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Agenda item 10(b) 

Introduction 

The global commitment to the goal of health for all by the year 2000 
and the adoption of primary health care as the means to achieve that goal, 
were officially voiced at the International Conference on Primary Health 
Care, which met in Alma-Ata, USSR, 6 12 September 1978. Since then, and 
especially since 1983, when the Global Strategy for Health for All was 
decentralized to the country level, EMR Member States have developed their 
own national health-for-all strategies and have periodically strengthened 
and updated them on the basis of periodic evaluations, in order to promote 
equity in the access to health care for everyone. 

uuring the World HralLh Assembly in Nny 1979, the unanimous 
commitment voiced by Member States to a "public health strategy that 
implied fundamental changes in the distribution of resources and power 
within the health system, government and society" was a milestone in the 
field of health. EMR Member States have brought about some changes in 
their health systems to varying extents, thereby establishing primary 
health care as the most effective way of "translating the rhetoric of 
health for all into a reality." Various periodic evaluations, based on 
globally accepted indicators, have confirmed the steady progress being 
made, but have also highlighted that much remains to be done. There are 
omissions and areas of weaknesses needing immediate attention. For 
example, medical practitioners should understand that the concept of 
"health for all" involves a new role and outlook for them. Not only should 
they be concerned with health care and disease prevention and control, but 
with health promotion activities. 

a Health care services and new health care technologies should be based 
on what the people actually need. In other words, medical 
practitioners should learn to act as facilitators, iirst and foremost. 
Second, they should accept their new roles and, at the same time, to make 
them innovative. Third, they should have the necessary skills to perform 
their new roles effectively and to acquire and make efficient use of the 
latest health information available. 

Advocacy for health for all is not an end in itself, but an entry 
point to mobilize medical practitioners to support this goal. Medical 
practitioners do not only provide health care services, but they often can 
influence public opinion. More than any other professional group they are 
in a good position to motivate and involve the community as well as other 
sectors in advocating health for all. 

Many medical practitioners, however, are not utilizing "advocacy" as 
a means to an end, i.e., to reach the goal of health for all. The reasons 



for this may be a lack of information about their exact role in this 
exercise, as well as a lack of fully understanding the concept of health 
for all, including their role in plantring and carrying out this strategy 
at national level. 

A parable often told in relation to medical practitioners equates 
them to "life-savers" standing beside a faat flowing river. Every so often 
a drowning person is swept away. The life-saver dives in to rescue the 
person; however, just as the life-saver finishes resuscitating the victim, 
another person falls into the river and starts to drown. So busy and 
involved are the "life-savers" in this rescue work that they have no time 
to venture upstream to see why so many people are falling into thc river 
to begin with1 What is necessary, it is argued, is to refocus upstream. 
This is precisely what is needed: more "upatrur thinking". In short, 
more preventive rather than curative measures are called for in the health 
field. This is where advocacy can play an important role. 6 

Medical practitioners from private and public sectors, including 
community- and hospital-based clinics, r e p r e a d  a very important and 
influential group of health personnel. Their commitment to the goal of 
health for all and to primary health care is essential for the goal's 
success. Their high c r e d i b i l i t y  with the public and their important 
position within the health care system makes their support for health-for- 
all strategy indispensable. However, efforts to mobilize medical 
practitioners' attention and to stimulate their action towards health for 
all have often met with indifference, if not a rlryative reaction. Much 
effort is being made by WHO to help medical practitioners to respond to 
changes in their national health systems. Much more could and should be 
done to enliet the support of all medical professionals in the health-for- 
all movement. Instead of ad hoc efforts, there is an urgent need to 
develop and implement a carefully planned strategy for this purpose, at 
national and regional levels. 

Obstaclem elowing down progrear toward. health for all 

I n  reviewing successful and unsuccessful experiences of various 
national health-for-all strategies, a noticeable trend has been the 
relative absence of sectors other than health in advocating health for 
all, This is unfortunate in view of the universally accepted belief that 
health is "a fundamental human right and that the attainment of the 
highest possible level of health is a most important worldwide social goal 
whose realization requires the action of many other social and economic 
sectors in addition to the health sector". Unfortunately, intersectoral 
cooperation, though frequently expressed, is relatively rare in the 
Region. Whatever achievements have been made in EHR Member States to reach 
the goal df health for all are due to the incessant efforts of the health 
sector alone. 

The health sector will need to collaborate increasingly not only with 
other acctors, but with nongovernmental organizations (Nos), if health 
for all is to be achieved. In this process, the medical profession and 
related professional bodiee like medical associations, syndicates and 
councils must collaborate. 



Thus, the need for an advocacy strategy is coming into sharper focus. 
However, the following four areas of weakness n ~ t d  closer attention. 

1, Lack of intersectoral partnership 

Conventional thinking has heen the major difficulty in establishing 
intersectoral cooperation. The need for intersectoral partnership in 
health matters at national and local levels has been recognized for 
decades, but there is still l i t t l e  evidence that this 1s happening. The 
interministerial administrative rules and procedures that govern the way 
government sectors operate might facilitate partnership, but without the 
willi~~gl~eas of decision-rnnkcra In  various sectors tn ronperate together, 
nothing will change. Indeed, few medical practitioners see it as one of 
their tasks to seek partners and allies in other sectors in the community. 

2. No tradition of community involvement 

There is very little tradition of community involvement in the 
Repiulr. Moreover, thcrc i~ little recognition hy policy-makers themselves 
that community involvement is important, or recognition by the community 
that they, too, have a responsibility in promoting their health. There is 
a great need for more public awareness so that the community gradually 
takes a more active role in planning and implementing health promoCion 
measures and activities. This will ultimately lead to a more appropriate 
balance between community needs and public health care measures, 

3. Medical practitio~ers ' lack of adequate information 

Unfortunately one of the current weaknesses in health care services 
in most EMB Member States is the lack of an effective sysCem Cu evaluate 
and follow-up the outcome of health care interventions. Information is 
needed not just on the impact of traditional measures against infectious 
diseaaes or on immunization covernge, hut on the risk factors present in 
the environment. 

a 
4 .  Lack of resources for advocacy for  heal th  for all 

In general, health issues are not being promoted to the extent they 
could and should be in the mass media. When they are, they are often 
"buriedn between product rnmmercials and advertisements. There is often 
little financial resources to support mass campaigns on various health 
issues compared with the large suns allocated for product commercials, 
which often promote harmful behaviour such as smoking. Most EMR Member 
States allow free broadcasting time on national television, or in other 
media, if it concerns a health issue. This approach to advocacy must be 
expanded. 

EWIlO activities and plans in the area of advocacy for health for all among 
medical practitioners 

The need for advocacy among ruedical practitioners in the Rcgion was 
discussed at the Eleventh Meeting of the Eastern Mediterranean Regional 
Consultative Committee (BCC) in Amman, Jordan, in 1988. The RCC noted that 
medical practitioners from private and public sectors, at different 



levels, roprosent a .rery i n : :  , 1 .11  ~'lr1entia1 group of health 
personnel throughout the vor1:l. 'I,::!- i n t ' i u  Ice and high credibility in 
society in shaping public ~ ~ ; i l ~ i n . !  "lake t ! lerr  sqport for any innovative 
movement essential. Unfortiln:i;:!i f, . i~.il.r gerleral ~eaction, towards "health 
for all" can, at best,, be d.i.;i;s.l. ,:,i as i:lkevwrm, indifferent, or i~~derd 
even hostile. The RCC a:s:, ;er.o.il r ,  'ia: t :me, t:%u absence of any studies 
done to ascertain the react.i:>li:; ( 3 -  .cifiic~~'l. .~rai::.i$:.ioners to health-for-all 
strategy, or even tho rclnwl:rq 1- : opinions on this suhject in 
general. Needless to say, w i ? ! l i i  ~t .::~::il *ifrrr.~nat.ion, no realistic advocacy 
strategy at the national level ;.an bs? t'ormillailed. 

Role of EMRO. .Advocai:y T ' l  "health for till" amo~ig medical 
practitioners is essentially . ?  rrspr,ns;bility of Member States. The 
approach and content of an ird;~i~cac:jr ;r.ra:.szgy will inevitably vary from one 
country to another. Even the .ypn r.rci. k~ar:k~:round of individual leaders in 
the medical profession might J xi ' .li;ri.rx* ;a .irit. it,rial advocacy strategy. e 

Nevertheless, EMRO, i n i  WlO b!c~presentatives throughout the 
Kegion, can provide 1 1 1 .  : t  LrI HemLrr S L a L e s  to help 
formulate and implement: nai i~~rrai ari.i.c,i:c~..~ strategies. Development of a 
proper protocol for con&ict r:!g :; \ . i i f r? , i . : , i~ anal.ysis to evaluate reactions 
towards "health for all" ano:ig taedl :.I. pl.-li:'.itioners, will need experts in 
various technical fields, whi i:h El.IH(1 t r ~ x n  y):.~x~ic?e. 

Current status of advor:;l_r~~-:~~,--_"hefi,l.tl~ for all" among medical 
practitioners in z. The*-e I :  r : rar rv  ar . i . iu iL ie s  in W R O  to help 
strengthen advocacy for "i~e~iil! for xi i "  .3~11clng medical practitioners, such 

- the implementatior~ tiI ths. krHO!E:MRO Health-for-All Leadership 
Development Programme w ! ~  in !991/94 will operate in several 
countries, to i11crea:;o t h ~ -  ~a~mber .  of participants threefold, and 
will be collducLa<l i a  A ~ r r b i i : :  ingli::!; and French); 

- creation of a reg ional  rc'glster with names, addresses, phone 
numbers and qualifica-I icms I t leatier-s in the medical profession in e 
all EMR Member States; 

- WHO Representatives i r r  I:MI #embe). States who have close contact 
wiLh zlaLional loedicr~i ~s;ior:ist.;~.or~o, councils, or similar 
professional bodies, arid who thus have the opportunity to 
disseminate informat.icr~~ iih~i,ti "heiiltli for all" through these 
bodies to medical prari.it iom,r:s; 

- a regional clearinghoiise j o: t ! ~ ~ ~ l ?  h ~:eaching/learning materials is 
now fully operational ! n CMJ.61, arid most. training institutes in the 
Region include liter-at:ure o r  h c a r t h  for all in their training 
courses and in their other rr.:atec! ac.tivities; 

- during the visits of sendor nal2nnal. officers to the Regional 
Office, in the f . irs-qua.r:c . i  cC even-numbered years to discuss 
programme implementat i o ~ t  ara reprogi-amming, EMRO briefs them about 
"health for till" a~.ci 1-'ow f l r !.r:?csrmation can be disseminated at 
the netiorial level 



- advocacy for "health for all" among medical practitioners is an 
essential part of many WHO activities, such as celebration of 
World Health Day (7 April), World No-Tobacco Day (31 May), and 
World AIDS Day (1 December). 

Target audiences. It is important to clearly identify the target 
audiences for which the advocacy strategy should be directed in each 
country. 

The term "medical practitioners" refers to those (physicians or 
surgeons) who practise medicine in its widest possible sense. Medical 
practitioners usually refer to physicians or surgeons who practise in the 
private health sector in urban or rural areas, or both. 

Medical practitioners in the private health sector in urban areas 
should thus be the main target audience for advocacy for health-for-all. * In addition to their specialized skills in medicine, they have credibility 
and standing in the community, as well as in shaping public opinion in 
general. They are the principal providers of health care, especially among 
the economically advantaged population groups. 

Unfortunately, the public health sector, with few exceptions, has 
not been advocating health for all to its medical practitioners, with the 
result that they have remained indifferent, or at most, lukewarm to this 
concept. Properly motivated, however, these people can play an important 
role in the public health sector. 

Professional bodies, like medical associations, play an important 
role in securing the rights of medical practitioners and in formulating 
their responsibilities in general, and these associations are dominated by 
medical practitioners in the private health sector. Medical associations 
also have an influence on views held by medical practitioners on medical 
issues. These associations can also provide medical practitioners with 
continuing education on clinical topics. However, these bodies have been 
enlisted only rarely in advocating health for all strategy. 

The second target audlence for advocacy for health for all, whose 
general reaction may vary from indifference to open hostility, are the 
private medical practitioners in rural arena. A few studies conducted in 
countries where community health workers are responsible for simple 
medical treatments with a few selected drugs, clearly describe rural 
medical practitioners' hostility towards these paramedical workers. A fear 
of loss of practice is clearly behind such hostility. 

To enlist the support of both target audiences (private medical 
practitioners in both urban and rural areas), dissemination of information 
will have to he the basis of an advocacy strategy. 

The third important target audience for advocacy are the medical 
practitioners of the future. The medical and health-science students of 
today are the mctical practitioners of tomorrow. Eclucatlng and training 



them about health for all and primary health care will equip them with a 
proper advocacy background. Community-oriented medical education (which 
will be discussed later) is also a valuable approach for advocacy for 
health for all. 

Medical school facultips and pilhlic health and medical institutions 
will need to be reoriented towards health-for-all principles before 
inculcating health for all/primary health approach into medical curricula. 

Advocacy tor what.! In developing an advocacy strategy, the question 
to be asked is, "What are we advocating?" The answer is, "Health for all 
by the year 2000 through primary health care". The term "health for all" 
means, among other things "...the attainment by all peoples of the world 
by the year 2000 of a level of health that will permit them to lead a 
socially and economic productive life..,". 

What needs to be advocated first is what we mean by "hml~11 for all" 
and "primary health care". There are many directors of different health 
programmes throughout the Region who are not conversant with the eight 
essential elements of primary health care. or indeed who do not even 
understand what primary health care incorporates. 

Briefly, the eight essential elements of primary health care include: 

1) Education concerning prevailing health problems and the methods of 
preventing and controlling them; 

2) promotion of food supply and proper nutrition; 

3) an adequate supply of safe water and basic sanitation; 

4) maternal and child health care, including family planning; 

5) immunization against the major infectious diseases; 

6) prevention and control of local endemic diseases; 

7 )  apyruyriale LleaLment uf common diaeases and injuries; and 

8) provision of essential drugs, 

Three basic components in an advocacy strategy. A national strategy 
for advocacy of health for all among medical practitioners will vary from 
one country to another, according to priority target groups, their 
awareness of the aubjcct, and how they can be enlisted to participate in 
promoting this concept. 

Situation analysis, properly designed, is a basic prerequisite for 
formulating a national advocacy strategy. The data generated by this 
analysis will require the expertise of behavioural, medical and public 
health scientists for its interpretation. Without such data, all advocacy 
efforts will be sketchy ad hoc cfforts with n doubtful impact. 



A national advocacy strategy should include three broad components: 

1) advocacy through information dissemination; 
2) advocacy through actual involvement in health-for-all/primary 

health care programmes; 
3) advocacy through modification of existing medical curricula. 

The first two components have a short-term impact, while the third is 
longer term. In this regard, the Eastern Mediterranean Regional 
Consultative Committee in 1988 proposed measures and suggested that these 
be consolidated into a national advocacy strategy, and that EMRO should 
support Member States ill all uf L h e  three components mentioned above. 

Of these, the one that merits special attention is the third. 
Obviously. significant modification of existing medical curricula will 
need to be undertaken to reorient future medical practitioners to health 
for all/primary health care. The following describes how this might be 
done. 

Changes that are needed in the education and training of medical 
practitioners 

It has long been recognized that medical education and health 
training in general have not necessarily been relevant to actual 
community needs. One reason for this is the "medicine-oriented" (curative) 
cuilcept of medical education. The influcncc of prcrrcntive and health 
promotive aspects inherent in health services and the expressed needs of 
the community, with few exceptions, has been minimal. Another reason is 
that no EMR Member State has, as yet, adopted a comprehensive health 
education policy. 

The educational challenge presented by health for all to health 
prof csaionals 

"Health for all" requires health professionals with competencies that 
traditionally they have not possessed before. Obtaining these competencies 
requires changes in five main areas: 

1 . Curriculum development: Changes in what is learnt (i.e., 
reorientation in mcdical curricula to incorporate health-for-all 
principles). 

2. Teachers ' training: Changes in how training is given and 
learned (i.., a reorlentation of the teaching and learning process so 
that it incorporates health-for-all and pedagogic principles). 

3 .  Venues of training: Changer in where  training i s  cnndlicted 
(i.e., a shift way from hospital-based to community-based areas). 

4. Time of training: Changes in when training is given (i.e., 
learning should be a lifelong exercise; thus, continuing education 
classes for all levels of health professionals should be promoted). 



5. The c o n t e ~ ~ l  u 1  leal-nlng; In addition to their technical 
skills. medical practitioners need to familiarize themselves with 
a t t i t u d e s  and approaches that will make them work more effectively, 
and that will enable them to perform tasks that will lead to health for 
all. Broadly speaking, medical practitioners can act as catalysts in the 
following areas: 

a) equity promolion; 
b) development of public health policy; 
c) development of a healthy environment; 
d) promotion of community involvement and strengthening community 

action; 
e) promotion of healthy life-styles; 
f) development of appropriate quality care; 
g) collaboratior~ with other professionals in other sectors 

a) Equity promotion. This means that all people have the fundamental 
rieht to health, which includes the right of access to health care, to be 
informed on health matters, and to be involved in promoting a healthy 
environment. Medical practitioners should advocate health for all by 
working closely with political, economic, social, cultural, and 
environmental sectors. They should assiat people to achieve their fullest 
health potential, which includes ensuring an equal opportunity to make 
health 'choices". And they should mediate, when necessary, between 
d i f f nrent interest groups within the community. 

b )  Development of public health policy. This can be done by "networkingff 
with policy-makers in all sectors and at all levels, including those 
responsible- for legislcrtiol~ aid finance, and involving policy-makern not 
only in collaborative action between different public sectors, but also 
with nongovernmental organizations (NGOs) . 
c) Development of a "healthy" environment. Matters related to air, 
water, soil and food have traditionally been managed in a narrow, 
secto;al, isolated way. But as they are ali interrelated in the ecosystem, 
continuing to treat them in ivuliiLiu~l can hinder progress in rcoching the a 
goal of health for all. 

d )  Promotion of community involvement and strengthening community 
action. Medical ~ractitioners can encourage the individual and the familv - - 

to take greater =responsibility for their own health. Part of such 
responsibility is self-care, which implies largely unorganized health 
actlvltles and health-related deciuiun-making carried out by individuals, 
families, neighbours, friends and colleagues at work. 

e) Prnmntinn of healthy life-styles. One's life-style is largely 
determined by individual, societal and environmental factors and, in turn, 
strongly influences a person's health or illness. Social and behavioural 
science skills are needed to assess the impact of different life-styles on 
health and to identify and proluoLe the "healthiestf' lifestyle aa thc 
accepted norm. 

Est~hlishing a social support system depends primarily on the family 
and other social groups adopting a much greater role in health promotion 
activities. 



If medical practitioners stand hnck and do not see it as "part of 
their jobn, the "healthy life-style" movement will be less efficient and 
effective. Health professionals in some EMR Member States (e.g., Bahrain, 
Cyprus and Pakistan) have conducted systematic research on behavioural 
determinants of smoking, drug addiction, sexually traris~niLted diseases, 
and AIDS, and have generated useful data that are being utilized to 
promote healthy life-style activities. 

f) Development of appropriate quality care. "Appropriate careft implies 
care in relation to an organized health care system, and it deals with the 
implementation of healthlfor-all principles, especially in the health 
services. Quality of care is one aspect of appropriate cure, w l ~ i c h  relates 
to the constant scientific and technological advancement in medicine and 
health science, leading to an improvement in the level of health care. 

a g) Collaboration with other professionals in other sectors. Because the 
achievement of health for all depends, in part, on the environment in 
which people live, health professionals should collaborate with policy- 
and decision-makers who might k a v e  un influence or impact on thc 
environment in general. This means going outside the health sector into 
areas in which the health workers themselves have no control, a big 
departure from the way the traditional health system works. 

Advocacy for health for all through dificatiorm of existing d i c e 1  
education 

I f  the goal for health for all by the year 2000 is to be achieved, it 
will be necessary to plan, train and deploy medical practitioners and 
other health personnel in sufficient numbers to meet the health needs of 
all countries. More importantly, the training of those who will deliver 
health services must be reoriented towards health-for-all strategy/ 
primary health care. 

Over the past years, EMRO has been encouraging medical schools and 
other training institutions to reorientate their curricula and training 
programmes ta a system known as "comeunity-orimtd medical educationtf. 
The emphasis has been mostly on medical schools, but is gradually 
extending to other training institutions. The ultimate goal is to have all 
countries in the Region adopt human resources for health development 
progrmes Lhat are relevant to present an wcll as future community 
needs. 

Three medical schools in the Region are new members in the 
"Community-oriented Educational Institutions for Health Sciences" network, 
which was formed in 1979, with WHO support and cooperation. Its main 
objectives are to strengthen or achieve community-oriented and problem- 
Lased learning in member institutiono, and to assist such institutions in 
introducing innovative health personnel training that will help to reach 
the goal of health for all by the year 2000. 

Although the methods and approaches in "community-oriented education" 
may differ, its programmes share some important features, such as: 

1. The inatitutionfs commitment to community-oriented education. Not 
only the programmes, but the institution's ultimate goal should be 
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community oriented. In the planning process, the community's needs 
are taken fully into consideration. For example, it is not enough 
to introduce a primary health care component into the curriculum, 
the entire training programme should be modified. 

2. Curriculum emphasis is on all aspects of the community, its 
population, health needs and socio-cultural background. In 
addition to thc medical practitioner's technical skills, it in 
important to learn how to take care of the individual, the family 
and the community in general. The concept of primary health care 
must be incorporated throughout the entire curriculum. The 
relationship of health to social, environmental and economic 
factors, and the importance of a holistic approach to health must 
be emphasized. 

3. Learning is through experience, including community-based 
learning. A significant percentage of learning time must be 

a 
through experience in various settings related to health care. 
 ath he; than learning only trom experience acquired in hospitals 
and laboratories, students must gain knowledge and experience in 
the community itself. This might include working in community 
health facilities, making home visits, undertaking community 
health projects, and in general, working with the people in their 
community rather than working only with the sick in a hospital 
setting. 

4. Organizational links among the health services. This linkage must 
be widespread and should include all levels of health care. It can 
be achieved in a variety of ways. In the closest linkape, training 
institutions could assume total responsibility of health care in a 
certain area of a region, or alternatively, the health services 
could be made responsible, for example, for educational 
programmes. 

Plana of action for the advocacy for health for all m n g  medical 
practitioners a 

1. All medical practitioners should be provided with information on 
"health for all", which would include the role they might play in 
advocating this concept. 

2. Continuing education programmes for medical practitioners should 
be eatablinhed in EMR Member States that do not already have such 
programmes. 

3. Medical associations, syndicates and councils play an important 
role in continuing educnLion for medical practitioners. This 
approach could be utilized for teaching health for all/primary 
health care principles. 

4. EMR Member States, in the light of their health-for-all national 
strategies, should reassess their education and training policies 
regarding medical practitioners. 
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5 .  E M  Member States should conducl rrars~ch studies to identify why 
medical practitioners are not more active in the health-for-all 
movement. 

6. The health-for-all strategy and concept should be included in all 
medical curricula throughout the Region. 

7. Evaluations should Lr cuilducted on the impact that "comnunity- 
oriented medical education" and health-for-all principles have had 
on students, alumni and teachers at Gezira and Suez Canal Medical 
Colleges. 

8. WHOIEMRO will continue to act as a clearinghouse for information 
on education development in this area for all EMR Member States. 
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ADVOCACY FOR HEALTH FOR ALL AMONG MEDICAL PRACTITIONERS 

Introductory Paragraph 

Advocacy for Health for All is not an end in itself, but an entry 

point to mobilize the medical practitioners in support of health for all. 

Medical practitioners are not only the major providers of health but 

also social leaders with an influence on public opinion. However, medical 

practitioners from the private and public sectors, including community and 

hospital clinicians, are not playing this role. The reasons for this are 

related to the lack of information about their role and how they should 

play it, lack of information about health-for-all policies, strategy, and 

technology, a113 Lheir lack of involverncnt in planning these strategies and 

approaches. 

This technical paper describes the obstacles that slow down progress 

towards health for all among medical practitioners and focuses on the 

situation in the Eastern Mediterranean Region. The paper outlines whet the 

Regional Office proposes to do, in collaboration with all Member States. 
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Agenda Item 10(b) 

ADVOCACY FOR BEALTII FOR ALL AMONG MEDICAL PRACTITIONERS 

Summary of Recommendations 

It is recommended that Member States: 

1. Integrate the concept of Health for All within the curricula of all 

medical education institutions. 

0 
2. Take necessary action to reorient medical teachers and provide them 

with information about Health for All. 

3. Encourage research to identify ways of increasing the involvement of 

medical practitioners in the Health-for--All movement. 

4. Encourage medical associations, syndicates and councils to include an 

advocacy component in the continuing education of medical 

practitioners. 


