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STATEMENT BY 
THE DIRECTOR-GENERAL 

TO THE EXECUTIVE BOARD AT ITS 
EIGHTY-SEVENTH SESSION 

Geneva, 14 January 1991 

T h a n k you, M r Chairman, ladies and gentlemen, I wish you all a happy 
New Year, and extend to you a warm welcome to Geneva for this eighty-
seventh session of the Executive Board. You have a heavy agenda before you, 
including review of the proposed programme budget for the financial period 
19924993, contained in the "blue book", document PB/92-93. 

In preparing the programme budget proposals for 1992-1993’ I have 
endeavoured to continue to fulfi l the mandate of W H O in pursuit of the goal 
of health for all, while taking into account the new political, economic and 
social realities of the 1990s. A t the same time, I have tried to anticipate, and 
begin to prepare for, the challenges and opportunities of the year 2000 and 
beyond. I shall say more about this in a moment. 

In my written Introduction at the beginning of the "blue book”, I have 
outlined the new challenges facing us, as well as the main programme 
directions and resource allocations for 1992-1993.1 am proposing a regular 
working budget level of US$ 763 760 000. This continues a policy of zero 
growth in real terms, allowing for conservatively estimated cost increases of 
approximately 10 per cent, and exchange rate adjustments of approximately 
7 per cent, to cover developments which, as you know, are largely unforeseeable 
and completely outside the ability of our Organization to control. I t is 
because of these events, and the continuing decline in casual income, that I 
am proposing that net contributions of Member States should be increased 
by approximately 21 per cent. 

I know that such a proposal comes to you as a shock, and that this is not 
the most propitious of times for having decided to make it. Let me assure you 
that my colleagues and I have agonized over the dilemma. This is the f i f th 



consecutive biennium for which the budget we are submitting provides for 
zero growth in real terms, while absorbing as much of the cost increase as 
possible wi th in existing mechanisms, in order to minimize its effect on the 
level of assessed contributions of Member States. For this fiscal conservatism 
we have been much praised. Unfortunately, everything has conspired in the 
past year to become the "last straw" for this camel's back. Much as I am aware 
of the difficulties the whole world is facing at the present time, I am confident 
that you wi l l understand the need for us to think of the future, and that you 
wi l l support the 19924993 proposed programme budget. 

For several reasons, I hope that you wi l l regard the proposed programme 
budget for 1992'1993 as a "transitional" programme budget. Its presentation 
is based on the classified list of programmes in the Eighth General Programme 
of Work, which was conceived in the 1980s, and was intended to provide the 
strategic l ink between the general policy of health for all and the specific 
operational programmes during the period 1990-1995. 

The Eighth General Programme of Work was prepared during a time of 
optimism, and even euphoric outlook, towards the year 2000. The funda-
mental premises of human development and well-being appeared relatively 
stable and predictable. Therefore, centrally directed, medium and long-term 
planning of national and international health work seemed feasible and 
effective. Most countries were looking towards continuing future economic 
growth. I t was expected that sufficient resources for health work would be 
available at national and international levels. 

As we approach the decade of the 1990s, the realities have proved to be 
quite different. The changing political, economic and social climate has 
altered the way societies function. In many countries of the world, the shift 
towards more market-oriented economies and pluralistic systems, and the 
greater focus on human rights, as well as on social equity, have meant that the 
o ld ways of planning, organizing and financing health systems no longer 
provide a sufficiently reliable model. Worldwide inflation and recession, 
including a decline in export commodity prices, have resulted in competition 
for limited financial resources, in which health is receiving a smaller and 
smaller share. The stress placed by W H O on the inseparable relationship 
between health and economic development is becoming generally accepted. 
The worldwide economic situation has placed severe limitations on the 
activities of our Organization. I t has therefore become necessary to re-think 



strategies for the Organization's response to the health problems of Member 
States, and for carrying out its mandated role. I have begun to reflect these 
strategies in this "transitional" programme budget for 1992-1993. In this way 
we can begin to make the 1990s a decade of opportunity. 

We continue to be committed to the goal ofhealth for all, and to put stress 
on health system development based on the primary health care approach. 
We have to deal with continuing health problems, as well as address new 
challenges. Among these are the recrudescence of certain diseases, such as 
malaria, which once was largely being controlled, and the emergence of new 
diseases, such as AIDS. In many countries, we are faced with conditions of 
malnutrition, as well as pollution and deterioration of the environment and 
their adverse effect on health. A t the same time, there is a revolution in 
communications, and there are new and emerging issues of human rights. 
The means must be found to deal wi th all of these health needs, despite the 
worldwide economic situation and the debt crisis, particularly in the public 
sector and in developing countries. Therefore, you wi l l note that in the 
proposals contained in the "blue book’，new emphasis and initiatives are 
directed towards these problems. To give effect to these, I have initiated 
structural changes, including the reorganization of certain programmes, the 
redeployment of manpower, greater emphasis on means of information 
exchange, and the initiation of an intensified approach to supporting coun-
tries in greatest need. 

In addition to all of these initiatives, which are being carried out within a 
no real-growth budget, we are being given new priorities to address, without 
an equivalent injection of funds. I trust you wi l l understand that my room for 
manoeuvre is sharply limited. I t is impossible to add new or expanded 
activities under the regular budget without curtailing or deleting others. 

This situation has resulted in reliance on extrabudgetary contributions for 
carrying out new or expanded programme activities, usually within a "special 
programme" with its own managerial framework. Thus there have emerged, 
in effect, two parallel budgets in W H O , one collectively planned, approved 
and managed under the "official" pattern, wi th the full participation of this 
Executive Board; the other, a more fragmented "privatized" budget, driven by 
the concerns of different interested parties. The contributions to both these 
budgets are very important and welcome. The concern I have is that we have 
not yet found the best way to harmonize their planning and management. 



The future 
Looking to the future, I do not want to appear unduly pessimistic about 

health development or the effectiveness of our Organization. To the con-
trary, there is much ground for optimism. 

First, there is the energy, resilience and adaptability of human beings. We 
live in a transitional culture. The way a youngster takes to a modern 
computer, compared wi th the reserve wi th which older persons approach the 
same instrument, provides reasons for hope. Society in future wi l l be more 
complex, and there wi l l be more competition for both space and resources; 
but mankind should be able to evolve and adapt to these conditions. 
Therefore, I am optimistic that our descendants wi l l f ind their surroundings 
less stressful. Even population growth, which brings so many problems and 
challenges, can be a source of hope and opportunity. I t provides for a valuable 
source of human energy, and of potential skill for social and economic 
development. This is why the education and health development of young 
people today is so important. The challenge before us is to enhance and 
utilize the energies and contributions of all the population 一 for example, 
adolescents, women, the elderly 一 who can participate in healthy social and 
economic development. 

Secondly 一 a purely technological consideration. We continue to see 
important new advances in biomedical technology, including potential for 
new drugs, vaccines and other technology for prevention, diagnosis, treat-
ment and rehabilitation technology and strategies unimaginable only a few 
decades ago. There is greater understanding of the natural history of diseases 
and other determinants of health and i l l health. More is becoming known 
about the nature of, and the interactions between, pathogens and the human 
host, as well as the role of genetic factors, human behaviour and the 
environment. 

The third consideration is the awakening of greater concern for human 
values and for human rights, and the realization that investment in the 
health of individuals is an investment in the totality ofhuman and socioeco 
nomic development. The health systems of the future wi l l have to be 
characterized by three major factors: (1) continuing improvement of the 
efficacy and effectiveness of technical interventions; (2) compatibility w i th 
the socio-political system and integration in national economic develop-
ment; and (3) respect for human rights, such as the right to be informed and 



the integrity of the individual, including freedom to choose, in the spirit of 
social justice and equity. These characteristics must become guiding prirv 
ciples for the work of W H O in support of Member States. I t is becoming 
increasingly evident, for example, in the current struggle against AIDS, and 
in all WHO,s programmes, that issues of human behaviour, law, human 
rights, ethics, equity, technology and quality of care, as well as issues related 
to education and social services, are inseparable. The feet that today these 
issues are being addressed more than ever before is in itself a source of 
optimism for the future. 

Finally, a source of optimism lies in the increasing number of govern-
ments awakening to the urgency of revising their health systems and of 
devising new health development strategies, programmes and capabilities, as 
integral parts of overall national development. The role of W H O is to help in 
these initiatives; that is, to carry out its mandate of advocating health 
measures, disseminating information and know-how for educational, mana-
gerial and scientific purposes, and supporting Member States in the re-
design, management and evaluation of their health systems, so as to achieve 
health for all by the year 2000 and beyond. But we must do this wi th in a new 
framework of understanding and flexibility in a changing world. 

Towards a new paradigm for health 
"Health for all" provides us wi th an overall social goal of unquestioned 

value for health and human development. But that goal and the strategies for 
achieving it have not yet been accompanied by a sufficiently defined guiding 
framework or model of understanding which responds to present - day realities 
and needs in Member States. For lack of such a framework, i t becomes 
virtually impossible to establish coherent health priorities or design respon-
sive health systems for the future. 

I believe that the time has come to begin to build a new health "paradigm", 
on the basis of changing political, economic and social realities, that is to say 
the "fundamentals" underlying human development, and to make the "struc-
tural adjustments" necessary to ensure WH〇’s effective response. The start-
ing point must be a careiiil analysis of these "fundamentals". This may appear 
to go beyond the conventional boundaries and terminology of public health. 
But without such an analysis it wi l l be almost impossible to build the new 
framework, or "paradigm", for health and social development, at country, 



regional or global level. Yet we must start now. We owe this to present and 
future generations. 

Let us start the groundwork for a healthy, productive world by building a 
new hea l t h paradigm”, wi th the aim of health for all the people on this 
planet, Earth. 

A new terminology for health development 
I use such terms as "paradigm", "fundamentals" and "structural adjust-

ment", in order to express more forcefully and comprehensively the dramatic 
implications of the rapid and often unpredictable change in (1) the global 
political situation, (2) global economic conditions, and (3) social conditions 
and systems in virtually all countries. These "fundamentals" are inextricably 
related to each other; and they have changed in ways that were unforeseen 
only a few years ago. Following the "decade of loss" of the 1980s, we are 
entering the 1990s and beyond upon a stage of profound change and 
conñision, where the conventional tools of analysis and understanding are 
insufficient. We are drawn by forces we cannot see, as if towards а ‘Ъ1аск 
hole" in space, which moves inexorably but sends back no light. What are 
the main features of this new universe? 

Political fundamentals 
First, there is the rapid change in the global political situation, which is in 

turn driven by economic conditions. When first we saw the end of the "cold 
war" and fewer "proxy wars" on behalf of the superpowers, we hoped for a 
"peace dividend" for economic and social development. We expected increased 
civilian control, and therefore reductions in military expenditure in virtually 
all countries, including the least developed countries. But today we see 
instead an increase in local wars and in "out'of-area conflict and disaster" 
wi th global implications, such as the current crisis. Far from yielding a "peace 
dividend”, the reality is that these conflicts may be as costly in economic and 
human terms as the conditions they are replacing. We are also witness to vast 
changes in political systems in many countries, often from one-man or one-
party rule to more pluralistic forms of government. This is accompanied by 
greater democracy and participation of the people, as well as increased 
expectations, which only heighten the gap between centrally planned health 
needs and services on the one hand, and people's health demands and 
standards of care on the other. 



Economic fundamentals 
Secondly, there is the continuing change in the global economic situa-

tion. There are significant power shifts, and the formation of new or different 
economic groupings, zones or communities. The debt crisis has worldwide 
repercussions. The resulting non-availability of money is felt most heavily by 
the public sector in all countries, and it affects most adversely the less 
developed countries of what was once called the "Third World”. There is 
increased economic interdependency between money supply, energy needs 
and resources, whether material, financial or human. W i th or without a 
change of economic structure, in centrally planned and market economies 
we witness a shift from production-based to service-based economy. This 
shift from ‘ЪагсГ, centrally planned, economy to “soft”，market, economy 
frequently creates "parallel" market competition between the “official” and 
"underground" markets. The latter is often an initial step in the building of a 
“private” sector within a planned economy, i.e.，mixed or pluralistic. Thus, 
the true economic growth rate of a country becomes ambiguous and difficult 
to evaluate or estimate. Traditional indicators and sources of information, 
such as Gross National Product, or official rates of inflation, unemployment, 
savings and investments, as well as capital/output ratios, are no longer 
reliable for planning purposes, for example, for social services such as health, 
education, environment, unemployment insurance or pensions. It is increase 
ingly clear that the realities of health development are inseparable from 
economic development, and this is as true for nations as it is for W H O . 

Social fundamentals 
Thirdly, as I have already mentioned, there are profound related changes 

in the social conditions and systems in virtually all countries. The successes 
we have seen in health development have themselves contributed to healthier 
live births, better infant nurturing, greater life expectancy, and therefore to 
greater population growth, and an aging population structure, for both males 
and females. Demographic changes include large-scale migration of popula-
tions and urbanization, stimulated by the greater availability of social, partios 
larly health, services. These conditions place new demands on resources, 
including land, water, nutrition and energy requirements, as well as on 
services for health, education, housing, transportation and welfare. During 
the past decade, we have seen nearly irreversible damage done to the 
environment. We have yet to find consensus on the right trade-off and 



balance of interests among competing concerns of production, consumption 
and preservation of resources for the benefit of present and future society. A t 
the same time, there is a revolution taking place in social communication, 
raising new issues of access to basic information, decisioivmaking, and self-
care. There are demands for basic security in health, food and housing, and 
greater equity in income distribution. People demand a guarantee of basic 
individual human rights. Yet the solutions to these demands and expectations 
in turn depend on the social, polit ical and economic fundamentals I have 
already mentioned. For lack of a paradigm of understanding in all of these 
fundamental areas, i t becomes virtually impossible to establish health priorities 
and design responsive health systems. Thus, for example, in virtually all 
countries today, there is lack of consensus on the basic question of public 
versus private provision ofhealth care, the nature of standardized or essential 
health care, the burden or sharing of costs between state, community and 
individual, or the balance between the highest attainable health, and afford' 
able, equitably distributed essential health care. 

The challenge: to build a health "paradigm" 
The challenge of future health development is therefore a ‘^holistic” one. 

The Executive Board and the World Health Assembly have shown agreement 
that health and social development depend on Wealthy" economic devel-
opment, and this in turn is l inked w i th political reality. A l though for the past 
twelve years we have had an ideal goal ofheal th for all people l iv ing on this 
planet, we still have not found the realistic health-for-all "paradigm" for 
bringing this goal to realization. The building of such a "paradigm" is the sine 
qua non for future health development. 

Implications for health priority setting in WHO and countries 
The lack of a valid "paradigm" is particularly felt by national health 

planners and by W H O when attempting to define programme priorities and 
allocate resources for national and international health work. This lacuna 
also lies at the base of the recurring question of "comprehensive" versus 
"selective" approaches to health development. W H O is under pressure on 
the one hand to take on more and more responsibilities, which is in accord 
w i th the ‘"holistic” definit ion ofheal th in the Constitut ion of W H O . A t the 
same time, W H O is under other pressures to be selective and to concentrate 
resources on a few, effective activities that promise clear outputs at low cost, 



since resources are limited. This latter approach is implicit, for example, in 
the "child survival" initiative, yet it would be almost pointless for a child to 
"survive” poliomyelitis one year, only to die of malaria the next, or to fail to 
grow up to become a healthy, productive adult person. For reasons of cost/ 
effectiveness, many of the main voluntary contributors to W H O and to 
developing countries have urged concentration of resources on a limited 
number of clearly stated priorities, in the expectation that such ‘‘selective” 
approaches could serve as "catalysts" or "initiators" in building more "com-
prehensive" systems. Therefore, in the search for priorities, we must try to 
build a "paradigm" for health to guide our way. 

Implications for the financing and structure of WHO 
The fundamentals to which I have referred directly affect the work of 

W H O . The political and economic realities of our times have adversely 
affected both the timing and the rate of collection of assessed contributions. 
Because of the limited regular budget, W H O has had to place increased 
reliance on extrabudgetary, i.e., voluntary, contributions for new or ex-
panded programmes. I earlier mentioned the emergence of ‘‘parallel” mar-
kets, that is, ‘‘official” and "underground" market economic conditions in 
many countries. In a curiously similar way, two parallel budgets have emerged 
wi th in W H O : "regular" budget and "other". Provided a programme funded 
by extrabudgetary resources maintains good visibility, is efficient and runs 
well, it wi l l attract sufficient support. But is this at the expense of other 
equally pressing needs and priorities in countries? Faced wi th this still 
prevailing dichotomy, one approach could have been to maintain complete 
separation of the two. But as you know, I have opted for the other approach, 
namely, to move towards a reasonable degree of harmonization. Some of the 
programme changes contained in the proposed programme budget for 1992' 
1993 reflect "structural" changes and the adjustments in management struc-
ture, skills, style and deployment of staff that I have made to begin to 
anticipate the future Organization that the new "paradigm" wi l l require. 

A renewed look at WHO'S role, structure and function 
In taking steps to build a new forward-looking health "paradigm" that wi l l 

serve as a framework for future priority setting in international health work, 
we must address some currently pertinent issues in W H O : we must consider 
the role of W H O as an international, intergovernmental organization, and as 



the directing and coordinating authority on international health work, w i th 
due weight and attention to technical cooperation in countries. The Con-
stitution of W H O calls for both "normative" and technical cooperation 
functions, and our latest guidance on that, in 1976, is resolution WHA29.48, 
which sets the relevant resources ratio at 40:60. We must also consider the 
role of W H O in the United Nations family, and in relation to "decade 
development activities", and particularly wi th respect to "development" and 
"security" in the fullest sense of those terms in accordance with the Charter 
of the United Nations. Several years ago my predecessor initiated a series of 
studies of WHO's role and structures in the light o f its functions. This 
included a renewed look at such issues as the modus operandi of W H O teclv 
nical cooperation w i th countries, and the respective complementary roles of 
the regional offices and headquarters, including relations wi th the Executive 
Board and the World Health Assembly. I think we must continue to pursue 
the question. In this context, we must address the future of W H O in terms of 
human and financial resources, including the question of parallel budgets 
financed from regular and extrabudgetary resources, the determination of 
priorities for WHO's own work, the problem of "vertical" versus ‘"horizontal” 
programme activities, the balance between medium- and long-term plan-
ning and short-term readiness and response, and as a result of all these 
considerations, the optimum organizational structure and staffing of W H O -
in short, the corresponding "structural adjustment”. 

The review of the proposed programme budget every two years gives us 
the opportunity to rethink our responsibilities and international and coop-
erative health development work wi th and among Member States. This is 
reflected in my Introduction to the proposed programme budget for the 
financial period 19924993. 

Let me conclude by referring again to the optimism I feel that the people 
living on this planet wi l l f ind in themselves, even at this time of crisis, the 
understanding that health and social development are the keys to peace. I 
thank all of you in anticipation of your support and encouragement for the 
contribution W H O wi l l make to building this peace, both now and in the 
future. 



STATEMENT BY 
THE DIRECTOR-GENERAL 
TO THE FORTY-FOURTH 

WORLD HEALTH ASSEMBLY 
Geneva, 7 May 1991 

M г President, excellencies, honourable delegates, ladies and gentlemen, 
I have the honour to address the Forty-fourth World Health Assembly and to 
present the short report on the work of W H O during 1990, as well as the 
proposed programme budget for the financial period 1992-1993. 

Work of WHO during 1990 
When we were planning implementation of the programme budget for 

1990-1991, changes in the social, political and economic environment were 
giving rise to much optimism that the last decade of this century would be 
one of peace, prosperity and good health. But already, by the end of 1990, it 
had become quite clear that this optimism was unfounded. Now, well into 
the second year of the biennium, the peace dividend much hoped for wi th 
the ending of the cold war is not forthcoming. In feet, additional expenditure 
is being incurred in material, economic and human terms to repair the 
damage resulting from the ever-increasing frequency and ferocity of natural 
and man-made disasters. 

Our Organization is responding to unprecedented requests for support in 
addressing the health problems brought about by earthquake, flood, drought, 
warfare and civi l strife, the most recent being the devastating cyclone in 
Bangladesh. Unanticipated regional conflicts have occurred, wi th global 
repercussions and both direct and indirect implications for human health. 
A l l these have common characteristics - of breakdown of existing infra' 
structures, social upheaval, and displacement of large segments of the 
population. 

As part of its mandate as a specialized agency of the United Nations, and 
in cooperation wi th that organization's special humanitarian relief activities, 



W H O has sent missions to Iraq and Kuwait in the aftermath of the Gulf 
conflict, to look into the health situation of the civilian populations, and to 
collaborate in relief activities and the rehabilitation of their health systems. 
Special attention has been given to the populations of the northern and 
southern regions of Iraq and to the refugees and displaced people in the 
Islamic Republic of Iran and Turkey. 

When disease breaks out among the poor, its impact is particularly 
devastating. This is evidenced by the pandemic of AIDS, which we continue 
to fight w i th all the resources we have. Whi le in industrialized countries 
there are indications that the rate of new infection may be levelling, its 
spread in developing countries continues even more rapidly. Similarly wi th 
cholera. The epidemic which started in Peru, rapidly spreading to at least five 
neighbouring countries, though it is hoped it wi l l be contained soon, has 
become a matter of global concern. What has been less publicized is the fact 
that, at this very time, major epidemics are occurring in Africa - in Benin, 
Mozambique and Zambia. The death rate from this disease in Zambia is far 
higher than that of Peru. Cholera is a disease of poverty and ignorance, and 
these epidemics provide a sobering lesson, reminding us of the terrible 
consequences if the basic needs of the social sector, or what development 
economists call "social conditionalities", are not protected. Sometimes, a 
modest but timely investment in the social infrastructure, such as water, 
sanitation and health education, can avert a much greater loss and tragedy in 
human terms, and even more so in economic terms. I t is also an investment 
for the future. These epidemics are becoming critical political and economic 
issues threatening to marginalize the health sector. I pledge WH〇’s technical 
resources to try to contain these catastrophes and their social and economic 
consequences. 

W H O has also been collaborating actively wi th the countries of central 
and eastern Europe, drawing their attention to the implications for the 
health sector of the political and economic restructuring taking place there. 
Certainly decisions in regard to future direction must be taken by each 
government, no matter how painful, but W H O would be remiss if i t did not 
make an effort to sensitize each one to the possible effects of available policy 
options. 

Five years after Chernobyl it has become clear that the health conse-
quences of the accident are greater and more complex than could ever have 
been envisaged at the time. Plans are progressing well for collaboration 



between the Government of the USSR and W H O in an international 
programme on the health effects of the Chernobyl accident You wi l l be 
discussing this in committee later on in your agenda. 

In the midst of these new problems, during the past year W H O has been 
engaged in implementation of the health development activities planned in 
accordance wi th the approved programme budget for 1990-1991. These 
activities are described in my report on the work of W H O in 1990, document 
A44/3. 

Need for a new paradigm for health 
There is hardly any need for me to stress to this Health Assembly our 

absolute and common commitment to the goal of health for all, and to 
primary health care as a strategy and means for its achievement. But sup-
porting the concept is no longer enough; the best means of achieving the goal 
is the correct implementation of primary health care. 

Yet the monitoring of progress towards the goal of health for all has shown 
that at best i t has been slow, and often it has been uneven. Obviously we have 
to ask why this is so, since in 1978, at the time of Alma Ata, the political 
commitment of Member States seemed so complete. 

Ten years after Alma Ata, at the meeting in Riga in 1988, it was made 
very clear that there is a group of countries whose socioeconomic fabric is so 
frail that without very special outside help they wi l l never reach the goal of 
health for all. Since becoming Director-General, I have made the fete of 
these countries my special concern, and have initiated intensified coopera-
t ion wi th countries in greatest need. Our approach to health systems devel-
opment has been guided by an advisory group on primary health care. 

When health for all was launched, not enough attention was paid to the 
economic implications of the radical changes being promoted Yet, in all the 
visits I have made to countries as Director-General, and in my discussions 
wi th heads of state, ministers and the man in the street, economic issues have 
invariably intruded, and have taken a prominent position. I t is becoming 
clear that we need to improve our understanding of the close relationship 
between health, the economy and development. 

Perhaps the understanding of hea l t h for all，’ and primary health care has 
been wanting. In some countries hea l t h for all" has been interpreted as, or 
confined to, ‘health care for all sick people", thereby ignoring the objective 



outlined in the W H O Constitution which speaks of the attainment by all 
people of the highest possible level of health, rather than merely the 
treatment of disease. To care for the sick is a very human reflex. I t is easy to 
understand how political priority can be biased towards treatment of the sick, 
so that i t can readily attract public sector resources to finance curative 
services. Unfortunately, this results in marginalization of the preventive and 
promotive services so critical to health for all and primary health care, 
particularly resource allocation. 

Everywhere a new realism is settling in. I t is quite clear that resources are 
not limitless. In the health sector this has forced planners and decision-
makers to look into priorities, efficiency, cost-effectiveness and better deliv-
ery through the better management of resources, without compromising 
quality. I n other words a whole new economic vocabulary has been grafted 
on to the health sector, to help decision-makers to make painful but neces-
sary choices in the new climate of finite reality. As an illustration of just how 
limited resources wi l l be 一 between 1975 and 1980 the World Bank and the 
IMF are reported to have transferred 9 US dollars for each person in the 
developing world; in the next five years this amount wi l l be only 2 US dollars. 
Yet i t is very clear that health is not an ordinary commodity which can be 
subject to the purely market forces of supply and demand. Health is a 
fundamental human right, needing to be protected. I t is also a long-term 
investment in people and their potential As Adam Smith noted as long ago 
as 1776, people are a source of the wealth of a country, surpassing the 
accumulation of gold and silver. 

Nowadays, more than ever, i t is not possible to talk of health without 
having also to consider technology. Technological advances have allowed us 
not only to understand, but also actually to visualize, the basic processes oflife 
and disease. They have likewise given us the ability to prolong life and even 
to alter life processes. Technology is certainly expensive, but all too frequently 
there is little evidence of its effectiveness. The proper use of technology has 
lagged behind the development of technology itself. This deficiency needs to 
be corrected without delay. 

I t is just as well that we live in the age of informatics. This has allowed 
information to be disseminated widely and easily, and has contributed to the 
better education of the constituency we serve - the community. The result is 
that the community wi l l want increasingly to be heard on matters concerned 



with its health. This community participation wi l l bring wi th i t a less 
predictable and more fractious environment, but the reward wi l l be a more 
responsive health sector, even as it is decentralized. But there are changes 
taking place wi th in the community too. People are l iving longer and the 
elderly population is increasing. A demographic transition is taking place 一 

from high birth rate and high mortality to low birth rate and low mortality. 
A l l these have important implications for the demand for services. 

Even at the family level 一 small nuclear families are becoming the rule. 
W i t h shrinking living space, grand-parents no longer live w i th their children 
and grand'children. In addition, people are migrating from rural to urban 
communities, and this is contributing to a rate of growth the infrastructure is 
unable to sustain, leading to vast urban slums and the marginalization of their 
inhabitants. 

Transnational migration has meant the displacement of at least 15 
mil l ion people who are today refugees, depending on the goodwill of donors 
for their survival, and the patience of their host countries, most of which 
have little enough for their own citizens. 

For the past eight years, W H O has lived wi th a zerogrowth budget. 
Fortunately, during the same period, the generosity of donors has provided it 
wi th resources that are now of the same magnitude as its regular budget. That 
has allowed W H O to take up priority programmes, such as the Special 
Programmes for tropical disease research and human reproduction research, 
the Expanded Programme on Immunization, the Onchocerciasis Control 
Programme in West Africa, and the programmes on AIDS, essential drugs, 
the control of diarrhoeal diseases and acute respiratory infections, and 
emergency relief operations, and many others. Much as these extrabudgetary 
contributions are welcome, we have to ask whether there is a danger that 
these programmes, which tend to operate vertically, especially at country 
level, are expanding at the price of the long-term health infrastructure 
development which is essential to sustainability. Some delegates may recall 
that, in the past, the policy was that W H O should rely on the assessed 
contributions of Member States, in other words its regular budget, to fund its 
major programmes. 

What I have described to you are some of the major issues wi th which we 
shall be faced between now and the end of the millennium. Many of them 
have been wi th us for some time but, combined wi th new problems, have 



assumed an urgency that demands our prompt attention. But the question 
needs to be asked 一 is W H O still structured to respond in an optimum way in 
the face of these many forces? 

W H O is unique in the United Nations system, by being highly decen-
tralized. The collective decisions made in the regional committees by the 
Member States of each region provide the Regional Offices wi th much 
autonomy to develop and implement their programmes of technical coop' 
eration, amounting to more than 60% of the regular budget. Many of these 
programmes are planned far in advance of their implementation. There was 
a time in WH〇’s existence when decentralization was seen as an appropriate 
way of dealing wi th regional problems. But has its bureaucracy and structure 
caused it to become less able to respond to new, unforeseen and changing 
problems and priorities of global dimension, such as the cholera epidemic, 
the Gulf crisis, issues of nutrit ion and of the environment, the resurgence of 
malaria and tuberculosis and, needless to say, AIDS, all of which need a 
global response? I submit that we need greater pragmatism and sense of 
opportunity, at the price of ideological purity or bureaucratic (fiscal) conser-
vatism. 

In summary, I cannot stress sufficiently our goal of health for all. But I 
think the Health Assembly wi l l agree wi th me that the changes that have 
occurred, and are occurring, in the types of problem confronting us, and in 
the conditions and environment in which we work, require us to take a new 
look at ways and means of achieving our goal. This is why I am calling for a 
new paradigm for health. 

Shape of a new paradigm for health 
What might be the shape of such a new paradigm for health? I t must 

consist of a world view, in which health is seen as central to development and 
to the quality of human life. Health should become a major political issue at 
cabinet level of government. There must be homeostasis, that is, a dynamic 
yet harmonious balance between health in terms of consumption and health 
as an investment. The ministry ofhealth and its minister must take the lead 
in ensuring this in the central politics of the government. The human, 
material, technical and financial resources we put into health must be seen 
as, and truly become, an investment in the future of mankind. I f health is a 
human right, i t cannot be left entirely to market forces, because the most 



disadvantaged wil l become even worse off. We must act affirmatively to 
ensure health for all. Our strategies and responses must be adapted and 
phased to match evolving needs, and stages of development, in the lives of 
individuals, communities and nations. I t is very clear that the economic 
implications of the policies we adopt, and of our decisions and actions, wi l l 
loom very large. 

The new paradigm must make better use of science and technology in the 
cause of man. We possess new methods and technology to understand the 
present, and to improve our predictive vision of the iuture. By a better 
understanding of the political, economic, social, health and biomedical 
trends and realities of today, we can better anticipate needs, likely scenarios 
and means of intervention for the future. This is why I have placed so much 
emphasis on the collection and dissemination ofhealth information, and on 
programmes for health promotion, integrated disease prevention and control 
and future trend assessment. We must hone our tools and capabilities to 
better anticipate change, and to adapt our interventions accordingly. To the 
sequence of predisposition, initiation, expression and consequence of disease 
and i l l health, must be matched predictive, promotive, preventive, curative 
and rehabilitative skills and actions, combining biomedical, behavioural and 
socioeconomic knowledge and technologies. 

The new paradigm must be people'oriented. We must humanize our 
approach to health development 一 a process that begins and ends with the 
people themselves. This means paying due attention to the individual, the 
family and the community, but especially to the underprivileged and those 
who are at risk, such as women and children and the elderly. It means 
building a sustainable health infrastructure, ‘̂ bottom-up”，in communities 
where people live and work, wi th appropriate response and support from 
district and more central levels, thus closing the existing gap between 
programme delivery and community initiatives. This wi l l need the careful 
planning and training of a proper mix of human resources for health. 
Ultimately this is the key to the building of a sustainable infrastructure for 
health and wealth. It means asserting the right and duty of people to decide 
for themselves, and to manage their lives and resources in a more self-reliant 
and autonomous manner. I t means more attention to healthy behaviour and 
life-styles and to human rights. And it means mobilizing sufficient resources, 
at all levels and in all places, to make a lasting, meaningful investment in 
human healdi. A l l of these considerations have enormous implications for 



the international community, and for our World Health Organization as "the 
directing and coordinating authority on international healtli work”. 

M r President, colleagues and friends, ladies and gentlemen, my intention 
today is merely to open the door, at the international level, for a fresh 
dialogue; one tihat I hope wi l l be picked up ánd carried forward by every 
Member State. I encourage you to debate the issues ofhealth and developtrierit 
openly and frankly, both here in this Health Assembly and in your own 
countries, involving individuals, communities and national leaders, w i th 
inputs from all levels wi th in and outside the health sector. I t is not enough to 
focus merely on priorities and resource allocation. I t is necessary to undertake 
structural review in order to enhance opportunities for development at the 
community, national, regional and global levels. I ask you to bring your ideas, 
viewpoints, experience and conclusions back to the World Health Assembly, 
which is the highest policy-making body of our Organization. Your contribu-
tions are needed, not only to shape your own national paradigm for health 
development action, but also to shape the future of international health 
work, and the priorities, structure and functions of our World Health Organi-
zation wi th in its constitutional framework, especially in the field of technical 
cooperation wi th countries. I am undertaking a series of consultations w i th 
members of the Executive Board, outside experts and interested health 
officials of our Member States, to help us to clarify our thinking and to 
confirm that we are proceeding in the right direction. 

Proposed programme budget for 1992-1993 
Even before these issues can be fully resolved, we must go forward wi th our 

plans of work for the coming biennium. I have the honour to present to you 
my proposed programme budget for the financial period 1992-1993, which I 
hope you wil l regard, as I do, as a "transitional" programme budget. Al though 
it is based on the Eighth General Programme of Work, i t must already begin 
to anticipate the Ninth, to the year 2000 and beyond. The main lines of 
proposed action are highlighted in my written Introduction to the "blue 
book”, document PB/92-93. 

Like each individual Member State, our Organization is adversely af-
fected by world economic conditions, such as the scarcity of money and the 
current recessionary trend, at a time when demands and expectations are 
rising. I am thus proposing a continuing policy of zero growth in real terms for 



the f i f th consecutive biennium. The Organization is also absorbing part of 
the expected cost increases attributable to inflation, so as to keep budget 
growth to a minimum. 

Unfortunately, exchange rate movements have worked against us over 
the past biennium and have caused a further increase in the proposed budget 
for 1992-1993.1 am pleased to say, however, that we have just recalculated 
the proposed appropriations, using the stronger United States dollar exchange 
rates that have emerged in recent weeks. This has enabled us to include, in a 
revised appropriation resolution for your consideration, a lower figure than 
that presented to the Executive Board in January 1991. 

The overall increase proposed, over two years, is now 16% in the average 
net contribution of a Member State. I do assure you, however, that this figure 
represents the minimum essential to maintain the Organization's role and 
responsibilities. 

I am asking you to support the proposed W H O programme budget for 
1992-1993 by consensus as you did for the 1990-1991 programme budget. In 
so doing you wi l l demonstrate the unity that is the strength of our World 
Health Organization. It is only through your solidarity that we shall attain 
our common objective: the attainment by all peoples of the highest possible 
level of health. 

For your advice, guidance and support, I give you my thanks and my 
deepest appreciation. I shall be following the debate these two weeks wi th 
keen attention, for the decisions you take at this Health Assembly wi l l affect 
world health development for years to come, in the spirit of the fourth 
United Nations Development Decade, the peace of the world and the 
prosperity of future generations in the year 2000 and beyond. 


