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SPRINGBOARD FOR ACTION FOR HEALTH FOR ALL 

Mr President, honourable delegates, ladies and gentlemen, 

Of mud and alligators 

1. I was once given a small desk stand with an inscription on it. It read: "When you are 

up to your neck in mud fighting alligators, remember - you came to drain the swamp in the 

first instance ". Sometimes I feel we are in that situation. We came to introduce health 

systems based on primary health care in order to attain health for all by the year 2000, and 

we find ourselves up to our neck in verbal mud, fighting all sorts of conceptual alligators 

eargerly poised to eat us up alive. 

2. We are told that health for all is an empty slogan, an unrealistic ideal based on 

romantic ethics, and that primary health care is too unwieldy a vehicle to reach that ideal; 

that health -for -all strategies are not as cheap as we thought, and that in any event we have 

chosen the wrong time to launch our initiatives because of widespread financial crisis; that 

there is no way of modifying the pattern of resource allocation within the health sector and 

between it and other sectors; that it will take a whole generation to modify the attitude of 

the medical profession, and that non- professional health workers do not inspire the 

confidence of people; that health activities are a mere consumption of resources and do not 

contribute to social and economic development; and that governments are only pretending to 

be faithful to the principles of the Alma -Ata declaration, while in reality they are setting 

up primary health care projects as small additions to existing ministry of health structures 

in order not to rock the ministerial boat. 

3. The alternatives being proposed? There are as many as there are health theorists and 

pushers of vested interests, often jumping on the same primary health care bandwagon that 

they seem so intent on derailing. So governments of developing countries are being 

confronted with all sorts of remotely concocted proposals to pursue other kinds of health 

activities - often presented with seductive promises in neat self -contained packets. 
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Evaluation of the strategies for health for all by the year 2000 

4. The most gigantic slur of all is the allegation that we are afraid to evaluate what we 

are doing. Honourable delegates, 146 Member States out of WHO's total membership of 166 have 

evaluated their strategies for health for all by the year 2000 and have submitted their 

reports to their Organization. Yes, almost 90% of them. Is that a sign of fear of 

evaluation? On the contrary, I think it is a sign of tremendous courage - first of all on 

the part of those individual Member States that carried out the evaluation and reported 

fearlessly to WHO. But it demands no less courage on the part of WHO as a whole, which is 

risking its reputation by revealing the findings. 

5. What did that gigantic evaluation effort bring to light? I would say many reasons for 

renewed hope that the goal of health for all will be attained by the year 2000; but also 

many causes for deep concern that it may not. I shall start with the positive side. There 

is undoubtedly a much higher level of political will than ever before throughout the world to 

improve people's health; that is a factor we can certainly build upon. In a number of 

countries impressive progress has been made in strengthening the health infrastructure, that 

interacting complex of services, of health facilities of all types - health posts, health 

centres, laboratories, hospitals, research institutions and the like - of logistic systems, 

and above all and first and foremost of the people operating them to promote and deliver 

health care. Infrastructures such as these are indispensable foundations for the attainment 

of health for all. Innovative ways of reaching the underprivileged with primary health care 

have come to light. Coverage with immunization, drinking water and maternal and child health 

care is steadily increasing. Literacy rates are improving. And the life expectancy at birth 

has reached 60 years or more in 96 countries, representing 60% of the world's population. 

6. Why then is there still cause for deep concern? Well, in spite of a high degree of 

political commitment, many countries are still facing formidable managerial and financial 

problems in trying to ensure the essential elements of primary health care. In spite of a 

world -wide increase in food production, in a number of countries hunger is still a stark 

reality and malnutrition has become aggravated because of inequitable distribution of food, 

rapid population growth and natural disasters such as drought. In spite of higher literacy 

rates, the literacy gap between the sexes is widening, whereas all the evidence points to the 

importance of literacy among young women as a positive factor in reducing infant mortality 

and improving child health in developing countries. 

7. In many countries, growing numbers of young people are unemployed and there is an 

increase in social pathology that the health system is then challenged to remedy, such as 

narcotic and psychotropic drug abuse. Lifestyles in developed countries are leading to 

increasing illness from cardiovascular disease and cancer, and these patterns are steadily 

infiltrating into the developing countries. Aging of the population is placing heavier 

burdens on already over -burdened health and social services, and urbanization is taking place 

more rapidly than the prevention of its adverse health consequences is being planned for. In 
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many developing countries the ratio of health expenditure to the gross national product is 

declining, making it more difficult than ever to pay decent wages to salaried health workers 

and to purchase and distribute the most essential drugs and equipment. That problem is 

exacerbated by often inefficient use of existing resources and the stagnating flow of 

external resources for health. If I mentioned impressive progress in a number of countries 

in building up their health infrastructures, I am afraid that in most countries the opposite 

holds true. Finally, in 44 countries, representing 30% of the world's population, the infant 

mortality rate is still 100 or more for every 1000 live births. Only 76 countries have a 

rate below 50 per 1000. The main underlying factors in infant deaths still remain linked to 

social, economic and managerial weaknesses - resulting in diarrhoeal diseases, malnutrition, 

acute respiratory infections and communicable diseases that are preventable by immunization. 

Back to first principles 

8. What inferences can we draw from this evaluation? That there is a need for further 

conceptualization or a need for further action? The negative factors have not changed very 

much since the days of Alma -Ata. It was the awareness of these factors that led to the 

determination to bring all the people of the world to a level of health that would permit 

them to lead a socially and economically productive life. That implies more for the health 

underprivileged, but not at the expense of less for the more privileged, but rather a 

different kind of care for them. So we must return to first principles, to the ethical 

challenge of health for all, to its contribution to socioeconomic development, and to primary 

health care as a vehicle for both health and development. As a minister of planning of a 

developing country in Africa said one year ago: "For us the strategy for health for all 

through primary health care is not merely a health matter: it is an exciting new model for 

human development ". 

9. Let me then very briefly recapitulate what primary health care is all about. I do so 

because I am afraid it is in greatest danger of sinking in a mud of muddled verbiage and 

becoming an easy prey to the alligators. 

10. Primary health care starts with people and their health problems, and since they have a 

major role to play in solving these problems they have to be actively involved in doing just 

that rather than being passive recipients of care from above, no matter how well intended 

that care is. It is that active involvement that most distinguishes primary health care from 

the kind of basic health services that were so much looked forward to in the past and that 

subsequently so much disappointed in practice. Active involvement of people raises their 

self -esteem, mobilizes their social energies aid helps them to shape their own social aid 

economic destiny. Of course, there are other entry points to social and economic 

development; I am in no way claiming that primary health care is a unique vehicle for that. 

But it is a vehicle that at least has the merit of having been spelt out in clear terms; 

that is why I am taking the trouble to repeat these terms today. 
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11. For people to be intelligently involved in caring for their own health, they have to 

understand what leads to health and what endangers it. So it is not by chance that the very 

first element of primary health care is educating people and communities on health matters. 

Does it apply to developing countries alone? Certainly not. If people in the developed 

countries knew what enhances their wellbeing and what diminishes it, they might be more ready 

to modify their lifestyle. And in all societies having an informed public would make it 

easier to select health technology wisely, so that the technology used would be not only 

scientifically sound, but also acceptable to people as well as to those who apply it, and by 

implication that means that it can be afforded too. That is what is meant by health 

technology being appropriate, and that kind of technology is fundamental to primary health 

care. 

12. People do not think in terms of sectors. They think of food as a means of nutrition and 

enjoyment, of water and sanitation as necessities of life, of cleanliness and access to 

health care as part of the quality of life. But to ensure the availability of all of these, 

other sectors in addition to the health sector have to play their part. That is the 

intersectoral aspect of primary health care: there is nothing mystical about it. The health 

sector of course has special responsibility for the health care of people in its more 

conventional sense. That includes preventing and controlling those diseases that are of 

greatest public health importance in the community, part of which involves immunizing against 

the main diseases that can be prevented by immunization. It also includes providing 

treatment for common diseases and injuries, and to do that the relevant essential drugs have 

to be available and properly used. I mentioned a few moments ago paying particular attention 

to the health underprivileged. In most countries that means first of all women and 

children; that is why their wellbeing requires particular attention in primary health care, 

and their welfare often depends on proper family planning. In many societies nowadays the 

elderly are particularly vulnerable, so their health care requires particular attention. 

13. Forgive me for having repeated what may seem obvious to most of you. I do so only 

because of the mud of conceptual confusion I mentioned before. I would only like to 

emphasize one crucial point, and that is - who decides what kind of care is required, and, if 

all of that care cannot be provided at once, what to start with? The answer is clear but is 

all too often confused by outside interference. And that answer is - people themselves, by 

whatever means they decide on social and economic matters, as individuals, families, 

communities and by their elected representatives. That is what self -reliance means. 

Attempts by anybody outside the country to decide for people what health care they should 

have, however genuine the motives, attempts of that nature are nothing short of misguided 

neocolonialism and have no place in primary health care. 

14. Is primary health care of that nature viable? The answer is that it is the basis of 

decent health care, but that does not mean that it can exist on its own. Hospitals have 

become a dirty word to some public health theorists. I am afraid these theorists are 

alligators without teeth, but if you are not aware of that absence of biting power they can 
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frighten just as much as those that do have teeth. The proper role of hospitals too has been 

defined in the Alma -Ata report. That report is worth reading over and over again and keeping 

in mind continually. It will help to keep us out of a good deal of mud. The role of 

hospitals is to support primary health care, not to supplant it. Hospitals have to provide 

good clinical care with methods acceptable to people at a cost they can afford. They have to 

accept patients who have been referred to them by primary health care facilities, and they 

have to refer them back to these facilities as soon as possible, accompanied by the 

information needed to continue care. They have to guide communities and primary health care 

workers in all aspects of health care, going far beyond clinical care. In short, they have 

to become hospitals without walls whose business is people. 

Action programmes for primary health care 

15. Honourable delegates, to build up health systems based on the kind of primary health 

care I have just outlined needs good organization and management. Management is certainly 

not a strong point in the health systems of most countries that I know, in spite of heroic 

efforts to make health management manageable. I think it is safe to say that the more 

limited the size of a system the easier it is to manage it. So I suggest that we remind 

ourselves of one of the principles enunciated at Alma -Ata, and that is that for the delivery 

of primary health care countries have to be divided into manageable units. By that I mean 

geographical areas small enough to be managed without sinking in the mud of central 

bureaucracy, yet large enough to make it feasible to include most of the ingredients required 

for self reliant health care. I will not hazard a guess as to the optimal size of these 

areas; that will obviously vary by country. Some countries are small enough to be managed 

as one unit. Most, however, have to be subdivided to be manageable. The best way I can 

describe such a manageable unit is one that has primary health care facilities in communities 

and possibly for groups of communities, that has a referral hospital, laboratory facilities 

inside or outside the hospital, and a district health office with a full time health 

officer; or in other words a more or less self -contained segment of the national health 

system. I shall call that unit a district, but of course it could have many different names 

in different countries. 

16. I believe the time has come to concentrate on building up district health 

infrastructures. In the past we might have feared that this would mean a return to the basic 

health service concept. Now that we know what primary health care is, or at least what it 

ought to be, we need not fear that. Away then with the mud and the alligators: Let us get 

on with district action programmes for primary health care, or, to be more specific, action 

programmes to build up district health infrastructures based on primary health care. And let 

us define targets for infrastructures such as these. We have already learned the importance 

of fixing targets. The very goal of health for all became a target when ways of reaching it 

in stages were defined and the date was added - the year 2000. That target galvanised us 

into action. District primary health care targets too could have the same effect. 
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17. I shall explain a little more what I mean. Progressive decentralization to districts 

can be targeted for - so many districts by 1988, so many by 1990, so many by 1992 and so on. 

Decentralization of this nature in no way implies a give away of resources; it implies 

delegating responsibility and authority under the monitoring and control of the national 

health policy. Just as WHO's Member States agreed collectively that each Member State should 

conduct its health affairs and bilateral health relationships in the spirit of policies 

adopted collectively in WHO, just as that happened, decentralization to districts could be 

contingent on districts carrying out action programmes for primary health care in the spirit 

of the national health -for -all policy, that is with primary health care as the key to their 

implementation. That kind of controlled decentralization holds great promise for mobilizing 

and above all rationalizing the country's resources for health. Doing that is surely 

important for all countries; for developing countries it carries the added advantage of 

providing external partners with tangible objects for support and demonstrating to them the 

country's determination to make optimal use of all resources. 

18. Each district could then set realistic targets for each of the elements of primary 

health care in order of priority, again for example certain elements by 1988, others by 1990 

and so on. I must underline the word realistic. It is possible to set such targets; it 

needs courage to do so. For example, it needs courage for district health authorities to 

convince district administrative authorities to trust people and devise ways of involving 

them in setting targets for the various elements of primary health care that relate to them 

and their families. In my humble opinion, involving people in that way will help to inspire 

them to action. And doing so in such a way that they know what resources are in fact 

available will make them more realistic about what is attainable and what is not, aid just 

possibly more ready to share the costs of their care. 

. 

19. What information do people require to decide on priorities? Remember, information is a 

tool for decision; decision is a tool for action. There is no point in trying to attain the 

unattainable. So the first consideration is whether appropriate technology is available, and 

that includes as always social and behavioural alternatives or supplements to technical 

measures. Linked to that consideration is of course the cost involved - cost in both human 

and financial terms. 

20. For what elements of primary health care do we already have sufficient appropriate 

technology to get on with the job in a reasonable manner? Educating people in health matters 

is no easy job, but it is precisely in districts and communities, because of the closeness to 

people and their way of thinking, of being part of that - it is precisely in those 

circumstances that there is much more likelihood of succeeding than at central levels of 

government. Wherever water exists it can be exploited for human use in an appropriate way. 

Even rural water supply can be made bankable; that is, communities can repay loans over a 

reasonable period, in part thanks to the economic gains of having water at hand. Appropriate 

technology for basic sanitation exists in many different forms, including those that cost 

very little. What is needed to introduce it is people's desire to use it based on their 
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understanding of its usefulness for them. In the absence of special circumstances, such as 

drought and other natural disasters, there are little or no technical obstacles to attaining 

adequate nutrition for all. Again, people and their determination to feed themselves first 

and foremost with locally available food, are the key - an additional reason if one was 

needed to foster district action programmes, and in this way counteract central trends that 

are all too prevalent in too many developing countries, such as reducing local food 

production in favour of cash crops or industrialization. 

21. We certainly know enough about maternal and child health care for most purposes; the 

problem lies in its application. This is the case to a large extent for family planning 

too; there the problems are mainly social in nature, particularly how to apply available 

technology, although additional technology that is socially acceptable is no doubt necessary 

to make that process easier. The technology and related managerial know -how are certainly 

available for immunization and for the control of most types of diarrhoeal diseases, although 

not all. Hard work is going on to improve technology for the control of many common 

diseases, once more the social and behavioural measures proving to be no less important than 

the technical ones. For example, many parasitic diseases can now be tackled with greater 

confidence through primary health care - such as schistosomiasis. Others are more 

intractable; malaria is an example, but realism is finally prevailing and the technical 

experts have grasped the importance of the primary health care vehicle for controlling 

malaria through the judicious use of the means that are available. 

22. Measures to prevent and control rheumatic heart disease and coronary heart disease have 

been described in detail by groups of experts and published by WHO; but these measures are 

not being applied as widely as they deserve. The control of a number of cancers is within 

the grasp of most societies - lung cancer is the most striking example. Finally, sufficient 

technology exists for the care of most common disease and injuries, and that includes the 

rational use of essential drugs. Unfortunately, this is an area of too much mud and too many 

alligators. If only we would remember what we were told as medical students: "common 

diseases are common; rare diseases are rare ". Any district health infrastructure could 

become capable of providing reasonable care for common diseases in a relatively short time. 

23. Honourable delegates, the introduction or improvement of all the elements I mentioned 

can be targeted for at district level. But to be effective, targeting for them has to take 

place within the overall target for the development of the district health infrastructure. 

Piecemeal measures outside that framework, however laudable the intent, will weaken rather 

than strengthen the infrastructure. On the other hand, properly planned realistic targets 

for each element as integral parts of the infrastructure target can help to build up the 

infrastructure. The related motivation and progressive training of the health manpower 

required also has to be targeted for in such a way as to carry out first and foremost 

priority activities linked to defined targets. Strengthening the district health 

infrastructure, starting with the people in it, will enable it to deliver more and more 

programmes, and sustained delivery of more and more programmes will in turn strengthen the 

infrastructure further. 
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24. Emphasis on people does not mean neglect of facilities. These too have to be geared to 

priority targets. What is more, from the humblest of village health posts to district 

hospitals, health facilities have to command respect if they are to be socially acceptable. 

They need not be sophisticated, but they have to be at least considerate of people, well 

managed, clean and tidy in order to inspire confidence as centres for health and not focal 

points for disease. Building up facilities like these is eminently suitable for targeted 

district implementation. And doing that has undoubted political attractions for district and 

community leaders. There of course lies a danger - buildings for buildings' sake. But if we 

stick to our convictions, and if we target accordingly, that danger can not only be overcome, 

it can become an entry -point to developing district health infrastructures in a way that 

furthers health for all through primary health care and a supporting referral system. 

25. I mentioned that one of the main problems is not the lack of appropriate technology, it 

is the lack of appropriate application of that technology. Even when the will exists to 

apply it, the best ways of doing so are often not so obvious. That is where health systems 

research comes in. That kind of research has become too much of a mud of conceptual 

verbiage. In reality it is a highly practical affair - how precisely to build up the health 

infrastructure in such a way as to attain defined targets, targets both for the 

infrastructure itself and for the component programmes it has to deliver. It is well to 

remind ourselves that the only apparatus needed for this kind of research is available in 

abundance but it is insufficiently used. I am referring of course to the human brain and its 

capacity for inquisitiveness, imagination, analysis and judgement. These capacities need 

sharpening - not easy, but not impossible; the first step is to help people liberate 

themselves from the mud of mysticism engulfing health systems research and enable them to 

try, and possibly falter, and try again, and again, until they succeed. 

26. Am I maintaining that this is the only kind of research required? Not at all. I have 

tried to show what can be done with existing technology and a lot can be done. Much cannot, 

so research has to continue unabated to generate the as yet elusive appropriate technology 

that is simple enough for health infrastructures to deliver with available means. I shall 

mention only two examples of that as an encouragement to research workers - sophisticated 

biomedical research to generate freeze dried vaccine, coupled with good epidemiology, good 

health systems research, and good management that made it possible to eliminate smallpox; 

and the development of immunological tools that greatly simplify the diagnosis of many 

communicable diseases. 

International support 

27. If countries take seriously the implementation of district action programmes for primary 

health care, what kind of international support will they require? I shall start with 

support from WHO. I humbly submit that your Organization has created all the tools required 

to help countries initiate and maintain action programmes such as these. What we have not 

done is to penetrate beyond the central level. Member States will have to decide if they 
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agree to the Organization doing that. You have agreed in principle in a general way in 

numerous Health Assembly resolutions in which you insisted on the Organization's technical 

cooperation and coordinating roles being mutually supportive. It is for you to decide if you 

want your Organization to act as your intimate partner at district level. 

28. Honourable delegates, if some of you do decide to concentrate on well -targeted district 

action programmes for primary health care, you will have to display courage by rejecting all 

proposals based on policies that are foreign to those you have adopted collectively in WHO, 

no matter what organization or individual is proposing them. That applies to technical 

cooperation with WHO as well. You have all enthusiastically welcomed the policy and strategy 

for health for all, yet many of you still insist on demanding from WHO ad hoc items of 

fellowships, supplies and equipment that can do little to further the progress of that policy 

and strategy. And your Organization all too often acquiesces in these demands, in spite of 

the mandate you gave to the regional directors and myself to agree only to those cooperative 

activities that conform to the Organization's policies. Your Organization has recently 

developed managerial arrangements, and is in the course of preparing regional programme 

budget policies, all aimed at making it easier for you to accomplish your targets through 

optimal use of all the resources you and your Organization possess. I sincerely hope you 

will make the best use of WHO's resources in these ways as I and the rest of the secretariat 

shall certainly try to do. 

29. I know that some of you have already set up targeted district primary health care 

schemes, and I would appeal to you to share your experience with others - through publishing 

accounts of them, through technical cooperation with other countries and through WHO's 

mechanisms. WHO is probably the only international organization which has for many years 

consistently appealed to bilateral and multilateral aid and development agencies, not for 

additional resources for itself, but for external support to developing countries that is 

enlightened. That means that it corresponds to the policies, strategies, principles and 

programmes that you, the supreme international health body in the world, have decided upon. 

On behalf of WHO I wish to thank those agencies that are cooperating in that way, and I now 

earnestly appeal to them to support in particular targeted district primary health care 

initiatives of the type I have tried to outline. 

30. WHO's appeals will only succeed if your Organization maintains its moral standing. I am 

sorry to say that many alligators are at work eroding that standing. Some of them may not 

realize they are doing that when they drag your Organization into muddy political swamps far 

removed from its constitutional mandate. Others do so as part of the growing criticism of 

the United Nations system as a whole, from which WHO is not exempt. Without justifying these 

sweeping criticisms, I believe that WHO should at least not be subject to them 

indiscriminately. Our record is, I humbly submit, outstanding. I could provide a long list 

of universally relevant successes but will mention only a few examples. 
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31. We have dared to define collectively a world -wide policy, and to agree on a strategy for 

giving effect to it, as no other sector has done. And we have done that on the basis of 

moral principles that transcend all geographical and political boundaries, and with respect 

for human rights that conform to universal standards. We dared to transfer huge resources 

from the central policy and planning level to the peripheral operational ones in Member 

States; and we did so without weakening the centre and in such a way as to introduce new 

programme budget policies that will bring our global target closer. The Organization has 

radically restructured itself to face new challenges, reinforcing its international nature as 

opposed to any supranational one, and instituting truly democratic management of its affairs 

- as envisaged in our Constitution. We are daring to evaluate the effectiveness of our 

health -for -all aid programme budget policies and strategies and to reveal the findings 

fearlessly to the world at large. And to mention only one programme success - need I recall 

ridding the earth of smallpox and so alleviating suffering in developing countries and saving 

thousands of millions of dollars for the developed countries. Should such unique action not 

entitle WHO to be absolved from the general indiscriminate criticism over ineffectiveness and 

inefficiency: 

Leadership 

32. Honourable delegates, last year I told you of a new initiative - leadership development 

for health for all. It is steadily gaining ground, with events taking place throughout the 

four corners of the earth. Strong leadership will be required of all of you, of all of us, 

to protect your Organization against the onslaught of criticism that erroneously includes 

it. It will be required no less to defend your Organization against the more insidious but 

no less dangerous manifestations of governmental apathy to its fate. Your Organization can 

be of great support to you in attaining your domestic health targets. Please use it that way 

when you display your leadership at home in forging ahead with your strategies for health for 

all by the year 2000. You will need that kind of strong leadership to convince your 

governments that the benefits of introducing district action programmes for primary health 

care far outweigh the risks. 

33. Mr President, honourable delegates, what I have presented to you today are the 

conclusions I have reached in reflecting on your evaluation of your strategies for health for 

all. I have shared these reflections with you on the basis of a deep conviction of mine that 

I have mentioned to you before, and that is that evaluation must be used as a springboard for 

action and not as a mere exercise in history. I cannot express that better than Goethe when 

he put into the mouth of a universal teacher: "It is not enough to know, you must also use 

the knowledge; it is not enough to wish, you must also act... Thinking in order to act, 

acting in order to think, that is the sum of all wisdom ". 

Thank you. 


