 1976. 

Примечание: B настоящем предварительном стенографическом отчете o заседании выступления, про- 

изнесенные на английском, арабском, испанском, русском или французском языках, воспроизводятся 

на языке оратора; выступления, произнесенные на других языках, воспроизводятся в переводе на 

английский или французский язьпс. Впоследствии тома Официальных документов будут изданы от- 

дельно на английском, арабском, испанском, русском и французском языках. 

поправки к этим предварительным отчетам следует представлять в письменном виде заведyющемy 

pедакционно -издательскими службами, Всемирная организaция здравоохранения, 1211, Женева 27, 

швейцария, до 9 июля 1976 г. 

Nota: En las presentes actas taquigráficas provisionales, los discursos pronunciados en árabe, 

espafiol, francés, inglés o ruso se reproducen en el idioma empleado por el orador. De los pronunciados 

en otros idiomas se reproduce la interpretación al francés o al inglés. Los volúmenes de Actas 

Oficiales se publicarán posteriormente en ediciones separadas en árabe, español, francés, in- 

glés y ruso. 

Las rectificaciones que se hagan a estas actas taquigráficas provisionales se enviarán por 

escrito al Redactor Jefe, Servicio de Edición- Redacción, Organización Mundial de la Salud, 

1211 Ginebra 27, antes del 9 de julio de 1976. 
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1. THIRD REPORT OF COMMITTEE B 

TRIOSIEME RAPPORT DE LA COMMISSION B 

ТРЕTИЙ ДОКЛАД КОМИТЕТА B 

TERCER INFORME DE LA COMISION В 

The PRESIDENT: 

The Assembly is called to order. Ladies and gentlemen, I hope you have had a very 
pleasant weekend and that this morning you are refreshed for the final lap of the conference. 

We shall now consider the third report of Committee B as contained in document A29/62. 
In accordance with Rule 52 of the Rules of Procedure this report has already been submitted 
to you. It contains seven resolutions, which I shall now invite you to adopt one by one. 

Are you willing to adopt the first resolution entitled "Voluntary fund for health 
promotion "? There does not seem to be any objection; the resolution is adopted. 

Are you willing to adopt the second resolution entitled "Organizational study on the 
planning for and impact of extrabudgetary resources on WHO programmes and policy "? There 

is no objection; it is adopted. 

Are you willing to adopt the third resolution entitled "Future organizational study by 
the Executive Board "? There does not seem to be any objection; the resolution is adopted. 

Are you willing to adopt the fourth resolution, "Report of the international conference 
for the ninth revision of the international classification of diseases: manual of the 

international statistical classification of diseases "? No objections; it is adopted. 

Are you willing to adopt the fifth resolution entitled "Report of the international 

conference for the ninth revision of the international classification of diseases: activities 

related to the international classification of diseases "? There does not seem to be any 

objection; the resolution is adopted. 

Are you willing to adopt the sixth resolution entitled "Annual reporting by the 

Director -General and other documents on the work of WHO "? There does not seem to be any 

objection; the resolution is adopted. 

Are you willing to adopt the seventh resolution entitled "Amendments to the Rules of 

Procedure of the World Health Assembly "? There does not seem to be any objection; the 

resolution is adopted. 

We now have to approve the report as a whole. Are there any objections to the approval 

of the third report of Committee B? I see none; the report is therefore approved. 

2. FOURTH REPORT OF COMMITTEE B 

QUATRIEME RAPPORT DE LA COMMISSION B 

ЧЕТВЕРТЫЙ ДОКЛАД КОМИТЕТА B 
CUARTO INFORME DE LA CIOMISION В 

The PRESIDENT: 

We shall now proceed with the consideration of the fourth report of Committee B as 

contained in document A29/64. In accordance with Rule 52 of the Rules of Procedure this 

report has already been distributed to you. Seven resolutions are contained in this report, 

which I shall invite the Assembly to adopt one by one. 

The first resolution is entitled "Amendments of Articles 24 and 25 of the Constitution: 

increase in the membership of the Executive Board ". I would recall that, under Rule 70 of 

the Rules of Procedure, a decision on amendments to the Constitution shall be made by a two - 

thirds majority of the Members present and voting. I shall therefore put this resolution to 

the vote. All those in favour of the adoption of this resolution, please raise their card. 

Thank you very much. All those against. Any abstention? Thank you. The result of the 

voting is as follows: number of Members present and voting, 88; majority required, 59; 

votes for, 88; votes against, nil; abstentions, 14. The motion is therefore carried. 

Are you willing to adopt the second resolution entitled "Coordination with the United 

Nations System: general matters - aid to the Sudano- Sahelian populations "? Any objections? 

I see none. The resolution is adopted. 
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Are you willing to adopt the third resolution entitled "Coordination with the United 
Nations System: general matters - health and medical assistance to Lebanon "? Any objection? 

I see none; the resolution is adopted. 

Are you willing to adopt the fourth resolution entitled "Coordination with the United 

Nations System: general matters "? Have you any objections? I see none; the resolution 

is adopted. 

Are you willing to adopt the fifth resolution entitled "Coordination with the United 
Nations system: general matters - UNDP- supported activities - financial situation "? Any 
objections? I see none; the resolution is carried. 

Are you willing to adopt the sixth resolution entitled "International women's year "? 
Any objections? I see none; it is adopted. 

Are you willing to adopt the seventh resolution entitled "Coordination with the United 
Nations system: health assistance to refugees and displaced persons in Cyprus "? I see no 

objections; the resolution is carried. 

We now have to approve the report as a whole. Are there any objections to the approval 

of the fourth report of Committee B? I see none; the report is approved. 

• 3. FIFTH REPORT OF COMMITTEE В 

CINQUIEME RAPPORT DE ÍA CaMMISSION B 

ПЯТЫЕi ДОКЛАД КОМИТЕТА B 

QUINTO INFORMB DE LÀ COMISION В 
s • : .� I I Q' - I J�g� I 

. . 

The PRESIDENT: 

We shall now proceed to the consideration of the fifth report of Committee В as contained 

in document A29/65. In accordance with Rule 52 of the Rules of Procedure this report has 
already been distributed to you. The report contains three resolutions which I shall invite 

the Assembly to adopt one by one. 

Are you willing to adopt the first resolution entitled "WHO's human health and environment 
programme "? I see no objection; the resolution is adopted. 

Are you willing to adopt the second resolution entitled "Health aspects of human settle- 
ments "? I see no objections; the resolution is adopted. 

Are you willing to adopt the, third resolution, "Community water supply and excreta 

disposal "? I see no objections; it. is adopted. 

We now have to approve the report as a whole. Are there any objections to the approval • of the fifth report of Committee B? I see none; the report is approved. 

4. SECOND REPORT OF COMMITTEE A 

DEUXIEME RAPPORT DE LA COMMISSION A 

ВТОPОЙ ДОКЛАД КОМИТЕТА A 
SECUNDO INFORME DE LA COMISION A 
л' 

0 :� I I ‚____.¡ W л J��J9::j 

The PRESIDENT: 

We shall now consider the second report of Committee A as contained in document A29/66. 

In accordance with Rule 52 of the Rules of Procedure the report has already been distributed 

to you. It contains three resolutions and I am going to ask you to vote them one by one. 

Is the Assembly willing to adopt the first resolution entitled "Programme budget policy "? 

Are there any objections? I see none; the resolution is adopted. 

Is the Assembly willing to adopt the second resolution entitled "Cardiovascular diseases "? 

No objections; the resolution is adopted. 

Is the Assembly willing to adopt the third resolution entitled "Birth defect surveillance "? 

I see no objections; the resolution is adopted. 

We now have to approve the report as a whole. Are there any objections to the approval 

of the second report of Committee A? I see none; the report is approved. 
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5. AWARD OF THE LEON BERNARD FOUNDATION MEDAL AND PRIZE 
ATTRIBUTION DE LA MEDAILLE ET DU PRIX DE LA FONDATION LEON BERNARD 
HАгPАЖДЕНиЕ MЕАААЬЮ и ПPиСYЖ1,EHиЕ IIPEMИu ФОНДА лЕOHА ЕЕРHAРА 
ADJUCICACION DE LA MEDALLA Y EL PREMIO DE LA FUNDACION LEON BERNARD 

Ј) L---'1' 9 l--_' с 
The PRESIDENT: 

We now come to a very pleasant part of this morning's work. It is the award of the 
Léon Bernard Foundation Medal and Prize. Item 1.13, reports of the Léоп Bernard Foundation 

Committee. The Assembly has before it the financial report of the Léon Bernard Foundation 

Fund, document A29/2, and the report of the Léon Bernard Foundation Committee, document А29/3. 

We first have to note the financial report as contained in document A29/2. Have you any 

observations on this report? I see none and I therefore take it that it is the wish of the 

Assembly to note this report. 
We now turn to the report of the Léon Bernard Foundation Committee as contained in 

document А29/3 and I invite Professor J. Kostrzewski, Chairman of the Léon Bernard Foundation 

Committee, to present this report. Will you please come to the rostrum, Professor. 

Le Professeur KOSTRZEWSKI (Président du Comité de la Fondation Léon Bernard): 

Monsieur le Président, distingués délégués, Mesdames et Messieurs, conformément aux 

statuts de la Fondation Léon Bernard, le Comité de la Fondation Léon Bernard s'est réuni le 

19 janvier 1976 afin de proposer A la Vingt- Neuvième Assemblée mondiale de la Santé un candidat 

pour l'attribution du Prix Léon Bernard en 1976. Le Comité a pris note des réponses revues par 

le Directeur général A sa lettre du 20 octobre 1975 sollicitant des propositions de candida- 

tures; il a examiné la documentation fournie A l'appui de ces propositions et a décidé de ne 

pas examiner les propositions de candidature revues après le 15 décembre 1975, date limite 

indiquée dans la lettre du Directeur général. 

Le Comité a décidé de recommander à l'Assemblée mondiale de la Santé que le Prix de lа 

Fondation Léon Bernard soit attribué en 1976 au Professeur V. Ramalingaswami, Directeur de 

l'Ail India Institute of Medical Sciences de New Delhi. 
Au cours d'une éminente carrière s'étendant sur vingt -huit ans, le Professeur 

Ramalingaswami s'est consacré A la médecine sociale et à la santé publique en qualité de 

médecin, de chercheur, d'enseignant et d'humaniste. Il a étudié sans relâche quelques -uns des 
grands problèmes de santé et de nutrition qui se posaient dans son pays et dans plusieurs pays 
de l'Asie du Sud -Est. Toute son oeuvre a répondu A une double préoccupation : découvrir de nou- 
velles connaissances intéressant directement les principaux problèmes sanitaires et appliquer 
ces connaissances A la résolution de ces problèmes en fonction du contexte socio- culturel des 
pays et des ressources disponibles. 

Parmi ses réalisations remarquables dans le domaine de la médecine sociale et de la santé 

publique, il faut mentionner l'élaboration de stratégies pour la protection de l'état sani- 
taire et nutritionnel des groupes de population vulnérables en période de catastrophes et la 

lutte contre des maladies nutritionnelles déterminées dans le contexte de la situation socio- 
économique régnant en Inde et en Asie du Sud -Est. Sa croisade pour l'établissement d'un lien 

entre l'enseignement de la médecine et des autres sciences de la santé et, d'autre part, la 

prestation de soins de santé au plus grand nombre possible de gens et en particulier aux 
groupes défavorisés a contribué A fixer l'attention sur l'orientation sociale et communautaire 
de l'enseignement de la médecine et des sciences auxiliaires. 

Le Professeur Ramalingaswami se consacre aussi A l'étude des effets de conditions sani- 
taires et nutritionnelles défavorables sur le développement de l'être humain pendant la période 

intra - utérine et le début de la période postnatale. 
Le Professeur Ramalingaswami a publié près de 150 travaux portant sur les problèmes de 

santé et de nutrition en Inde et dans les pays de l'Asie du Sud -Est ainsi que sur la réorien- 

tation des études de médecine en vue de répondre aux besoins de santé des pays en développement. 

Le PRESIDENT: 

Je vous remercie, Monsieur le Professeur. Je suis entièrement d'accord avec tout ce que 

vous avez dit. Y a -t -il des observations A ce sujet ? Ce n'est pas le cas. Alors, je demanderai 

au Dr Lambo de donner lecture d'un projet de résolution approprié. 
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The DEPUTY DIRECTOR- GENERAL: 

Mr President, the award of the Léon Bernard Foundation Medal and Prize: 

The Twenty -ninth World Health Assembly 

1. NOTES the reports of the Léon Bernard Foundation Committee; 

2. ENDORSES the proposal of the Committee for the award of the Léоп Bernard Foundation 

Medal and Prize for 1976; 

3. AWARDS the Medal and Prize to Professor V. Ramalingaswami; and 

4. PAYS A TRIBUTE to Professor V. Ramalingaswami for his outstanding contribution to 

public health and social medicine. 

The PRESIDENT: 

Thank you, Dr Lambo. Any observations? I see none. It is adopted. I shall now ask 

Mr Fedele to. invite Professor Ramalingaswami to come to the rostrum. 

Professor Ramalingaswami took his place on the rostrum. 

Professeur Ramalingaswami prend place à la tribune. 

профессор Рамалингасуажи занял место ea трибуне. 
El Profesor Ramalingaswami ocupa su puesto en el estrado. 

a o :11 u(.c б ,A o_аβ. V. �y -... - •„ I L 
I >9 - v9f.J I ,;1 1 

The PRESIDENT: 

Professor Ramalingaswami, ladies and gentlemen, some years ago, when I had the privilege 

of visiting the All -India Institute of Medical Sciences, I was profoundly struck by the 

personality of a wise and erudite man who showed extreme interest and deep knowledge of every 

subject we discussed. His breadth of knowledge and sense of imagination displayed boundless 

experience and total dedication to the cause he served. This great man was no less a person 

than Professor Ramalingaswami, the laureate of today. The circumstances of life linked up 

with opportunities which appear natural, if not fateful, lead one to the inevitable 

conclusion that human, will is powerless against predestination. It is not only an honour and 

a privilege for me to be able to award personally the Léon Bernard Foundation Medal and Prize 

to the professor; it is also a consecration of the historical and cultural links which unite 

Mauritius and India. 

Leon Bernard and his co- founders of the Health Committee of the League of Nations, with 
their usual vision and foresight, realized that the fields of medicine and public health under 
the influence of the social sciences were destined for great, if not major, changes. This, 

they realized, would be conducive to the fact that the relationship between doctor and patient 

would not be only one of disease and cure but the consideration of the whole man, as a social 
entity and as a member of the community. The validity of this vision had been confirmed 
through the decades, and the -fact is that the community approach to health promotion is a 

reality of today. It therefore appears to me that this year's Léon Bernard Foundation Medal 
and Prize could not be more befittingly or appropriately awarded than to this eminent man, 
Professor V. Ramalingaswami. 

His main preoccupation has been the study of the major health and nutritional problems 
affecting the vast masses of that great continent, India, and some other parts of south - 
eastern Asia. Eminent in scientific research, he has radiated around him and others that 
knowledge which only assiduity and altruism can achieve. He has been instrumental in 

developing a new synthesis of laboratory, clinical and community -based research. Under his 
guidance and through his research work, strategies have been developed in India for the 
protection of the health and nutritional status of vulnerable populations in times of disasters. 
In the 1967 famine in the Indian state of Bihar he was able to demonstrate that victims of 
hunger oedema could be successfully rehabilitated by being fed a balanced mixture of locally 
available foods, thus making expensive imported vitamins unnecessary. Through his strategy 
of setting up institutional therapy centres during the massive influx of refugees into India 
in 1971, thousands of lives were saved. It was a triumph of the adaption of available 
scientific knowledge to a situation that had no precedent in its magnitude and complexity. 
What a lesson for the developing countries! Professor Ramalingaswami has been closely 
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associated with the "health package" programme the Government of India developed with the 
assistance of UNICEF. He demonstrated that village -level workers could be successfully 
trained and utilized to deliver health care, including nutrition, immunization and primary 
medical care. This idea is being extended to India's national programme of integrated child 
development in rural areas. Professor Ramalingaswami's work in endemic goitre is inter- 
nationally acclaimed. He paved the way to effective control of this worldwide disease. 
His pilot study of goitre in the Kangra Valley in India, carried out over a period of 18 years 
and covering a population of 10 000, is ranked among the classic examples of contemporary 
preventive medicine. Today, goitre in this community is a thing of the past. His study on 
nutritional anaemia in pregnant women, conducted over the past 10 years with WHO support, has 
led to the identification of the factors responsible for that condition. It has been 
followed by a national control programme which provides for a supplement of iron and folic 
acid to be given to all expectant mothers. As Director of the All -India Institute of Medical 
Sciences, a position he has held since 1969, Professor Ramalingaswami has constantly worked 
to make medical education and the training of health auxiliaries relevant to the needs of 
society, particularly in its vast underprivileged sections. He has published nearly 100 
papers in the form of original articles, reviews and books dealing mainly with nutritional 
problems and reorientation of medical education. 

It is my pleasure and privilege now to award the Léon Bernard Foundation Medal and Prize 
to Professor V. Ramalingaswami, physician, research scientist, teacher and humanist. The 
world today acclaims your dedication to the promotion of the human state of complete physical, 
mental and social wellbeing and not merely the absence of disease and infirmity. 

Amid applause, the President handed the Léon Bernard Foundation Medal and Prize 
to Professor Ramalingaswami 
Le Président remet au Professeur Ramalingaswami la Médaille et le Prix de la 
Fondation Léon Bernard. (Applaudissements) 

Под аплодисменты председатель вручает ме,zаль u пpeмию фоiдa Леона Вернара 
np офес copy Рамалингасуами. 
El Presidente hace entrega al Profesor Ramalingaswami de la Medalla y el Premio 
de la Fuпdaciôn Léon Bernard. (Aplausos) 

I9.., Lá.1 L )ј 51`U Ј) Lr ú 4 rl 
-5 v"•' ) i 9'-'á ј 

Professor RAMALINGASWAMI: 

• 

Mr President, Director -General, distinguished delegates, ladies and gentlemen, Dr Candau 
recently described the Léon Bernard Foundation award as the highest honour to which a health 
worker can aspire. In honouring me in this manner, you have honoured my country and my • 
institute, the All -India Institute of Medical Sciences. As you have described so very kindly, 
Mr President, my tools are those of the basic science of pathology; my passion is to teach 
(my grandfather was headmaster of a high school); my immediate pursuits relate to nutrition 
aid human health; and my vision is that of health becoming a major pathway to human 
development, both in thought and in action. In 1951, while I was engaged in laboratory 
studies in nutrition, I was fortunate enough to receive a fellowship from the World Health 
Organization to study the methods of prevention of endemic goitre and this produced a 
significant impact on the direction of my future work. As you have mentioned, Mr President, 
my colleagues and I soon demonstrated the effectiveness of the fortification of common salt 
with potassium iodate in the control of endemic goitre in the Kangra Valley, which is now the 
basis of our National Goitre Control Programme in India. At the same time, we were able to 

establish the etiology of Himalayan endemic goitre by taking laboratory methods to a field 

situation, and also of endemic goitre in other countries of our region. We were able to 
identify the exquisite adjustments that the thyroid gland makes when it is deprived of iodine. 

Laboratory studies, clinical studies and field studies have to be a continuum in our work and 
one has to strive towards a new synthesis of these. The progression from basic research, 

with or without any thought of application, to clinical research to establish diagnosis and 

therapy, and then on to research to evolve control measures at the community level is a 

classical modality, but there are examples in the reverse direction of studies in the field 

opening the floodgates of inquiry at the most basic level. Sometimes the most intensive 

basic research is needed to resolve the elementary needs of people. The structure and 
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function of the apex research body of the World Health Organization - the Advisory Committee 

on Medical Research - reflects this philosophy, challenging biomedical science at the raw 

edge of knowledge for human good. For example, the new biology and the powerful techniques 

of biomedical sciences offer tremendous opportunities for fresh approaches to the control of 

coimnunicable diseases, an opportunity which is being exploited by the World Health Organization 

in its newly enunciated programme of research into tropical communicable diseases. 

Mr President, in health there are truly no more frontiers. 

The World Health Organization has been aptly described as the world conscience behind 

national action for the betterment of human health and is playing a dynamic and imaginative 

leadership role. In doing this, the Organization draws into its fold a fantastic array of 

experts from all over the world who, by their exposure to the unresolved problems of mankind, 

have deepended their own experiences and have been enabled to enhance the relevance of their 

work. As one who has been in this role many times, I know how humanizing and ennobling this 

experience is. The bringing together of human capabilities of the highest order, wherever 

they may be, to bear upon the health problems of man, wherever they may occur, is one of the 

greatest strengths of the World Health Organization. 
The predicament in public health today is the vast area of unfulfilled expectations of 

people, too vast to be tolerable, in the greater part of the developing world. We live in 

a world in which in one part, 50% of all deaths occur over the age of 70, and in the other 

50% of all deaths occur under the age of five. There is a large gap between what medicine 

can do and what it is actually doing; between the possession of knowledge and the ability to 
translate that knowledge into the reality of the local setting. The former does not mean that 

the latter will follow automatically and as a result many proven advances in knowledge are not 
being applied. Mr President, you mentioned the question of nutritional anaemia. Anaemias 
of nutritional origin are widespread in many parts of the developing world. Vulnerable 
groups such as pregnant women, nursing mothers and young growing children have low levels of 

haemoglobin and clearly require more iron in their diet or better availability of dietary iron. 
Iron is cheap, yet we have not found a good solution - no acceptable method of increasing the 

iron intake of the vast mass of people. We have the knowledge but we do not have the strategy 
to translate it into local action at society level. Deficiency of vitamin A leads to 

xerophthalmia and keratomalacia. The vitamin has been synthesized, it is produced 

commercially and it is relatively cheap; yet vitamin A deficiency is still very much with us. 
Examples like these can be multiplied. The problem is the isolation of health sciences from 
social sciences. Application of knowledge is more difficult to achieve than is often 
realized. Therapeutic technology is readily imported, easily applied, and not uncommonly 
misapplied. Therapeutic work is visible; preventive work is invisible, faceless. 

Preventive technology requires a social technology for its application and involves significant 
modification of the life -styles of people and of the fundamental roles of doctors. 

There is a deep sense of discontent with the prevalent model of health care, which is 

characterized, as we all know, by hospitalized illness care and mass public health, running 
largely as two separate streams. In this process, the home and the family have been the 
major casualties. Today it is only the rural poor who are born in their homes; today it is 

only the rural poor who also die in their homes. Overcentralization of authority and 
compartmentalization of services have become obstacles to the provision of comprehensive 
health care services. With some variations from country to country, the essence of the model 
of health care that is dominant today, I have recently described - in a slightly dramatized 
form - as overprofessionalized, overcentralized, overcapitalized, overfragmented, overexpensive 
and, if I may borrow your term, Dr Mahler, overmystified. There is clearly need to seek out 
alternatives, alternatives related to unfulfilled human needs and not merely alternatives to 
Western models as a reactionary process out of animus. In seeking alternatives, it is 

obvious that these should be better and not worse than the existing solutions. Alternatives 
should be evolving, each alternative being better able to deal with the prevailing situation 
than the previous one. So inherent in this, is an experimental posture in the design of 
alternatives. Today, in the field of health, we are seeking new alternatives to deal with old 
problems in the developing world. 

Predicament as it is, the present is also a moment of opportunity. Any alternative 
approach should be able to tackle the village in its own setting, the villagers in their homes 
and farms, so that health care and environmental care are given within an acceptable social 
context and illnesses are dealt with largely at their origins. The World Health Organization 
has pioneered the movement for a restructuring of health services to provide community -based 
health care, and in recent years, conscious efforts have been made by governments to extend 
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the community outreach of preventive and curative care. Sizable infrastructures have been 
built out in the community. Several interesting and innovative models of health care are 
being developed in different parts of the world. The pattern that is emerging as suitable 
for developing countries at this point is the provision of a wide base of community -level 
workers at the grass -roots level, referral to progressively more complex institutions, leading 
ultimately to an apex of highly specialized facilities and functions. The need to develop an 
integrated approach to the provision of health services not only within the institutional 

framework of hospitals but also in health centres and if possible in village homes has been 

recognized. A reorientation of medical education, a restructuring of auxiliary cadres, and 
the introduction of a new type of community -based health worker constitute some of the 

elements of the new order in health care. Utilizing simply trained personnel indigenous to 

the rural community, the new order integrates nutrition, fertility regulation, immunization 

and medical care activities at critical life points; it attempts to have access to every 

pregnant and lactating mother in the home or in the clinic. Integrated mother and child 
health services offer the greatest human opportunity and may yet represent the unfulfilled 

destiny of medicine in developing countries. The creation of large bands of paramedical 

workers among the community itself who would be close to the people, living with them and 
participating in preventive and promotive work, is an important feature of the emerging 
system. The discipline, the interrelatedness and the spirit of teamwork that characterize an 
operation theatre scene during open heart surgery should now permeate the health team in the 

theatre of community health work. Community involvement and mobilization of local resources 
are maximized, and we all now recognize that better health care for the developing world will 
not depend upon a new therapeutic modality but on the willingness and competence of people to 
engage in selfhelp and selfcare. 

In this new order, the health auxiliary has come to stay and is being christened in 

various ways in different countries. We are indeed in the midst of the boom of the health 
auxiliary. Massive efforts are being made by several governments to retrain existing cadres 
and to infuse into the services vast numbers of freshly trained personnel. We must, however, 
clearly perceive and resolve the problems that coexist with this great opportunity. It is 

essential to ensure that this system of community -based health services employing auxiliaries 
is not interpreted by the people as providing inferior medicine to the rural poor. We must 
ensure that the training given to the auxiliaries moves away from traditional grooves, that 
appropriate training programmes are instituted for the teachers of auxiliaries, that 
appropriate learning materials designed on the basis of local circumstances are provided, and 
that opportunities for upward mobility of auxiliaries are ensured. An auxiliary is a health 
educator, a rudimentary physician, a social worker, a preventive person, all in one. Human 
relations are her forte, and in the course of her work she develops a distinct personality in 
the rural setting. Auxiliaries serve to bridge the catastrophic separation between hospital - 
based episodic medicine and mass public health. Their education and training is one of the 
most challenging tasks that medicine faces today. The principles of educational science and 
technology must be fused into their training programmes. It is on our willingness and on our 
ability to experiment with auxiliary training programmes that our chances of success will 
depend. The moment modern medicine penetrates the social veil in developing countries, that 
is the moment of its triumph, and the auxiliary is an important agent for bringing about this 
transformation. Here is medicine in the raw, medicine rooted in the crucible of the reality 
of rural life, medicine that is still firmly based on scientific principles. Hastily 
conceived auxiliary -based health -care systems may end up by producing a cadre of undertrained, 
undersupported, and undersupervised auxiliaries functioning out on a limb in the community. 
Without professional support characterized by sympathy and efficiency from the established 
physician -dominated hierarchy, the auxiliary system will soon be rejected by the people as 
a deception and as a betrayal. There cannot be two classes of health care. Unless the 
doctor himself changes his own outlook and is willing to accept responsibility for the health 
of the whole community - a message that this Organization has been spreading for quite a long 
time - any developments in the training, retraining and use of auxiliaries will not produce 
the desired results. The professional education of doctors and specialists and the training 
of auxiliaries and village -level workers have to be contemporaneous and complementary so that 
the health team concept abides both in spirit and in action. The pattern of health care and 
the pattern of training of health personnel are very closely interrelated and must be planned 
together. Both need to respond to the sociocultural forces that shape the health of 
communities. The universities have to make greater efforts than in the past to resolve the 
health problems of the societies that support them. The universities in developing countries 
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in particular must show a twin response: an educational response for training the health team 

and a research response for developing appropriate models of health care. As Dr Julius Nyerere 

of Tanzania said: "What we expect from a university is both a complete objectivity in the 

search for truth and also a commitment to our society and a desire to serve it and I do not 

believe that this dual responsibility is impossible of fulfilment ". The health care system 

that is developed obviously must be permeated by responsible information and by practical 

power; a continuum of skills, attitudes and motivation must permeate the entire edifice of 

health services, from the specialist down to the village level worker. 

Thus the emerging design for health for developing countries has a rural bias, it uses 

local resources, it maximizes community participation, and it uses illness -related curative 

activities as an entering wedge for a deep penetration of the community with preventive and 

promotive health activities. This design is still incomplete, and will have only a limited 

impact unless it is a part of overall developmental activities and linked unmistakably to the 

broader strategy of the alleviation of poverty. Our problem here is the low visibility of 

the connexion between health and development. The effects of health improvement on the 

quality of life of people take time to manifest; they are gradual in onset, often quite 

undramatic, and yet, as Dr H. W. Singer said last December in Delhi, there is every reason to 

believe that appropriately designed health care systems can bring about another Green 

Revolution by improving the health of people without the attendant problems of the present 

Green Revolution. Any attack on rural health must take into account the social structural 

aspects and the class configurations in rural areas. The system should ensure a direct flow 
of health resources to the poor. Individuals, groups, whole villages and zones that are at 

maximum health risk have to be identified and protected. The essence of rural development is 

human growth and self -reliance. Health interventions through non- health agencies have 

immense potential not yet fully exploited. Streamlining indigenous channels of community 
outreach, including health protective social marketing, needs to be pursued with greater 
vigour. The clinic and the community should blend in their activities. Programmes of rural 
health and development often flounder on the bedrock of intersectoral integration. The 
programme implications of highly commendable policy formulations need to be gone into in 

greater detail and with greater pragmatism than in the past. These have to be derived from 
defined points in the interface between the various components, not only within but also 
outside the health care system. The links between health and socioeconomic sectors have to 
be sought after deliberately and strengthened by incorporating health considerations into 
overall social and economic plans. It goes without saying that health, education, 
agriculture and other activities must dovetail into one another. National and global food 

policies should relate directly to the nutritional needs of the poor. Close coordination 
between agricultural production policies and practices and health strategies and the building 
of health concepts into education should be ensured. In other words, Mr President, we seek 
a design for health for the rural people as a part of a design for rural development which 
will deal squarely with the present injustices and inequities. Our vision, as the Indian 
social scientist Dr Rajni Kothari said, is that of a decentralized, humane and self -employed 
society in harmony with the rest of the creation. A social continuum between the metropolis 
and the countryside should replace the present duality and the present parasitism of the city 
over the village. The design is basically moral and ethical: it is based on compassion and 
equal access to health by all. It envisages a frontal cultural attack on health and 
development. It responds to the quivers of social awareness. It is a design in which each 
act by members of the health team will reveal them as fully human beings: omnis maximi hommes. 
Above everything else, it is a design that will depend critically upon our ability to build 
fewer walls and more bridges between the various sectors of rural development and rural health. 
Human energy and human will are going to be the key factors. Mr President, in dedicating 
this address to the memory of Léon Bernard, may I ask that we give humanistic meaning and 
practical content to his dream of health care for all of humanity. Thank you. 

(Applause/App �) 
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The PRESIDENT: 

Thank you very much, Professor Ramalingaswami. May I reiterate my congratulations, praise 

and thanks for your very beautiful address. Ladies and gentlemen, the meeting is adjourned. 

The meeting rose at 12.40 p.m. 
La séance est levée à 12 h.40. 

Заседание закончилось в 12 ч. 40 м. 

Se levanta la sesión a las 12,40 horas. 
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