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A41/Technical Discussions/4 

Why Leadership for 
Health for All? 
Reflections on the Leadership 
Response to the Strategy for 
Health for All 

by Dr Halfdan Mahler 
Director-General 
World Health Organization 

Why is leadership needed for Health for 
All? Is there justification for a new concerted effort related to 
the vision of Health for All by the Year 2000? And what type of 
leadership is needed for the pursuit of this vision? 

1. Leadership 

The great reforms in the history of mankind started with 
social philosophies that in turn led to social action. Social 

reforms constitute the greatest of challenges. In the vanguard of every successful social 
movement there are effective leaders. But what is leadership? It is difficult to describe. It is 
something we perceive, feel, know about We are conscious of its presence because we feel 
its impact We also know when it is not there. We love it. We oppose it We are influenced 
by it. We are seldom indifferent to it. 

“Leadership” in the words of the historian James MacGregor 
Burns, “is one of the most observed and least understood phenomena on earth”. 

Myriad interpretations of leadership exist. Each example of 
leadership belongs to a unique combination of time, place and circumstance. Leadership and 
the power structure of society have long been a source of fascination for social scientists. 
Political observers have analysed the characteristics of leaders who have had a dramatic 
influence in changing the course of history for their nations or for the world - sometimes with 
benevolence, sometimes with trauma. Effective management and material success are often 
linked to leadership qualities. Many leaders from the executive, military, political and 
spiritual arenas, by reflecting on their own lives, have given us glimpses of their values, their 
driving forces, their struggles and their tactics. Leadership skills are thought by some to be 
a matter of birth; leaders are born (it is said), summoned to their calling through some 
unfathomable process, be it charisma or destiny. 

It has been said that in the footsteps of great leaders can be 
heard the thunder of history. 



So, what is this essential and fascinating trait of 
human kind? Essential, because leaders lead, arid péóple respond, 
and the hope of humankind^ future is always in those who push ahead 
of the crowd and bring the crowd with them. Fascinating, because 
leadership is characterized by visionary inspiration which shapes the 
very values of society. 

I personally believe that leadership is nothing if it is not 
linked to the collective purpose of society. The effectiveness of leaders must be gauged not 
by their charisma, or their visibility, or the so-called power they hold; but by the actual social 
change they create, measured by the satisfaction of human needs and expectations. I speak 
of moral leadership, where values have an important place, where leaders assume consum-
mate responsibility for their commitments, and thereby produce social change that is relevant 
to the needs, aspirations and values of the society. This is particularly important since, in 
most societies, most of the time, the most basic values are not thought about very much. 

Such leadership reflects deep moral values; 
has integrity; develops credibility; can stand the test of time; and has 
courage, determination and persistence. It is consistent; goes beyond 
self-interest; has compassion and empathy for others; is gentle or 
tough as the situation requires, tt is patient enough to listen; accepts 
and learns from successes and failures; is able to lead from behind yet 
strong enough for others to follow; shares power and roles and enables 
Others to take over. And such leadership is driven by the conviction and 
the vision that things can be improved and that it is worth trying . It is also 
able to communicate that vision to others. 

And I believe that leaders with these "qualities" are not the 
result of extraordinary genetic endowment. They are not just born that way. They emerge 
when societies face new problems and complexities that cannot be solved by unguided 
evolution. They assume responsibility for redefining and reshaping the policies which 
respond to the needs and aspirations of society. They guide changes that are called for in 
response to these policies. They mobilize support and commitment for these changes and 
overcome resistance to change by creating and projecting visions of the future that evoke 
confidence in these new requirements. 

And such leadership is essential for achieving the goal of 
Health for All, a vision concerned with the new social values. 



2. Leadership and 
Health for All 

What are the new social values 
embedded in the vision of Health for All? 

Ten years ago, the vision of Health for All by the Year2000 
evolved in a burst of enthusiasm. We collectively made 

a decision to embark on a new course of health for our people. This decision was based on 
our common concern that the existing gross inequality in the health status of people between 
countries and within countries was politically, socially and economically unacceptable. It 
arose out of our knowledge that technology was available to counteract many of the health 
problems affecting our people. It evolved from our disenchantment with the existing 
patterns of health care delivery systems which were neither relevant nor affordable. It 
reaffirmed that health must be intimately woven into the fabric of the quality of life as the 
common denominator for all political, social and economic endeavours. It emerged from our 
conviction that health is not a matter for only the health professionals or the health care 
industry, but it is people first and foremost - as individuals, as families and as communities 
who have the right and duty to be responsible for their health. And for this, people must be 
entrusted and empowered. 

We were, in fact, deciding to enter into a contract for health, 
not legally binding, but a morally binding social contract, accepted voluntarily by equal 
partners. And these partners were the governments, the people and WHO. Such a contract 
called for real partnership and sharing of responsibilities. The terms of the contract, the rights 
and responsibilities of each partner, were spelled out in our Global Strategy for Health for 
AIL 

This social contract, commonly known as the Primary Health 
Care Strategy, implied a commitment to not only a reorientation of the health care industry, 
but a shift in people's control over their health and well-being to the extent that they would 
be able and willing to handle; a social reform which could not be taken lightly. That is why 
at the outset I reminded the political leaders of the issues at stake, the issues inherent in 
meeting the terms of the contract and reaching the goal of Health for All by the turn of this 
century. 

And what were these issues? 

• maintaining genuine concern and commitment to reduce the existing 
inequities in health; 

• pursuing health as part of overall socioeconomic development; 
• making preferential allocation of health resources to the social 

periphery; 
• mobilizing and enlightening individuals, families and communities to 

ensure their full involvement; 
(continued) 



• initiating reforms required to ensure the availability of relevant man-
power and technology; 

• introducing radical changes in the existing health delivery system so that 
it properly supports primary health care; and, 

• overcoming political and technical resistance and economic obstacles. 

The leadership responsibility in addressing these issues 
implied full comprehension of the fundamental changes required; commitment to guide the 
policy decisions towards the desired changes; capability to introduce the mandatory health 
reforms; courage to fight the political and technical battles to ensure that the reforms would 
be pursued with vigour, and capacity to motivate and mobilize others in support of the 
changes. 

I am afraid that the slow progress towards our goals during 
this past decade leads me to suspect that this leadership responsibility has not yet fully 
evolved in all countries. 

3. The status of Health for All 

We are now nearly at the half-way point between that 
collective decision and the year 2000. This is an oppor-

tune moment for leaders at all levels to examine our successes as well as our failures, the 
lessons we have learned, the obstacles we have encountered, and then to determine the future 
course of action. 

I admit that the goal of Health for All was conceived in a 
climate of political optimism. There was a feeling that in spite of ideological differences and 
economic dilemmas, the world was more ready for cooperation than for confrontation. But, 
the world's political and economic climate has not measured up to our expectations. The 
North/South Dialogue has produced meagre results. The economic predicament in devel-
oped countries and the deepening economic crisis in many of the developing countries have 
created inconceivable difficulties in the pursuit of policies which could genuinely build self-
reliance. Where only a few years ago economic tasks in many countries involved allocating 
abundance, now almost everywhere the task is the allocation of scarcity. The social and even 
the natural environment created crisis situations in many countries, especially in parts of 
Africa. Even though this aroused the world conscience, the response has not been adequately 
sustained. These are the realities against which we have to assess the progress of our march 
towards the goal of Health for All. 

But despite this pervasive economic, political and social 
climate, we do find evidence of success and signs of hope. I believe that the Health for All 
by the Year 2000 initiative and slogan have shaken people throughout the world out of their 
lethargy about health and have given them a new interest in what had appeared to be 
something beyond their reach. Since the declaration of that collective goal, many countries 
have set in motion a process of transfomiation of their health policies and health systems 
based on the ftmdamental principles and values of Health for All. 

Impressive efforts have been made by some developing 
countries to improve their health services infrastructure - facilities, human and material 
resources. Gains have been reported in immunization coverage for children, care of women 



during pregnancy and childbirth, availability of safe drinking water, and bringing essential 
health care closer to where people live and work. Progress is noted in the health status of the 
world; infant mortality rates are declining, and life expectancy has been rising. 

Even the industrialized nations are taking a critical look at 
their expensive and impressive health infrastructures and technologies as they realize that the 
emerging health problems of their people require a new approach to health which emphasizes 
individual self-reliance and responsibüity for “good health". 

But these gains are not enough, especially when we look at 
the time remaining before the turn of this century and the many obstacles which have yet to 
be removed. Millions of people on this planet Earth are still without the bare necessities of 
life - safe water, hygienic shelter, essential health care, adequate food and even a minimum 
level of economic productivity. Unacceptable inequities persist in the health status of the 
world's most vulnerable population group and the most precious resource, the children. In 
a number of countries, hunger and malnutrition are on the increase because of inequitable 
food availability, rapid population growth, and economic adjustment policies which make 
little or no provision for protecting the poor and the vulnerable. 

In addition, the world now faces a new epidemic, acquired 
immune deficiency syndrome (AIDS), a disease that has no immediate foreseeable medical 
solution; and that has taken an unprecedented social and economic toll on individuals, 
families, communities, even whole countries. 

So against this scenario, we need to raise the question - do 
we continue our journey which is based on the moral ideals and social aspirations of 
humankind inherent in our Health for All Strategy? 

But before responding to this question, let me reflect more 
deeply on the scale of the leadership response to the fundamental values and principles 
underlying the Strategy to achieve Health for All. 

4. The Leadership response 

POLITICAL COMMITMENT AND ACTION were 
considered to be fimdamental in bringing about the 

reforms in the health system which I have alluded to earlier. There is evidence of political 
will towards the goal of Health for All. I can find it in many political manifestos, I can sense 
it in my discussions with political and community leaders. But even when there is a strong 
political will, there is less progress than there ought to be. I ask why? Is it the lack of 
understanding of the processes required to bring about the change? Is it the lack of political 
courage to fight for the change? Is there real opposition to change from vested interest 
groups? Is our leadership style not conducive to open dialogue with all the partners 
concerned? Are the political leaders willing to invest in the long term process of human 
development or are they looking for short-term gains which they can readily demonstrate 
through their actions and in their own career span? 

Let me take the next challenge — COMMUNITY IN-
VOLVEMENT. Real involvement of the community requires strong political commitment 
and a coherent political process. We have many success stories in many countries of 
community involvement in health and development. We have seen people come alive in 
response to the prospect of controlling their own destiny when they are given genuine 



responsibility and realistic resources. They have even generated far greater resources 
themselves than would generally be expected. They have formed positive action groups -
alliances of support to the governments. In this arca, the role of the nongovernmental 
organizations and voluntary associations, particularly at the grassroots level, in many places 
has been exemplary. And women's movements across the globe have demonstrated the 
positive force which can be created towards Health for All, starting with the mother at home, 
and progressing all the way to the first lady at the national level, thereby evoking leadership 
and linking such leadership at all levels for one common cause. 

Yet the approach in many places has been paternalistic, 
particularly where the community has been regarded as a passive recipient of services. There 
has been insufficient and inappropriate consultation with people, aggravated by inadequate 
perception of their needs and solutions. People have not been made Ml allies in the process 
of change. In too many places, the nongovernmental organizations, particularly those based 
at the community level and dealing directly with the quality of life concerns of the people, 
such as women's groups and youth organizations, have not been sufficiently brought into 
effective partnerships with the government in a symbiotic, synergistic role. 

Another issue is the INVOLVEMENT OF OTHER SEC-
TORS in a true spirit of cooperation and partnership. There is abundant evidence that much 
action has taken place to clarify the role of other sectors in contributing towards health. It is 
now widely recognized that the education, food, agriculture and environment sectors have 
important contributions to make towards health. Yet, we must ask whether the leadership in 
the health sector successfully mobilized the support of these sectors. For example, have the 
ministries of health fought for the education of women, because of what we know about the 
education of the mother as a decisive factor in the health of her children and her family? And 
what role has the health leadership played in the food and agricultural policies which have 
such an important bearing on health? When governments have had to cope with the economic 
crisis brought about by increasing foreign debt burdens and had to adopt adjustment policies, 
has the voice of the health leadership been strong enough to protect the poorest and the most 
vulnerable? 

Some countries have been successful in this area of intersec-
toral involvement. They have clearly shown that at the community level, health becomes an 
integral part of community development in which the health sector is but one of the partners. 
Who starts the dialogue, who sustains it, who enables community leadership to emerge and 
who supports it, are all important issues. Decentralization, integration of policies and 
delegation of power are critical in this process; and they depend on political, bureaucratic and 
community leadership. 

The issues t may raise are: how can the health 
sector provide that catalytic leadership in mobilizing the true partner-
ship of other sectors and the community for achieving at least an 
acceptable quality of life for the people? How can health, representing 
an important social development sector, concerned with the very 
survival of humankind, be recognized as a legitimate and powerful 
social force and partner in mobilizing social development in a commu-
nity? And what type of leadership is needed for this? 



While on the subject of partnership and responsibilities, let 
me allude to the leadership of HEALTH PROFESSIONALS and those involved in the 
preparation of the future generation of health professional leaders. 

Unfortunately, there is a strong feeling in many circles that 
health professionals, and particularly the medical profession, have yet to make a firm 
commitment towards primary health care, let alone provide or develop leadership for Health 
for All. Their concern for the poor and the disadvantaged, their attitudes towards them and 
their ability to shift from being providers of disease-oriented care to facilitating peoples, own 
actions for health and to transfer knowledge, power and responsibility to the people, are 
critical factors in their own leadership roles. The medical profession also constitutes a 
powerftil force in the community and with the right kind of leadership can have a major 
influence on the direction of health care systems; or with the wrong kind of leadership can 
form a formidable obstacle to change; and, with no leadership, can remain an apathetic, 
uninvolved and untapped social force. I am afraid we have many more examples of the latter 
than the former. Why is it that the medical profession is not fully exercising its moral 
leadership in the direction of social justice for the society as a whole? Is it because of an 
inadequate comprehension of the principles and values of Health for All? Is it that the 
political leadership has not engaged them effectively in the dialogue on the process of 
change? Or are the incentives for pursuing the value system of Health for All insufficient or 
unclear? 

And what about the leadership of EDUCATIONAL INSTI-
TUTIONS which prepare and guide the leaders of tomorrow? Almost everyone agrees that 
current education does not respond to the needs and challenges of Health for АД, and that 
drastic changes are needed. Yet these changes are so half-heartedly forthcoming. Has the 
educational leadership responded affirmatively and with conviction to the challenge? Have 
they sought, initiated and pursued mechanisms of effective cooperation with governments, 
communities and service agencies? Are they supporting political leadership as well as taking 
on initiatives to effect change? Have they had the courage to move out of their traditional 
realms of academic accomplishment to woik with the uncharted and unpredictable political 
and social forces in society for the benefit and well-being of humankind? Are they sensitive 
to the emerging problems in society, in order to be expansive in their role? Are they 
sufficiently motivated towards change? Of course there are many barriers, but that is where 
leadership is challenged to the utmost. It cannot be business as usual; ways have to be found 
to overcome these barriers and turn them into opportunities. 

The question of RESOURCES must also be addressed. 
When we set the new agenda for health, it was recognized that developing countries in 
particular would require additional resources. Currently available resources for health and 
social development are just not enough. And they have been reduced even further during the 
period of economic stringency. The critical challenge for political and managerial leadership 
is to consider broad policy frameworks which would generate adequate resources and yet 
maintain equity and protect the poor. There is also a universal consensus that the current 
resources are not being optimally utilized. And here, I must bring in the issue of TECHNOL-
OGY, an area in which I am afraid we have limited success to report. There have been a few 
breakthroughs in producing technology that is effective, socially relevant and affordable; 
and genuine efforts have been made to encourage their availability to the people. But these 
small gains disappear because the counter-pressure and demand for high technology, even 
in countries which can hardly afford it, is high. How often have we seen examples of the most 
sophisticated tertiary care facilities equipped to transplant organs or restore a nearly dead 
person to ftül health, while pertiaps only 30 kilometres away even the minimum health 
technology to prevent death and disability among the young children is not available. 



So, once again, the political^ professional and private sector 
leadership must be provoked. Is there a real basis for them to come together and develop a 
partnership that feels responsible for the well-being of the whole society? Or is it that their 
driving forces, their vested interests and their motivation are too far apart to develop a 
common agenda? This is clearly a major leadership challenge, yet to be confronted squarely. 

In the light of all this, I return to the question that 
I raised earlier: do we give up our vision and our moral and political 
struggle for health, a fundamental human right, a basic human need, 
and an essential ingredient of a minimally decent quality of life for the 
millions of people living at the periphery of devetopment? But can we 
sincerely answer this question without a soul-searching enquiry about 
whether we have exhausted our full potential, particularly the human 
potential, which exists at ali levels of our society? 

For even though we may be facing a multiple crisis 
situation in the world today - economic, political, and environmental - the worst crisis 
in my humble opinion is the lack of faith in human potential. I believe that we have 
enough evidence that humankind has time and time again risen to its challenges and crises. 
And it is precisely at this moment of crisis that we have to generate and draw upon that human 
energy, üie leadership potential, that exists in all of us. 

5. Prerequisites for further 
progress 

Сearly if we are to accelerate the pace of our march to-
wards the goal of Health for All, we will have to tap this 

human potential. For this, new perspectives and driving forces will be needed, not just 
technical or managerial perspectives, but perspectives focused on values and issues. 

New sets of questions need to be raised concerning social 
responsibility for society's well-being. A real understanding of the value system underlying 
the primary health care philosophy is a prerequisite. 

Without FULL COMMITMENT to the human dimensions 
of development and quality of life, there will be little further progress. This commitment is 
required of political, professional and managerial and community leadership, and from the 
leadership of educational institutions, nongovernmental organizations and the private 
sector. There must also be a genuine willingness of the leadership to engage in a serious 
review of their current policies and strategies to achieve the social goals aimed at improving 
the quality of life of the people and to identify the response required from all levels of the 
society. 

Health cannot be a matter for governments alone, it is a matter 
which calls for equal concern and action by all partners and a dialogue on an equal basis. 

New terms of reference will have to be drawn up for devel-
oping effective PARTNERSHIPS among people, professionals, public and private sectors: 



partnership based on moral values and social responsibilities, and a full understanding of the 
mutually reinforcing roles - partnership committed to fulfilling the roles and to shared 
responsibility. 

Another prerequisite for progress will be COMMUNICA-
TION —open and free dialogue among all partners concerned — giving and sharing 
information, enabling others to take on responsibilities for themselves and for others. This 
is a challenge for those who hold the power and the facility to communicate - the political 
leaders, the professional and academic leaders, and the leadership of the media - the latter 
a particularly powerful force which has the moral responsibility to inform and involve the 
people at large. 

IS THE LEADERSHIP READY TO MAKE SUCH A COMMITMENT TODAY? 

Now, ten years after Alma-Ata, I still truly believe that Health 
for All is one of the major genuine social revolutions of our times. It has a powerful potential 
for improving the quality of life for millions of people in the world. It can provide the 
opportunity to political leaders to use health as a lever for social and economic development 
and as a synergist for efforts for peace. 

But it will require the dedicated commitment of the "enlight-
ened leaders" who will be the driving force and will mobilize and empower others, releasing 
the human potential; and who will safeguard this movement from incompatible and discor-
dant forces. Such leadership is moved by a vision which cannot tolerate the unacceptable 
inequities of life, and which has faith in the potential of people, in their inherent ability 
to develop and be responsible for their own destiny. 

For in the final reckoning, it will not be simply 
finances and technology that will achieve the goal of Health for All by the 
turn of the century. It will be people, people who care, people who make 
sacrifices, people who have the courage to see the vision through. 

And it will happen because I believe that during the remain-
der of this century people everywhere will become increasingly intolerant of the human 
inequalities which exist today. 

The call for moral leadership is urgent in these challenging 
times. Leadership for Health for All is moral leadership, a leadership of large ideas, broad 
direction, strong commitment. It can lift people out of their apathy, and unite them in the 
pursuit of objectives worthy of their best efforts. 

This is the challenge for us all, the people who are in 
leadership positions today and are addressing the leadership gap. And we really have to ask, 

What can we do individually and collectively 
to fulfil our leadership responsibility 

for Health for All? 


