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1. The Problems We Face: Context of WHO's Effort in Health for All 

1.1 We humans are a single, interdependent, worldwide species. Whether we like it or not, 
we are intimately bound up with each other around the earth. East and West, North and South, 
our fate is linked together. Thus, a global view of human health is more essential now than 
ever before, and WHO is the logical focus of such a task. 

1.2 Most of the world's population still cannot take for granted its ability to meet basic 
needs for food, water, shelter, and other factors essential for survival. Why are there 
still widely prevalent threats to survival when modern science and technology have made such 
powerful contributions to human welfare? In considering this question, special attention 
must be paid to the developing countries which contain almost three -quarters of the world's 
population, and to the nature of their relationship with the developed ones. In many parts 
of the developing world, resources critical to survival and development - land, water, wood, 
and fisheries - are dwindling. Pervasive lack of resources and disease constitute an 
exceedingly heavy burden. 

1.3 The problems that face modern industrial nations are related to sociotechnical 
conditions that have appeared very recently in the evolution of the human species: the 
magnitude and rate of change make it difficult to devise and implement solutions to these 
problems, which calls for more research. In developing countries, the shift from old to new 
ways is occurring even more rapidly, and change has been partly imposed from outside. These 
nations confront exceedingly difficult problems. Across much of Africa, Asia and Latin 
America, drastic population growth and abject poverty have contributed to extremely severe 
health problems that stand as an enormous obstacle to sustained development and social 
progress. Their burden of early death and long -term disability is exceedingly heavy. 
Malnutrition and infectious diseases take the lives of a great many infants before they reach 
one year of age, and handicap for life many of those that survive. Susceptibility to a wide 
range of diseases is heightened by the marginal character of subsistence. 

2. Socioeconomic Conditions and Disease 

2.1 Research has established powerful links between socioeconomic conditions and disease. 
Examples include tuberculosis, amoebiasis, vitamin -deficiency diseases, cholera, malaria, 
measles, lead poisoning, rheumatic fever, atherosclerosis, obesity and many others. 

2.2 Impoverished people are at high risk of suffering from a wide variety of diseases, 

prominent among which are infectious diseases. This latter point is tragically ironic in 
view of the fact that infectious diseases have been drastically diminished in technically 

advanced societies. In such countries, infectious diseases have yielded to a constructive 
combination of adequate nutrition, clean water, efficient sanitation, decrease of family 

size, immunizations and antibiotics. Altogether, this decline in infectious diseases 

probably represents the greatest health progress made in human history. At the same time, 

however, chronic non- communicable disorders, occupational diseases, accidents and disability 

have increased dramatically, and their prevention and control pose new challenges for 

research and community -based health programmes. 

2.3 However, we need not wait until poverty or other forms of maldistribution of society's 

resources are ultimately eliminated. There are many examples of useful and inexpensive 

interventions to diminish the scourge of infectious and other diseases which can be applied 

now, simultaneously with broader efforts undertaken by countries to improve their 

socioeconomic conditions: 

(1) Pre -natal care, especially early in pregnancy, with emphasis on simple measures to 

prevent disease. 

(2) Education during pregnancy, focusing on good care of mother and infant, with 

special attention to nutrition; birth spacing with respect to any subsequent 

pregnancy; self -care regarding future health in the framework of simple disease 

prevention; and orientation to improving life chances for the young mother beyond 

her pregnancy. 

(3) The encouragement and facilitation of prolonged breast -feeding. 
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(4) Immunizations. 

(5) Oral rehydration for diarrhoea) diseases, including the education of mothers about 
when and how to do it. 

(6) Guidance in the use of indigenous weaning foods, adapted to local circumstances. 

(7) The use of simple growth charts in community groups to detect early warning signs 
of malnutrition. 

(8) Community- organized pre -school education with concomitant nutrition supplementation 
and on-site immunization. 

(9) Community -based clinics, primarily staffed by community health workers, based in 
accessible sites, with a core of essential vaccines, antibiotics, oral rehydration 
fluids, and simple family planning technology, and oriented to educating people on 
how to take disease- preventing measures in their own communities. 

(10) In general, community mobilization, involving the entire spectrum of locally 
available resources, and backed up by appropriate government action and support, 
can be one of the most powerful instruments in the containment and reduction of the 
burden of ill health - be it poverty -related or affluence -related. 

2.4 Such measures draw heavily on local initiative, community organization for health and 
public education for health. Poor communities all over the world can move in this 
direction. The human spirit and talent are present everywhere. They can be linked with 
requisite technical capability and professional commitment, and a modicum of resources to do 
the work. But institutional capability is needed to provide reliable knowledge appropriate 
to the circumstances and to foster its judicious application. 

3. Health, Human Resources and Development 

3.1 A large body of scholarly inquiry indicates that a decisive factor in securing sustained 
national development and human well -being is investment in people and knowledge. The 
acquired abilities of people - built up by investments that foster education, informed 
experience, cumulative skills, and health - are fundamental to social progress. These vital 
factors of human well -being are closely related to economic productivity in poor countries as 
well as rich ones. Human resources are the most vital of all resources. These resources 
must now be placed in a new context, taking into account the transformation of modern society 
as a result of the pervasive influence of science and technology, and also the deep 
interdependence of the contemporary world. 

3.2 Human resources are central to the task of upgrading development opportunities in the 
future. To strengthen human resources, children and families must have a decent start. This 
means good health, basic education, families of workable size and adequate nutrition. 

3.3 Since the sciences provide our most powerful problem -solving tool, it is essential that 
we bring their strengths to bear on these problems to the maximum extent possible. The task 

requires an intensive effort how to learn what can be extracted from the efforts at economic 
and social development during the past several decades, sorting out failures and successes, 
looking for strengths on which to build future efforts of practical value. 

3.4 One fundamental need of developing countries is to enhance skill over a wide range of 
critical problems concerning health, education, nutrition and population. To make inroads on 
all these problems, relevant education is paramount. 

3.5 Positive contributions to individual human development can spur social development. 

Studies from many parts of the world show that education can have powerful effects on 
fertility, child health, and nutrition. This fact has strong implications for strategies of 
development. For example, research shows that the education of girls is a remarkably 

promising intervention in less developed communities. It is a potent investment in future 

economic growth and well -being, even where most women do not enter the labour force. Most 

girls in rural areas become mothers, and their influence on their children is crucial. In 

health, studies in a number of developing countries show that children are less likely to 
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die, the more educated their mothers, even controlling for differences in family income. In 

nutrition, one study has shown that, among households surveyed, for any given income level, 
families were better fed the higher the mother's education. In fertility, education delays 

marriage for women, partly by increasing their chances for employment; and educated women 
are more likely to understand contraceptives and plan wider spacing of births. 

4. The Nature of Health for All 

4.1 The pledge made at Alma -Ata in 1978 by the Members of the World Health Organization was 
to support the global effort to foster health for all by the year 2000. It grew out of the 
view that development should be based on self -reliance, community involvement and social 
justice. WHO is the principal symbol of health in the world, with unique access to the 

various public and private institutions of the Member States. It is the single major force 
for sustained attention to health throughout the world. It has stimulated concerted efforts 
to ensure at least a decent minimum of primary health care for all people by the end of the 
century. Particularly because health care resources in many countries are stringently 
limited, emphasis at Alma -Ata was placed first on "education concerning prevailing health 
problems and methods of preventing and controlling them ". To this end, education for health 
is essential; and the Technical Discussions of the Thirty -sixth World Health Assembly in 
1983 appropriately dealt with new policies for health education in primary health care. For 
progress to be made in health and in education for health, needs of communities and 
populations must be assessed, ways must be devised to meet the needs, and capacities must be 
developed by populations to address their own problems. 

4.2 Health for All by the Year 2000 is a goal and a process to engage each nation of the 
world in a continuing programme to provide adequate primary health care to its entire 
population. Improving the health of each nation's population through expanded primary health 
care coverage may be viewed as both a valued expression of social equity and a demonstrably 
sound national investment of resources in "human capital" for economic and social 
development. This dual perspective applies to more developed and to developing nations. 
This very important and difficult task requires that relatively strong institutions be 
enlisted for the effort in each society, and that cooperation among them be elicited. 

4.3 The Technical Discussions focused on the roles of universities, and much of the 
discussion centred on the problems of relationships between universities and ministries of 
health and on emerging opportunities for universities to relate more constructively with 
their communities, in the spirit of health for all. It was not forgotten, however, that in 
its most fundamental meaning, health for all is directed at promoting equity in health care 
as part of the larger quest for social justice in development. The concepts behind health 
for all stand as specific challenges to health care and health manpower - universal coverage 
with effective services, for example. Universities can serve сгuсial roles through research 
and education and in relationships with communities in helping to establish effective systems 
for p�irsuing these objectives. 

5. The Potential of Universities in Health for All 

5.1 A broad spectrum of institutions for higher education, hereafter referred to simply as 
universities, stand out as potentially strong assets for this great effort. Their historic 
missions of education, research and service are all highly suita»le in principle for 
improving the health of populations. They are great reservoirs of talent, of intellectual 
and technical competence, and are capable of eliciting cooperation of knowledge -based 
instit•.itions nationally and on a worldwide scale. Both in developed and developing 
countr еs, these assets can be brought into bold relief to the u`timate benefit of society, 
either within or between nations. 

5.2 Ii it is recognized by universities that health is an important area of concern in 
social justice and human developmen:, surely these institutions nust devise appropriate 
meсhani ms to make their input to the national and global effort at health promotion 
meanim•4ful. In doing this there is a compelling need to develop an effective matrix between 
discip .fines, and to build bridges between these institutions and government on the one hand 
and so.iety on the other. They must: endeavour to adapt their eduzational programmes to the 
appropriate ecological setting and to different developmental stages. In reorienting their 
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traditional educational systems, they must be prepared to elevate the intellectual status of 

community- oriented problems and give serious research attention to areas of national 
development and world health. 

5.3 The burden of illness can be diminished by improving the living conditions and 
broadening the coverage of health care systems; by fulfilling the potentialities of 
prevention; by formulating health policies in the light of such concerns for health; and by 
being open in all of these spheres to innovation assessed systematically. Universities can 
contribute substantially in each of these modes. In research, universities can further 
diminish heavy burdens of illness by extending the spectrum of the health sciences to its 
full length - from the community to the patient's bedside to the laboratory bench. Thus the 
health sciences extend beyond the biomedical to include those epidemiological, 
biostatistical, social and behavioural sciences needed to get accurate data on the whole 

range of interventions affecting health. 

5.4 How can universities in developing countries become more useful in building capacity for 
basic education, education for health, health relevant research, and primary health care? 
What patterns of international cooperation are most useful in fostering these purposes? What, 
lessons of ingenuity can be learned about giving children in all countries a healthy start? 
What steps lead logically toward building research and education capabilities in developing 
countries to tackle their own problems in their own settings? 

5.5 Universities can bring together novel conjunctions of talent to get around the contours 
of complex issues in human resource development and provide continuously improving answers to 
health -related problems. They can involve the scientific and scholarly community more deeply 
in these issues than it is now engaged. They can systematically link this community with 
leadership groups in different countries. They can foster the dissemination of intelligible, 
credible syntheses of state -of- the -art information on human resources questions. 

5.6 The scientific and technical community of more developed countries represents an 
enormous potential asset for developing countries - if ways can be found to educate that 
community more deeply about the problems and opportunities that exist in the developing 
world, and if present mechanisms can be strengthened or new ones devised for ensuring 
effective technical cooperation over the long term. Universities can play a useful role in 
bringing decision makers together across disciplines, sectors, and national boundaries to 
focus on these problems and to follow with ways to study, test, and disseminate ideas. 
Universities can also explore ways to encourage the scientific and technical community to 
exercise more leadership in moving technically advanced nations toward solutions of human 
development problems. 

5.7 An important focus for research and action lies in the social, economic and behavioural 
environment in which decisions about infant and child care are made in communities where 
people live. Maternal education is a crucial factor in reducing infant and child mortality. 
Maternal education inculcates positive attitudes and skills regarding health care, infant 
feedings, equal sustenance for male and female offspring, and better child- rearing practices, 
among other benefits. Analysis of early -life mortality in less developed countries suggests 
a number of efficient interventions for primary health care, many of which can be applied not 
only by health workers but by parents. Maternal understanding and support for such measures 
can be enhanced by basic literacy and also by specific education for health -promoting 
behaviour. The biomedical and behavioural sciences must cooperate in such work. 

5.8 There is a great need to strengthen the knowledge base in health and behaviour in the 
developing world through research that is relevant to the characteristics of the country, 
with special emphasis on ways in which public education could be effective in fostering 
patterns of living that protect against major risk factors. These steps lead logically 
toward building the research and education capabilities in developing countries to tackle 
these important and neglected questions at the community level. Universities can play a role 
as catalyst and convenor in bringing the world's attention to these needs and opportunities. 

5.9 Some developing countries have made much progress in education, health, family planning, 
and nutrition. Other countries have accomplished much less. It is exceedingly important to 
sort out these experiences and to learn whatever we can about the underlying factors and 
general principles which contributed to their success. Universities can seek effective ways 
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to get the nature and sources of such progress better understood, to identify particular 

models which have potential for application elsewhere and on a larger scale, and to develop 
clearer understanding of how such lessons might be absorbed and applied by other countries. 

5.10 Universities can contribute to health by seeing to it that all their students achieve a 

reasonable grasp of human biology and behaviour and the social determinants of health. The 

life sciences offer a distinctive opportunity to stimulate interest in science and to learn 

how to deal more effectively with matters of deep human concern. An important goal in 

understanding human biology is to permit better solutions - with less strife and more 

informed public participation - to biological aspects of social problems, such as 

environmental hazards. Knowledge of human biology is particularly important for decisions 
that relate to health - decisions to use alcohol, cigarettes, or drugs; to understand what 

constitutes healthy diet and exercise, as well as decisions on when and how to seek health 

care. Thus, education for health is a potentially powerful derivative of education in the 

life sciences. 

5.11 The following examples illustrate innovative and instructive models of university 

interaction (including its component parts) with ministries and with society. They reflect 

the great potential of these institutions in positively influencing the health of the 

community through a pragmatic measurement and redefinition of their roles in development. 

5.12 In one setting, Ministries of Health involve the university as a full partner in 

planning and policy making, including efforts to develop long -term common understanding of 

what its doctors should be in the future. 

5.13 In another there are two initiatives: 

a high level university- Ministry of Health coordinating committee for developing health 

policy, and action plans essential for the implementation of the policies; 

a PIC research and development centre, managed and staffed jointly by the university 

and the ministry for dealing with technical and managerial problems of the PIC system. 

5.14 In a third locale, the universities participate in policy making through a formal 

statutory mechanism. Further, the ministry encourages and supports the work of the 

university in health services research by direct funding. 

5.15 In some places the universities have teaching and health services research models that 

are focused on the health problems and health services of defined populations. 

5.16 An example of a population -wide approach to health education was given in yet another 

setting, which could be used by universities and ministries elsewhere: an educational, 

prevention and treatment programme in cardiovascular diseases in a developed country that led 

to a major reduction in these conditions, including cardiac and cerebrovascular mortalilty, 

in hardly more than a decade. 

5.17 Lastly, an international institute for health development has been established that 

utilizes university faculties on development problems of developing countries and is funded 

by extrabudgetary sources outside of the university system. 

5.18 It is important to realize that the above examples do not by any means exhaust all 

possibilities. Medical schools are located under different governmental agencies and 

institutions. They may be within universities and, therefore, under the Ministries of 

Education. In other places, they may exist as institutes within the Ministries of Health. 

Alternatively, they may stand separately as autonomous institutions. Whichever way, it is 

possible for them to become involved in the national efforts towards Health for All. 

5.19 In recent decades, most technically advanced nations have given little attention in 

research, education and practice, to some of the most important disease problems in the world 

today. How can the more developed nations help improve health in developing countries? Oue 

important way is through research - including capacity- building in developing countries so 

that they can tackle their own problems. Priority areas include: (1) epidemiological 

assessment of specific needs; (2) studies of efficacy, organization and cost of health 

services; (3) applying molecular biology to parasitic diseases, with a view toward 
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prevention; (4) devising a wider array of fertility -control methods with special reference 

to cultural acceptability and feasibility of use; and (5) clarifying relations of health and 
behaviour, with special reference to breast -feeding, nutrition, child care, sanitation, water 
use, and family planning. What is fundamentally needed is a heightened awareness within the 
scientific community of the opportunities that exist, since even a modest shift of attention 
to such problems could yield major benefits. 

5.20 It became clear in the late sixties that there was an urgent need for increased 
research efforts to get better methods for prevention and treatment for many diseases, 
especially in the tropical countries. This has led to an explosive development of the 

research activities of WHO made possible mainly by generous voluntary contributions by Member 
countries to the "special programmes" for research and research training in tropical 
diseases, in diarrhoeal diseases and in human reproduction. The combined annual budgets of 
these three programmes now exceed $50 million. In addition to the direct contributions by 
Member countries, it is important that support is also coming from the World Bank, UNDP and 
UNICEF. 

5.21 More than 500 university departments and many thousands of scientists are actively 
involved in these internationally coordinated research efforts on some of the main health 
problems of the world. The problems are identified by a board on which the majority of 
members are appointed by LDC governments. The programmes are then managed like research 
councils by groups of scientific experts in each problem area. The research efforts cover 
the whole field from the most sophisticated laboratory work to field research. The projects 
are not limited to departments of medical faculties but also involve departments in the 
natural sciences, social sciences, and technology as well as industry. In addition to these 

research projects, institution strengthening in developing countries is also an important 
long -term investment aiming at establishing viable research units. 

5.22 These programmes also increase the awareness and interest of the academic community, 
including the students in the universities where they are operative. A most important way to 

further the involvement of the universities is to increase the research efforts along these 
lines, i.e. increasing the voluntary contributions to these multilateral efforts. 

5.23 A quite different question is the utilization and application of the new knowledge by 
the health authorities in a country. Two examples can be given of ways in which WHO can 
catalyse this process. 

5.24 In the early days of the diarrhoeal programme, the Regional Director of SEAR° arranged 
meetings of the responsible health authorities of seven neighbouring countries together with 
medical experts from the same countries. The state of the art and needed research efforts 
were reviewed. It was agreed to form national committees of all involved to prepare national 
action plans. These plans were then presented and analysed at a subsequent meeting. Active 
cooperation between the scientists and the ministries was thus accomplished. In addition, 
cooperation between the health authorities of the neighbouring countries, as well as between 
the scientists, was strengthened. 

5.25 Another approach now under development involves pairs of small countries, one less 

developed and one more developed country, working with the World Health Organization. The 

ministry of health in the LDC organizes a committee in the ministry including the health 
authorities, the universities and the research council. As health problems are identified, 
research and research training plans are formulated. The programme is financed by a 

three -year commitment from the aid organization of the MDC that also is committed to help in 

enlisting expertise as needed for the universities in the developing country. WHO is also 
committed economically and is helping in various ways. 

5.26 These examples show how WHO in different ways has stimulated the involvement of the 

academic communities in vigorous health research efforts. With direction of a minute part of 
bilateral aid into multilateral support of such activities, scientific progress and its 
health applications could be accelerated. 
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6. Beyond Pessimism: A Movement Under Way 

6.1 A remarkable aspect of the Technical Discussions was the lack of pessimism about the 

possibilities of engaging universities more fully in the Health for All effort and the 

collective conviction that it is important to do so. Preparatory discussions had continually 
turned up evidence of caution of universities, the financial crisis that afflicts most of 
them, the tendency to aloofness in their teaching staff, and the fact that many of them know 

little about the Health for All movement. But that evidence is balanced by another set of 
fresh evidence brought forward at the Technical Discussions: that many universities do know 
about and care about Health for All; that they are searching for additional ways to be 
socially useful; they are already developing a variety of innovative approaches to 
relationships with communities and in educational aid research responsibilities related to 
Health for All. 

6.2 The Technical Discussions, instead of scratching the ground to see if it is fertile 

enough to plant a few seeds, have found fields of flowers already blooming. There is 

variety, some tender and fragile, others hardy and growing, and surely some weeds, too. But 
there is a movement under way. WHO and its Member States and other interested parties, have 
an opportunity to foster that movement. 

6.3 Leadership responsibility within the university for its involvement in community primary 
health care service programmes has varied, but medical schools have been predominant. Those 

schools traditionally have concentrated on providing hospital -based specialty care services. 
The addition of new concepts of primary care service has broadened and extended the context 
of service to involve now the total community health care system. Schools of public health 
have often contributed an understanding of population based concepts of health problems and 
health services, as well as the academic disciplines necessary to support research and 

education on these issues. Schools of nursing can contribute substantially to these efforts, 
particularly given the increased attention given to community- oriented primary health care by 
nursing internationally. 

6.4 Primary health care service involvement of the university commonly is multi- 
disciplinary; the specific mix varies among institutions, depending upon specific 
requirements of the community programme. Schools of medicine, nursing, public health and 

allied health professions predominate, but schools of the other health professions, the 
behavioural and social sciences, civil engineering, and public administration also have 
participated. The universities have sometimes established a distinct organizational unit, 
usually attached to a school or department, to be the focal point for internal coordination 
of the institution's involvement. That unit also serves as the link between the institution 
and other organizations participating in the primary health care programme. It performs 
whatever programme management responsibilites the institution may have. 

6.5 University involvement in primary health care programmes commonly includes some 
combination of service, teaching, and research in local, community-based activities. 
Examples include the following: 

technical assistance in planning, organizing, implementing, and evaluating the community 
programme; 

continuing education for all health professionals in the programme, including the 
development and operation of accessible, up -to -date information and materials resource 
centres at field locations; 

delivery of primary health care services at field locations by faculty preceptors and 
students in clinical training; 

Research in basic and applied clinicial epidemiology for 

assessing community health needs, 

determining priorities in resource allocation, 

setting interim goals, measuring progress, and evaluating programme effectiveness; 
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Assessment of cost effectiveness of alternate primary health care technologies, and 

organizational arrangements for primary health care services delivery. 

6.6 The university's involvement in primary health care activities tends to legitimize new 

approaches taken, as in promoting new uses for traditional birth attendants. The pioneering 

community primary health care programmes in which the universities are involved are commonly 

multi -institutional in two important respects. First, other institutions of higher education 

typically have been involved, each participating according to its own mission, preferences, 

competences, and available resources, in collaborative networks or consortia. One of the 

institutions typically assumes a lead role for the collaborative effort. 

6.7 Second, non -academic community institutions and organizations have often been involved 

as partners in the initiation, planning, and implementation of the programmes. Participants 
have included local governments, community citizens' groups, health care provider 
institutions, practitioner associations, business and industrial firms, and local 

philanthropic institutions. Coalitions typically have been formed for management of the 
programme, usually with one of the governmental or community organizations in a leading role. 
The collaborative involvement of these groups has tended to foster a spirit of community 

self -reliance in expanding adequate primary health care coverage to include all members of 
the community. 

6.8 A range of preventive, curative, ameliorative and rehabilitative primary health care 
services may be provided in the programmes, depending upon the health needs of the population 
served. What is evident is that there is already a vigorous common emphasis on health 
promotion and disease prevention, and a series of health education programmes for community 
members implemented in a number of settings. 

6.9 Three principles have been enunciated for effective action of universities in this arena: 

(1) the institutional mission and purpose should take into account societal needs; 

(2) the commitment should be long term arid in the main stream of university policy and 
action; 

(3) incentives for faculty action should be the same for work taken on outside the 
university, i.e. in the community, as inside the institution. 

6.10 A related issue has to do with the nature of the institutional commitment. In some 
instances, there is a commitment by the university as an organized entity, and its various 
parts take action accordingly. In other instances, it is more appropriate for individual 
academic units or staff to undertake activities independently within the framework of 
accepted university procedures. 

7. Obstacles to Universities Realizing their Potential for Health for All 

7.1 While there is no doubting either the potential or importance of university 
contributions to Health for All efforts, there are still obstacles that stand in the way. 

7.2 Some obstacles have to do with the universities themselves. They are often seen as: 

- trying to model themselves narrowly after established institutions; 

- so heavily focused on their traditional hospital-based, speciality- oriented, medical 
activities as to be isolated from other health needs of society; 

- bound by tradition and resistant to change: as one group observed, "it may be easier 
to move a mountain than to change a university curriculum ;" 

- assuming without basis that community -oriented teaching and research will lower 
standards; 

compartmentalized so that collaboration between different parts of the university is 
difficult; 
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- not closely related to their communities or regions, and having only a dim perception 
of world health problems or opportunities; 

- misunderstanding the concepts of academic freedom and autonomy in ways that contribute 
to their isolation, rather than engaging creatively in societal problems while 
retaining control of decisions on the nature of their involvement. 

7.3 Perhaps more fundamental are the views of universities about their own purposes. Some 
universities believe their purpose to be met by traditional education arid research, unrelated 
to urgent problems of society; others believe it is imperative that the university be 
integrally involved in clarifying societal problems and pursuing their solutions. 

7.4 The concept of service also presents problems to universities, some seeing it as a drain 
on resources and an infringement on academic flexibility; others as an essential route for 
the university to effectively engage its research aid educational capacities in problems of 
broad importance. 

7.5 There are also serious problems in relationships between the university and the health 
services (referred to here as the Ministry of Health): 

- The university and ministry usually have limited communication with one another; 

- the university may not invite the ministry to advise on the training of its students, 
despite the fact that many will be employed by the ministry; 

- the ministry may not invite the university to participate in planning and 
policy -making, even though the universities have relevant competences and resources; 

- the university may not initiate and the ministry may have no interest in having the 
university pursue health services research that could be important in ministry 
decision -making; 

- they both tend to have constricted views of universities - about the kinds of research 
and education universities should or could do; these restrictions tend to limit the 
flexibility of response that the universities should have, and to miss opportunities 
of considerable significance for health. 

7.6 The concept of Health for All places aspirations for certain developments on both 
ministries and universities - that there be universal coverage with effective services, and 
that the community be actively involved in the planning and provision of health services. 
But often neither the ministry nor the university knows how to proceed in practical ways 
towards fulfilling those aspirations. In any case, they could both benefit by collaborating 
with one another in efforts to improve health. They need effective structural mechanisms for 
interaction with each other in order to do so. 

7.7 Finally, the world economic crisis has severly stressed both universities and 
ministries; many consider that economic constraints have nearly imposed a paralysis of 
initiative on those institutions. Others take a contrary view, that the shortage of 
resources has created an opportunity for reassessment to ensure that scarce resources are 
used wisely, formulating priorities in light of urgent social needs and pooling resources to 
meet the needs. 

8. The Prospect of Shifts in Relations Between Universities and Governments 

8.1 In many countries, universities and ministries of health have only distant relationships 
with one another, which seriously hampers the possibility of effective engagement of the 
universities in health services activities. The reasons for the separation have largely to 
do with attitudes and values of the two sides. Changes of attitudes and perceptions of the 
ministry and the university about the appropriateness of their interactions would allow both 
sides to use their ingenuity and resources to address the problems of Health for All in 

mutually supportive ways. Of course, changing attitudes can be immensely difficult, but it 

is here that WHO can be particularly useful. Given its great prestige, its leadership, and 
its global network of relationships, WHO can promote constructive ideas of new roles and 
relationships for universities. Especially promising is the concept that there is mutual 
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benefit in closer working relations in the framework of Health for All. Through 

collaboration, universities and ministries can each become more effective in accomplishing 

their missions; each can be stimulated in an ongoing way; each can earn the respect of its 

society. 

8.2 Both the Ministry of Health and the universities are coming to realize that there is a 

serious problem in the perceptions they have of one another, that they are missing a common 
objective of national development which could maximize the contribution for both 
institutions, and they can successfully harmonize the activities of both sides especially in 

education arid research for development. 

8.3 The world is rapidly changing for all of us, irrespective of where we are in the process 

of national development. We must deal effectively with situations that are in a state of 
rapid flux. Some of the problems are cumulative. We must look ahead to cope with changing 
health problems, changing technologies, and changing socioeconomic situations. These matters 
cannot be dealt with by universities and ministries functioning in isolation from one another. 

8.4 Universities and ministries in various countries - from East to West, North to South - 
are developing very different models of interaction, focused on various aspects of education, 
research and health services. There is much innovation under way that all involved could 
benefit from knowing about. • 9. Recommendations to Universities 

It is clear from the foregoing that universities can respond positively to the pressing 
challenges on today's social contract and perceived expectations of their communities by 

proceeding in the following ways: 

9.1 Reshaping their attitude to egalitarian demands of present -day society and identifying 
with critical problems of ignorance, poverty, distress, disability and disease. 

9.2 Reordering their academic priorities to accord due recognition to involvement with rural 

development, environmental and primary care problems, and elevating research in these 

areas to the status now accorded to technically sophisticated research. 

9.3 Restructuring the academic curriculum so that a broad base of fundamental knowledge can 

be coherently related to contemporary problems, and the fragmentation of disciplines be 
overcome for this purpose, e.g., find ways that health, social sciences, education, 
engineering, environmental studies, and agriculture can relate effectively to one 

another. 

9.4 Broadening their research and service interests to address the concerns of the society • that nurtures them without in any way compromising their autonomy. 

9.5 Giving recognition CO the contribution that activities in the areas of teaching and 

research can make to social and economic development, and acknowledging this by 

appropriate academic rewards, including promotion, financial and other incentives. 

9.6 Developing mutually beneficial academic linkages with similar institutions at the 

national arid international levels. 

9.7 Becoming a repository of knowledge, a medium of information exchange, and an effective 

vehicle for communication and dissemination of information. 

9.8 Constituting a resource centre for government ministries in the development of policy 

and the planning of strategies for implementing national programmes. 

9.9 Relating to government in the task of training appropriate manpower for the various 

sectors of the economy. 

9.10 Ensuring a transition from educating only students to educating the community, helping 

to assess its health needs, and contributing broadly to the improvement of health 
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9.11 Designing improved methods of continuing education, for all those, regardless of 

sector, who are likely to contribute to Health for All. 

9.12 Ensuring that the entire education system, and not only the health professions, have 

opportunity and stimulation to participate in health relevant work. 

9.13 Identifying, describing and disseminating models or examples of university involvement 
in Health for All efforts; and sharing information among Member States, universities 
and other interested parties. 

10. Recommendations to Governments 

10.1 Governments, through their Ministries of health and education, social welfare and other 
associated agencies should clearly delineate jointly with universities the respective 
responsibilities of the various sectors of the national educational system, as they 

impinge on health. 

10.2 Ministries of health and other pertinent ministries should have more effective 
collaboration with the universities. To this end, multidisciplinary and multisectoral 
workshops and other forms of communications, within and among countries, should be 
encouraged. 

10.3 Governments and universities should work together to assess and ascertain the social 
relevance of manpower trained and their dedication to Health for All goals. Advantage 
could be taken of the continuing flow of students from the different universities to 
associate them in the review of curricula and in the planning of Health for All 
activities. 

10.4 Universities and ministries should work together to design means and methods of 
continued education, re- orientation and attitude change for all those - regardless of 
sector - who are likely to contribute to Health for All. 

10.5 Ministries of health should involve universities closely in efforts to develop a 

long -term course of action for appropriate development of primary health care services 
and manpower. 

10.6 A Primary Health Care Research and Development Centre, managed and staffed jointly by 
the university and interested ministries can be valuable in dealing with technical, 
managerial, and educational problems of the Primary Health Care system. 

10.7 Universities can be involved with the Ministry in policy- making through a formal 
statutory mechanism or by other clear arrangements. In either case, the Ministry of 
Health can stimulate and support the work of the university in health services research 
by contractual funding and the establishment of research units in the university. 

10.8 The ministry of health and the university can usefully cooperate in a variety of ways. 
Some established modes are: 

(a) joint consultative councils 

(b) the ministry supports research and service innovation by the university; 

(c) ad hoc groups are constituted to deal with specific problems. 

10.9 Different countries find different ways of involving the universities in the process of 
planning for health development. One model is to give universities a responsibility 
for the provision of care to defined populations or to regions for the promotion of 
learning and research. This can be extended to make the university co- responsible for 
the planning and monitoring of health services and manpower in the region to which the 

university belongs. Thus research and education can focus on the distinctive problems 
and opportunities of the region and prepare graduates who are well adapted to it. This 
requires an intimate integration of university and government mechanisms in the spheres 
of service, manpower development, and research. 
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10.10 Governments and universities should pay special attention to the training of teachers, 

leaders and supervisors for primary health care services at various levels, i.e. 

peripheral health centres and hospitals 

10.11 Governments should make full use of the potentialities offered by Non -Governmental 

Organizations involving universities, various public health entities, disciplines and 

categories, and allied personnel (including students) to facilitate the attainment of 

Health for All. 

11. Recommendations to the World Health Organization 

11.1 WHO should publish a report on the Technical Discussions and ensure a wide distribution 

of this publication among governments, universities, higher training institutions, and 

other interested parties, such as non -governmental organizations at national, regional 
and global levels. It should also encourage the publication of articles on the subject 

in scientific journals in various disciplines. 

11.2 WHO should facilitate the process of interaction between governments and universities. 

WHO should act as a clearing house for information and provide all parties concerned 
with pertinent information on the strategies for Health for All, as well as on 
successful activities in bringing by certain countries in having brought together 
governments and universities and on case studies exemplifying such joint activities. 

11.3 WHO should support governments in their endeavour to involve universities in national 

health development efforts. One way of doing so is to initiate research activities on 
national health problems to be carried out by university institutions. Appropriate 
support should be given at national, regional and global levels. 

11.4 WHO should develop further its dialogue and collaboration with all appropriate 
non- governmental organization, associations and federations, including those 
representing students, for the promotion of the concept of Health for All. 

11.5 WHO should collaborate with other United Nations Agencies and bodies concerned in 

supporting governments and universities in joint endeavours for health development. 

11.6 WHO should establish active and direct contacts with universities, in order to build a 

critical mass of people understanding, promoting and implementing the concept of Health 
for All. 

11.7 WHO should encourage regional meetings, setting up focal groups in order to arrive at 
better collaboration among governments, universities and non -governmental organizations 
committed to Health for All. • 11.8 In order to support countries, WHO should establish and maintain lists of individuals 
who could provide leadership in promoting such joint activities in their own country or 
act as consultants to other countries. 

11.9 In order to pursue these activities vigourously, WHO should create a focal point in its 
existing structure of Headquarters and should establish an International Advisory Group 
to assist the focal point in preparing the necessary actions, as well as monitoring and 
evaluating subsequent developments. 


