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PREFACE 

The principal aim of the WHO initiative entitled "Health for 
All Leadership Development" is to build up (or mobilize) a critical 
mass of people in each country who are in a position to motivate 
others and direct their national health development processes 
towards the goal of Health for All. 

It must be borne in mind that "health" cannot be achieved by 
the health sector alone but requires close collaboration - indeed 
partnership - with all national sectors whose activities have an 
impact on health. I have often stated that without safe water 
supplies and adequate sanitary facilities the goal of Health for 
All is out of reach: yet the provision of water and sanitation is 
not the task of the health sector. And I could make related 
statements about sectors responsible for food supplies, education 
and many other tasks. Hence the "critical mass" of people must 
include persons from all relevant sectors, so that they - acting in 
concert - can provide the necessary impetus in a country to 
incorporate the goal of Health for All into all developmental 
activities, by whatever sector or sectors they might have been 
initiated or are being run. 

Leadership development in a country requires choice of 
"leaders" and exposing them to learning experiences that will 
instil into them the importance of achieving the goal in a spirit 
of equity and social justice. One such experience is to visit other 
countries that have set interesting health initiatives based on the 
primary health care approach, to be able to see what is being done, 
to see the impact, to see both the negative and positive elements 
of the strategy used, and to discuss with the leaders responsible 

- every facet of the approach and outcome. This will enable the germ 
of the idea to grow and develop in the minds of the visitors - yet 
in a new way, adapted to the different needs of their countries, in 
a socially and culturally acceptable fashion. 

Such visits are not one-sided learning experiences. Each 
participant, in sharing thoughts and knowledge. gives as well as 
gains. This is true for the visitors, the hosts and the 
"facilitators", the WHO team members whose task it is. to catalyse 
such contacts. 



For the Eastern Mediterranean Region of the world Health 
Organization, the colloquium held in Chiang-Mai, Thailand, was the 
first such activity. It had, I believe, a successful outcome, and 
the report is being made available in this form so that it, too, 
can serve as a learning experience. 

Hussein A. Gezairy, M.D., F.R.C.S. 
Regional Director for 
the Eastern Mediterranean Region 
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1. INTRODUCTION 

In the Preamble to the WHO constitution it is stated: "The 
enjoyment of the highest standard of health is one of the 
fundamental rights of every human being." At the Thirtieth World 
Health Assembly (1977) Member States adopted a resolution setting a 
target for governments and WHO such that all citizens should attain 
by the year 2000 "a level of health that will permit them to lead a 
socially and economically productive lifen. 

The Declaration of Alma-Ata asserted that "Primary Health Care 
(PHC) is the key to attaining this target as part of development in 
the spirit of social justice." Health is thus defined in the widest 
social sense. The people have the right, and the duty, to 
participate both individually and collectively in this social 
development process, and governments have a responsibility to 
support this by provision of adequate health and social measures. 
The Declaration of Alma-Ata states that this process must involve: 

"...in addition to the health sector, all related sectors and 
aspects of national and community development, in particular 
agriculture , animal husbandry, food, indus t r ~ ,  education, 
housing, public works, communications and other sectors; and 
demands the coordinated efforts of all those sectors." 

The Health for All by the Year 2000 (HFA/2000) movement seeks 
to ensure that the basic needs for the attainment of a satisfactory 
quality of life, which includes health for all the people, are met. 

However, recognizing that HFA/2000 could not be achieved by 
the health sector alone and that coordinated efforts would be 
required of other social and economic sectors concerned with 
national overall development, as well as from communities and 
individuals, the WHO Medium-term Programme Document (1990-1995) 
stated: 

"One of the priorities for the majority of developing 
countries is to develop critical masses of health leaders to 
support strategies for Health for All. A 'critical mass of 
health leaders' in each country is defined as a key group of 
persons with prestige and influence, distributed in key 
positions throughout the health-related sectors, social and 
professional institutipns, and in other important public and 
non-governmental groups of interest, influence and power; 
sharing the same understanding %of basic principles for Health 
for All and primary health care; and acting in a coordinated 
way to promote and support the translation of these principles 
into the national strategy and plan of action for Health for 
All. Such critical masses of health leaders will not only be 
required at the national level but also at intermediate and 
local levels in order to make national health development a 
continuous and operational process at all levels." 
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In January 1985, in response to the call for -leadership 
development, the Director-General of WHO, Dr Halfdan Mahler, 
launched a WHO initiative called "Health for All Leadership 
Development". 

The principal aim of the initiative is to build up (or 
mobilize) a critical mass of people in each country who are in a 
position to motivate others and direct their natiorial health 
development processes towards the goal of HFA. Strategically 
located throughout the entire spectrum of a national structure - 
including the health system, its related institutions, 
universities, research establishments, health professions, 
political organizations, non-governmental organizations, and the 
community - these people can mutually support each other in 
establishing and pursuing conditions for change. An inter- 
disciplinary global task force has been guiding the initiative, 
permitting wide consultation and participation. 

Recognizing the need to initiate, facilitate and sustain the 
HFA movemerit in countries of the Eastern Mediterranean Region, the 
WHO Regional Office for the Eastern Mediterranean (EMRO) began a 
programme of HFA Leadership Development. The first step was the 
Intercountry Colloquium, held from 16-30 July 1987 at Chiang-Mai, 
Thailand, organized by WHO/EMRO and drawing on the experience of 
four previous international colloquia (beginning with that held at 
Brioni, Yugoslavia, in 1984). 

The overall Eastern Mediterranean Regional programme for HFA 
Leadership Development includes the use of Joint Government/WHO 
Programme Review Missions (JPKMs) in all countries of the Region, 
dialogues on HFA leadership, networking of institutions, HFA 
leadership training in international health work and other forms of 
technical cooperation among developing countries (TcDc). What 
characterizes all these initiatives is that they are poJ limited to 
the conventional health "sector", and that they are based on a 
sharing of ideas and experience among all concerned. 

The Chiang-Mai Colloquium was noteworthy for being held in a - 
different region, South-East Asia, so that participants might be 
exposed to the experience in social development gained in Thailand. 
Partlclpanrs from DeIUOCratlc Yerner~ ,  ~slamic Republic of Iran, 
Pakistan and Somalia represented such sectors as the interior and 
local government, agriculture, education, planning and finance. 
(See Annex 1 for the list of participants). 

The present report outlines the main issues, conclusions and 
recommendations of the Chiang-Mai HFA Leadership Colloquium, 
including strategic steps to be taken and a summary evaluatlon of 
the Colloquium process. 
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2. THE COLLOQUIUM PROCESS 

2.1. Objective and expected outcome 

The Colloquium was opened on 16 July 1987. The participants 
were addressed by H.E. Mr wajarin Ketawandee, Vice-Minister of 
Public Health, Thailand, Dr D. Stern, WHO Representative in 
Thailand, Dr O.I.H. Omer, Director, Health Manpower Development, 
WHo/EMRo, who read a message from Dr Hussein A. Gezairy, Regional 
Director, Eastern Mediterranean Region of WHO, and H.E. Mr Chaiya 

- Poonsiriwong, Governor of Chiang-Mai Province, Thailand. 

The main objective of the colloquium was to introduce actual 
and potential national health and health-related leaders from 
selected WHO/EMR countries to a process of further leadership 
.development in support of national strategies for Health Eor All. 

Emphasis in the programme was given to group dynamics and 
teamwork 'development; the Colloquium acted as a forum for open 
dialogue, critical review of the situation in participating 
countries with regard to implementation of strategies for Health 
for All, and identification of issues, problems, obstacles and 
constraints and ways in which these have been tackled and resolved, 
thus facilitating comparisons and generalizing observations. 1t was 
intended that this would provide an opportunity for increasing 
capabilities among participants to better identify, understand and 
define social. psychological. economic, political, cultural, 
managerial and administrative issues, problems and constraints in 
countries, when formulating and implementing national strategies 
for Health for All, as well as suitable and practical TCDC action 
in support of these strategies. A further aim was to promote and 
generate individual and collective commitment among participants to 
pursue practical action on leadership development for HPA once they 
had returned home. The relationships between input, content and 
method, and expected output and outcome during the Colloquium are 
shown in Fig.1. 

2.2. Programme and method of work 

The Colloquium dealt with the following six main subjects or 
modules; each of the first five was supported by a background 
document to initiate discussion. 

Module I Socio-economic development, basic human needs and 
intersectoral action for health development. 

Module 11 Urbanization, social changes and healthy living 
("healthy city"). 
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Module 111 Country (national), district and community health 
systems development for PHC and HFA/2000. 

Module IV Resource mobilization, coordination (external 
resources, resource allocation, systems and policies 
of financing health care). 

Module V HFA Leadership Development. 

Module VI Initial steps for HFA and PHC leadership action. 

The relationships between the modules are shown in Pig. 2. 

In contrast with many international gatherings (such as 
seminars, conferences, workshops and meetings), there were no 
formal lectures, introduction of the subject by the organizers or 
presentation of position papers. Instead, the work of the 
Colloquium evolved as a dialogue among participants in which they 
exchanged their views, ideas and experiences in an open and self- 
critical way concerning constraints upon. as well as possibilities 
for, faster and better implementation of their national strategies 
for Health for All, identifying practical activities of technical 
cooperation among their countries in support of Health for All. 
Structuring the programme in such a way generated an impact: 
participants exercised their leadership roles and capabilities to 
direct the programme themselves towards the identification of the 
most important problems impeding implementation in their countries 
of national strategies for Health for All, collectively exploring 
suitable solutions and potential courses of action. 

Since the initiative for developing this dialogue was in the 
hands of the participants themselves, their discussions were 
organized in a series of plenaries, working groups and panels, 
coupled with field work/vlsits, focusing on specific questions 
related to problems, constraints and possibilities for the 
implementation of strategies for Health for All. A group of 
resource personnel acted as facilitators, supporting and 
coordinating discussion but not intervening, so that participants 
were able to control their own input. 

One or one and a half days were made available to discuss each 
of the Modules I, 11, IV, V and VI and four days for Module 111 
(which included two days of field visits). 

Each module was discussed first in plenary meeting at which 
the persons responsible for organizing the Colloquium provided an 
overview of t h ~  nhjertivcs and the method of work of the 
Colloquium. They introduced the module documents and the terms of 
reference in which various roles to be played by the participants 
and the facilitators in the work of the colloquium were discussed. 
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In addition, timing and scheduling, various activities, as well as 
the information on logistic and administrative support for the 
colloquium, were discussed. 

The initial plenary discussion on each module lasted one and a 
half hours prior to which participants were given the module 
document as background for discussion. Each module document was 
made up of three parts: a short introduction to the subject, 3-5 
examples and a series of trigger questions. Each initial plenary 
was opened by an address by the plenary chairman, highlighting the 
scope, content, method of work, and the problems/issues to be 
agreed upon. Initial plenary d$scussion started as brainstorming, 
with the identification of issues, problems and constraints 
experienced by the participants in their own countries in 
formulating and implementing national health policies, strategies 
and plans of action for Health for All. Each initial plenary 
identified as many as 5-15 issues for subsequent consideration and 
analysis by working groups; at the end of each initial plenary, a 
list of questions for such consideration and analysis was agreed 
upon - 

For modules I-V, participants were divided into four mixed- 
country working groups with members of each participating country 
in each group. 

A number of other documents were provided in addition to the 
module documentation and brief information sheets on the places to 
be visited on field trip. These information sheets stimulated an 
active dialogue between the participants and the people involved in 
a real process of health development. A small library consisting of 
the "Health for All" series, WHO publications on the managerial 
process for national health development and basic data and 
information on the participating countries was available. 

The discussion in working groups started with a review of 
issues/questions provided by the initial plenary session and the 
identification of three main issues/problems for in-depth 
consideration and discussion by the working groups. One or one and 
a half days were allowed for discussion in the working groups and 
the preparation of group reports to be presented to the summing-up 
plenary. 

A summing-up plenary was held on each module. Brief reports of 
15-20 minutes were presented by each working group summarizing 
group discussions and conclusions arrived at on the issues 
discussed. Presentation of reports was followed by general 
discussion and conclusion on the specific module under 
consideration. 

For Module VI participants were regrouped into national teams 
to address the situation in their own countries with regard to 



COLLOQUIUM REPORT HEALTH FOR ALL LEADERSHIP 

potential strategic steps in support of their national strategies 
for Health for All and leadership development, drawing on lessons 
and experience gathered in the course of discussing modules I, 11, 
111, IV and V. 

At the beginning an opinion, aspiration and expectation 
questionnaire was filled in by the participants to enable the 
organizers to learn what the participants expected from the 
Colloquium (Annex 2). This was followed up at the end of the 
session by an evaluation of the Colloquium (Annex 3 ) .  

It should be emphasized that the programme and the evolution 
of the Colloquium were in the hands of the participants themselves. 
In addition to opportunities to contribute to group, plenary and 
panel discussions, all participants took the role of either 
chairperson or rapporteur in plenaries, panels or working groups. 
Their specific responsibilities in these roles were defined in the 
terms of reference. By assuming these functions, the participants 
themselves were able to direct the course of their own work and 
engage in the actual exercise of leadership development 
capabilities. 

3. SUMMARY OF DISCUSSIONS AND FINDINGS 

3.1. Module I: Socio-economic development, basic human needs and 
intersectoral action for health development 

Chairman: Mr Mohammed Gharama A1 Haee 
Rapporteur: Dr Ahmed Sharif Abbas 

The Chairman highlighted the relationship between overall 
socio-economic and health development, stressing the importance of 
the "basic minimum needs" approach and of intersectoral cooperation 
in health development. He pointed out that the concept of socio- 
economic development implied progressive improvement in the living 
conditions and quality of life enjoyed by a society and shared by 
its members. Health development played an important part in . 
contributing to overall social and economic development, and vice 
versa. The links between health and socio-economic development had 
been amply demonstrated, both through the experience of developed 
countries and through improvement in quality of life in several 
low-income countries. For example, improvements in living 
conditions, nutritional status, sanitation and public hygiene, in 
what are now developed countries, had had major positive effects on 
public health and incidence of communicable diseases a considerable 
time before the major advances were made in the areas of 
prophylaxis and cure. In some low-income countries health 
development had become part of a strategy which sought to satisfy 
the basic needs of the population by giving the poor access to 
resources and economic opportunities, raising standards of 
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education, ensuring availability and distribution of food, 
improving the status of women, and providing the basic infra- 
structure of transportation and other public services. 

Despite the HFA strategy which called for coordination of 
health-related activities of different sectors, health planning 
remained a more or less self-contained exercise within the health 
sector, carried out principally by health professionals in relative 
isolation from other development sectors. This isolation was 
reinforced by the continued conception of health care as consisting 
mainly of medical services. However, as long as the majority of 
health problems faced by developing countries continued to fall 
within the category of communicable disease, solutions lay not only 
in a curative, or primarily medical, approach, but required 
elimination of poverty-related conditions also, such as hunger, 
lack of drinking water and sanitation, and unemployment. Factors 
which could interact to prevent ill-health were to be found in all 
major sectors contributing to socio-economic development. Indeed, 
these factors often contributed more to health issues than did 
those immediately within the control of the health sector. Economic 
planners and political decision-makers should be aware of the 
health implications of alternative development strategies, 
identifying those aspects of development schemes which can promote, 
as opposed to threaten, health, and ensuring that safeguards for 
health are incorporated into their plans. 

Since 1980 economic recession, together with polltical 
instability and natural disasters, had affectad health expenditure 
in most developing countries, although from 1984 there had been 
some degree of economic recovery for those which were 
industrialized. Indeed, most of the developing countries set the 
goal of Health for All against this background. Nevertheless, there 
was still hope that the strategies for Health for All could be 
implemented by means of the intersectoral approach, along with 
community participation and the rational use of available 
resources, generated either within the country or from friendly 
countries and the international organizations. 

This could be further supported by the new efforts directed 
toward development of committed leaders. development of positive 
life-styles and promotion of self--reliance. 

The following were selected as potential topics for group 
discussion and deliberation: 

(a) the extent of priority given to health by the public and by 
politicians: 

(b) allocation of resources to health and health-related sectors; 
(c) intersectoral collaboration; 
(dl life-style and its effect on health; 



COLLOOUIUM REPORT HEALTH FOR ALL LEALIERSHIP 

(el negative effects on development and quality of life; 
(f) community participation; 
(g) under-utilization of health rnsmlrces: 
(h) basic minimum needs; 
(i) manpower; 
(j) other sources of funds. 

The group discussions resulted in the following conclusions. 

Effective inter- and intrasectoral cooperation, together with 
the smooth coordination of input from the various sources, were 
essential for successful primary health care and attainment of 
Health for All. Therefore, the sensitization and mobilization of 
policy- and decision-makers and of communities must be accorded 
primary importance. 

Among the constraints to the PHC approach, it was noted that 
policy-makers were not generally aware of the fact that health is 
an important element in socio-economic development; that there was 
a lack of awareness on the part of communities of the significance 
of the basic minimum needs approach; that the curricula of medical 
and paramedical students failed to relate to the PHC concept; that 
there was a lack of comprehension on the part of workers in 
non-health sectors as to their role in health promotion, and that 
health policies were developed in isolation, without regard to 
other sectors. Economic constraints identified included the global 
economic crisis, natural disasters, external debt, inflation, poor 
economic policy and management, lack of community participation, 
maldistribution of resources and lack of appropriate technology. 
Social and political constraints included problems related to 
population dynamics, illiteracy, lack of social mobilization due to 
lack of awareness and motivation of the population, and social 
injustice, instability (national and international), international 
political pressures, influence of multinational companies, and 
monopolies. 

The groups agreed that national health policy should be in 
line with national development policies- For policies to rpflnct 
goals realistically, the realization of which would improve the 
health situation, priorities among those goals and the main means 
of attaining them should be analysed carefully, taking into account 
a country's capabilities. The health sector should play a greater 
role in influencing the objectives of those developmental 
strategies which could have positive effects on health, emphasizing 
the importance of reduction in the incidencc and prevalence of 
infectious and parasitic diseases, reduction in malnutrition and 
disability, improvement of the health status of the population and 
increased productivity. 
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It was suggested that the health sector should be able to 
prove that it is itself a producer, rather than a mere consumer, 
and that It is able to help other development sectors, by placing 
emphasis on community involvement and on changing life-styles, 
indicating what it can give to society in terms of increased 
production and income, while taking into consideration the 
cultural, socio-economic and political characteristics, health 
status and morbidity patterns in the population. This could be 
achieved through situation analysis, definition of problems, 
setting up priorities and developing plans of action. To bring 
about such plans the establishment of a national multisectoral 
planning committee consisting of representatives from development 
sectors as well as health, and from the communities. would be 
essential. The health sector should reveal to other sectors the 
crucial role that a healthy population can play in such areas as 
reduction of poverty, social reform and economic growth. To promote 
this objective, advocacy for HFA should be channelled through all 
available means to health and health-related professionals, as well 
as to the public. 

Community participation was considered an important aspect of 
HFA; it should play a part at all levels including decision-making 
and planning, implementation and evaluation, with emphasis on 
self-reliance and self-care. It was pointed out that the community 
is an appropriate entry point to facilitate and promote national 
policies of socio-economic development, although requiring 
self-help and Income-generating schemes. Without real involvement 
of the community the goal of HFA would not be attainable. In order 
to facilitate community involvement, policy-makers would have to be 
made aware of the potential role for communities, and of the need 
to consider their basic needs; they should be prepared to share 
power with the people, placing more emphasis on the role of women, 
on upgrading technical capabilities according to community needs 
and to recognizing that community involvement should not be limited 
to fund-sharing and selection of community health workers alone but 
should include all aspects of socio-economic planning and 

- development. The primary health care worker would be an appropriate 
means of promoting community involvement at the peripheral level 
and he/she should be properly trained for this purpose. The 
positive effects of health indicators and medical achievements in 
controlling morbidity and mortality should be explained to 
policy-makers and communities. 

It was recognized that the basic minimum needs of the 
community are: water, shelter, food, health, employment, energy, 
education, communications and security. 

Availability of food, especially for vulnerable groups such as 
children and mothers, in particular lactating mothers, was 
recognized as of highest priority, in order to reduce infant and 
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maternal mortality and morbidity rates. Educating and informing the 
community through the mass media and literacy campaigns was also 
considered of primary importance. Unemployment in general and 
hidden unemployment in particular also deserved attention. 

In conclusion, improvement in socio-economic development and 
conditions would lead to improvement in living conditions and 
quality of life. 

3.2. Module 11: Urbanization. social change and healthy living 
( "healthy cityn) 

Chairman: Engineer Ahmad Mani 
Rapporteur: Dr Mohammad M. Ali Hashmi 

The Chairman emphasized that an uncontrolled process of 
urbanization led to numerous social, cultural and economic 
problems. It was, therefore, necessary to slow down the rate of 
migration on the one hand and on the other to provide better social 
amenities for the urban population, especially in the slum areas, 
through the development of a proper strategy. A suitable mechanism 
for monitoring the ruralhrban balance might solve many of the 
problems of developing countries. 

The Chairman stated that any "healthy villagen programme 
should include: establishing vocational centres in rural areas to 
provide adequate training and opportunities for gainful employment 
and income-generation; an increase in the availability of resources 
in rural areas; and improvement and expansion of physical facilities 
in rural areas. such strategies should, ultimately, reduce levels 
of migration from rural to urban areas. Improved facilities might, 
at the same time, be provided in the slum areas of the cities so as 
to both improve the quality of life and increase opportunities for 
employment. 

The issues identified at the initial plenary for group 
discussion were: 

(a) reasons for migration from rural to urban areas; 
(b) inequitable distribution of services and resources between 

cities and rural areas; 
(c) the intersectoral approach in solving the problems of rural 

areas ; 
(dl provision of proper incentives to encourage doctors/engineers/ 

educators to stay in rural areas: 
(el policies to provide at least minimum services in rural and 

slum areas; 
(f) provision of primary health care to slum areas. 



The groups proposed the following action-oriented strategies 
for improving quality of life in rural areas: 

b community mobilization through leadership, including religious 
leadership, at local level; 

b rural uplift through provision of basic facilities; 

b generation of local employment, especially through the use of 
appropriate technology; 

b agrarian reform, keeping in view conditions in different 
countries; 

b appropriate pre-service and in-service training and suitable 
incentives for rural communities. 

It was felt that implementation of the following strategies in 
the urban areas would have considerable impact vis-a-vis improvement 
in 'the qualtty of life of the people who have already migrated to 
the urban areas and are living in unsatisfactory conditions: 

b integrated urban planning, leading to coordination of 
facilities provided or scheduled to be provided by different 
agencies ; 

b fostering of employment and income-generation through 
appropriate policies and marketing of the commodities produced 
by cottage and smaller-scale industries; 

b community participation and establishment of multipurpose 
centres run by the community; 

b coordination with and expansion of the role of 
non-governmental organizations and the private sector: 

b provision of facilities for the construction/improvement of 
housing : 

b improvement of the physical infrastructure; 

b emergency plans to cope with natural disasters. 

The participants identified the following major constraints to 
implementing these strategies: 

b lack of recognition on all sides of community potential for 
self-help and self-improvement; 

b problems of implementation of regulatory policies to slow down 
rural/urban migration; 
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b lack of cooperation and coordination at various levels and 
between different departments, agencies and sectors; 

b financial constraints leading to inadequate availability of 
resources; 

b lack of proper planning and resources allocation; 

b lack of information about the results of programmes of rural 
and urban improvement implemented elsewhere in the world. 

It was felt that, notwithstanding the constraints mentioned 
above, if knowledge is backed up by appropriate action, and if the 
programme is implemented with patience and understanding, 
substantial improvement In the quality of life of the masses could 
be brought about. 

3.3. Module 111: - Country, District and Community Health Systems 
Development for PHc and HFA/2000 

Chairman: Mr Mohamed ~buk=r Sheikh . 
Rapporteur: Dr Mohammad ~ajouhi 

The Chairman emphasized the need for a systematic approach to 
the development of national, regional and community health systems. 
In a majority of countries, the institutional structure of health 
and health-related sectors was complex, with many different 
institutions acting individually and independently, and lacking 
appropriate mechanisms for intra- and intersectoral coordination. 
Poor administration and management of limited resources were also 
problems in many developing countries. 

The Health for All strategy called for organization and 
strengthening of health infrastructures, based on primary health 
care. As countries reoriented their health systems to primary 
health care, many changes were needed in their organization and 
management, beyond physical design, to embrace redefinition of the 
objectives of the principal institutions, reallocation of 
responsibilities and even revision of the power structure. Changes 
were not restricted to the ministry of health or the public health 
service; decisions and actions in a broader political arena were 
required. There was no universal solution in this complex area ot 
political, social and organizational change; each country had to 
find solutions appropriate to its own situation. 

Six main issues were formulated for group discussion: 

(a organization and availing of resources, including manpower 
where it was most needed, but in particular at the peripheral 
level; 



(b) the role of district hospi tals in support of primary health 
care and district health systems; 

(c) primary health care - whether this could be achieved 
UtillZing, as far as possible, community resources (based upon 
the concept of self-reliance) and how this could be linked to 
the higher levels of health services; 

(dl community involvement - what, if any, role changes might be 
needed from local people and from government staff, and what 
strategy might be employed; 

(el planning process - how the basic needs approach might be 
used as an instrument for development, especially to 
facilitate intersectoral collaboration and community 
involvement; 

(f) decentralization of health care administration - risk vs. 
benefit. 

Field visits 

The Thai representatives1 described the Thai experience at 
the community, health centre and district hospital levels and the 
methodology and strategy involved, and gave a general introduction 
to the field visits. The following issues were selected for 
discussion during the field visits: community leadership; basic 
demographic and socio-economic data: organization and staffing: 
financing; the planning process; health information; community 
involvement; intersectoral collaboration and "basic minimum needsn 
(BMN) strategy; primary health care; technical cooperation among 
villages in the field of health and socio-economic development 
(TCDV); and the role of non-governmental organizations in PHC, l3MN 
and TCDV. 

on the first day the participants were divided into two 
groups, one of which visited Ban Donkaew, Sarapi District, chiang- 
Mai Province, and the second Ban Ton Ngae, Tamben Pratoopa, Muang 
District, Lumpoorn Province. The programme included briefing by 
village leaders, observing village integrated development 
activities and discussion with the village committee on issues of 
interest ro rhe partlclpants. 

The second day the first group visited a health centre and 
district health office in sarapi District, Chiang-Mai Province, 

1. Dr Anan Larpsantob, Provincial Chief tledical Officer, Chiang-Mai Province. 
Dr Anussorn Sithiras, Director, Technical Health Services Pranotion. 
Dr Amorn Nondasuta, Adviser, Ministry of Public Health. 
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while the second group visited a health centre and district health 
office in Sunkampaeng District, Lumpoon Province. Groups were 
briefed by the director of each health centre and by the director 
of a community hospital about the administrative staffing and 
functional set-up ot the health centre and hospltal. 

It was explained how health centres oriented staff to 
promotive, preventive and curative activities, and also how the 
community was involved in contributing to the funding of the 
system. The organization of support to the lower level by the next 
level up, and the effectiveness of management in terms of maximum 
utilization of the available resources were also demonstrated, as 
was the role of community hospitals in support of primary health 
care. 

Participants acknowledged the value of the Thai experience in 
meeting basic minimum needs. They also noted the importance of 
changing the role of hospitals with regard' to primary health care, 
health systems research and overall development; and the 
significance of will and intention on the part of the Thai 
authorities to improve the life of people and their success in 
finding ways and means, given that Thailand was a country with 
limited resources. 

Participants further noted the importance of their own role as 
pioneers towards HFA, in promoting the concepts of peace, resource 
mobilization, reallocation of resources and intersectoral 
collaboration. 

During the summing-up discussion, participants emphasized that 
the institutional structures of the health and health-related 
sectors in their countries were complex, with many different 
institutions acting on their own and lacking appropriate and 
effective mechanisms for intersectoral coordination. There was need 
for appropriate leadership to promote and support mechanisms that 
ought to be established or strengthened to provide better political 
and technical support, more effective coordination within the 
health sector, with other sectors and with communities, and the 
necessary links between technical and policy levels. Intersectoral 
mechanisms of coordination were needed for representatives of 
health and other relevant sectors to explore jointly and ensure 
that national health systems were developed as an Integral part of 
the overall social and economic development. Many positive examples 
of intersectoral coordination were illustrated during colloquium 
discussions. 

Another important issue brought up in discussions was the need 
to use. whenever possible, existing political and social 
infrastructures and mechanisms for the implementation of Health for 
All activities. It was not always necessary to promote the 
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development of a health infrastructure as a vertical system; it 
could be built up around an existing social and political 
infrastructure. Leadership was required for this kind of 
initiativc; such leadership might often be found outside the health 
sector and health professionals. 

The role of hospitals in the implementation of Health for All 
strategies was also discussed. Experience had shown that most 
hospitals were detached from the mainstream of activities in the 

- implementation of primary health care and that they needed 
reorientation and the kind of leadership which would integrate them 
fully into activities for the implementation of primary health care. 

~t was agreed that the primary tasks of participants on 
returning to their countries would be to work for (i) reorientation 
of present health systems with politicians, senior government 
officials including cabinet members, party leaders, 
parliamentarians, heads of organizations, leaders of educational 
and scientific institutes, etc.; (ii) strengthening of health 
sectors, which had been largely neglected, at the highest political 
level; and (iii) provision of better financial support for the 
implementation of strategies for Health for All. Participants 
agreed also that action in their countries was required to improve 
management of primary health care and promotion, communication and 
information on Health' for All and primary health care, particularly 
in sectors other than health and in the communities. Leadership 
action was also required to improve coverage, effectiveness, 
efficiency and quality of health services provided, and to promote 
health system infrastructure development and the use of more 
appropriate technologies. 

3.4. Module IV: Resource mobilization, coordination of external 
resources, resource allocation; systems and policies of financing 
health care 

Chairman: Mr syed Ehtram Ali 
Rapporteur: Dr Kassim Adan Egal 

The Chairman pointed out that the implementation of global, 
regional, national and local HFA/2000 strategies required 
appropriate resources in terms of political will, manpower, health 
systems infrastructure, health technology and finance. HFA leaders 
and other health and health-related professionals should be able to 
mobilize, coordinate and allocate all existing resources in such a 
way that the benefits in terms of health development were maximized. 

Initial political commitment to HFA/~OOO was not always 
followed up w i t h  allocation of adequate resources for Khe 
implementation of priorities set up in national strategies for 
HFA/2000. National commitment to HFA/2000 required systematic 
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involvement and mobilization of individuals and institutions at 
national, intermediate and local levels, within health and other 
sectors and interest groups, communities, NGos and universities. 
Their full involvement was indispensable in the formulation, 
implementation, monitoring and evaluation of national strategies 
for HFA/2000. 

The following issues were selected as topics for group 
deliberation: 

political will as a key resource for social/health development; 
community mobilization as a key resource for social/health 
development; 
optimal use of external resources, particularly WHO'S 
resources (technical, financial, etc.); 
management of resources (planning, mobilization, utilization); 
manpower development policy; 
technical cooperation among developing villages (1'CDV); 
TCDC/ECDC for health development; 
cost-containment policy in developing countries: pros vs. cons: 
equity vs. efficiency vs- effectiveness: 
allocation of resources between different sectors selected for 
social/health development, and within the health sector; 
role of health workers and physicians in allocating resources 
(change of attitudes, cost-consciousness), maximum use of 
existing resources; 
exploring possibilities for taxation, health insurance, or any 
other type of local taxation, cost-sharing, etc. 

The participants defined the term "resources" as: "input 
needed to initiate and/or sustain a desired actionw. Resources 
might be in the form of money, materials, manpower, technology, etc. 

Several oE the above issues were identified by the working 
groups for in-depth discussion and review in the light of the 
situation in their own countries and possibilities for improving 
it, based on lessons learned in the past. 

The participants felt that, very often, senior decision-makers 
in ministries of planning, finance and development had not yet 
understood, nr heen Eully convinced, that investment in health 
brought substantial returns in economic development. Health was 
still considered a "softw sector, consuming resources without 
measurable return. It was pointed out that political commitment to 
Health for All and primary health care. could not be obtained 
without full commitment and involvement of all resources at the 
disposal of the community. 

D ~ S C U S S ~ O ~ S  singled out the inadequate individual and 
community involvement in development and implementation of policies 
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for Health for All, felt to be absolutely essential if meaningful 
progress towards implementation of Health for All was to be 
achieved. The essential question raised was that of how to mobilize 
people so that they might contribute to the solution of their own 
health problems. mobilization of individuals and their communities 
was required in order to define their needs and priorities, and to 
generate resources which would meet their priority needs, since the 
sort of expenditure required could not be entirely covered by 
government budgets. 

Examples were provided of high achievement in the area of 
community participation when concrete action had been proposed, 
such as building a water supply or latrines, providing sanitation, 
improving housing. etc. Particularly effective community 
involvement was achieved when adequate leadership was provided. If 
community leaders, school teachers, religious leaders, traditional 
healers, lead'ers of youth and women's groups were properly 
informed, motivated and mobilized, they were able to exercise their 
leadership role in mobilizing others to resolve common health and 
development -problems. Examples were given from many local 
communities to show that the public wants to be consulted and to 
participate in decisions on the expenditure of the resources 
generated by them. 

It was felt that the will to mobilize resources for 
implementation of Health for All activities, and success in doing 
so, represented the best expression of commitment to the strategy. 
However, leadership was lacking to mobilize financial support from 
the highest levels of central or regional governments, as well as 
from local levels. Communities needed to generate their own 
resources and to use them for development activities at the local 
level, rather than paying them to the central or regional 
governments in the form of taxation and, in many instances, not 
receiving any share in return. 

Participants pointed out the unequal distribution of available 
resources, the under-utilization of what was available and the low 

- priority accorded to health, in relation to all other development 
activities. 

Progress in mobilization and allocation of resources to 
priorities for Health for All was slow because of the lack or 
inadequacy of political support and of leadership in mobilizing 
individuals and communities in health development activities, and 
in maintaining intersectoral cooperation and coordination. Problems 
in resource mobilization and allocation were also seen as resulting 
from poor or inadequate planning, management, monitoring and 
evaluation activities of health development programmes. shortage of 
human resources, lack of appropriate leadership for the utilization 
and adequate distribution of available health manpower, as well as 
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lack of leadership for appropriate health manpower planning, were 
cited and illustrated as examples in almost all countries. 
Leadership was also lacking for career development and investment 
in a new generation of public health workers expected to provide 
continuation of the leadership required. 

3.5. Module V: Health for All Leadership Development 

Chairman: Dr Ali Ahmad Ali 
Rapporteur: Dr Sayyed Mohammad Jezaeri 

The Chairman pointed out that HFA leadership development was a 
very complex and difficult process, requiring many different types . 
of action. It implied promotion and creation of certain situations, 
conditions and circumstances that would facilitate the exercise of 
leadership capacities. Leadership roles changed according to 
specific problems, contexts, situations, and persons involved. 

HFA leaders had to be technically prepared, socially motivated 
and committed to the basic values and principles of HFA/2000 
strategy (social equity, intersectoral nature of health, community 
involvement, appropriate technology, etc.). They had to act with a 
broad overview and understanding of the different contexts (social, 
cultural, economic, administrative and political) entailed by any 
health development process. Whatever their positions - in terms of 
formal authority and political power - these persons should be able 
to lead and inspire others only because they are respected, accepted 
and freely recognized as leaders. 

Implementation of HFA/2000 and primary health care strategies 
would be more feasible when adequate distribution of health-for-all 
leaders throughout governmental and non-governmental agencies and 
organizations at national, intermediate and local levels had been 
achieved- Such leaders should include policy- and decision-makers. 
parliamentarians, academics, members of institutions and interest 
groups and public representatives, organized in their various 
associations. It was important to discover the critical number and 
means of distributing leaers that would overcome obstacles in the . 
implementation of strategies for ~FA/2000. 

A panel on HFA ~esdership Devcloprncnt, consisting of 
Dr S. Khanna, Dr A. Nondasuta, and Dr 0. Sulieman, contributed to 
the topic. 

Dr Khanna elaborated on certain issues related to the HFA 
leadership development concept and the initiative of WHO in general. 

sne pointea out tnat tne evaluatlon of country nr-~/2000 
strategies conducted by WHO in 1985 had indicated a serious gap 
between papers (policy documents on national strategy) and HFA 
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action. Recognizing this gap, the Director-General of WHO, 
Dr H. Mahler, launched a new initiative referred to as "Health for 
All Leadership uevelopment". The principal aim of the initiative 
was to develop leadership potential in a "critical massn of public 
and community health .workers concerned with the implementation of 
their national, sub-national and local health development policies. 
The Director-General's initiative recognized as a fact that socio- 
economic conditions, intersectoral cooperation, political support, 
primary health care implementation, strategy aqd appropriate 

- technology were all necessary elements to attain the goals of 
HFA/2000, but that these could not be fulfilled, either separately 
or through integration with a comprehensive programme, without 

- effective leadership. 

The panellist also explained the main conceptual shifts that 
would be needed to implement strategies for Health for All. These 
included the shift from the "provider-recipient" relationship 
towards that of "facilitator-actor", and from the concept of 
"health sector as a leading sector in health development" towards 
that of "shared responsibilities with other sectors". She also 
pointed to- the need for a community to have major responsibility 
for its own health, which requires that it be enabled and 
empowered, i.e. given knowledge, resources and technical support. 

Dr Khanna further indicated the necessity for the supportive 
role of socio-political leaders from other sectors, of community 
leaders and other, broad-minded leaders in the implementation of a 
new value system. she also emphasized the' need for new types of 
leadership to cope with the growing complexity of societies, 
particularly in the public and government sector; emphasis should 
be placed on decentralizatidn of power and responsibility, 
participatory democracy and mobilizing commitment to change. 

Dr Nondasuta stressed the need for leaders at all levels: 
policy, technical, administrative, implementation and village. The 
role of these leaders would be; 

b to develop a concept, strategy and plan of action; in doing 
so, leaders might utilize other prime movers, keen on the 
development of a new concept, strategy and activity: 

b to build up a critical mass of leaders from the initial group 
of prime movers.  his critical mass would consist of those people 
who believed in new development and were willing to take risks, 
push forward ideas and make changes; 

P to negotiate change, to guide and to facilitate; this latter 
would include resolution of conflicts and arranging for resource 
mobilization; 



COLLWUIUM REPORT HEALTH FOR ALL LEADERSHIP 

b to look for information which might improve the concept and 
strategy. 

Finally. Dr Sulieman presented objectives, approaches and 
methods of the HPA leadership development process. He stressed the 
fact that this process was not an aim in itself, but a means for 
PHC and HFA development. The main characteristics of HPA leadership 
were that: it would be a slow process; it would function within an 
organized set-up and therefore needed organization; it would also 
need support ( institutional and otherwise) ; it would function most - 
effectively within a team; its development process would need a 
theme, slogan, strategy and aims; finally, it would require 
information, knowledge and direction about needs. 

Dr Sulieman noted that methods for leadership development were 
affected by factors such as target group and level, cultural 
factors, political system, aims and desired action, resources, 
technical know-how, skill in communication and management, 
obstacles arising, entry points and theme, psychological factors, 
and phase of implementation of a programme where leaders will be 
involved. 

As such the methods for leadership development were many. 
Dr Solieman proposed the following as examples of methods which 
might be used in the process of HFA leadership development: 

colloquia; 
travelling workshops for seeing and discussions; 
mobile resource groups who could visit various countries and 
institutions to discuss their experiences; 
association with other, experienced and/or well-known leaders. 
playing the leadership role as a team rather than as an 
individual (this requires team members to be compatible and 
complementary); 
leaders in action: position, job and environment had a direct 
relation to development of a leader; the most effective way to 
develop leaders was to involve them in activities which would - 
enable them to perform with positive impact; 
public approach: this by creating public interest through 
relevant slogans, posing challenges, exploring entry points; 
developmental research including performing historical 
analysis of leader qualities; 
special groups require specific approaches for leadership 
development: leadership development in schools can be improved 
by improving curricula, organizing debates, games, etc.; 
parliamentarians, religious groups, women, trades unions and 
associatlons, mass meala, villagers and otner Interest groups 
all need similarly specific approaches and methodology; 
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( j )  self-development; through development of skills of self- 
analysis and self-evaluation, people can be assisted to 
identify and develop their leadership qualities. 

It was agreed during discussion that this was the most 
important and critical module of the Colloquium. It was recognized 
that elements of leadership had been discussed in various other 
modules, but it was felt necessary to focus, in this module, on the 
identification of main issues, problems and constraints in 
leadership development for Health for All and in establishment of 
critical masses of health-for-all leaders in health and health- 
related sectors, political bodies, parliaments, interest groups, 
NGOs, technical, scientific and educational institutions, etc., in 
support of strategies for Health for All. Participants agreed that 
leadership for Health for All in their countries needed improvement 
at all levels of social administration. Major problems mentioned 
were: 

b lack of understanding of the implications of Health for All 
policies by some individuals in key policy/decision-making 
posit ions ; 

b at the technical level, lack of understanding of potential 
social implications of Health for All strategies by many 
individuals occupying key positions in health and educational 
institutions; 

b lack of delegation of authority and responsibility, including 
rigid administrative and bureaucratic structures and mechanisms 
established; lack of flexibility and managerial competence of some 
individuals occupying strategic positions, etc.; 

b lack of decentralization processes and lack of leadership at 
local level able to mobilize the masses for the implementation of 
national policies for Health for All. 

Participants also discussed characteristics and qualities of 
leadership required at all levels of national health systems. It 
was agreed that for the development and implementation of 
strategies for Health for All there is a need for various persons 
to exercise a leadership role, not only at different points of time 
and in different circumstances, but also at the same time and in 
the same situation. Leadership, therefore, would involve many 
individuals and required participation, sharing and mutual trust 
and confidence between those who had to follow and those who were 
expected to lead. Leaders were required to effectively formulate 
national health plans; to ensure adoption of,appropriate policies 
for Health for All and primary health care and the generatlon of 
the resources required to translate these policies into action; to 
formulate and implement countrywide health development programmes; 
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to monitor, control and evaluate policies, strategies, plans and 
programmes and to provide relevant information in support of 
decision-making processes. 

It was agreed that urgent action was needed to influence 
existing leadership in participating countries to adopt new ways of 
thinking and accept the new values inherent in Health for All. As a 
first step, leaders should be properly informed of the meaning of 
policies for Health for All and their implications. Promoting and 
organizing informal meetings, study tours, colloquia, workshops, 
making personal contacts, etc., were considered to be important 
activities for the participants. It was pointed out that a need 
exists to redesign training curricula in medical schools and 
schools of public health to ensure that students, once they 
graduate and are assigned to various posts, would assume their 
leadership responsibilities in support of Health for All. Mass 
media, including the press, were considered by participants as 
being powerful tools for disseminating information and promoting 
Health for All and in stimulating movements for further leadership 
development. 

4. NATIONAL ACTION COMMITMENTS 

4.1. Introductory remark 

In this section the working documents prepared and presented 
at the summing-up plenary by the members of the national teams are 
pR?Sented. These documents were prepared by the participants 
themselves in module VI. 

The aim of module VI was to enable the participants to express 
their personal and group commitments to the implementation of their 
national strategies and policies for Health for All in the form of 
written statements on the activities they intended to undertake on 
returning to their countries. These contain all activities they 
plan to undertake individually and/or collectively to promote the 
values and ideas of HFA and PHC in their countries. Thus, module VI 
could be considered a summing-up module of the Colloquium, because 
its documents should reflect the impact of the Colloquium on the 
attitude and behaviour of participants. 

Flow of work of module VI is shown in Fig.3. 

During the initial plenary participants identified the 
following questions to be addressed through work of the national 
groups : 

(a) wnat can I a0 as an lndivldual In my area of responsibility? 
(b) What can we do as a group to enhance, initiate and sustain the 

activities of leadership development? 



Time/ M r k ~ n g  form Contents of work 
hours 

0 CONVENING AND INTRODUCTION BY M 
INITIAL CHAIRPERSON 

M 4 I N S M R M I W  : OBJECIIVESOUTC6MES 
AND METHOO OF THE GROW WORK 

DISCUSSION 

THE INITIAL PLENARY E4Ui NATONAL 

C5 TO ADPROPCH THE ISSUES OF THE I 1 ;EJi/ 
(1.501 6 CONVENING 81 T K  CHAIRPERSON 

2.5 1 SUMMING-UP PRESENTATION BY W ~ R T E U R S  OF 

PLENARY 
THE EACH NATIONAL GROUP 

0 QUESTIONS FOR CLARIFICATION I $ EN;;;;ssl0N 
SUMMARY BY THE PLENARY 

(c) What are the expected steps to initiate the process of 
leadership development at national level? 

(dl What are the changes required to accelerate leadership 
development? This includes: 

How to identify the key group? 
What are the functions of this group? 
How to mobilize commitments? 
What kind of information about HFA is needed and how to 
provide it? 
How to accelerate the whole action for leadership 
development? 

(el How to monitor and evaluate the above activities? 

Each national team developed initial strategic steps in 
support of national strategies for Health for All in the lignr of 
the social, political and economic possibilities and realities, 
organizational structure and mechanisms in their countries. This 
was done with respect to the different roles played by team members 
in the policy of health and social development in their respective 
countries. 

~ 1 1  national groups examined the following significant topics 
for the development of a national strategy for Health for All: 
political commitment to HFA and PHC; assessment of prevailing 
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TABLE 1. NATIOblAL ACTION COmITMgbJTS FOH DMOCRATIC YEMEN 

Act iv i ty  

1. Joint  report 
by thegroup 

Sunnary o f  the 
j o i n t  report 

2. Mss media 

3. Involvanent/ 
part ic ipat ion 
o f  mubers i n  
workshops and 
t ra in ing 

4. h t i o n a l  
Colloquitm for  
HFA Leadership 
preparations 

5. Proposal of 
national HFA 
C a n n i  t tee  

ProcesslMeans 

This w i l l  be sent t o  a l l  ministr ies concerned and 
pa r t y i cab ine t .  

To be sent t o  public organization secretariats and 
to l a w r  levels, t o  in f luent ia l  friends, contacts. 
and mass media 

- T.V. through what i s  called "Sector Progrannes' 
- Development programe/agri cul t u n  
- Health and Cannunityhinistry o f  Health 
- University Magazine/Hinistry o f  Education 

Radio through popular progranes - - "Two wrds  onlym 
- "Fani l y  progrannr" 

Newspapers 
Art ic les i n  d i f fe rent  newspapers (3) 

Special bul let ins 
pub1 ished by Ministries 
- "Camunity Doctor" 
- "Agriculture Mgazimm 

(ar t ic les  t o  be wri t ten by member) 

Wall maaazi nes 
I n  the inst i tut ions concerned; sane ar t ic les  
may be shared 

To strengthen and materialize the ccnrnitrnents ma*; 
lnenbers w i l l  be invi ted t o  part ic ipate i n  the 
following as in r rd ia te  exaples which should 
continue according t o  the respective inst i tut ions'  
plans 
(a) i n  the following workshops on: 

- information systenrlPIinistry o f  Health 
- Hospital Mninistrat ion/Rinistry o f  Health 
- rWMD/linistry o f  Health 
- O is t r i c t  Health S y s t m i n i s t r y  o f  Health 

(b) As appropriate i n  t raining programs f o r  
PHC workers 

(c) Submitting a proposal t o  attend sub-regional 
seminar i n  Men (FM)) 

Coordination and part ic ipat ion o f  related sectors 
(tVM + KIP + MI Ag + FKlE + . .. ) 

- S u h i t t i n g  a proposal t o  higher authorit ies t o  
establish a national intersectoral cannittee fo r  
HFA and pursuirg i t  by various mans possible 

- Studying ways t o  camunicate with high o f f i c i a l s  
(such as through ministers o f  health, etc.) 

Focal point 

A l l  rnenbers 

A l l  fmbers 

h h s i n  
A. L a t i f  
A1 i 

A1 Raee 
Nageeba 

A1 1 

II))( 

Mohsin 

A1 1 

A1 Raee 
A1 Raee 
A1 Raee 
A. L a t i f  

A. L a t i f  

Mohsin 

mi 
MI0 
(Other 
sectors and 
UN agencies) 

A l t  

A l l  

Target 
date 

August 
1987 

Decenber 
1987 

1987 
1987 
1987 

1987 
1987 

1987 

1987 
1987 

1987 

1987 
August 
A W s t  
1987 

1987 

Novmber 
1987 

1987 

August 
1987 
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6. Jo in t  study 

A c t i v i t y  

7. -hasis on 
HFA during 
Faculty o f  
Hedi cine 
uorkshop on 
rev is ion  o f  
c u r r i c u l a  

8. Or ientat ion 
o f  s t a f f  o f  
f a c u l t y  t o  HFA 

9. S c i e n t i f i c  
sessions (5.5) 

Process/Reans 

10. The D i s t r i c t  
Health System 
(D.H.S.) f o r  
development o f  
HFA leadership 

Focal po in t  

Loca l l y  the group w i l l  v i s i t  areas o f  i n te res t  t o  
HFA and HFA Leadership Uevelopment. They w i l l  
review programnes there and suggest where needed 
c e r t a i n  in tervent ions i n  l i n e  w i t h  t h e i r  new 
experience and according t o  resources j o i n t l y  
ava i lab le  

Abroad - The groups a f t e r  being involved i n  various 
undertakings o f  HFWLeadership Development l o c a l l y  
may propose some ac t i ve  leaders t o  lea rn  fra 
successful experiences by doing a study tour  out- 
s ide the country. WHO wi 11 be approached f o r  
funding 

The already scheduled workshop meant t o  rev ise 
c u r r i c u l a  o f  the Faculty o f  nedicine w i l l  be a 
good en t ry  po in t  t o  emphasize fu r ther  the par ty  
cannitments and resolut ions o f  HFA 

Proposal f o r  WHO support t o  j o i n t l y  sponsor a w r k -  
shop w i th  the Un ive rs i t y  o f  Aden f o r  reor ien ta t ion  
o f  f a c u l t y  s t a f f  

Taking advantage o f  the annual event o f  holding 
a S.S. a t  the Faculty o f  fledicine 

1. Papers about HFA + Leadership w i l l  be prepared 
and presented by the group (+ WR) 

2. I n v i t i n g  par t i c ipan ts  from other  sectors t o  
a t t e n d k o n t r i  bute I 

A d r a f t  proposal, prepared j o i n t l y  by MOH/UNICEF/ 
M, makes sound ground f o r  launching a c t i v i t i e s  o f  
development f u l f i l l i n g  the goal o f  HFA (basic 
m i n i m  needs compatible). 
The in te rp re ta t ion  o f  objectives, s t rategies and 
p lan o f  ac t ion  f i t s  the concepts o f  c m n i t y  
involvement, i ntersectora l  i ty .  

More focus w i l l  be needed by the group t o  be put  on 
developnent o f  HFA, mainly a t  middle leve l  and 
c m n i t y  level  through t h i s  proposal on D.H.S. 

Potent ia ls  f o r  group and ind iv idua l  work through: 
H.S.R.. t ra in ing ,  s i t u a t i o n  analysis, workshops 
focusing on D.H.S.. consu l ta t i ve  group w r k /  
Revision. De ta i l s  are found i n  the st rategies and 
three stages o f  the Plan o f  Act ion on D.H.S. 

A l l  + (WO) 

11. Reetings o f  
the group 

Faculty o f  
Medicine 
(Dean) 

I n  order t o  secure i n t e g r i t y  o f  the group's 
a c t i v i t i e s :  
- The group w i l l  meet every 3 months; l i a i s o n  w i l l  

be through the WR and A1 Raee. 

Faculty o f  
Medicine 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Faculty + 
A1 1 

Target 
date 

1988 

November 
1987 



health problems; assessment of the extent of coverage with PHC; 
identification of health and development priorities; identification 
of the pattern of allocation of available resources; assessment of 
functioning of the health information system; assessment of health 
manpower development and its distribution; efficiency of inter- 
sectoral cooperation; the mechanism and efficiency of health systems 
research activities; the functioning of monitoring and evaluation 
mechanisms of national strategies for Health for All; assessment of 
the use of appropriate technologies; assessment of drug availa- 
bility, requirements and supply; assessment of individual and 
community involvement in decision-making and implementation of 
primary health care; assessment of priorities for TcDc and priori- 
ties for technical cooperation wi.th WHO and other UN agencies and 
non-governmental organizations. 

In developing strategic steps in support of HFA, PHC and basic 
minimum needs, each group identified several constraints and 
obstacles, such as: lack of information on HFA; lack of minimum 
initial funds for starting HFA leadership development; lack of 
sufficient understanding of potential benefits of leadership 
development; and difficulties in getting national agreement on 
focal points for leadership development. 

Activi ty 

12. Information 
report 

13. Feeding with 
new infor- 
mation 

4.2. National action cormaltrnentsZ sutmlttea ~y members of the 
national groups 

Focal point 

A. L a t i f  

A l l  

WHO 

Process/kans 

- The groups w i l l  present t o  those ( i .e .  WHO) 
interested/concerned a report on: 
- experiences gained 
- act iv i t ies  (cannitnents) achieved 
- suggestions 

The report w i l l  be presented every six months 

- personal i n i t i a t i v e s  by a l l  h e r s  to contact/ 
c m n i c a t e  with each other on whatever topic 
f e l t  relevant to p m t e  HFA leadership. 

- UR w i l l  provide material on HFA leadership to 
a l l  nuinters. 

- 

2. Discussion on the appropriate wording o f  the t i t l e  o f  the docunents prepared by 
the national groups was held during i n i t i a l  and s m i n g - u p  plenaries on module V I .  
Various terms were proposed such as "plan o f  ac t iv i t ies" ,  "prograne o f  ac t iv i t ies" ,  
"national strategiesn, " i n i t i a l  strategic steps i n  support o f  HFA and leadership 
developnent" . No consensus was reached. Therefore, the most neutral term, 
"action cmnitmentn, was selected as the most acceptable one. 

Target 
date 

1987 

1987 

1987 
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TABLE 2. IMPLEMENTATION OF THE BASIC 
HFA/PHC CONCEPT IN ISLAMIC REPUBLIC OF IRAN -- 
RESULTS OF GROUP MWERS' ASSESSMENTS 

... P o l i t i c a l  c m i t m e n t  t o  HFA I ++++ 

I tern 
a 

Opinion 

. . . Appropriate technology ++ 

. . . Health manpower development f o r  PHC I +++ 

. . . Intersectora l  co l laborat ion and coordinat ion 

. . . C m n i  t y  involvement 

. . . Sel f-re1 i ance 

. . . Decentra l izat ion I ++ 

+ 
+ 

+ 

... Equity and soc ia l  j u s t i c e  I +++ 

. . . Health as an in tegra l  p a r t  o f  
socio-economic development p lan 

. . . Resource mob i l i za t ion  

. . . P r i o r i t y  t o  r u r a l ,  under-served areas I +++ 

. . . P r i o r i t y  t o  the vulnerable groups I ++ 

a. Degree o f  assessment: + Low; ++ Medium: +c+ High: 

++++ Very h igh 

4.2.1.  Democratic Yemen 

The team came to the conclusion that the following general 
principles should be followed in a process of implementation of HFA 
Leadership Development in Democratic Yemen: 

D Group and national commitments for HFA Leadership Development 
should be based on a "build-on approachw, making use of what- 
ever is available in a country with modifications where needed 
to meet new experience gained. 

D There should be a team approach in which individuals work 
together/support each other. 

D Although countries may differ in their use of terminology, it 
is essential to recognize that health development cannot be 
achieved without overall development. "HFA/200OW entails and 
adapts the concepts of meeting basic minimum needs and improv- 
ing quality ot life through social development programmes. 

The plan of activities developed by the team is shown in Table 1. 
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TABLE 3. MAIN PROBLEMS FOR BETTER IMPLEMENTATION OF HFA AND PHC 
AND THE POSSIBLE SOLUTIONS - RESULTS OF GROUP MEMBERS' ASSESSMENTS 

Low c m n i  t y  involvement 

1 

Gkak i ntersectora l  co l  labora- 
t i o n  and coordinat ion 

Problem 

- L i te racy  campaign 
- Education and c m n i c a t i o n  through mass media 
- Mot ivat ion o f  par1 iamentarians 
- Mot ivat ion o f  re1 ig ious leaders 
- Revival and strengthening o f  v i l l a g e  c m i t t e e s  
- Basic minimum needs approach 

Solut ion 

- Basic minirmm needs approach 
- Decentralized nat ional  p o l i c y  and planning 
- C m n i  ty-based planning, f inancing and management 

heal th  manpower development 
Problems re la ted  t o  I 

- Reorientat ion o f  medical and paramedical schools 
towards PHC 

- On-the-job t r a i n i n g  
- Tra in ing o f  t r a i n e r s  

- Revision o f  HMO p o l i c y  and planning 

Health sector as a consumer 

Inadequate decentral i zat ion 

Weakness o f  PHC r e f e r r a l  
system 

- I n f  1  uence nat ional  po l  i c y  

- Modi f icat ion o f  the nat ional  socio-economic 
development p o l i c i e s  and plans 

I 

- Risk approach i n  heal th  care 

Slums and peri-urban problems 1 - Modi f icat ion o f  p o l i c i e s  and plans 

4.2.2.  Islamic Republic of Iran 

Prior to defining individual and group plans for activities on 
initiating and sustaining HFA Leadership Development in Islamic 
Republic of Iran, the national team made a simple situational 
analysis based on the members ' value judgements - Implementat ion of 
the basic HFA and PHC concepts was analysed as well as the main 
problems and constraints, and solutions for better implementation 
were assessed. 

Opinions of the team are expressed in Tables 2 and 3. 

TaKlng Into account tne above sltuatlonal analysis, the group 
developed the plan of activities shown in Table 4 ,  td be implemented 
by the group members, individually and/or collectively: 



DEVELOPMENT, THAILAND, 1987 WHO-EM/HSC/Z-E 

TABLE 4. NATIONAL ACTlON COMMIT'MENTS FOR ISLAMIC REPUBLIC OF IRAN 

1. 

2. 

3. 

4. 

5 .  

6. 

7. 

8. 

9. 

10. 

11. 

12. 

Activity 

First meeting of the national participants 
of the col loquium for exchange of ideas, 
information and coordination 

Dialogue with the President and 
Prime Minister for creating strong c m i t -  
ment to HFA 

Report on the colloquium to the cabinet and 
par1 iamentarians for further awareness, 
motivation and support to HFA/PHC 

Dialogue with viceministers and Director- 
General of the Ministries of Health and 
Medical Education, Culture. Interior, 
Construction Crusade, Planning and Budget, 
and Information so as to assure leadership 
position 

Joint seminar for Executive Directors for 
Provincial Health Department and Chancellors 
of Universities 

Reorientation of medical and nursing schools 
curricula towards HFA and PHC 

Reorientation of hospi tal-based training of 
medical schools towards primary health care; 
emphasis on c m u n i  ty-orientation 

Establishment o f  field training area f o r  
medical students 

Initiation and strengthening of the 
departments of comnunity medicine of medical 
schools 

National colloquium for HFA Leadership 
Development 

Proper implementation of one month intern- 
ship of medical students in primary health 
care services 

Revival and strengthening of national health 
and development counci 1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Focal point 

National group + 
WR 

Minister of Health 
and 

Medical Education 

Minister of Health 
and 

Medical Education 
Dr Jezaeri 

National group 

Dr Sadri zadeh 
Dr Jezaeri 
Or Pajouhi 

Minister of Health 
and 

Medical Education 
Dr Pajouhi 

Dr Sadrizadeh 
Dr Pajouhi 

Dr Sadri zadeh 
Dr Pajouhi 

Dr Sadri zadeh 
Dr Pajouhi 

National group 
with collaboration 
of WHO 

Dr Pajouhi 
Dr Sadrizadeh 

Minister of Health 
and 

Medical Education 

Target date 

August 1987 

As soon as 
possible 

Within 
1-2 months 

Late August 
1987 

Early 
September 
1987 

1988 

1988 

1988 

April 1988 

within 
2-3 months 

October 
1987 

As soon as 
possible 
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13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

21. 

22. 

23. 

24. 

25. 

Focal point 

Dr Sadr i zadeh 
Dr Jezaeri 

Dr Jazaeri 
M r  Kazemian 

Dr Jazaeri 
M r  Kazemian 

National group 

Dr Sadri zadeh 

Nationalgroup 
WHO 

M r  Mani 

Dr Sadrizadeh 
Dr Pajouhi 
M r  Kazemian 

Dr Pajouhi 
Dr Sadri zadeh 

Dr Jezaeri 
M r  Kazemian 

O r  Sadr i zadeh 
Dr Pajouhi 
M r  Kazemian 

National group 

Dr Sadrizadeh 
Dr Jezaeri 
M r  Kazemian 

Ac t i v i t y  

Revival and strengthening o f  health and 
development councils and c m i t t e e s  a t  the 
provincial,  d i s t r i c t ,  and sub-distr ict 
1 eve1 s 

Modification o f  national health development 
plan t o  ensure health i s  an integral  part  o f  
the overal l  development plan 

Ef fo r ts  t o  increase the budget o f  the health 
sector, as we1 1 as resource rnobi 1 i za t ion  f o r  
health 

Provincial col loquia on HFA Leadership 
Development 

National workshops fo r  deans o f  medical 
schools and executive directors of 
prov i nci a1 health departments on MPNHD and 
HFA/PHC 

In i t ia t iono fbas icmin i rnumneedsapproach 
as a p i l o t  project 

Revival and strengthening o f  v i l lage 
c m i  ttees 

Involvement o f  teachers o f  medical schools 
i n  health planning and monitoring and 
evaluation o f  health programnes 

Reorientation o f  school curricula, teacher 
t ra in ing  t o  include HFA, PHC 

Inclusion of basic minimum needs as an 
approach f o r  at ta in ing socio-economic 
development i n  the national plan 

Revision o f  health manpower plan based on 
actual needs o f  the country and comnensurate 
with the concepts o f  HFA/PHC 

Ider~tification o f  pr ime movers and develop 

rnent o f  c r i t i c a l  mass o f  leaders a t  various 
levels and i n  a l l  sectors f o r  HFA leadership 
develpoment 

Formulation o f  a national health education 
plan aiming a t  development o f  self-care and 
self-reliance as well as promoting c m n i t y  
involvement _ _ _ _ _ _ _ _ _ _ - _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

rarget date 

by the end 
o f  1987 

March 1988 

March 1988 

January 
1988 

September 
1987 

July 1988 

November 
1987 

1988 

1988 

October 
1987 

Star t ing 
November 
1987 

Early 1QBQ 

March 1988 



4.2.3. Pakistan 

The group was of the opinion that the five-point socio-economic 
programme (1986-1990) of H.E. the Prime Minister of Pakistan 
provided a good framework for ~!?~/2000. The Prime Minister, in his 
address to the nation on 31 December 1985, declared that: ... the 
basic aim of my economic programme is the formulation of an economic 
system which should improve the living conditions of the masses and 
effectively provide for the prosperity of the undeveloped regions 
and areas." 

26. 

27. 

28. 

29. 

30. 

The general objective of the programme was a better life for 
the common man. Specifically, the main elements of the socio- 
economic programme were: 

Focal p o i n t  

National grnup 
WHO 

Dr Sadri zadeh 

Dr Sadri zadeh 
O r  Jezaeri 
Mr Kazemian 

O r  Sadrizadeh 
WHO 

National group 

A c t i v i t y  

Involvement o f  r e l i g i o u s  leaders i n  HFA 

In f luencing the nat ional  overa l l  development 
p o l i c y  towards proper decentral i zat ion 

Development and expansion o f  in tegrated 
preventive, curat ive and p r m t i v e  heal th  
services i n  the r u r a l  and peri-urban areas 

Strengthening o f  r e f e r r a l  system o f  PHC net- 
work through r i s k  approach 

C m n i  t y  awareness, mot ivat ion and 
mobi 1 i zat ion towards HFA through c m n i  ca- 
t i o n  campaigns 

increase in literacy rate from 26% to 50%; 
electrification of 90% of villages: 
improvement of slum areas; 
provision of PHC in all the Union Council areas; 
provision of 2.2 million plots for construction of houses in 
rural areas: 
provision of clean water supply and sanitation for 2.6 million 
urban and 7 million rural population; 
construction of 11 712 km rural roads: 
protection of additional 4.5 million acres of land from water- 
logging and salinity; 
creation of 700 000 jobs for the unemployed. 

Target date 

t111ri ng 1988 

1988 

February 
1988 

1988 

The programme was monitored every month in the Planning and 
Development Departments of the provinces and in the Planning and 
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Development Division at the Federal level. A Cabinet Committee 
under the chairmanship of the Prime Minister also reviewed the 
programme every two to three months. 

The group felt that the basic elements of the successful 
implementation of HFA/2000 were: (i) development of leadership at 
the appropriate level(s); (ii) community involvement; (iii) basic 
needs approach; (iv) intersectoral coordination and cooperation. 
The elements of the basic needs approach and intersectoral 
coordination were already included in the five-point programme; 
however, there was a need for emphasizing and strengthening these 
aspects of the programme. 

Development of leadership at appropriate levels and community 
involvement required considerable attention and examination. No 
uniform model had yet been developed in the country which might be 
easily replicated elsewhere, although there had been various 
experiments and a coordinated attempt at district-level planning in 
one ~f the provinces. Appropriate patterns of leadership development 
and community involvement should, therefore, take into account past 
experiences as well as socio-cultural conditions. 

The group made the following commitment for the implementat ion 
of HFA/2000: 

(a) the socio-economic programme of the Prime Minister would be 
implemented speedily: 

(b) a national colloquium on HFA/2000 would be held within a 
period of five months with WHO support; 

(c) similar colloquia would follow in the provinces; 
(d) the group members agreed to work as facilitators in the 

national and/or provincial colloquia; 
(e) since group members belong to various government departments, 

this would help them to work for intersectoral and inter- 
departmental cooperation and coordination; 

(f) group members would also try to achieve improvement at their 
level in interprovincial and Federal/provincial coordination. 

At individual level the members made the following commitments: 

Mr Atta Mohammad Jaf ar: 

(a) A dialogue would be held with the Health Department to 
ascertain the requirements for HFAl2000; 

(b) efforts would be made to further improve the Baluchistan 
Integrated Area Development Programme; 

(c) greater consideration for allocation of recurring budget would 
be given to the health sector, with emphasis on preventive 
health; 
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(dl provision of finances for the provincial colloquia would be 
made ; 

(el assistance would be given in the process of selecting 
participants for the provincial colloquia participants. 

Dr Mohammad Muzahir Ali Hashmi: 

(a) The Government of Punjab Province would be approached to 
implement the recommendations of the Colloquium; 

(b) efforts would be made to bring about changes in the curricular 
content and teaching methodology of community medicine; 

(c) assistance would be given in the implementation of the ongoing 
mental health programme in the rural areas. 

Mr Syed Ehtram Ali: 

(a) A change in the curriculum of the medical colleges has already 
been proposed to make it community-oriented. This would be 
followed up vigorously so that it may be implemented from the 
next academic year; 

( b ) '  efforts would be made to ensure greater involvement of NGOs; 
(c) secretarial support for the National Colloquium would be 

provided. 

Dr Ali Sher Khan: 

(a) Provincial governments would be informed about the 
recommendations for intersectoral coordination for HFA/2000 so 
that its implementation may be facilitated; 

(b) a meeting of the officers concerned in the Health Department 
would be called to discuss how best to involve the community 
for HFA/2000; 

(c) NGOs would be involved at the provincial and colnmunity level 
in implementing the objectives of HFA/2000; 

(dl timely utilization of resources would be ensured. 

Dr Mohammad Afzal Naubahar: 

(a) A course of comrnilni ty health nursing has already been 
introduced at post-graduate level in the College of Nursing; 
efforts would be made to incorporate leadership development 
principles in this course to increase effectiveness; 

(b) in his capacity of National Project Director of the World Food 
Programme, efforts would be made to incorporate leadership 
development training in programmes to increase the numbers of 
doctors and lady health visitors, and to promote leadership 
development in the implementat ion process, including using 
food distribution as an incentive for leadership development. 
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Mr Mohammad Ibrahim Beg: 

(a) In the North-West Frontier Province, there have been 
substantial increases in allocations to the health sector over 
the years, with about 45% share going to PHC. For example, 
during the last year the allocation to the health sector was 
PKH313 million which has increased to PKR416 million during 
the current financial year. However, additional requirements 
of the sector would be considered on a priority basis, 
especially for PHC; 

(b) an evaluation of the implementation of the District Plan of 
Mansehra would be carried out with special reference to 
development of leadership and community participation. 
subsequently, the posslblllty of improvement and replicability 
of the model would be examined; 

(c) special financial provision would be made to train a cadre of 
community health. workers who would facilitate community 
involvement; 

(dl the Women's Welfare Programme would be improved; negotiations 
with donor agencies have already achieved considerable 
progress ; 

(e) efforts would be made to formulate a District Development Plan 
for which availability of US$150 000 has been indicated by the 
WHO Representative in Pakistan; 

(f) A multisectoral plan, partly to be financed by UNICEF, is 
under preparation. Efforts would be made to ensure that 
HFA-related activities get their due share in allocations: 

(g) the referral system at various levels would be substantially 
strengthened since proper and adequate referral systems are 
essential for the attainment of PHC and HFA goals. 

Recommendations to the Government 

The group recommends the following measures for improving the 
implementation of the programme of HFA/2000: 

1. strengthening the cell in the Prime Minister's Secretariat for 
monitoring the five-point programme by appointment of staff from 
the relevant sectors so as to ensure Intersectoral coordlnatlon. 

2. Changes in the curricula of medical colleges to make them more 
community-oriented. 

3. Holding of national and provincial colloquia to orient the 
persons concertled L-eydrdlrly the y r o y r - m e  uf HFA/2000. 

4. Active involvement of national NGOs for ~~A/2000. 
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4.2 .4 .  Somalia 

The group started its work by discussing the target groups to 
be approached to initiate and sustain the process of leadership 
development for HFA in the country. 

The key target groups identified by the team members were as 
follows: ministers and vice-ministers; ministry officials; party 
leaders and parliamentarians; regional and district officials; 
community and religious leaders; teaching research institutions; 
social organizations: women, youth; United Nations organizations 
and NGOS. 

Appropriate approacnes and methods for influencing the above 
target groups for leadership development were discussed and agreed 
upon. 

b Ministers and vice-ministers: submission of report; direct 
approach; indirect approach from the team; UN organizations; party 
structure and representatives. 

b Ministry officials: report on basic minimum needs approach to 
staff meetings; Colloquium report; identification of critical mass 
in support of leadership development among ministers. 

b Party and Parliament: through ministers, ministries and 
parliament: regional leaders to be supported through central as 
well as regional authorities. 

b Regional and district officials: regional and district 
development committees; direct contact with regional and district 
representatives of ministries; donor agencies operating in regions 
and districts; social organizations, including women, youth and 
trades unions, community and religious institutions. 

b Teaching and research institutions: meetings, briefings, 
colloquia, etc.; involvement in planning and implementation of HFA, 
PHC, basic minimum needs approach, NGOs, etc; 

The group agreed to maintain cohesion through regular 
meetings, on a monthly or rotational basis; to seek support from 
WHO for exchanging information; to identify new ways of cooperation, 
combining efforts to find possible solutions to problems arising; 
to follow up previous action undertaken and evaluate the results; 
to initiate any change which would seem to be helpful in reaching 
goals, and to determine prime movers. 

Means of carrying out these group activities included: 
utilization of mass media through press conferences, interviews, 
drama; national colloquia on leadership development for HFA 
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(November 1987); periodicals that would carry health messages, such 
as: rural magazine (Miyiga ~aanta), Puut land (agriculture), ogaal 
(the party magazine), Davyeel (the health magazine) ; regional 
seminars; use of Party structures and orientation centres; use of 
imams, speakers, etc.; WHO Representative: use of donor 
coordination committee; individual and group field visits in 
support of this approach (to be planned). 

Finally, the group felt that the concept of individualism was 
not acceptable in the new approach. It was preferred that efforts 
be conjoined and work carried out as a team for the promotion of 
the agreed strategy. The term "I" would not be used, but would be 
replaced by "we". 

5. CONCLUSIONS AND RECOMMENDATIONS 

5.1. Main issues 

5.1.1. Socio-economic development, b a s i c  human needs and 
i n t e r s e c t o r a l  a c t i o n  f o r  heal th  

1. The attainment of "Health for All" cannot be realized by medical 
intervention alone; it requires a process of overall socio-economic 
development, beginning with meeting basic human needs, leading 
toward better quality of life for all people. 

2. The basic minimum needs and related primary health care approach 
require the concerted action of all sectors. "Healthw is not the 
exclusive province of health ministries; it is the joint concern 
and responsibility of all related sectors, including local 
government, agriculture, education, water and environment, 
concerned with quality of life of the people. Intersectoral 
coordinating mechanisms are needed at all levels. 

3. Basic needs for HFA can be met only with full, self-reliant 
participation of the community and the people themselves. This is 
not a passive participation, but an active involvement in 
identification of basic needs, decision-making, management of 
implementation, and evaluation of results. This requires education 
and information of the community through dialogue, mass media and 
literacy campaigns. 

4. Basic minimum needs include: water, shelter, food, employment, 
health care, education, communication, energy and security. The 
priorities for action depend on the local situation. Special 
attention must be paid to underserved or high-risk groups, such as 
children and lactating women. 

5. Attainment of HFA requires political will; one of the primary 
indicators and outcomes of such political will is the allocation of 
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resources for social development, particularly at the periphery and 
in the teaching of vulnerable groups. 

6. The Colloquium concluded that: 

To a t t a in  the goal o f  HyA/2000  a l l  sectors must work together 
t o  support communities i n  iden t i f y ing  and achieving a t  l ea s t  the i r  
basic minimum needs as part o f  overall socio-economic development. 
There i s  a need t o  develop the pol i t ical  wi l l  t o  give pr ior i ty  i n  
resources and technical support t o  those most i n  need and a t  
h i  qhest r i s k .  

5.1.2. Urbanization, social change and heal thy l i v ing  I "heal thy 
ci t y U l  

7. The extraordinary acceleration of growth of urban population in 
recent years in many countries causes a serious threat to the 
health and quality of life of the people. This is not only the 
result of population reproductive growth; it is largely due to the 
mass migration of population from rural to urban areas. 

8. problem; of rapid urbanization include: overcrowding, increased 
morbidity and mortality, lack of health care (especially PHC), lack 
of safe drinking water and sanitation, psychological problems 
leading to break'up of families and antisocial behaviour, 
unemployment and related poverty, lack of healthy recreational 
facilities, and risks of internal strife. 

9. While steps must be taken to plan for the design and balanced 
functioning of the "healthy city", the problem 'of migration to 
urban areas largely reflects lack of quality of life and 
opportunity in the rural areas from which such migration takes 
place. Therefore, the solution to the problems of rapid 
urbanization lies in the improvement of rural living conditions, 
agricultural policies and employment opportunities. 

10. potential solutions for both "healthy city" and "healthy 
country" include: community mobilization, community leadership 
including local religious leadership, upgrading of services and 
facilities to meet basic minimum needs in rural and urban 
communities, generation of local employment opportunities, use of 
appropriate technology, agrarian and labour reforms, and 
appropriate pre-service and in-service training for personnel in 
all related health and social services in rural and urban 
communities. 

11. The Colloquium concluded that: 

Creation o f  "heal thy c i ty"  condi t ions  i s  inextr icably  related 
t o  creation o f  "healthy countryn conditions which wi l l  meet the 
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basic minimum needs and ensure quality of life and opportunity for 
rural people. Therefore, all sectors concerned must cooperate to 
foster a balance of 1 iving condi tions, services and opportuni ties 
i n  both urban and rural  a r e a s .  

5 . 1 . 3 .  Country (national), district and community health systems 
development in support of PHC and HFA/~OOO 

12. While attainment of basic minimum needs as part of social 
development for HFA must be realized among and by the people ' 

themselves, they also require the support of a coherent network of 
referral, supervisory and support facilities from the community to 
more central levels. The district or middle management level of the A 

supporting system often requires particular attention If it is 
properly to support the periphery. 

13. Problem areas to be addressed include: organization of the 
support system, development of manpower, optimizing the role of 
facilities and institutions (district hospital, health centres, 
primary health care units, etc.) education and training facilities, 
referral, supervision, and logistic support, agricultural extension, 
political and developmental bodies. 

14. The planning process must be strengthened. This does not require 
a mutually-exclusive choice between so-called "centralizedw and 
"decentralizedw planning; strengthening is needed at all levels, 
with proper communication between "up/downw and down/upw processes 
at each level. In general, the more central levels assume greater 
responsibility for overall policy, strategy-setting and 
coordination, the more peripheral levels assume greater 
responsibility for specific decision-making and implementing of 
activities in accordance with local needs and conditions. 

15. Specific attention must be given to integrated action, 
including integrated promotive, preventive, curative and 
rehabilitative health services based on the PHC approach for wider 
coverage, at a cost the people and community can afford. (In this 
sense, PHC is interpreted to include education, water and 
sanitation, food and nutrition, employment, etc., as stated in the 
Declaration of Alma-Ata. PHC is not the province of the health 
"sector" alone). The district hospital has a key role to play at 
the apex of an integrated health network. 

16. Attention must also be paid to manpower training, logistic 
support, appropriate technology, organization of social, decision- 
making and support services, using health systems research to test 
optlmal approaches under local condltlons before wider application. 
The use of village volunteers is particularly noteworthy in many 
aspects of community service. 
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17. The Colloquium concluded that: 

Communi t y - b a s e d  s o c i a l  development  r e q u i r e s  t h e  back ing  o f  an 
integrated service and s u p p o r t  s y s c e m s ,  b r l n g l n g  a p p r o p r i a t e  
t e c h n o l o g y ,  m a t e r i a l ,  manpower and r e s o u r c e s  s u p p o r t .  These  a r e  n o t  
t o  b e  "ex tended  downwardsn, b u t  r a t h e r  " b u i l t  upn i n  r e s p o n s e  t o  
t h e  b a s i c  minimum needs  and s u p p o r t  requ i rements  o f  t h e  communities 
which t h e y  s e r v e .  

5 . 1 . 4 .  Resources  rnobil i z a t i o n ,  c o o r d i n a t i o n  o f  e x t e r n a l  r e s o u r c e s ,  
r e s o u r c e s  a l l o c a t i o n ;  s y s t e m s  and p o l i c i e s  f o r  f i n a n c i n g  h e a l t h  care 

18. The problem of resources for health and social development is 
not so much a problem of insufficiency of resources as it is a one 
of inequitable and inappropriate allocation of resources. These 
include human, technical, organizational , material and financial 
resources, whether from community, national or external sources. 

19. An argument can be made for a better allocation of resources to 
social development, which is often the weakest partner in 
competition with defence and economic development. Both social and 
economic development proposals should be required to justify 
themselves in terms of basic minimum needs. However, the demand for 
additional resources also requires better planning, management, 
efficiency and proof of effective impact. 

20. Programme and resources management procedures need to be 
simplified and made more action- and achievement-oriented. Proper 
information collection, feedback analysis and use must be ensured 
from the community through all levels of the supporting health 
system. 

21. People at grass-roots level must be encouraged to participate 
in planning, management and financing of social development. 
Involvement of the community and those who are to implement 
activities will guarantee more commitment and implementation of the 
policy and priorities. 

22. Due consideration is to be given to training of manpower and 
use of experienced personnel in planning, management, financial 
control, auditing, monitoring and evaluation, as appropriate to 
each level of the system. 

23. Consideration should be given to specific methods of financing, 
such as taxation, community development funds, fund drives, health 
insurance and other forms of cost-sharing as appropriate to the 
local situation. 
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24. WHO resources should be made flexibly available to support 
intersectoral social development for basic minimum needs at 
community through district levels. 

25. The Colloquium concluded that: 

At ta imIent  o f  an a p p r o p r i a t e  q u a l i t y  o f  l i f e  so as to a c h i e v e  
Heal t h  f o r  A1 1 r e q u i r e s  s u f f i c i e n t ,  equi  tab1 e a1 1  o c a t i o n ,  and 
oprimal u s e ,  o f  a l l  a v a i l a b l e  r e s o u r c e s .  T h i s  i n  turn  r e q u i r e s  
improved management o f  r e s o u r c e s  and sharper  f o c u s  on p r i o r i t i e s  
which s a t i s f y  b a s i c  minimum n e e d s ,  us ing  a p p r o p r i a t e  means o f  
f inanc ing  and c o s  t - s h a r i n g ,  i n c l u d i n g  communi t y  s e l f  -management o f  
r e s o u r c e s ,  t o  ensure w i d e s t  coverage a t  a  c o s t  p e o p l e ,  communities 
and governments can afford. 

5 . 1 . 5 .  HPA Leadership Development 

26. Considering the complex intersectoral and participatory nature 
of social development for HFA, there is an urgent need for a 
crltlcal mass of HFA leaders, who are socially committed to 
providing the basic minimum needs of people, to close the gaps 
between HFA policy, planning and implementation at every level. 

27. Leadership is needed at the highest levels to ascertain, 
formulate and transmit policy. But policy is not enough. Leaders 
are needed who can translate policy into strategies and overall 
programme design. Leaders are needed who can stimulate, guide and 
undertake implementation at all levels. It is therefore necessary 
to identify the most appropriate and effective "prime movers" at 
every level, and in all sectors, agencies and communities. 

28. The HFA movement' requires a special kind of leadership which 
generates and offers participation and self-reliance. and recognizes 
that the primary source of human energy and the ultimate impact of 
health and social development must be in communities and among 
people themselves. In this sense, leaders are not just "born"; they 
must be identified and developed. 

29. The PHC approach entails a conceptual shift from the 
conventional paradigm to a new perspective; from the provider- 
recipient relationship to that of facilitator-actor; and from 
sectoral monopoly to shared responsibility. People and the 
community have major responsibility for their health and social 
development, and for this they must be enabled and empowered - i.e. 
given knowledge, resources and technical support. 

30. HFA Leadership is seen as a means, not an aim In Itself. Bur lr 
needs teamwork, a value framework, a theme, a slogan, a strategy 
and common aims, together with information, knowledge and direction. 
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31. Despite numerous obstacles, HPA Leadership can be developed 
through: identification of existing or potential leaders; 
approaching them; organizing them; initiating technical cooperation 
among developlr~g countries and developlng villages (TCDC/TCDV); 
procurement of resources; providing educational programmes, and 
identifying and overcoming barriers to leadership development. 

32. The Colloquium concluded that: 

HFA Leadership Development i s  an important component and 
e s s e n t i a l  p r e r e q u i s i t e  f o r  the  at tainment  o f  Health f o r  A l l ,  using 
the  b a s i c  minimum needs and PHC approach t o  s o c i a l  development.  
S p e c i f i c  a c t i o n  and commitments t o  HFA Leadership Development are 
urgent1 y needed now, invo l v ing  i n d i v i d u a l s ,  groups and na t l ons ,  t o  
c l o s e  the  gap between the  a s p i r a t i o n s  o f  mankind and the  r e a l i t y  of 
a b e t t e r  q u a l i t y  o f  l i f e  f o r  a l l .  

5.2. Cormnon strategic steps in support of leadership development 
for national strategies for "Health for All" and "Better Quality of 
Life for Everybodyw 

Participants: 

1. Will explore every opportunity available to influence colleagues, 
communities, governments, NGOs, professional groups and mass media 
of the basic principles and values underlying the strategy of 
"basic minimum needsa (BMN) or "better quality of lifew (BQL) as 
the most appropriate approaches for achieving the goal of Health 
for All by the Year 2000. 

2. Will try to implement basic principles of HFA and PHC in their 
everyday work. In doing so, the participants will act collectively 
to promote intra- and intersectoral collaboration and the 
involvement of people, governmental bodies, NGOs, religious leaders 
in particular, and health professionals, in the process of 
leadership development for Health for All and in ensuring a better 
quality of life for everyone. The participants will place 
particular emphasis on the strategy of basic minimum (human) needs 
for all people, on community involvement in decision-making, on 
K-atlur~al allocation and ' urlllzatlon of exlst lng resources, and on 
appropriate manpower development. 

3. will report collectively to their respective governments, 
colleagues and public, the spirit, process and outcome of the 
Chiang-Mai colloquium. 

4. Will act as an active initial national and international 
personal network for building up and sustaining the process of 
further leadership development for health and social development. 
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5. will try to persuade policy-makers and other decision-makers in 
their countries to support WHO'S Leadership Development initiative. 

6. Will promote and participate in the vryarllzatior~ of difrerent 
activities at local, intermediate, country and intercountry levels 
aiming at HFA Leadership Development - colloquia, travelling 
workshops, leader-to-leader approach, dialogues, public action, etc. 

7. Will approach prominent policy-makers and community leaders 
advocating HFA, PHC and basic minimum needs. 

8. will promote all types of cooperative and collaborative 
activities which could support implementation of HFA: technical 
cooperation among developing villages (TcDv), technical cooperation 
among developmental sectors (TCDS), and technical cooperation among 
developing countries (TCDc). 

5.3. Recommendations to participating governments 

1. To -modify national health development plans so that health is 
considered an integral part of overall development plans- 

2. To build up a critical mass of leaders at various levels and in 
different sectors involved in health and social development. The 
leaders may be high-level executives in ministries, top 
administrators in medical, training, agricultural and other 
institutions. as well as traditional, religious, and other 
community leaders. 

3. To provide political support, as well as technical and financial 
resources, to local, community, district and national programmes 
for primary health care, meeting basic minimum needs and leadership 
development. 

4. TO change the curricula of the medical and other health 
institutions to render them more community-oriented and community- 
based. 

5.4. Recommendations to international agencies, primarily WHO 

1. To continue to promote the HFA leadership development initiative 
through various means: organization of national and international 
colloquia, dialogues, travelllng WOrkShOpS, nerworking, etc. 

2. To ensure technical and moral, as well as catalytic financial, 
support to those governments which are intending and committed to 
carry out leadership development activities in support of their HFA 
and basic minimum needs strategies. 

3. To enhance collaboration with sister UN agencies and other 
international agencies, so that the ideas of intersectoral action 
for health and social development may be promoted. 
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Annex 1 

LIST OF PARTICIPANTS 

Democratic Yemen Dr Ali Ahmed Ali 
Dean 
Faculty of Medicine 
University of Aden 
Aden 

Dr Abdulla Saleh Asa-Edi 
Director, Monitoring and 
Evaluation of Health Programmes 
Ministry of Public Health 
Aden - 
Dr ~hmed Ali Abdul Latif 
Director of Primary Health Care 
Ministry of Public Health * 
Mr Mohsin Ali ~ b d o  A 1  Monaibari 
Adviser to the Ministry of Agriculture 
Ministry of Agriculture 
Aden 

Mr Mohammed Gharama A1 Raee 
Assistant Deputy Manager of 
Planning Affairs 
Ministry of Public Health 
Aden 

MrS Nageeba Saeed Saleh 
Deputy Director of 

' the Social Planning Department 
Ministry of Planning 
Tawahi - Aden 

Dr A. Amini 
WHO Representative 
Aden 

Islamic Republic of Iran H.E. Dr Alireza Marandi 
Minister of Health and 
Medical Education 
mealcal ticlucatlon 
Teheran 
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~slamic Republic of h ran Mr Mahmoud Kazemian 
(cont 'dl Director of Health Management 

Ministry of Planning and Budget 
Teheran 

Dr Seyed Mohammad Jezaeri 
Under-Secretary 
Planning and Parliamentary Affairs 
Teheran 

Engineer Ahmad Mani 
Director for Public 
Health Engineering for Rural Areas 
Ministry of construction 
Teheran 

Dr Mohammad Pajouhi 
Educational Deputy of 
Teheran Medical Sciences University 
Teheran 

Mr Bijan Sadrizadeh 
Adviser to the Ministry of Health and 
Medical Education 
Minstr-7 of Health and 
Medical Education 
Teheran 

Dr Ashfaq Alam Khan 
WHO Representative 
Teheran 

Pakistan Mr Syed Ehtram Ali 
Secretary 
Pakistan Medical and Dental Council 
Islamabad 

Professor Ibrahim Beg 
Additional Secretary 
Planning and Development Department 
~orth-west Frontier Province 
Peshawar 

Dr Mohammad Ali Hashmi 
MS services Hospital 
Lahore 

Mr Ata Mohammad Jafar 
Secretary Finance, Baluchistan 
Quetta 
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Somalia 

Dr Ali Sher Khan 
Secretary Health 
North-West Frontier Province 
Peshawar 

Dr Mohammad AfZal Naubahar 
Project Director 
World Food Programme 
Ministry of Health 
Islamabad 

Dr N. A1 Tawil 
WHO Representative 
Islamabad 

H.E. Dr Mohamed A.Y. Gabosse 
Vice-Minister of Health 
Ministry of Health 
Mosadishu 

Dr Ahmed Sharif Abbas 
Director-General 
Preventive Medicine 
Ministry of Health 
Mogadishu 

Ms Shamsa Cure Abtidon 
Director of Budget and Finance 
Ministry of Finance 
Moqadishu 

Dr Kasim Adan Egal 
Permanent Secretary 
Ministry of Health 
Moqadishu 

Dr ~usuf Hersi Galow 
~ociologist, Acting Director-General. 
Department of Planning and Rural 

Development 
Ministry of Interrior 
Moqadi'shu 

Mr Ahmed Geedi Mohamud 
Director-General for  on-formal 
Education 

nlnlstry of uaucation 
Mogadishu 
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Somalia (cont'd) 

Executive Board 

Dr A. Grech 

WHO Secretariat 

Ms Fatima Yassin osman 
Director of Planning 
Ministry of Planning 
Moqadishu 

Mr Mohamed Abukar Sheikh 
Permanent Secretary 
Ministry of Agriculture 
Moqadishu 

Dr A.M. Rahmani 
Acting WHO Representative 
Mosadishu 

chairman of the Executive Board 
WHO/Geneva 

Dr Hussein A. Gezairy* Regional Director 

Dr Ali Khogali* Director, Programme 
Management 

Dr O.I.H. Omer Director, Health 
Manpower Development 

Director, 
Support Programme 

Dr 0. sulieman Regional Adviser. 
Health Programme 
Development 

Dr S. Khanna 

Dr W.J. Pigott 

Director, HFA 
Strategy Coordination 

Programme Manager 
staff Development and 
Training 

World Health 
Organization, gMHO 

World Health 
Organization, m ~ o  

World Health 
Organization, gMRO 

World Health 
Organization, gMRO 

World Health 
Organization, EHRO 

World Health 
Organization. Geneva 

* attended the last three days of the Colloquium 

48 

World Health 
Organization, Geneva 
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Professor S. Letica WHO Consultant World Health 
Organization, RMRO 

Dr B. Skupnjak WHO Consultant world ~ealtn 
Organization, EMRO 

Dr M.A. Barzgar WHO Medical Officer World Health 
Sana'a, Yemen Organization 
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Annex 2 

SUMMARY PRESURVEY ON THE OPINIONS, ASPIRATIONS AND 
EXPECTATIONS OF THE PARTICIPANTS 

The day before the beginning of the Colloquium (16 July 1987). 
a survey on the opinions, aspirations and expectations of the 
participants (related to the forthcoming colloquium) was conducted 
by means of a short questionnaire. 

The objective of the survey was twofold: (a) to serve as a 
trigger for the participants' thinking on HFA leadership 
development issues, and (b) to serve as a means of collecting 
initial information on the felt needs, aspirations, expectations, 
professional and technical interests, etc. of the participants. 

Results indicated that a majority expected to exchange 
professional experience and gain new professional knowledge in 
leadership and health planning and management. It also assessed the 
extent to which participants were familiar with concepts and issues 
relating to WHO and the HFA/2000 strategy. 

Participants indicated the personal qualities and 
characteristics they considered important for developing successful 
leaders, ranking the ability to accept responsibility and 
possession of intelligence and good judgement as of highest 
priority. They considered leadership experience, resource 
mobilization and allocation, planning and management, and rural 
health development strategies as topics of greatest importance for 
discussion in the colloquiwn. 

The survey revealed that participants' division of their own 
working time was largely shared between leadership and 
administrative tasks, with a majority spending less than 25% of 
their time on conceptual thinking. Participants also indicated 
their self-assessment in terms of leadership qualities and how they 
expected to contribute to the colloquium. Intention to actively 
contribute tended to correlate with high self-assessment. 
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Annex 3 

SUMMARY EVALUATION OF THE COLLOQUIUM 

Evaluation of the Colloquium was conducted by the participants 
using a feedback instrument. Its outcome was discussed in the 
plenary session on the last day of the colloquium. All 29 
participants filled in the questionnaire. 

Participants felt that the objectives of the Colloquium had 
been achieved and were particularly complimentary about the method 
of work and organization of the Colloquium. The participants agreed 
that it had increased their understanding of the value of and need 
for leadership development in support of the strategy for Health 
for All and had broadened their knowledge of underlying principles 
behind Health for All policies and their implementation in their 
own countries. 

The method of work of the Colloquium was favourably assessed 
by the partic'ipants. 93% considered the method of work (expressed 
in slogans "no formal lecturing", "open dialogues among equals", 
"experience-sharing" and "no interference by the facilitators") 
either "appropriate" or "quite appropriate". 

The quality of the Module Documents (their objectives, the 
examples provided, issues listed for group discussion, and the 
language in which they were written) was assessed positively; about 
95% considered the Module Documents to be "good" or "very good". 

Field visits were very positively assessed by the participants: 
95% thought that the goals of the visits had been achieved and 100% 
considered the field visits "valuable" or "exceptionally valuable". 

Finally. 90% of the participants thought that the objectives 
of the Colloquium had been achieved either "completely" or "to a 
large extent". 
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Annex 4 

ABBREVIATIONS 

The following abbreviations are used in the Report: 

BMN 
BQL 
ECDC 
EMR 
HFA 
IWNHD 
NGO 
PHC 
TCDC 
TCDS 
TCDV 
UN 
WHO 

Basic Minimum Need(s) 
Better Quality of Life 
Economic cooperation among Developing Countries 
Eastern Mediterranean Region 
Health for All 
Managerial Process for National Health Development 
Non-governmental ~rganization 
Primary Health Care 
Technical Cooperation among Developing Countries 
Technical Cooperation among Developmental Sectors 
Technical Cooperation among Developing Villages 
United Nations 
World Health Organization 


