
Case studies made by WHO in five countries examined how 
developments outside the health sector related to major 
changes in the health status of the population concerned 

It is now widely recognised 
that a sustained improvement 
in the health status of a popu
lation can only be achieved 

through the combined impact of a 
wide range of social and economic 
developments. In 1977, the World 
Health Assembly decided that the 
main social target of governments and 
WHO should be the attainment by all 
citizens of the world by the year 2000 
of a level of health that will permit 
them to lead a socially and economi
cally productive life; for brevity, we 
call this Health for all. 

The Declaration of Alma-Ata, in 
1978, defined primary health care as 
the key , in national health strategies, 
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to the achievement of an acceptable 
level of Health for all, and it empha
sised that health is not the concern of 
the health sector alone but also re
quires the action of other social and 
economic sectors. In 1979, the World 
Health Assembly endorsed the Decla
ration of Alma-Ata and brought into 
sharper focus the need to coordinate a 
wide range of sectoral activities in 
order to achieve health goals. Health 
has therefore increasingly gained rec
ognition as a social goal which has to 
be integrated into a strategy of social 
development. 

As part of the response to these 
perceptions , a project on intersectoral 
action for health was initiated in 1981 

which was envisaged as a series of 
studies, to be followed by a pro
gramme of research activities , in an 
effort to enhance understanding of the 
interrelationship of developments out
side the health sector and major 
changes in the health status of the 
population . Its main purpose was to 
examine how national health stra
tegies could affect interrelationships, 
making them more explicit and mobil
ising them for achieving health goals. 

Better health status for all people can only be 
achieved through the combined impact of 
a great many social and economic devel
opments. 
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Health cannot do it alone I 

Five countries-India, Jamaica, 
Norway, Sri Lanka and Thailand
participated in the studies during the 
first phase of the project. In India , 
research activities were confined to 
Kerala State , because of the need to 
keep them within manageable propor
tions, comparable to the activities in 
the other countries , and because of the 
special socio-economic and demo
graphic characteristics of Kerala State . 
In the four other countries the studies 
were conducted on a national scale. 

The scale of the project in its first 
phase had to be relatively modest , 
since it was dictated by the resources 
available , and the countries taking 
part had to be selected from among 
those where the importance of inter
sectoral linkages in the field of health 
appeared to be recognised, thus offer
ing scope for meaningful analysis . Al
though the entire international range 
of health conditions and the socio
economic and cultural factors in
fluencing them were not represented, 
the nature of the project made it 
possible to gain initial insight into 
relevant problems by concentrating on 
a few case studies. The problems and 
issues revealed in the studies will be 
pursued through further research and 
related activities planned for the sub
sequent stages of the project. 

The conceptual approaches implicit 
in the work initiated under this project 
need to be seen in the wider context of 
the search in the 1970s for new and 
more meaningful concepts of develop
ment. In that search, the increasing 
emphasis given to human develop
ment was of special relevance for 
health goals . The central objective of 
development was redefined as " hu
man well-being" in its fullest sense . It 
is towards that goal that the various 
processes of change-economic, tech
nological , social and political-need to 
be purposefully directed. 

Such an approach to development 
implies that the processes of change in 
different parts of the economy and in 
society are interlinked ; they reinforce 
and nurture each other, and they need 
to move together for the full realisa
tion of development goals . This also 
means that the achievement of sector
a! goals whether in education, health , 
or economic productivity, requires 
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simultaneous action in several inter
connected parts of the socio-economic 
system and in relation to several inter
linked problems. 

For example , achieving the goal of 
Health for all by the year 2000 will 
require far more than an efficient and 
well-distributed national system for 
the delivery of health services. It 
will require, among other things, 
the simultaneous pursuit of techno
economic goals, to increase productive 
capacity and economic well-being ; so
cial goals, to ensure that the results of 
techno-economic achievement are dis
tributed equitably over the entire 
population; and political goals , to en
able the community to participate in 
the process of decision-making from 
the national to the local level. The 
capacity of a society to realise the goal 
of Health for all by the year 2000 will 
then depend on where it is located in 
the trajectory of development. Inter
sectoral action for health has to be 
placed in such a setting, in which the 
different sectoral development goals , 
and the processes and means for 
achieving them , are closely inter
woven . 

A busy fish market in the Western Pacific 
region. Fisheries, like agriculture, processing 
industries and other aspects of food produc
tion and distribution, all have a role to play in 
a nation's health. 
Photo WHO/P. Almasy 

The five case studies were of the 
health situations in countries with 
widely varying levels of per capita 
income and socio-economic develop
ment. The State of Kerala and Sri 
Lanka fall into the lowest-income 
category, with per capita incomes of 
approximately US$200 and $270 re
spectively. They have primarily rural 
economies, so that the modern manu
facturing sectors contribute less than 
15 per cent to the gross domestic 
product. Jamaica and Thailand are at 
different levels in the middle income . 
group , with larger manufacturing sec
tors growing relatively faster. Norway 
enjoys a per capita income that is one 
of the highest in the world , and the 
majority of its population are in the 
industrialised urban sector. 

In the case studies, therefore, the 
changing patterns of human health 
covered a wide span of social and 
economic development , from condi
tions of poverty and insufficiency to 
those of affluence and excess. 

The original research plan was for 
the study to select several key non
health sectors with important health
related components. They included 
agriculture, industry , water supply and 
sanitation , and education. The idea 
was to identify any linkages between 
the selected sectors, as well as the 
contributions they might make to the 
achievement of health goals , and , in 
turn , the contribution the health sector 



could make to the programmes of the 
non-health sectors. In the course of 
the study , however, the interaction of 
the different sectors was found to be a 
complex process , occurring within 
larger and far-reaching societal 
changes that were having a major 
influence on the health situation . 

Changes in the health situation over 
time , leading to the current health 
status , had to be examined in the 
context of several other processes. 
First they had to be seen in the light of 
changes in the key sectors other than 
health that had contributed to the 
improvement of well-being. Next , the 
development policies and social pro
cesses that had affected the distribu
tion of resources and participation had 
to be taken into account. Then the 
impact of underlying cultural and 
religious values on community be
haviour and national decision-making, 
in matters concerning health and the 
realisation of health goals , had to be 
considered. 

The detailed findings of the studies 
in the five countries may be read in 
the WHO Offset Publication No. 83, 
" Intersectoral linkages and health 
development " (1984). Very broadly, 
they indicated that in implementing 
intersectoral programmes certain 
serious constraints need to be over
come , particularly political obstacles, 
institutional and bureaucratic impedi
ments , and deficiencies in regard to 
human, material and financial re
sources. 

The case studies in the five countries 
indicate that in implementing intersec
toral programmes serious constraints 
need to be overcome, such as political 
obstacles, institutional and bureaucra
tic impediments , and deficiencies in 
regard to human , material and finan
cial resources. 

An explicit political commitment is 
necessary which must be communi
cated to all the sectors involved . Thus , 
a national health council in Sri Lanka 
and a national rural development 
committee in Thailand have brought 
together the political decision-makers 
and enabled them to address them
selves to specific intersectoral policy 
objectives. The potential for overcom
ing political obstacles can be enhanced 
by .forming networks at local , regional 
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An elaborate tea ceremony in an African 
household. Cultural values affect community 
behaviour and consequently national deci
sion-making in matters concerning health. 
Photo W HO/P. Almasy 

and national levels of the prime mov
ers within the various sectors. The 
non-governmental organizations , the 
mass media, and informal communica
tion networks should be used to gener
ate pressure in support of intersectoral 
action . 

Institutional or bureaucratic con
straints include the absence of govern
mental entities with formal responsi
bility for intersectoral action. Where 
such entities exist they often lack sub
stantive responsibility or specific goals. 
Mechanisms have to be worked out to 
overcome rivalries and the self-protec
tive behaviour of bureaucracies. The 
health sector needs to demonstrate 
that it is willing to contribute to the 
other sectors through the exchange of 
information , training activities , and 
similar types of support. 

As for deficiencies in huinan , ma
terial and financial resources , training 
staff together to work in teams and 
transferring staff from one sector to 
another may help to overcome such 
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constraints. The pooling of expertise 
to contribute to the health-related ac
tivities of other sectors is another 
possibility. The orientation in regard 
to health of community workers in 
other sectors could also help to pro
duce more effective intersectoral ac
tion. All this has to be accompanied 
by an improvement in the allocation 
of health manpower and health 
expertise. 

With regard to material and finan
cial constraints , programme budgeting 
must improve in order to link financial 
allocations to intersectoral tasks and 
responsibilities. At the same time , ad
ditional resources need to be mobi
lised at community level , with the 
community assuming a considerable 
share of the responsibility for the way 
in which they are used. An important 
criterion by which to judge the degree 
of community participation is the mea
sure of financial independence the 
organizations that represent the peo
ple are able to acquire . Community 
participation and the enhancement of 
self-reliance call for action to improve 
and strengthen management skills 
within the community , so as to enable 
it to make the best possible use of the 
available resources. • 


