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WORLD HEALTH DAY, 7 APRIL 1988 

Health for all-all for health 
by Dr Halfdan Mahler 

Director-General of the World Health Organization 
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----~ 
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Forty years 
have elapsed 
since men and 
women of good
will and fore
sight laid the 
foundations of 
the World Health 
Organization. 

For the first time in history there 
would be a truly global cooperative 
enterprise to protect and promote 
human health. Health which is 
rightly defined in the WHO Constitu
tion as not merely the absence of 
disease or infirmity but as a state 
of complete physical, mental and 
social well-being. 

Remarkable progress had been 
made in scien<i:.e r technology and 
medicine. This was consolidated in 
the course of the first 30 years of 
WHO's existence. Sufficient know
how and expertise became avail
able to ensure health care for all 
the inhabitants of our planet. 

There is however a wide gulf be
tween the health "haves " and the 
health "have nots ". We unfortu
nately are still not equals in health 
on our Spaceship Earth. For 
instance : 
- Nearly 1,000 million people are 
trapped in the vicious circle of pov
erty , malnutrition, disease and de
spair that saps their energy , reduces 
their work capacity and limits their 
ability to plan for the future. 

Facing page : Closing the gap between 
the health "haves " and the health "have 
nots " means making health available to 
all-the young, the adults, the elderly. 

Right : Health begins at home, with the 
individual. But it is all mankind who 
benefits. 
WHO photos by C Stauffer, B. Zappilli, P.A. Pi ttet 
and Zafar 
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- Average life expectancy fluctu
ates between over 70 in some coun
tries to barely 50 in others. 
- In most developing countries , 
from nearly 100 to more than 200 
out of 1,000 infants born alive die 
during their first year, although in
dustrialised countries have succeed
ed in bringing this rate down to 
between 10 and 20, and even less . 

- Women in most poor countries 
have a 200 times greater risk of dy
ing during pregnancy and delivery 
than women in a rich country. 

So it has become a matter of 
equity and social justice to make 
health progress available to all 
people through new approaches , 
new strategies and better manage
ment of available resources. 



Health for all-all for health 

Within WHO, 166 Member States 
are now unanimously committed to 
Health for All: a strategy firmly 
anchored on four basic pillars : 
• Technology-not necessarily so

phisticated but appropriate tech
nology, and by appropriate I 
mean not only scientifically 
sound but socially acceptable and 
economically affordable . 

• Political will to improve health so 
as to enable people to lead eco
nomically productive and socially 
rewarding lives. 

• Health sector cooperation with 
other key development areas 
such as education, agriculture , 
industry and information. 

• Last, but by no means least , 
community and individual parti
cipation in the quest for better 
health : All for Health by the 
Year 2000. 

A traditional midwife in India admires 
her latest arrival. Technology for 
Health for all need not be sophisticated, 
but it must be appropriate. 
Photo WHO/E. Schwa b 
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The Alma-Ata Declaration on 
primary health care, now 10 years 
old, clearly mapped the road we are 
firmly engaged in. It is along this 
road that we should go forward, all 
of us, men and women everywhere 
who are not only the objects of de
velopment but are in fact the very 
subjects of that development and 
quite particularly of health devel
opment ; men and women active in 
education, agriculture , industry, in
formation and so many other differ
ent walks of life, who understand 
the mutually beneficial effects of 
development, in harmony with the 
protection and promotion of good 
health . 

People everywhere, including 
top-level political and spiritual 
leaders, from north and south, east 
and west, are acknowledging over 
and above all their differences that 
health is good for all people and es
sential for human progress; that 
there is both economic value and 
social justice in health. Surely we 
must all recognise that health is not 
everything, but that there is noth
ing without health. In the interest 
of the human race there must be 
Health for All and All for Health. • 

The seventh of April each year 
is. celebrated as 'World ·Health 
Day, becaUse it marks the datE;J 

cin 1948 when sufficient .coun-
tries hag ratifie.d their signatures 
to bring the Constitution .of the 
World Healtb Organiza1ion into 
force. ····· 

• Ever.. since ' 1950, theme 
' related · to jnternation~l public 
:. health has·. been • .. cho~en for 
yvorld Health.,Day, with an appro
priate slogan. Thus in 1954 the 
slogan was" The nurse~pioneer 
of health," in 1972 "Your heart is 

·your health'' and in .. 1982 "Add ... 
life to years:" 

!;XII over the '{'JOrld, WHO "natiop
al committees, United Nations 
associations and non-govern
mental.,, organizations •• h.elp ·. to 
arr~nge events related . to the 
theme,.~ ····· Over the : '"Years ~ .the 
World tJealth qay events have 
attracted more ·and more •• cover
age . by the m~dia-whether 
newspapers or radio or ··televi
sion. And the impetus dq,e,s not 
cease when the Day is over : the 
theme is regarded as valid foi' 
the rest of the year. 

This year's World Health Day, 
7 April, is also WHO's 40th birth
day. The Organization is in a 
mood to derive the lessons for 
the future ... from the achieve
ments-and setbacks-of the 
pa~t. A year that will also mark 

• the "lOth anniversary of thE;J,.his
toric Declaration of Alma-Ata of
fersa golden opportuni~ to high
light the need . for equity and 
justice in health, to re-state the 
aims ·~mbodied in the goal of 
Health for ,all · by ·the ye~r 2000 
agreed by all WHO's member . 
COl.lntries, and to • emphasise 

· once more that Health for all will 
be. attained not by high~tech hos"" 
pitals but by . primary health care 
and the cpmmunity's .involve
ment in its own health. 

This is vvby the slogan chqsen 
for World H,e,alth Day 19~8 is 
Health for 'all-all for health. 
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An evolving process 
No one is fully healthy as long as some of us are sick, 
suffering and dying from causes that could have been 
prevented. This is one of the forces that have prompted 
the evolution from disease repair to health promotion 

by Hakan Hellberg 

A fter the Second World War 
a dominating aspect of 
many human endeavours 

was the feeling of interdependence , 
of social relations. This led to the 
development of social medicine and 
community health efforts. But the 
starting point remained the disease
oriented hospital and its profess
ional staff. 

The emphasis , during these early 
years of WHO , was on getting the cu
rative services out to the periphery, 
closer to people in their commu
nities. This was mainly done by 
professional staff, but in some in
stances it was realised that auxiliary 
workers with less training , or very 
little training, had to be used in or
der to ensure a greater spread of 
the services. It could be described 
as a centrifugal distribution of hos
pital medicine simplified. The new 
drugs that gradually became avail-
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able formed important tools in this 
development. 

As this process of decentralising 
the curative services continued , in 
many places they were combined 

Dr Hakan Hellberg, formerly 
Director of WHO's Division of 
Public Information and Educa
tion for Health, is now Chief 
Editor of the newspaper 
Hufvudstadsbladetin Helsinki, 
Finland. 

with preventive measures such as 
immunization and some degree of 
health education. Only rarely were 
these measures aimed at total cov
erage but they did reach those 
people who lived near the curative 
satellites. 

The concept of basic health ser
vices is a good description of this 
process. Those responsible for it 
tried to broaden the ·base so that 
the system of care could reach as 
many people as possible, but the 
whole system was determined from 
the centre and was carried out fun
damentally in terms of the hospital. 

Little by little some people 
became dissatisfied with this ap
proach , as they recognised that the 
reasons that underlay good health 
and disease in the community were 
not being given enough emphasis. 
For instance , it was quite common 
for the same children to come back 
again and again for the same treat
ment for the same diseases . 

Two village communities-one in India, 
one in Guatemala-build their own 
water facilities. 
Photos WHO/P. Larsen and WHO/UN 

The key role that the environ
ment plays in matters of health was 
now recognised. This in turn meant 
the involvement of specialists other 
than the traditional healing profes
sions ; water, food , housing, sanita
tion and education are all impor
tant prerequisites for health. If they 
are neglected, curative repair is 
only partly successful and may even 
be impossible. It was a short step 
from this to the concept of intersec
toral and multisectoral action. But 
the more clearly we recognised the 
need for such action and cooper
ation , the more the system to be 
managed became complicated; this 
is why such coordination and coop
eration, involving different sectors 
of interest and action, is so difficult. 

The kind of development that 
has been sketched here took place 
in several of the Member States of 
WHO , including some of the colonies 
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of Member States. The lessons 
learned were slowly spreading, but 
the rapid and unprecedented devel
opment of curative capabilities 
tended to overshadow the overall 
efforts of intersectoral health 
development. 

As usual , the ideology and the 
concepts developed more rapidly 
than the practical implementation. 
One of the reasons for this delay 
was the slowness and reluctance 
with which many of the training 
programmes for health workers ac
cepted change. One might say that 
all over the world we continued to 
train "tennis players" when "cross
country runners" or burly " football 
players " were needed. To perform 
in neat white clothing within a lim
ited area and according to set rules 
is all very well , but it can hardly 
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claim to have an effect on the total 
health situation of people and their 
communities. 

The political realities that under
line the prerequisites for health are 
integral aspects of the "world out 
there ," where readiness to take 
part in the rough-and-tumble 
processes of decision-making and 
power-sharing is required. The 
need to get involved in political re
alities was strengthened in WHO and 
its member countries when the new 
nations formed from former colo
nies and other parts of the develop
ing world in turn became WHO 

members. The participation of so
cialist countries and of industrialised 
countries experiencing rapid social 
and political change, such as the 
United Kingdom and the Nordic 
countries , also helped to change the 

An evolving process. 

Left: 
During the early years of WHO, the em
phasis was on the disease-oriented hos
pital and itsprofessional staff. Tubercu
losis patients in an old-style sanatorium 
in Europe. 

Right: 
In the early 1970s primary health care 
was born, and with it the concept of 
bringing health to all people. A commu
nity health worker on his house rounds 
in Nepal. 
Photos WHO and WHOff. Farkas 

international health scene , and the 
very issue of participation itself 
began to be felt in the field of health 
systems and health policy. 

Since the health needs in many 
countries were far greater than the 
resources available, particularly 
where people were living in a state 
of chronic crisis, it became neces
sary to consider carefully how exist
ing resources were to be spent. A 
number of different technical and 
systemic solutions for improving 
health and various models of plan
ning and decision-making made 
their appearance. They were devel
oped as appropriate solutions for 
different situations rather than just 
being copied without regard for 
their relevance. In WHO terminol
ogy, the slogan was " adapt don't 
adopt. " 
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Under the influence of all these 
factors, it was obvious that a new 
concept was emerging, and in the 
early 1970s primary health care was 
born. The Alma-Ata Declaration 
of 1978 incorporated all the ele
ments mentioned above. The con
ference on primary health care and 
the Declaration brought together 
the developments of several de
cades, and can be seen today as 
an important milestone for inter
national health. The business of 
putting into effect the noble ideas 
and practical concepts enshrined 
in the Declaration was and still is 
hampered by the fact that coun
tries move forward at a different 
pace and under the influence of 
various "cocktails" of forces all 
trying to influence the develop
ment process. 

WoRLD HEALTH, Jan./Feb. 1988 

Even before the Alma-Ata Con
ference, the Member States of WHO 

had adopted the concept of Health 
for all by the year 2000. Specifically, 
this means the attainment by all cit
izens of the world by the year 2000 
of a level of health that will permit 
them to lead a socially and econom
ically productive life. This there
fore goes further than the follow-up 
of Alma-Ata itself. In the Alma
Ata documents all the ingredients 
for a total new health understand
ing are there but, both at the con
ference and later during the imple
mentation, the focus was and still is 
too much on the medical and health 
care systems themselves. Certainly 
this is an important aspect but it 
also limits the perspective on health 
and the development of people's 
health in its totality. 

The Alma-Ata Declaration en
dorses and emphasises people's 
right to participation in matters 
concerning their own health. But it 
is not possible to introduce a special 
health democracy separate from 
the overall democratic processes in 
any given country, province or 
state. The overall process of pri
mary health care is slowed down 
as long as feudal or authoritarian 
models prevail. This is not only true 
in respect of the political systems 
but also within the hierarchies of 
the medical and health professions. 
To be willing to take each other se
riously, and to consider every per
son as a resource for his/her health 
as well as that of the community, 
requires a commitment to demo
cratic processes that is only gradu
ally taking root. 
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An evolving process 

In adopting health for all , the 
countries committed themselves to 
a process in which equity , solidarity 
and justice dominate. This is the 
very backbone of a healthy society , 
one in which the possibilities are 
opened up for people to involve 
themselves in their own health. As 
primary health care in many quar
ters became misunderstood as either 
primary medical care or in any case 
the business only of doctors and 
nurses, so it became necessary to 
move forward to a broader and more 
neutral concept and terminology 
that would embrace individuals 
yearning for participation as well as 
societal sectors, organizations and 
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institutions that are concerned 
about people's health but do not 
identify with the medical or health 
systems. 

Health promotion was then intro
duced , not to compete with primary 
health care but as a broadly encom
passing concept that is also neutral 
enough to be accepted by people 
with different interests and involve
ments. It is an example of the need 
to follow the evolution of our un
derstanding of health and disease 
and then to express this process, 
both conceptually and in terms of 
concrete action and interventions. 

Health promotion covers activ
ities that form concentric rings with-

in rings . These rings also represent 
the different areas of emphasis that 
have come forward during the 40 

Left: Young health workers in training 
in China-one of the first countries to 
apply political will to the concept of 
primary health care. Elsewhere those 
responsible for training programmes 
were-at first-all too reluctant to 
accept change. 

Right: Once the workers in a commu
nity have had training, their task is to 
pass on their learning to everyone con
cerned. A lesson in basic anatomy and 
family planning for a class of mothers in 
the Philippines. 
Photos W HO and W HO/Zafar 
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years of WHO's existence. They can 
be compared to the cooking rings 
on an old wood-burning stove. In
nermost is the ring that represents 
individual capability and the capa
city to work for one's health and to 
handle one's disease or infirmity. 

This is surrounded by the next 
ring, representing the family and 
the local community with its health
related action. An important pre
requisite is the power to act politi
cally at the local level, in the area 
of local government. At local, re
gional and national level the medi
cal and rehabilitative services need 
to be reoriented so that they are 
able to support individuals and 
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their commumtles in coping with 
both health and disease. 

As the community ring supports 
the individual inside it so the cre
ation of a healthy environment sup
ports the community, and this is the 
third ring. Already the number of 
actors involved is increasing and 
the complexity of the operations 
becomes more challenging. But as 
Dr Halfdan Mahler, WHO's Director
General, likes to say: "I am suspi
cious of simplifiers, give me com
plexifiers any time." 

To support decisions and actions 
in favour of a healthy environment 
calls for health policies that are 
backed by political commitment at 

An evolving process 

the highest level. This is the widest, 
national ring but it has to be sup
ported by international rings of 
solidarity and a sharing of every
thing that we know and all the 
resources that we have. 

No one is fully healthy as long as 
some of us are sick, suffering and 
dying from causes that could have 
been prevented. This has been one 
of the central forces that have 
prompted the evolution from dis
ease repair to health promotion. 
We need both. We need all the 
"rings" in order to form a platform 
that is capable of carrying the 
burden of ill-health, and the 
possibilities and hope for health . • 
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Evaluating progress 

I n 1979, when the Thirty-second 
World Health Assembly 
launched the Global Strategy 

for Health for All, WHO's Member 
States were invited "to enter into 
this solemn agreement for health of 
their own volition, to formulate or 
strengthen, and implement, their 
strategies for health for all accord
ingly, and to monitor their progress 
and evaluate their effectiveness, 
using appropriate indicators to 
this end." 

A list of 12 indicators adopted for 
evaluation of the Strategy appeared 
in the October 1986 issue of World 
Health and comprised the minimum 
suitable for use by all countries, 
which were additionally encour
aged to formulate their own, more 
specific, national indicators in 
keeping with the aims laid down in 
their plans. 

In 1982, Member States were 
asked to prepare national reports 
on the implementation of their na
tional strategy ; in 1985, they pre
pared their first evaluation report. 
These two national documents 
were to embody, inter alia, national 
values of the variables of each 
global indicator. 

Indicators 1 to 6 have a very 
strong political and economic com
ponent and it is not surprising to 
find that the analyses contained in 
the national reports are far from 
complete, both in developed and 
developing countries. 

It was not easy to give an exhaus
tive and universally acceptable defi
nition of the factors to be taken 
into account. Allowance has to 
be made for different national 
accounting systems that were not 
designed in most cases to identify 
expenditure under the headings 
selected by WHO. We have also to 
consider the scant interest of the 
health authorities in economic mat
ters and the lack of staff qualified 
to handle these problems . Whereas 
the developed countries attach 
great importance to the cost of 
health and attempt to reduce or to 
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by Louis Roy 

optimise it, the same is not true of 
the less well-off countries, in which 
health administrations have to cope 
with an endemic shortage of finan
cial resources. Certainly increased 
efforts to strengthen capabilities 
will make it possible to develop the 
accounting and economic machin
ery essential to management. 

In addition, national authorities 
do not monitor the activities of the 
private sector sufficiently, and most 
countries lack mechanisms for 
handling the financial aspects of 
that sector. 

Mr Louis Roy is a statistician 
with WHO's Division of Epide
miological Surveillance and 
Health Situation and Trend 
Assessment. 

Indicator 7 makes it possible to 
evaluate primary health care 
(PHC) coverage. It asks whether 
PHC is available to the whole 
population, with at least safe water, 
adequate sanitation, immunization 
against six diseases of childhood, 
locally available health care, and 
trained personnel for attending 
pregnancy and childbirth. 

On the whole, the rates of reply 
were satisfactory; this indicator ap
pears to have caused the fewest dif
ficulties, although more precise 
definitions could have been given 
when drafting the indicators for 
each subgroup. As regards immuni
zation, for example, it is not easy to 
calculate the percentage of children 
below the age of one year who have 
been vaccinated against a given dis
ease. In future, it would be prefer
able to ask for the immunization 
coverage of children on reaching 
their first birthday , which will have 
the advantage of precisely defining 
the denominator. 

As regards care during pregnan
cy and attendance of trained per
sonnel at deliveries, the informa
tion given is very often restricted to 

public sector facilities . In future, at
tempts must be made to be more 
precise, by including data from the 
private sector and not overlooking 
personnel qualifications, a problem 
of the first importance. 

Indicator 8, which provides infor
mation on the nutritional status of 
children, is made up of two parts, 
each considered separately: birth
weight and comparison of the 
weight-for-age of children aged un
der five with a standard reference 
value. A birthweight of less than 
2,500 grams is an indication of risk 
and of the need for increased indi
vidual surveillance. The weight
for-age indicator makes it possible 
to monitor individual growth and 
to take appropriate measures as 
required . 

The global analysis of these indi
cators is useful for identifying some 
of the characteristics of the commu
nity from which the children come. 
A considerable number of coun
tries provided information on birth
weight, but in many instances this 
was limited to estimates based on 
births that took place in public 
institutions. Few countries provide 
separate information for urban and 
rural areas. 

Paradoxical as it may seem at 
first sight, far less weight-for-age 
information is available at the na
tional level. In most countries the 
monitoring of children includes 
weighing at regular intervals and 
entering the weight in individual 
health records, containing the in
formation needed to plot curves of 
weight and height for age. Conse
quently, the reasons for the failure 
to analyse the individual data avail
able should be investigated in depth 
so that the situation can be 
remedied. 

Indicators nine and ten-infant 
mortality rate and life expectancy 
at birth-are standard demographic 
indicators of known interest, and 
notoriously difficult to estimate in 
developing countries. The responsi
bility for establishing these indica-
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tors in most countries lies outside 
the ministry of health, and it would 
appear from an examination of the 
information contained in national 
reports that health services are not 
always kept informed of the latest 
current official estimates. Better 
collaboration between the health 
service and the central statistical 
and demographic offices needs to 
be developed in the mutual interest 
of both sides. 

Indicator 11, whether the adult 
literacy rate exceeds 70 per cent , is 
indirectly connected with the health 
system. In addition to providing in
formation on the level of develop
ment, it can also be used by com
munication specialists to prepare 
and disseminate messages to the 
community. Emphasis should be 
laid on the importance of literacy 
for women, who are prime targets 
for health information. 

Indicator 12, whether the gross 
national product per capita exceeds 
US $500, elicited information that 
was not always the most recent 
available in the country ; an increas
ing number of countries calculate 
and publish their gross domestic 
product. Closer contacts between 
health ministries and ministries of 
the economy or their equivalent 
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would be desirable for the updating 
of the sections with an economic 
component in the national evalu
ation reports. This could lead to 
better interpretation and use of the 
results. 

Even a cursory analysis of the 
difficulties and problems encoun
tered by WHO's Member States in 
the use of global indicators reveals 
a number of causes that should be 
examined closely and to which ap
propriate remedies will have to be 
applied, as determined by each 
country in relation to its national 
context. 

The management process of the 
health system is not always ad
equately structured, and the plans 
and programmes proposed do not 
always embody correctly defined , 
precise and quantifiable aims. The 
concepts of monitoring and evalu
ation have not always been fully 
assimilated , and the machinery 
required is quite often inadequate 
and the intersectoral approach non
existent. 

Information systems capable of 
providing the data required for 
monitoring and evaluation are still 
in an early stage of development. 
Failure to make a judicious selec
tion of the best national sources 

One of the indicators for evaluating pri
mary health care asks whether trained 
personnel for attending pregnancy and 
childbirth are available for all who need 
their services. 
Photo WHO/J. Schytte 

may lead to the use of outdated and 
even contradictory data. Little use 
is made of the gathering and pro
cessing of information at different 
administrative , geographical and 
socio-economic levels , and the in
formation itself does not allow a 
more sensitive analysis of compari
sons between different groups . 

Every country must choose the 
most appropriate methods for the 
collection of the data required for 
each global , regional and national 
indicator, and when some of the 
prerequisites for the calculation of 
an indicator do not exist , the coun
tries concerned are encouraged to 
seek and devise a substitute 
indicator. 

Finally, the WHO Secretariat must 
study and produce more precise 
and more reliable indicators. It 
must be ready to respond to re
quests from governments for the 
improvement or strengthening of 
national systems. • 
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Partners in Health 
by Joan Gunby 

"While coordinated, complementary and mutually planned actions 
between governments and NGOs are still a long way off, there are 
exciting trends and developments all over the world, which augur 
well for the movement towards Health for all by the year 2000" 

T he 40th Anniversary of WHO 
marks 40 years of working 
actively with non-govern

mental organizations (NGOs) in a 
multiplicity of ways in a wide vari
ety of WHO programmes. NGOs 
themselves will share in marking 
the Anniversary with special health 
promotion events connected to 
their own activities all over the 
world. WHO in its turn is happy to 
pay tribute to their valuable work 
and to further encourage their ster
ling support for the mix of national , 
regional and global action which 
will lead to a healthier world. 

A growing partnership between 
governments and NGOs is a clear 
necessity for the attainment of 
Health for all . Dialogue and interac
tion between governments, NGOs 
and WHO as partners in health can 
be one of the vital keys for turning 
health strategies into action. 

Ms Joan Gunby is external 
relations officer with WHO's 

Programme for External 
Coordination . 

This was the overriding message 
from the 600 participants represent
ing government authorities and 
NGOs during the 1985 Technical 
Discussions on the role of NGOs in 
reaching the goal of Health for all. 
As each year, the Discussions took 
place during the annual World 
Health Assembly in Geneva. 

There are a few examples of the 
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Gururaj S. Mutalik, writing in the March 1985 
issue of World Health 

many different partnerships which 
are developing and which illustrate 
how this international call has been 
taken up. Much more remains to be 
done, and WHO continues to pro
mote and support such partner
ships. Meanwhile governments and 
the private sector in their turn are 
moving closer to a harmonious alli
ance to get the health job done. 

Bridges 
of understanding 

Such experiments in partnership, 
promoted and supported by wHo , 
were carried out between 1982 and 
1985 in several countries with great
ly differing cultural backgrounds, 
geographical settings and health 
problems. In countries as far apart 
as Thailand and Trinidad and To
bago, in Bolivia and Nepal , in the 
Philippines, Sri Lanka and Sudan , 
in Malaysia and six states of India , 
ministry of health officials met with 
representative groups of NGOs 
operating health-related projects in 
the country. The purpose was to 
clarify their different roles, seek 
complementarity of action , and 
work towards fully-fledged cooper
ation. Today all these countries re
port positive progress . Directories 
of information on NGOs and their 
activities have been compiled and 
distributed. Public health govern
ment departments have appointed 
focal points to keep in contact with 
NGOs, while NGO representatives 
participate in national and district 
health committees . These bridges 

of understanding ensure harmony 
of effort, and help to avoid dupli
cation and achieve a more efficient 
use of scarce resources . 

Harmony in primary 
health care 

In Swaziland and Zimbabwe, a 
representative group of NGOs 
working in each country got togeth
er with the health authorities to 

A needy community in Thailand-one 
of several countries which took part in 
experiments in partnership between gov
ernments and NGOs. 
Photo International Planned Parenthood Federation/ 
J. Rowley 
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look at ways of improving their own 
contributions to the government's 
national health policy, and of har
monising their various activities. In 
Lesotho, health authorities and 
NGOs came together to run work
shops to train local village health 

·workers. These activities were 
sponsored and supported by a 
group of international NGOs which 
is working closely with WHO and 
UNICEF in primary health care. 
More recently, Zimbabwe . and 
Lesotho have each produced a 
"Directory of health NGOs" in 
their countries as another compo
nent of the joint undertaking. 

Speaking for all 
In Rwanda, the Board of Rec

ognised Medical Institutions of 
Rwanda (BUFMAR) started small 
in 1975 but today performs a coor
dinating function for its 117 mem
ber medical institutions. It acts as 
official spokesman for those mem
bers with the government public 
health authorities, participating in 
national committees which coordi
nate health projects. 

BUFMAR also operates a phar
macy and drug store, importing raw 
materials and then manufacturing 
and selling essential drugs. Posters, 
flanellographs and other health 
education materials are produced 
in its own workshop on such sub
jects as nutrition, clean water, per
sonal hygiene and pre-natal care, 
for use by health workers and 
others. Another department main
tains and repairs medical equip
ment, from microscopes and blood 
pressure instruments to X-ray 
units. Since 1985, solar energy has 
been used in these installations. 

In the global arena, BUFMAR 
collaborates with Medicus Mundi 
Internationalis, the Christian Medi
cal Commission and international 
NGOs working worldwide in health 
care. Last year, BUFMAR's repre
sentative was included in the dele
gation of Rwanda to the World 
Health Assembly in Geneva. 

Working partnership 
In an unprecedented gesture in 

1982, SEWA-Rural, a small volun
tary body in Gujarat, India, was 
handed the responsibility by the 
Gujarat State Government for 
managing a community health pro-
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gramme in 40 villages. For some 
years SEWA-Rural had been run
ning the local 40-bed hospital, pro
viding a full range of in-patient and 
out-patient services for a rural 
population in 400 villages. Many 
patients suffered from prevent
able illnesses. 

SEWA decided to start an ex
perimental community health pro
ject serving about 10,000 people, 
aimed at taking health services to 
the villages and- through the health 
workers-helping the local com
munity to understand how to pre
vent illness and improve health. 
For this experiment to be success
ful, SEWA was convinced that a 
true dialogue with government was 
essential. The health authorities' 
and SEWA's roles were distinctly 
different but inseparable and in fact 
they depended on each other. A 
working partnership was the only 
way to bring public financial re
sources to the service of the commu
nity. The extent of mutual confi
dence and trust thus built up is 
demonstrated by the support wl;lich 
followed from the district panchayat · 
and, subsequently, from the State 
Government itself. 

In 1985, SEWA-Rural was one of 
the recipients of the Sasakawa 
Health Prize awarded during the 
38th World Health Assembly. Dr 
Lata Desai, in accepting the award 
on behalf of SEWA, paid tribute to 

A Red Cross centre for food distribu
tion during the Sahel famine. 
Photo League of Red Cross Societies/L. de Toledo 

the mutual understanding built up 
with the health authorities and add
ed: "Thanks to this participation, 
we should be able to achieve, for 
our project area, Health for all by 
the year 2000 much before the tar
get date." 

Rotary International and WHO 

have joined hands with several 
countries in the Polio-Plus Immu
nization project. This has the dual 
objectives of raising funds for vac
cines and marshalling Rotarians 
worldwide to mobilise community 
support for the immunization of 
youngsters against the six major 
killer diseases of childhood
measles, poliomyelitis, diphtheria, 
whooping cough, tetanus. , and 
tuberculosis. 

Up to now more than US $37 
million in grants have been made 
by Rotary to 42 cm~ntries to buy 
oral polio vaccine, measles vaccine 
and the special refrigeration equip
ment ne((ded for storage. Rotarians 
take part in national immunization 
campaigns. They then help to main
tain the initial enthusiasm thus gen
erated by encouraging families to 
go on protecting their children by 
immunization- thus truly providing 
" a chance for every child." • 

13 



Coordinating health development 

O ver the past four decades, 
many countries have bene
fited from the support ex

tended by external development 
agencies. Recently, this has be
come a significant economic factor 
for those countries facing serious 
financial difficulties. 

The health sector too has been 
the beneficiary of such develop
ment assistance, though to a fairly 
modest degree. In 1986, for exam
ple, grants to the health sector in 
developing countries from the 
Member States of the Development 
Assistance Committee (DAC) of 
the Organization for Economic 
Cooperation in Development 
(OECD) comprised about six per 
cent of the total bilateral develop
ment assistance from those coun
tries. This has been the basic level 
of support to health, agreed upon 
mutually by the donor and recipient 
countries, for a good number of 
years. 

WHO has been the recipient of 
multilateral support from the donor 
community as well. As a result of 

by Stuart Kingma 

the rapid expansion of field oper
ations during the first decade of 
WHO's life to meet the demands of 
its Member States for technical 
cooperation, it soon became clear 
that the Organization would have 
to call upon financial resources that 
went beyond its regular budget. 

In order to facilitate the manage
ment of these extrabudgetary con
tributions from all donor sources, 

Dr Stuart Kingma is Chief 
of WHO's Health Resources 
Mobilization Unit. 

WHO set up the Voluntary Fund for 
Health Promotion (VFHP) in 1955. 
Two years later, annual contribu
tions to the VFHP reached a level 
of around US $5 million, a level 
which was maintained, more or 
less, for the next decade. An accel
eration of activities which depend
ed on extrabudgetary contributions 
took place during the 1972-1973 
biennium, and by 1975 voluntary 

contributions received by WHO had 
risen to some US $32 million per 
year. (Some of this increase in ex
trabudgetary funding can be attri
buted during that period to a weak
ening in the exchange rate of the 
US dollar, which almost halved its 
value against most European 
currencies). 

During the following decade, 
voluntary contributions averaged 
$36 to $39 million annually. The 
1986-1987 biennium was again a 
time of growth in contributions 
to the Voluntary Fund; more than 
$55 million were received in 1986. 
In that same year, extrabudgetary 
contributions to WHO's Special Pro-

Facing page: Private foundations have 
lent valuable support to health pro
grammes; here, a blindness prevention 
campaign in India . 

Below: External development agencies 
have made significant contributions to 
health projects, working in coordination 
with WHO projects. 
Photos WHO/J. Schytte and World Bank/R. Witl in 



grammes for Research into Tropi
cal Diseases and Human Reproduc
tion, and to separate trust funds 
identified with certain donors , to
gether with technical cooperation 
funds received from agencies of the 
UN system, amounted to an addi
tional $110 million. Again , a further 
slide of the US dollar against other 
currencies had some effect , but 
most of the change can be attribut
ed to increased levels of support for 
WHO's programmes of action in its 
Member States. More than one
third of WHO's current effective op
erating budget is now sustained by 
these voluntary contributions to the 
VFHP , to special programmes and 
to trust funds, and by technical co
operation funds from UN agencies. 

This important participation by 
the donor community in the work 
of WHO comes from a wide variety 
of sources. The greatest support 
comes from the official develop
ment and technical cooperation 
agencies of industrialised Member 
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States. Other contributing partners 
include private foundations, as well 
as non-governmental organizations 
(NGOs) , ministries of health, and 
agencies of the United Nations 
system. 

The goal of Health for all by the 
year 2000, and its realisation 
through primary health care , has 
been accepted by these partners 
and acted upon , not only in their 
cooperation with WHO, but also in 
their own bilateral development 
programmes. An active debate on 
health development issues and poli
cies is an important part of the reg
ular dialogue carried out by WHO's 
Programme for External Coordina
tion (COR) and by the responsible 
officers in the technical pro
grammes of WHO with all of these 
partners in health development. 
This dialogue has done a great deal 
to inspire the confidence of the 
donor community in the work of 
wHo at the global , regional and 
national levels. 

One dramatic example of that 
confidence can be seen in the re
sponse which followed the launch
ing of WHO's global programme for 
the control of AIDS. Up to Sep
tember 1987, a scant two years 
since this programme began, nearly 
$60 million had been contributed 
and pledged to WHO for AIDS con
trol globally and in countries by 
more than 20 different donor 
sources. This has enabled WHO , 
through its Special Programme on 
AIDS , to fulfil its world-wide coor
dinating role and to support coun
tries in rapidly setting up their na
tional AIDS Control Programmes, 
based on an overall strategy which 
emphasises health education, sur
veillance and improved laboratory 
facilities , including new protective 
measures in blood transfusion ser
vices. A portion of these resources 
will be devoted to supporting the 
global coordination of an active re
search effort aimed at bringing this 
disease under control. • 

15 
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On Thursday, 7 April 1988, the member 
countries of wHo will mark the 40th anniver
sary of their Organization. The outstanding 
public health achievement of the past four 
decades was undoubtedly the eradication of 
smallpox . Now the international effort that 

made that achievement possible must be harnessed to bring 
about Health for all by the year 2000. While governments 
demonstrate their political will to improve health and thus 
improve development, every individual and every communi
ty must also take responsibility for health. This is why wHo 
has chosen as the slogan for this year's World Health Day: 
Health for all-all for health. 

On these pages and the succeeding ones, we highlight 
just a few examples of the activities undertaken by wHo 
programmes. 

On the island of Pemba, off the coast ~ 
of Tanzania, bloody urine means 
Schistosoma haematobium infection, 
and it affects more than half of its 
280,000 inhabitants. WHO's Parasitic 
Diseases Programme, with the Ita
lian Department of Cooperation and 
the Pharma Fund of the Federal Re
public of Germany, is helping to con
trol this disease. In September 1986, 
over 40 per cent of children in 34 of 
its 57 schools had bloody urine speci
mens, and were given a single oral 
dose of praziquantel, a safe curative 
drug in schistosomiasis. Six months 
later, in only seven schools were 
more than 40 per cent of urine speci
mens found to have blood . 
Parasitic Diseases Programme (POP) 

The diarrhoea! diseases continue ~ 
to take a toll of some four million 
deaths each year in children aged 
under five in the developing world. 
The major advance in controlling 
them in recent times has been the 
development of oral rehydration 
therapy, and especially of Oral Re
hydration Salts (ORS). This pro
vides a simple tool that mothers 
themselves can use to prevent dehydration if their chil
dren develop diarrhoea. Latest W HO estimates indicate 
that, by the end of 1985, at least 51 per cent of the total 
population of the developing countries had access to 
ORS, and at least 18 per cent of diarrhoea! episodes in 
children under five were actually treated with ORS. This 
treatment may have prevented as many as half a million 
deaths from diarrhoea in 1985. 

Diarrhoea! Diseases Control (COD) 
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A simple eight-page recognition card is now 
being used by community health and other 
workers to prevent and control nutritional 
blindness (above) . lt was developed by W HO in 
collaboration with the International Center of 
Epidemiologic and Preventive Ophthalmology 
at Johns Hopkins University in the USA, Helen 
Keller International, and UNICEF . The card is div
ided into what to look for when examining chil
dren and questioning their mothers, and how 
to act and what to advise when eye problems 
are detected . Its universal usefulness has been 
greatly enhanced by the distribution of dupli
cate sets of film containing the master illustra-

~ tions. Interested health authorities and non
~ governmental organizations are then free to 
~ reproduce the cards and insert the accompany
~ ing text in the appropriate language. 
s Nutrition unit (NUT) 

Simple means for ensuring safe drinking-water in rural com
munities are essential in many developing countries . WHO's 

Guidelines for Drinking-Water Quality help such communities 
to maintain regular surveillance of wells, boreholes and tradi
tional water sources, and to undertake sanitary inspection, 
sampling and bacteriological testing. Field kits have been de
signed expressly for this purpose. Three pilot and demonstra-

j? tion projects are now operational in Indonesia, Peru and Zam
s bia, and their results confirm high contamination levels. They 

will be followed up by technical measures to remedy the situa
tion and to improve T 
drinking-water quali
ty through new filter 
techniques, simple 
chlorinators, and so 
on. But their effec
tiveness will rely 
heavily in the future 
on community par
ticipation. 

Community Water 
Supply and Sanita
tion unit (CWS) 
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... 
Fifty years ago, the endemic treponematoses which in
clude yaws, pinta and bejel were rampant among children 
in the tropics and sub-tropics. Some 60 million people suf
fered from these disfiguring and crippling infections. WHO 
developed a novel approach to control these diseases, 
using a single shot of long-acting penicillin; 46 countries 
started mass treatment campaigns during the 1950s and 
1960s, in close collaboration with wHo and UNICEF. Not less 
than 50 million cases received injection treatment, and the 
diseases were eliminated from many areas. For many 
communities these campaigns were an impressive first 
encounter with modern medicine, and therefore a 
spearhead for future rural health development. 

Programme of Sexually Transmitted Diseases (VDT) 

~ Changes in programme strategy during 
the campaign to eradicate smallpox bet
ween 1967 and 1979, and a new, more 
potent vaccine, called for a new concept 
of vaccine application. lt took the form 
of an effective and cheap " bifurcated " 
needle for delivering the vaccine. lt was 
so simple to use that a local villager 
could in only ten minutes be trained to 
perform vaccination effectively, and it 
used far less of the precious vaccine. 
The quick transfer of this appropriate 
technology to all countries still affected 
contributed significantly to the final 
success. Ten years have now elapsed 
since the world saw its last case of 
endemic smallpox. 
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Smallpox Eradication Programme (SME) 

In its first ten years, the Tropical Diseases Research pro
gramme has recruited into its worldwide network scientists 
of the highest calibre, whose work is already bearing fruit in 
the form of vaccines, drugs, diagnostic tests and other 
disease control tools. Many scientists in tropical countries 
are being trained, through TOR-supported activities, to parti
cipate in this global partnership. As these new tools emerge 
from basic research, they need to be put to the test of 
reality in the field, to assess their T 
work in social and economic terms 
as well as their effectiveness in 
checking the spread of diseases, 
in epidemiological validation and in 
social and economic assessment. 
Much remains to be done before a 
powerful and adequate armament
arium exists against the main tropi
cal diseases. But exciting progress 
is being made. 

uNoP/ World Bank/wHo Special Pro
gramme for Research and Training 
in Tropical Diseases (TOR) 

Signposts to Health tor All 

18 51 First International Sanitary Confer
ence, Paris 

1902 

1923 
1946 

International Sanitary Bureau crea
ted - later the Pan American Sanitary 
Bureau 

Constitution of the Health Organiza
tion of the League of Nations 

First meeting of the Interim Com
mission of the World Health Organ
ization 

1948 7 April : Consti
tution of WHO 

comes into being . Later, 
1st World Health Assem
bly names Dr Brock 
Chisholm as f irst Director
General 

1949 2nd Assembly 
confirms that 

Pan American Sanitary Bureau will act as WHO's 
regional office of the Americas 

1953 Dr Marcolino 
Candau suc

ceeds Dr Chisholm as 
second Director-General 

1966 Opening of 
WHO's C US 

tom-built headquarters 
in Geneva, Switzerland 

Start of intensified campaign for 
smallpox eradication 

Dr Halfdan Mahler succeeds Dr Can
dau as th ird Director-General 

1967 
1973 
1977 30th Assembly 

adopts as tar
get Health for all by 
the Year 2000. Last ever 
case of endemic smallpox 
located in Somalia 

1978 Declaration of 
Alma-Ata, at 

WHO/UNICEF conference on 
primary health care 

1979 
1986 

1988 

Independent commission confirms 
the global eradication of smallpox 

Seventh report on the world health 
situation assesses progress made 
towards Health for All 

WHO's 40th anniversary. World 
Health Day slogan chosen for this 
occasion : 

Health for all-all for health 

0 
I 
3: 
"' 9 
0 
.r:. a. 



Health for all-

In order to achieve international agreement .,.. 
on just what constitutes nutritious and safe 
food , and thus to facilitate international 
trade in food , WHO jointly with FAO estab
lished in 1963 the Food Standards 
Programme. This programme is put into 
practice by the Codex Alimentarius 
Commission, which now has a membership 
of 130 countries. Among other things , the 
programme has developed almost 200 inter
national standards for individual food com
modities , including provisions for safe le
vels of food additives , maximum limits for 
pesticide residues and a wide range of che
mical compounds in many foods , and gui
delines for food labelling. And besides a 
Code of General Principles of Food Hy
giene, it has drawn up a Code of Ethics for 
International Trade in Food. 

Food Safety programme (FOS) 

..,.. Acute respiratory infections continue to be a major cause of death 
among children in the developing countries and to place a heavy 
burden on the health services . A few years ago , WHO questioned 
the widespread indifference to this problem , and saw that child 
survival efforts would be incomplete unless they found solutions 
to it. Once it was determined that bacterial pneumonia was the 
major culprit for ARI deaths in children , WHO was able to develop 
and test a very simple clinical protocol which allows the communi
ty health worker to recognise and treat the one case of pneumonia 
that occurs for every 100 children with mild ARI. Its effectiveness 
in reducing mortality has been demonstrated in India , Nepal , 
Pakistan , Papua New Guinea , and Tanzania. 

Tuberculosis and Respiratory Infections programme (TRI) 

Devise a tuberculosis programme for developing countries : over 
half the population is infected , millions are dying each year and 
there are almost no resources . A WHO team was given these terms 
of reference in the 1950s, and realised that tackling the problem 
meant making diagnosis and treatment accessible to all , all the 
time. Turning its back on the classical specialised approach , the 
team worked out a technology that could be applied by commun
ity health workers , anywhere. This control strategy has become 
implemented widely, in rich countries as well as poor ones. Mor-

{l tality has come down and tuberculosis has sta~ted to go away , 
1 slowly but surely. A remarkable precursor of pnmary health care 
b3 and Health for All? That is not unlikely ; the leader of the WHO a team was a young medical officer by the name of Halfdan Mahler. 
I 

s Tuberculosis and Respiratory Infections programme (TRI) 

Since the beginning of the International Drink- .,.. ' .. 
ing Water Supply and Sanitation Decade (1981- ~-
1989), WHO has actively promoted the involve
ment of communities in water supply and ~ 
sanitation projects. The wHo methodology , call-
ed Community Partnership Approach , starts by 
sensitising communities and involving them in 
the decision-making process, including the 
choice of appropriate technology , long before 
the physical work begins . This awareness cam
paign, linked with hygiene education , continues 
through the construction period and-most im
portant-for many years after the facilities have 
been built. Although it is too early to talk about 
outright success , indications are that the Com
munity Partnership Approach will lead to much 
better maintenance of handpumps and latrines 
and safer use of drinking water. 
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WHO has been at pains to make health 
leaders , health professionals and the ge
neral public aware of the importance of 
psychosocial factors in fostering econo
mic development , well-being and the 
quality of life. It also underlines that 
most so-called physical diseases, parti
cularly the major killers both in develo
ping and developed countries, could be 
prevented through improved life-styles. 
One of the positive steps pioneered by 
WHO's Mental Health Division has been 
to develop the technology to prevent 
and treat mental, neurological and psy
chosocial disorders (including those re
lated to drug and alcohol abuse) within 
the setting of primary health care. 

Division of Mental Health (MNH) 
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-all for health 

~ WHO's work on traditional birth attendants 
(TBAs) has demonstrated that " uneducated " 
people have the capacity to carry out a whole 
range of appropriate technologies if they are 
given the stimulus , the training, the incentives 
and the confidence to do so. Prior to the Orga
nization's catalytic and promotional activities , 
these useful health workers were ignored , mali
gned and even considered dangerous. Today 
TBAs form a great local manpower resource for 
carrying out selected primary health care servi
ces in countries where they abound. 

Nursing unit (NUR) 

Drug abuse is increasing at an ~ 
alarming rate all around the 
world . Many different sectors are 
working together to combat this 
menace-police , customs, educa
tion and health. What the health 
sector can offer is much more than 
just specialist treatment. WHO has 
produced a simple manual which 
shows how health workers can 
mobilise the collective will of the 
community to prevent the spread 
of drugs. The manual is already 
helping parents and youth organi
zations to join forces with health 
workers to promote drug-free life
styles. 

Division of Mental Health (MNH) 

WHO/Zafar 

<11111 Some people think teachers are born and cannot be 
trained. Of course , talent is needed to make a good 
teacher but even talented people have to learn their 
trade (less talented people should learn even harder). 
WHO launched a world-wide teacher training pro
gramme for health personnel schools almost two de
cades ago. Its aim was to help teachers to learn how 
to help adults in their turn to learn what they need to 
know to become competent health workers. When 
the programme started very few countries in the 
world were able to train teachers of health personnel , 
but even there the need was hardly recognised. Now 
most countries realise that need and many of them 
have developed the capacity to meet it. 

Division of Health Manpower Development (HMD) 

Health Learning Materials projects are already help
ing 21 countries to make important progress towards 
self-reliance. Developing countries in particular re
ceive technical guidance on how to produce their own 
teaching and learning materials for primary health 
care personnel. With WHO's cooperation , such train
ing materials as reference manuals , teacher guides 
and visual aids are developed by national staff, using 
local skills and resources. Community participation 
ensures their relevance to local health needs and con
ditions. Inter-country and inter-regional networks 
promote an exchange of materials and expertise in a 
very practical example of technical cooperation 
among developing countries. 

Health Learning Materials programme (HLM) 
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Health for all-

...,.. Insecticide resistance among insects that 
spread disease first appeared in 1947. One 
method of countering it is biological control , 
involving the use of predators , parasites or 
pathogens. A major breakthrough was 
achieved with the discovery and development 
of Bacillus thuringiensis H-14 to control the 
blackflies (Simulium) that transmit onchocer
ciasis (river blindness) . This bacillus is also 
used on a large scale for mosquito control in 
some countries with temperate climates. Fish 
that eat insect larvae have been used for mos
quito control since at least the nineteenth 
century. WHO has drawn up comprehensive 
guidelines on the screening and development 
of these fish , preferring indigenous species 
to exotic species which may have an adverse 
ecological impact. 

Division of Vector Biology and Control (VBC) 

Dapsone, the first effective drug against leprosy, was ~ 
introduced in the 1940s. But treatment lasted for years , 
so a WHO Study Group looked for multi-drug therapy 
that would stop the increasing occurrence of resistance 
by the leprosy bacillus to individual drugs , cure the pa
tient and control the spread of the disease. The com
bined therapy recommended by the Study Group in 1981 
is of shorter duration and therefore more attractive to 
patients . Consequently more patients voluntarily report 
for treatment while still showing only initial signs of the 
disease. This prevents the appearance of deformities 
and disabilities, and the community's acceptance of and 
assistance for leprosy sufferers increases. More than 1.2 
million patients have been so treated and , for the first 
time in the history of leprosy statistics , the number of 
registered cases is declining. Over the next 10 years this 
reduction will reach at least 50 per cent of the current 
5 million registered patients. 

Leprosy unit (LEP) 

W HO/Zafar 

...,.. As a result of over ten years' research on fox ecology involving 
15 laboratories in 10 countries , rabies control in wildlife has 
become a reality in European countries. For the first time in his
tory , man has averted an epidemic in nature by using well
adapted baits to bring about oral vaccination of wild animals. At 
the same time the work of three Collaborating Centres has pa
ved the way for future rabies control in developing countries . 
Firstly , an attenuated rabies strain was shown to immunize dogs 
and jackals by the oral route. Secondly, a simple procedure and 
kit enable animal brain specimens to be shipped for laboratory 
diagnosis. Thirdly , a collaborative study by six European and 
North American laboratories on a new enzyme immuno-assay 
permits rapid case diagnosis without a microscope. 

Veterinary Public Health (VPH) 

Over the past ten years , the Malaria Action Programme, to
gether with TDR, has jointly developed , standardised and vali
dated test kits to assess the response of the malaria parasite 
Plasmodium falciparum to various drugs. These test kits have 
become an important tool throughout the world, and as from last 
year can be applied to all major anti-malarial drugs. Production 
is now entirely in the hands of an institution in the Philippines , 
and has become a self-sustained, national non-profit operation . 
Independent quality control is being ensured by an institution in 
the United States. 

Malaria Action Programme (MAP) 
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-all for health 

<11111 Besides warning that "cancer is a Third World problem too," WHO is telling 
the world that enough knowledge exists to prevent one third of all cancers, to 
cure one third provided they are detected early and offered adequate therapy, 
and to provide freedom from cancer pain. Many types of cancers can be 
prevented, and this concept revolutionises national approaches to controlling 
them. This is particularly true regarding tobacco-related lung cancer, which 
takes a heavy toll in industrialised countries. Indeed cancer is now being 
considered as a new communicable disease-communicable through the rapid 
proliferation of unhealthy life-styles. Meanwhile WHO is showing that freedom 
from cancer pain is possible. An approach has been tested and published by 
WHO in more than 10 languages which describes a relatively simple and inex
pensive method to solve this neglected public health problem . 

In 1977, WHO started a peaceful revolution in..,. 
international public health. It asked a group 
of experts which drugs-among tens of thou
sands available on the market-were really 
necessary to take care of most health pro
blems. The experts concluded that about 200 
drugs and vaccines could be considered es
sential in good medical practice. Most were 
no longer protected by patents rights and 
could be mass-produced at a reasonable cost. 
The list has been revised four times since 
1977, but still stands at about 250 essential 
drugs and vaccines. More than 100 govern
ments in the Third World have adapted the 
model list to their requirements, as have 
many non-governmental organizations and 
other UN agencies. 

Action Programme on Essential Drugs (DAP) 

Cancer unit (CAN) 

<11111 The " cold chain" is the lifeline of WHO's Expanded Pro
gramme on Immunization, ensuring that potent vaccine ar
rives at the right place, at the right time and in sufficient 
quantity. Temperature sensitive monitors indicate whether 
the shipment is exposed to too much heat. The cold chain 
includes kerosene-driven refrigerators to keep the vaccines 
cool, and ice-boxes enable health workers to carry the pre
cious contents to where they are needed. Immunization 
against the main diseases of childhood is ensuring "a 
chance for every child." 

Expanded Programme on Immunization (EPI) 

"The goals of health for all Manilans can only be achieved 
through a partnership between the communities and the 
health care delivery system." wHo-supported projects in 
the Philippines capital show conclusively that health attitu
des and practices of the community have improved since 
primary health care was introduced. People cooperate with 
one another and with the health centre, and participate in 
activities for their own benefit. As a result of intensified 
education, immunization coverage of infants and children 
rose from 44 per cent to 96 per cent. Environmental sanita
tion in the area has improved and the community is more 
aware of the danger of insect- and vermin-carried diseases. 

Division of Strengthening of Health Services (SUS) 
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Equity in health 
Health policy has to go in search of the 
equity-oriented components of other sec
tors. lt must then incorporate those compo
nents to form part of a movement towards 
the integrated improvement of well-being 

by Godfrey Gunatilleke 

Reflecting on the Technical 
Discussions held during the 
World Health Assembly in 

May 1986, I would select Equity as 
the unifying theme of the sessions. 
More than any other, it helped to 
elucidate the essential linkage be
tween health and development , and 
re-emphasise some of the basic 
principles that must guide national 
development strategies in the con
text of " Health for All " . 

Or Godfrey Gunatilleke is 
Vice-Chairman of the Marga 
Institute of Development in 
Colombo, Sri Lanka . 

There were two conclusions 
reached at the Discussions which 
deserve closer analysis. One af
firmed that health is a goal of de
velopment in its own right; while 
health is a pre-requisite for econ
omic well-being, it has to be recog
nised first as a fundamental human 
entitlement and a condition of well
being which has to be protected and 
promoted by the entire develop
ment process that is taking place in 
a country. The other stressed that 
Health for all demands equity in 
health , and that equity in health is 
best achieved through an intersec
toral strategy for health . 

The affirmation that health is a 
goal of development was timely at a 
period when harsh adjustment poli
cies adopted by countries , in the 
wake of the economic crisis , were 
resulting in cutbacks on public ex
penditure on health. If health is jus
tified only as a means to improve 
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productivity and increase economic 
output , then inevitably health takes 
second place when economic well
being is threatened . There is no 
doubt that good health is a means 
to economic well-being for the indi
vidual , the household and the com
munity; likewise economic well
being is a means to good health for 
all three . Both sequences are impor
tant and should be pursued toge
ther. Inasmuch as the individual 
and household will protect and pro
mote their health in order to be 
able to improve their income-earn
ing capacity, so the protection and 
improvement of their health is 
constantly kept in sight by the 
individual or household . It is one of 
the essential and desired outcomes 
of their economic betterment. 

The continuous attention to this 
two-way relationship between 
health status and economic status , 
between health goals and economic 
goals, is vital both for the achieve
ment of sectoral goals as well as of 
the overall development goal, that 
is, the improved well-being of the 
people as a whole. Such attention is 
essential in drawing up the right de
velopment policies in each sector. 
And it has to be a guiding principle 
in formulating health strategies , in 
particular. 

What does this mean for the 
shaping of development policies? 
The responsibility for health is 
shared by many " sectors," among 
which the " sector" delivering 
health services is the principal one. 
It is the sector responsible for 
the health services which is best 
equipped for identifying health 
effects and diagnosing health out-

comes . But ill-health and the ab
sence of good health are all the 
time being " produced" in other 
sectors-whether through an irriga
tion dam which neglects the poten
tial health hazards, an industrial 
project which pollutes the environ
ment , an educational system 
which has poor female participa
tion ; or food and agricultural poli
cies which ignore effects on nutri
tion. The " inputs" into the 
" production " of health come from 
many sectors. 

As the introduction to the back
ground document at the Technical 
Discussions pointed out, sectors 
other than health quantify these 
linkages in an "input-output " ma
trix ; but the health sector does not 
readily lend itself to this. In simple 
terms , the health components in 
other sectors , in sectoral policies 
and in programmes need to be 
identified and incorporated as an 
integral part of the sectoral poli
cies, and the "health responsibil
ity" of that sector needs to be clear
ly defined . Then the extent to 
which that sector protects and pro
motes the health of people through 
its own sectoral strategies becomes 
a very important measure of its 
success or failure in achieving its 
development goals. 

To institutionalise such a process 
of policy-making in the national 
system is no easy task . The univer
sal acceptance of the Health for all 
strategy by Member States gives 
WHO a unique opportunity to initi-

Women in Iran learning to read and 
write. Literacy will permit them ready 
access to health-related knowledge and 
information. 
Photo W HO/P. Almasy 
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ate and provide leadership for such 
a task. 

There is already a great deal of 
material available on the health 
effects of projects and programmes. 
As a starting point, these can be 
systematised and developed as a set 
of guidelines for identifying the 
health policy component in other 
sectors. A few countries with the 
appropriate conditions could be se
lected to demonstrate the feasibility 
of intersectoral health planning and 
policy formulation, the nature of the 
training and orientation needed, 
and the institutional modifications 
that could put intersectoral plan
ning in place as a regular part of 
the national system. 

National concern 
The best point of entry for such 

an exercise is the national concern 
for equity in health. From the per
spective of developing countries, 
particularly the poorest where a 
majority of the Third World popu
lation live, improving the capacity 
for survival and prolonging the life 
span has a universal human appeal 
which makes "equity in health " a 
politically powerful policy , in any 
nation . 

Equity in health implies several 
conditions. First and foremost it re
quires attention to the group who 
are in the lowest segment of the 
national health profile. Just as an 
economist would identify the low
est income "deciles" (units of ten) 
as the poverty group, the two or 
three (or even more) lowest health 
deciles most exposed to health risks 
and most deprived of resources re
quired for a healthy life need to be 
identified. The health of these vul
nerable groups will reveal how and 
why the national health strategy 
fails to reach persons living on this 
"margin". This margin becomes 
one of the most revealing indicators 
of the efficiency and quality of the 
health strategy. 

But when we come to the health 
status of these disadvantaged 
groups, the health problem strikes 
us in its full multi-sectoral complex
ity. The inadequacy of the health 
services, or lack of access to them, 
is only a very small factor in the 
poor health of these groups. Their 
health status is poor because their 
nutritional intake is insufficient , 
their incomes are low, their shelter 
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A new well ensures clean water supplies 
for villages in South India, bringing the 
community a step nearer to equity in 
health. 
Photo W HO/C. Stauffer 

is of very poor quality, they do not 
possess the literacy to permit ready 
access to new knowledge and infor
mation. In short, they have less of 
the health-related resources than is 
needed. 

Equity in health is therefore 
above all equity in development. 
Unless other sectors are equally 
concerned with improving the well
being of these groups and increas
ing the health-related resources 
available, the attempt to achieve 
equity in health through equitable 
distribution of health services alone 
can be a costly and often an unpro
ductive exercise; its potentially 
positive impact can be aborted by 
the negative effects of the other 
sectors. In order to be effective, 
equity in health has to be part of a 
larger equity-oriented development 
strategy. Health policy has to go in 
search of the equity-oriented com
ponents of other sectoral strategies, 
promote the incorporation of such 
components if they are not already 
present, and become part of a 
movement towards the integrated 
improvement of well-being. 

There are many examples of 
countries where there have been 
moves towards the integrated im
provement of well-being-China, 
Sri Lanka, Kerala in India , Costa 
Rica , Cuba, and recently Thailand. 
It might be argued that where there 
is a clearly articulated orientation 

towards equity in national strate
gies as a whole , and if these find 
expression in the sectoral strate
gies , intersectoral action will take 
place almost spontaneously without 
an elaborately planned and inten
sive effort directed at intersectoral 
action. For example, in many of 
the countries which had strategies 
directed at the satisfaction of basic 
needs , such as Sri Lanka, there is 
little evidence that , in the past , 
planners and policy-makers care
fully looked for and acted upon 
intersectoral links. 

There is , however, no doubt that 
sectoral strategies- even though 
they may be equity-oriented in de
sign-when pursued in terms of sec
t oral goals contained within the sec
toral boundaries have almost always 
some negative impact on other sec
tors. This can occur most frequent
ly in regard to health; a large devel
opment project conceived clearly 
with the objective of improving the 
economic conditions of the poor 
can have consequences which seri
ously impair their health environ
ment. In retrospect it is clear that 
even the equity-oriented strategies 
of countries like Sri Lanka could 
have benefited greatly, and could 
have been much more cost-effec
tive , if there had been planned in
tersectoral coordination . 

The examples of these and simi
lar countries provide a wealth of ex
perience from which it should be 
possible to identify and clearly ar
ticulate appropriate equity-oriented 
models of intersectoral action for 
health which can be useful for other 
countries in drawing up their health 
strategies and policies. • 
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From pre-history 
to PHC 

In the context of maternal and child health, 
primary health care represents a return to 
the traditions of community and family
based care, but now it is much more 
scientifically founded and socially sustained 

by Mark Belsey 

The forty years of the World 
Health Organization have 
brought as much change and 

hope for the health of women and 
children as the preceding 4,000 
years. Yet those 4,000 years were 
not without reason and wisdom. By 
taking the best that the two worlds 
of traditional and modern science 
can offer, WHO has served the 
world's women and children well . 

If we were to look back at a birth 
some 4,000 years ago , the scene 

would be the same as it had been 
for millennia before and would be 
for millennia to come. It was repre
sented in the pottery of pre-Colom
bian Peru, in the descriptions of 
childbirth in Roman times and in 
Renaissance times, and it is to be 
found in the anthropological de
scriptions of nearly all pre-industrial 
societies. Women delivered their 
babies from a squatting, kneeling 
or even standing position. They 
were supported from behind by 

another woman, and were often as
sisted in the delivery by a relative. 
The birthing place was often a 
closed, indoor place, free from 
draughts , often with a fire burning 
and possibly water heating. 

Yet traditional practices were not 
enough. In the best of ages, nearly 
one in a hundred pregnant or partu
rient women failed to survive ; in 
the worst of circumstances, several 
times more of them would die. 
Women were aware of the dangers 
and risks, sometimes seeking erro
neous solutions to real problems. 
Fear that too large a baby would 
lead to a difficult delivery led to 
food taboos or restrictions that may 
have been harmful to the woman's 
own health and to the growth and 
development of the unborn child. 

Dr Mark Belsey is Chief of 
the Maternal and Child Health 
unit in WHO's Division of Family 
Health. 

In recent times, professional con
venience and organized maternity 
services demanded that women 
should deliver their babies while 
lying on their backs. Adherence to 
aseptic techniques, and once again 
the convenience of hospital rou
tines , precluded the presence of 
friends or family members . It was 
the presumed price to be paid for a 
safe delivery. 

But there was wisdom in some of 
the traditional practices. We now 
know that the pelvic bones open 
wider during delivery, and the force 
of a woman's contractions are 
greater when she is upright than 
when she is fiat on her back during 
labour and delivery. The presence 
of a friend, relative or sympathetic 
person for social support cuts in 
half many of the complications and 
the need for operative assistance . 

Yet not all that was traditional in 
maternal and child health was ben
eficial. Fear of " bad airs" at a tra
ditional delivery might have wisely 
cut down the danger to the new
born infant of draughts and chill
ing; but the risks of pneumonia 

Early pottery from Peru shows the tra
ditional way in which women were 
helped to give birth. 
Photo WHO 
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Today, professional convenience re
quires that women deliver their babies 
while lying down, and that they con
form to hospital routines. 
Photo WHO/E. Rice 

increased when tight swadding im
peded adequate breathing move
ments or when the baby was ex
posed to the irritants of a closed , 
smoke-filled environment. Many 
societies failed to understand the 
importance of that first flow of 
breast secretion , colostrum, as a 
unique protective substance. Birth 
itself was so chancy that the naming 
of newborn infants was delayed un
til there was a reasonable certainty 
of survival - sometimes for ten days , 
beyond the risk of tetanus , often 
30 or 40 days , beyond the hazards 
of newborn infection and the risks 
to premature infant survival. 

The rapid social changes and the 
resultant social and environmental 
circumstances that accompanied 
the growth of cities and the later in
dustrial revolution of the 19th cen-
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tury in Europe and North America 
left little room or time for tradition
al technologies to evolve and adapt. 
Often, independent of the tradi
tional patterns of health care, tech
nological advances both within and 
outside of the health care sector 
have had a great impact on the 
health of mothers and children. Im
provements in food production and 
distribution , the availability of 
schooling, particularly of women, 
and environmental improvements 
in water, sanitation and housing 
have had a beneficial effect on 
health. 

Science flourished and new 
knowledge in maternal and child 
health rapidly accumulated. 
Awareness of the nutritional re
quirements of infants and children, 
developments in immunology and 
vaccine development , and an un
derstanding of the epidemiology 
and management of infectious dis
eases of childhood are but a few 
examples of the rapid strides in 
research. In some instances the 
"best " temporarily became the 

enemy of the "good" , Thus the 
knowledge of the electrolyte and 
fluid imbalances of diarrhoea and 
dehydration initially led to highly 
complex calculations and a vari
ety of fluid solutions for clinical 
management, and this posed an 
obstacle to the management of the 
problem on a community-wide scale. 

By the late 1950s, Maternal and 
Child Health (MCH) technologies 
had rapidly evolved. Well-defined 
packages of care emerged; ante
natal care included the detection of 
pre-eclampsia, anaemia , syphilis 
screening and Rhesus factor typing. 
Similarly , child health technologies 
evolved in such areas as immuniza
tion , growth monitoring , infant and 
child feeding , or early diagnosis of 
handicapping conditions. But if it 
had not been for WHO, much of this 
knowledge and most of the technol
ogies would have diffused only 
slowly from the bound volumes of 
medical journals, remaining beyond 
the reach of the vast majority 
of the women and children of 
the world. 
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From pre-history to PHC 

Breastfeeding and family planning 
posters advocate healthy practices to 
mothers attending a clinic in Lesotho. 
Photo W HO/N. Durreii-McKenna 

During this same period, the 
trend in the care of mothers and 
children was becoming highly pro
fessional and dependent on more 
and more complex technologies. 
Often the community became the 
passive recipient of care. The skills 
and knowledge of traditional moth
er and child care were lost. Ante
natal clinics had become crowded, 
popular demand for care had been 
created, and with it, dependency. 
The technologies were not always 
appropriate ; the resources , skill 
and infrastructure required to sus
tain them were usually not avail
able in the developing world. 
Amidst this disharmony, another 
discordant theme became appar
ent; unregulated fertility was tak
ing a significant toll on the health of 
mothers and children. 

In all these currents and counter
currents of social and technological 
change, what role has WHO played? 
But for WHO, would the scientific 
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community and the policy-makers 
have recognised the excesses of 
technology and rediscovered the 
beneficial features of traditional 
practices in maternal and child 
health, including family planning? 
Since its infancy and in the constan
cy of its idealism, the Organization 
has moved from a position of serv
ing as a noble supplier of know
ledge and technical support to 
countries , issuing pronouncements 
and technical documents, to the 
position of a mature activism and 
outspoken advocacy . 

In the context of maternal and 
child health, primary health care 
represents a return to the traditions 
of community- and family-based 
care, but now more scientifically 
founded and socially sustained. The 
gaps in knowledge and application 
have prompted new solutions and 
approaches: oral rehydration ther
apy for diarrhoea! disease; the 
widespread application of the risk 
approach in maternal and child 
health, including family planning, 
as a means for redressing inequity 
and matching resources to needs. 
The monitoring of the world health 
situation of women and children 

has identified disturbing trends and 
unmet needs: a decline in breast
feeding in many areas of the world; 
and a level of maternal mortality 
that is still intolerably high. 

Increased efforts by WHO and spe
cial programmes in these and other 
areas have accelerated action. Con
traceptives are being developed 
and tested ; early warning systems 
ensure timely intervention in case 
of nutritional deterioration in chil
dren. The cold chain for maintain
ing vaccines from manufacturer to 
health centre is being extended . 
The technologies for managing 
those common killers of infants and 
children, diarrhoea! diseases and 
respiratory infections , are being 
simplified and more widely dif
fused. And, more recently , the 
shame of 500,000 maternal deaths a 
year is being redressed through a 
sensitive and supportive partner
ship between the health system and 
the community. 

We bear witness that these chal
lenges have been and will continue 
to be met by the World Health Or
ganization on its fortieth birthday 
and in the remaining twelve years 
of this century. • 
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The Choice Is Now 

Health 
WHO's Programme on Tobacco or 
Health ushers in 1988 with a new 
health message, and plans to observe 
the World's 1st No Tobacco Day 

The two logos, and the health messages they 
convey, displayed at the top right of this page, 
reflect a turn of events against tobacco over 

the past eight years or so. 
For 1979 WHO's theme was "Smoking or Health: 

The Choice is Yours," as depicted in the small cir
cular design. Today it is "Tobacco or Health: 
Choose Health ," as the large eight-sided logo 
proclaims. 

Among developments that led to the change are 
the following: 
• The determination by health officials that ciga
rette smoke is harmful to the health of non-smok
ers . When forced to breathe smoke-filled air, a 
non-smoker becomes, paradoxically, a smoker and 
thus at risk to tobacco-related diseases. According 
to estimates, each year passive smoking accounts 
for 4,000 to 5,000 deaths in the United States, and 
1,000 deaths in the United Kingdom . 
• The increasing number of women smokers in 
the industrialised world. Indeed since the mid-
1980s, lung cancer has overtaken breast cancer as 
the most common form of female cancer in the 
United States-the first country to show this trend. 
• From 1960 to 1980, the mortality rate for fe
males from lung cancer doubled in 28 industri
alised countries. What did that advertisement 
pushing a special brand of cigarettes for women 
say?: "You've come a long way, baby" -they 
have, in lung cancer rates. 
• The huckstering of smokeless tobacco, which is 
chewed and sniffed . The use of tobacco in this 
way causes mouth cancer, thus indicating that it is 
not only smoke but tobacco itself that threatens 
health . 
• The scheduled testing thi s year of what is 
described as a "clean cigarette." Though promot
ed as "smokeless," "ash less, " and "odourless," 
the new product is not tobacco-less, and tobacco 
endangers health. 
• The growing belief in communities and nations 
that non-smokers have a right to breathe clean air 
in work places and in public spaces . 
• The designation by WHO's World Health Assem
bly of 7 April 1988 as the World 's 1st No Tobacco 
Day, one goal of which is to encourage smokers to 
voluntarily desist from using tobacco in all forms 
for a day as a first step to cutting down or to 
quitting . 
• And the hard fact that about 2.5 million people 
die each year from all diseases caused by tobacco. 
In developed countries, cigarettes are linked to at 
least 80 per cent of all deaths from lung cancer, to 
75 per cent from chronic bronchitis, and to 22 per 
cent from heart disease. • 
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One world? 
' Two worlds? 

by Georges Mikes 

A superficial acquaintance 
with the work of the World 
Health Organization is 

enough to make me realise that my 
views and remarks are those of a 
parochial West-European. People 
should not be ashamed of being 
West-Europeans, though many of 
them are . And neither should they 
be over-proud of it. Western 
Europe, or " the West ", includes 
such vast , non-European places as 
the United States , Australia and 
New Zealand , but all of them put 
together are only a small part of 
the globe , with very different prob
lems from the rest. Humanity be
longs to two main groups : the 
Third World and the First. (I know 
very little about the Second. It's 
never mentioned.) 

You have never heard of a Ugan
dan peasant or a Jamaican farm
worker on a banana plantation who 
does not have enough " exercise" . 
They all have more than enough. 
There are few Indian or Ethiopian 
villagers threatened by the dangers 
of over-eating. Their problem is 
under-eating. If they have a prob
lem about cholesterol , they need 
more of it , not less . 

That does not mean that we 
Westerners are necessarily health
ier than the people of the Third 
World. Americans may be the 
wealthiest but are certainly not the 
healthiest of all nations . Africans 
and Polynesians, and many others , 
disregard minor ailments which 
send us rushing to our doctors who 
then keep us in bed for days. If we 
drank the water some of these com
munities keep drinking we would 
die of cholera. They drink that wa
ter with impunity. (One has heard 
innumerable stories about concen
tration camp victims , during the 
second world war-middle-aged 
and middle class people who had 
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caught innumerable colds during 
their previously comfortable lives. 
When their brutal and monstrous 
captors made them stand in the 
snow almost naked for hours on 
end, many of them suffered no ill
effects) . 

World Health learnt with sorrow 
of the death of George Mikes, at 
the age of 75, shortly after publi
cation of his last book, "The 
Riches of the Poor: a journey 
round the World Health Organi
zation." Born in Hungary into a 
non-practising Jewish family, 
Mikes became a journalist and 
was sent by his newspaper to 
report on European affairs from 
London in 1936. Consequently 
he escaped the holocaust in 
which many of his friends and 
relations perished. As a refugee, 
he wrote a book intended "to hit 
hard at all the things the British 
held dear ... tea, sex, cricket." 
But-the way he tells it-he had 
under-estimated the British gift 
of being able to laugh at them
selves. He was labelled as a 
humorous writer and his book, 
" How to be an alien," became a 
best-seller. 

On his own health, Mikes 
wrote in his last book : "The last 
time I was really treated by a 
doctor was in 1957 . . . But as a 
young journalist I got blood 
poisoning. When my colleagues 
from the newspaper rang the 
nursing home, they were told 
that all hope had been aban
doned, so my paper published a 
warm and very flattering obitu
ary . .. The next morning, I read 
my obituary and was truly 
cheered up . Later I had the feel
ing that my Editor was annoyed. 
He hated any inaccuracy and felt 
that I had let the paper down by 
recovering." 

This however, is only one side of 
the picture. The other side is more 
discouraging. Once again two dif
ferent worlds are staring at each 
other with incomprehension . 

A great many illnesses which 
have been more or less eliminated 
in the West - polio, tetanus , tuber
culosis, whooping cough , measles 
(smallpox is in a different chapter) 
are still widespread killer-diseases 
in the Third World. (The Third 
World is nowadays called the "De
veloping Countries". Some of them 
are developing , others are not.) 
The two sides seem to be worlds 
apart. The problems of one (over
feeding etc.) are the dreams of the 
other. We live different lives ; we 
die different deaths. 

As we in the West are supposed 
to be more advanced, WHO's task 
seemed for a short while to be 
simple. The Third World must be 
brought up- up?- to the level of 
the First , or as near to it as possi
ble . This simple concept proved all 
right, even beneficial, in quite a few 
cases; in others it caused trouble 
and even disaster. 

It happened on several occasions 
that Western missions were horri
fied to see African or South Ameri
can tribes living with their animals 
(either animals sharing people's 
huts or people sharing animals ' sta
bles). They washed in the same wa
ter and, sometimes drank water in 
which animals had urinated . Yet 
they remained healthy. As soon as 
well-intentioned Westerners taught 
them a bit of hygiene , they started 
falling ill. Those wonderful West
ern methods destroyed their health . 
The moral is not that we all should 
drink water into which buffaloes 
have urinated . 

On the other hand I have heard a 
few success-stories. This one comes 
from Thailand . In one district 
people hardly ever washed because 
of the shortage of water. WHO 

taught them how to catch rainwater 
in a reservoir and how to separate 
rainwater and drinking water from 
water suitable for washing clothes 
and yaks and elephants but for 
nothing else . These newfangled 
ideas were received at first with the 
utmost suspicion, but the Siamese 
are too intelligent a people not to 
have been convinced by evidence in 
front of their eyes. The new system 
has changed their lives . Lots of dis
eases disappeared, the community 
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has become altogether healthier. 
Now that they have enough water 
in their reservoirs they keep them
selves much cleaner and this has 
improved their health further. 
Today they are prepared to pay for 
their water-supply-and that says a 
lot. 

Benefits are not always so obvi
ous as in this case. Most Western 
newspaper-readers have heard of 
the problem of powdered milk. 
African children were introduced 
to artificial milk and some of them 
died. The milk was blamed, but the 
culprits were the dirty water in 
which it was dissolved and the ex
creta of flies on the teats: impossi
ble to explain to any mother who 
has just lost a child, without sound
ing as though you were blaming her 
in order to excuse yourself. 

Or take vaccination. The practice 
is often received with resentment. 
Mothers hate seeing their babies 
being pricked with those long and 
menacing needles-and sometimes 
babies are inoculated only to die 
afterwards, in spite of it. Perhaps 
the needles were dirty ; perhaps the 
vaccination came too late ; perhaps 
the baby dies of some illness uncon
nected with the vaccine. Excuses 
won't wash. For the mother it was 
that jab with the horrible needle 
that killed her child. 

It is an old fallacy of the human 
race that it is enough to show rea
son for reason to be victorious. One 
would have expected the experi
ence of the eighteenth-century Ra
tionalists to cure us of this fallacy 
but this is not the case. African 
witch-doctors are often more intel
ligent than Western rationalists. Se
cretly they administer penicillin to 
their patients. People, of course, 
insist on the old hocus-pocus, 
too, so they get it from the witch
doctor. It is hard to say- as there 
are so many psychosomatic ill
nesses-whether the patients are 
cured by penicillin or by the hocus
pocus. 

One meets the equivalent of the 
witch-doctor in our own society. A 
very eminent specialist told me 
once that when he was treating a 
sick child whose life was in the bal
ance, he had gone to church to pray 
for his little patient's life. I am an 
old sceptic and am convinced that 
the "supernatural" never helps the 
patient; but sometimes, obviously, 
it helps the doctor. 
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0 0 • Mothers hate seeing their babies 
pricked with those menacing needles 0 0 ° 
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The West has absolutely no rea
son to expect reason on medical 
matters to prevail among Third 
World peoples. We all know about 
Copernicus's fear of being burnt at 
the stake, the tribulations of 
Galileo, the vituperations against 
Charles Darwin, and the attempts 
to oust Louis Pasteur from the 
medical profession. The list could 
be extended almost indefinitely. 
Einstein's theories on physics were 
received with doubt, Freud's on 
psychology with derision, and great 
artists (whose laundry lists, written 
out in their own hands, fetch for
tunes today) have starved. So why, 
should people unfamiliar with the 
principle of vaccination not mis
trust the injection needle? 

That people were reluctant to 
accept Darwin and Freud is un
derstandable. They undermined 
humanity's conceit, belief in itself, 
snobbery, so it would have been 
comforting if they had been wrong. 
But even when people are con
vinced that a teaching or discovery 
is right, they still resist it. Every
body knows that cigarette smoking 
-or all smoking-is destructive 
to health and a potential killer. 
Yet millions of people-brilliant, 
advanced "Westerners" among 

them-go on smoking, either fool
ing themselves that smoking will 
not harm them, or dismissing the 
whole idea as unproven. Indeed, 
they go much further. Nearly all the 
armies of the West go on issuing 
regular cigarette rations to the 
troops. It is very much in the inter
est of any army to keep its men and 
women in good health but, they 
say, it is even more important to 
avoid mutiny. Soldiers insist on 
their right to destroy their own 
health. 

I have heard of an eminent sur
geon who has saved countless lives, 
who carries out five- and six-hour 
long operations without smoking 
but chain-smokes as soon as he is 
out of the theatre. He explains: "I 
can do my work because I chain
smoke." 

That's how advanced, superior 
Westerners behave who often 
shake their heads with disapproving 
superiority over Third World 
Foolishness. 

When reason meets unreason- as 
a wise gentleman at WHO remarked 
-unreason always wins. In the West 
as well as in the "Developing 
Countries." Perhaps it is One 
World, after all. • 

(Extract from "The Riches of the Poor, A 
journey round the World Health Organiza
tion ," published by Andre Deutsch, 105 
Great Russell Street, London WClB 3JJO 
Don Quixote illustration by Marie-Heli:~ne 
Jeeveso) 
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Developing Countries Asked to Join 
Counter-Attack Against Tobacco 

WHO's Director-General, Or 
Halfdan Mahler, has challenged 
developing countries to join 
the counter-attack against the 
threat to health of tobacco now 
under way in the industrialised 
world. 

In a keynote address in Tokyo 
at the 6th World Conference on 
Smoking and Health, he also 
cha llenged leaders of societies 
to act to make "the 21st centu
ry free of tobacco-related 
diseases." 

About 2.5 million die each 
year from such diseases, from 
lung cancer, chronic bronchitis, 
emphysema, and heart dis
eases, or a death every 13 sec
onds. But the fact that 5.5 
million smokers in Canada, 
10 million in Britain, and 40 mil
lion in the United States have 
quit, indicates the "counter
attack against tobacco is 
accelerating." 

The warnings required by 
law on cigarette packages and 
advertisements, the warnings 

WHO Photo· H. Christoph 

Prime Targets Of Tobacco 
Hucksterism : Third World 

by health officia ls that passive 
smoking endangers health, 
along with the curbs on smok
ing in public spaces, public 
transportation, and work places 
are signs in the industrialised 
world that "public toleration of 
the habit is wearing thin," he 
sa id. 

Faced w ith increasing public 
opposition and decreasing 
numbers of male smokers, the 
tobacco industry is selling to 
youth, women and, especially, 
to the developing countries. 
Thus while the consumption of 
tobacco decreases by 1.1 per 
cent each year in the industri
alised world, it increases by 
2.1 per cent each year in the 
developing world. 
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Even though tobacco-related 
diseases place an extra burden 
of il l-health on nations, many 
are "dazzled by what they see 
as the wealth offered by tobac
co." Yet, Mahler went on to 
say, "it is fool's gold, because 
economic gains are outstripped 
by economic losses-from pre
mature deaths, from medical 
bil ls caused by tobacco-related 
disease." 

He urged developing coun
tries to follow the example 
of the industrialised world. "A 
smoke-free society is the trend 
- the latest, the smartest 
- worthy of emulation, " he sa id . 

In addressing key sectors of 
society, WHO's Director-Genera l 
aimed these cha llenges at 
them: 

• Doctors: " My own profes
sion, and nurses everywhere: 
Set an example of non-tobacco 
use. 
• Entertainers, athletes, 
public persons: "You are role 
models for young people. 
Please help them choose 
health by avoid ing tobacco. " 
• Editors of women's ma
gazines: " Publish articles that 
protest women's new slavery 
to tobacco." 
• Editors of other publica
tions: "Use your communica
tion ski lls to spread the news 
that tobacco is out. " 
• Parliamentarians : " Pass 
legislation aimed at ensuring 
the right of people to live free 
from tobacco hazards . Vote for 
health." 
• Planners: "Devote your ge
nius to finding economic alter
natives to tobacco growing. " 
• Smokers: " Quit or cut 
dow n ; just as society fights al
cohol ism, let us f ight tobacco
ism. Just as we help drinkers, 
let us help smokers." 
• Unions : " Do not forget the 
battle to protect workers from 
that toxic substance, tobacco. " 
• Women's organizations: 
"Sound the alarm against 
sexist advertis ing aimed specif
ically at women." • 

Innovations in 
Medical 

Education 

A small but growing number 
of educational institutions in 
all parts of the world are turn
ing away from conventional 
ways of training personnel in 
an effort to meet health needs 
of today. So far numbering 20, 
they are part of the Netw ork of 

Dentists Also Asked to Fight AIDS 
wHo is asking dentists throughout the world, as well as the 

dental manufacturing industry, to join in the fight against 
AIDS, particularly in countries where the disease is a major 
health problem. 

Dentists ::;hould take precautions against infection when 
treating P()ti~nts, and should also of!pr >advice about 
preventing~lb)p .. 6s dentists are likely to .§ee more than 50 
per cent pf,\nhabitants in any c2mmynity, there is a role for 
them in health education, WHO says. 

The risk of the virus being transmitted from patient to 
patient during oral care is considered small if instruments, 
particularly those that pierce the skin, are sterilised. The risk 
of a patient being infected by an oral health care worker is 
also considered slight. Theoretically, the virus could be 
transmitted from an AIDS victim to dental care 
personnel-through blood or mouth fluids of one entering a 
cut or scratch of the other - but until now no cases have 
been reported. 

Experts at a recently concluded m in Geneva 
pointed · out .: •. 
• That simple, cost-effective method 
steri lisation are available for developed 

instrument 
developing 

countries. 
• That gloves, masks and gowns should be worn to protect 
health workers. Such measures place a "barrier" between 
them and the AIDS virus, as well as other infectious disease, 
including hepatitis to which they are at even great risk . 

The representatives from industry came from Austria, 
Belgium, the Federal Republic of Germany, Italy and the 
United "Kingdom. Also attending the meeting were experts 
from the Dental Disease Prevention ~ctivity of the US 
Centers Disease Control in Atlanta. • 
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Community-Oriented Educa
tional Institutions for Health 
Sciences which has head
quarters in Maastricht, the 
Netherlands. 

For them, "community" is 
the watchword, and " problem
solving" the over-riding aim of 
health education . Less than 3 
per cent of all medical schools 
have programmes that so ad
dress health issues, accord ing 
to WHO experts in medical 
education. 

These two WHO publications, 
just off the press, show w hat is 
being done to relate training to 
needs : 
- Innovative Schools for 
Health: A 106-page study, car
ried out by wHo and the Center 
for Educationa l Development 
in Chicago, of ten schools in 
these countries: Australia, 
Cameroon, Canada, Israel, 
Mexico, Nepal, the Nether
lands, Philippines, and the 
United States. (Price: Sw. fr. 7 7 
from Distribution and Sales, 
WHO, Geneva). 

- Innovative Tracks at Estab
lished Institutions for the Edu
cation of Health Personnel. A 
232-page report of the experi
ence of eight schools in re
forming education through the 
"track" system, that is 
through use of a curriculum 
distinct from, but running paral
lel to, the existing curricu lum. 

The schools are in China, 
Mexico, the Philippines, Thai
land, and the United States. 
(Price Sw. fr. 39). • 

Cervical Cancer : 
11 Up-Age" 
Screening 

A Tough Choice 

Only a small fraction of wom
en at risk are screened for cer
vical cancer in the Third World, 
even though more than three
quarters of all patients are in 
developing countries. As a re-
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suit mortality from the disease 
is increasing. 

Screening is usually carried 
out in urban areas as part of 
family planning campaigns, so 
it mainly reaches young wom
en, those in their twenties, 
who are middle-class, and who 
are then re-screened every two 
to three years. Studies show, 
however, that it is the women 
in the poorest rural section 
who are at highest risk, and 
that more than 90 per cent of 
tumours occur in women over 
age 35. 

What developing countries 
are following, WHO experts sug
gest, is essentially an industri
alised world practice which for 
them is wasteful, is time con
suming and does not reduce 
overall mortality. 

These countries are there
fore asked to make the "tough 
choice" of first screening 
women at age 35, rather than 
at 20; and from then on to 
screen them every 5 to 10 
years up to age 55, rather than 
every 2 to 3 years up to age 65. 

This "up-age" screening re
duces the number of times an 
individual is checked, but in
creases the number of women 
who can be screened in the 
higher risk ages and thus, the 
experts say, will have a "reas
onable chance of reducing 
overall mortality in a country." 

Of the estimated 460,000 
new cases each year, about 
72,000-16 per cent of the 
world's total-occur in India 
alone. Thus the country is car
rying out studies to determine 
if para-medical workers could 
be trained to detect the dis
ease visually, with the aid of 
an instrument called the 
speculum. • 

WHO Photo· J. Marshal! 

Rather than at age 20, screen 
from age 35 
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Newsbriefs 
• A US Centre for Pain Evaluation. The University of Wiscon
sin's medical school in Madison has been designated a collaborat
ing centre in symptom evaluation for WHO's "Freedom from Cancer 
Pain " programme. 

• Calendar. Of more than usual noteworthiness, the 77th World 
Congress of the International Association for Accident and Traffic 
Medicine, from 24-28 May 7988 in Oubrovnik, Yugoslavia. 

Among items on the agenda: Fatigue and traffic safety, alco
hol, drugs and traffic safety, protection of car occupants and other 
road users. 

(For more information, write: 17th IAATM Congress, Institute of Public Health, 
Sarengradska 3, YU-4700, Zagreb). 

• Canada's Tobacco-Free Pages. Even though advertising from 
tobacco products represents about one million Canadian dollars in 
revenue each year, the Toronto Star has closed its pages to tobac
co advertising, the Canadian Cancer Society reports. it is the fourth 
Canadian daily to do so, all in Ontario province. 

The first was the Kingston Whig-Standard, the second the 
Brockville Recorder and Times, both smaller dailies. The third was 
the Toronto Globe & Mail, circ. 370,000, the first major daily. The 
Star's circulation is even larger- about 500,000 daily, and 800,000 
over weekends. 

• Off the Press: "Mental Health Services in Pilot Study Areas, " 
published by WHO's regional office for Europe in Copenhagen and 
based on information from 27 centres in 76 countries. The 570-
page report makes available for the first time "a detailed and reli
able description of the development of mental health services in 
Europe, " the authors say. 

(Price: Sw.fr 70 from Distribution and Sales, WHO, Geneva). 

• Red Square, a Public Space. 
Smoking is being banned in 
more and more public places 
throughout the world, but most 
of them are indoors. As this 
photo shows, Moscow's Red 
Square is an exception. There 's 6 
no smoking in this open-air ~ 
public space. ~ 

The Soviet Union's anti- :> 
tobacco programme has been o 

given a new impetus by a recent 1' 
decision of the Ministry of "
Health to makes its offices smo- ~ 
ke-free. s 
• The NGO-WHO Newsletter, No. 1. This is the masthead of a 

Go IAJ:'HO newsletter recently published, 
rrJ whose purpose is to facilitate 

f'WSLETTER the work between 7 54 non-
governmental organizations 

and WHO. "These groups, " WHO officials say, "are valuable partners 
in getting the health job done. " it is to be published twice a year. 

(For more information · Write Joan Gunby, WHO responsible officer for liaison with 
non-governmental groups.) 

• World Health Index 1975-1987. The last edition of the World 
Health Index ran from the start of the magazine, in 7958, to the end 
of 1983. Now we have up-dated it to the end of 1987, but at the 
same time we have omitted (as out-of-date) all the issues prior to 
7975. All libraries and most teaching institutions on our mailing lists 
will receive copies of the Index for 7975-1987, which will exist in 
English and French only. For further copies, write to the Editor, 
World Health, wHo, 1271 Geneva 27, Switzerland. 

In the next issue 
Everybody is talking about it, but what do we know about it? 
AIDS, the Acquired Immuno-deficiency Syndrome, has been 
described as "the new plague", against which one of the 
few weapons at present available is health education. WHO is 
charged with coordinating global action to combat AIDS, as 
th E? March issue of World Health explains. 



Cdnoes carry an immunization team on their disease
prevention rounds in the Philippines. Photo WHO/S. Yabao 
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