
WORLD HEALTH ORGANIZATION 

ORGANISATION MONDIALE DE LA SANTÉ 

EXECUTIVE BOARD 

Sixty-first Session 

Programme Committee of the Executive Board 

31 October 

EB6l/pc/wp/9 

14 October 1977 

November 1977 

Item 10 

Л 

鐘 、 ， 

� ‘ ш т? : 

hm^b Л 

REVIEW OF LONG-TERM HEALTH TRENDS 

Report of the Director-General 

INDEXEu 

Before embarking on the preparation of the Sixth General 
Programme of Work, the Organization felt that it would be useful to 
consider long-term health trends throughout the world and their imp1i-
cations for WHO'S programmes. A study was initiated in December 1974, 
through consultations with Member States and with selected experts in 
the field of health and related socioeconomic development. A 
preliminary analysis of this consultation was included in the Sixth 
General Programme of Work in chapter 5, "Medium-term implications of 
long-term trends for WHO 1 s programme". 

In resolution WHA29.20 (May 1976)， the World Health Assembly 
requested the Executive Board: . .to continue the study of long-
term trends as reflected in the Sixth General Programme of Work for a 
specific period and their implication for the Organization's future 
programmes". In turn, the Executive Board (resolution EB59.R27) 
requested the Programme Committee ’’. . . to review from time to time 
the study of long-term health trends and their implications for the 
Organization's future programmes". 

When the Sixth General Programme of Work was prepared, there was 
insufficient time to make a detailed analysis of the wealth of 
material received from more than a hundred sources. The final report 
now presented to the Programme Committee is a synopsis of the analysis 
of this material that was subsequently made• 



EB61/pc/wp/7 
page 2 

LONG-TERM PERSPECTIVES CONCERNING WHO'S PROGRAMME 

A Synopsis of Expert Opinions 
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1• Introduction 

In May 1976, the Executive Board submitted to the Twenty-ninth World 
Health Assembly a draft of WHO's Sixth General Programme of Work for the 
specific period 1978-1983 inclusive. In elaborating this programme, an 
attempt had been made to take into account not only past successes and 
failures and the developments likely to take place in the six-year period. 
but also such long-term trends as might have implications for the work of 
the Organization. It was decided that for most purposes it would be 
sufficient to look ahead for a period of 20-25 years, although consideration 
of more distant prospects, where appropriate, was not excluded. 

All futurology is dependent largely on extrapolations and guesswork. 
The predictions are, therefore, liable to be confounded by unforeseen 
developments, which may dash some of the hopes previously entertained or 
provide solutions to problems that had hitherto seemed intractable. 
Nevertheless, since there is a long time lapse between the conception of 
a health programme and its implementation, it is necessary to make an attempt 
to predict what the future has in store, and in particular, what developmen ts 
are likely to take place in health technology and in the health and socio-
economic situation in various parts of the world. Of course, political 
changes, climatic variations, and large-scale natural disasters also have 
implications for health programmes, but they are virtually impossible to 
foresee, and in any case their effects are minimized if a global view is taken. 

As a first step to undertaking such a prospective study, a document 
entitled "Long-Term Perspectives concerning WH0Ts ProgrammeM was prepared, 
in which attention was drawn to the health problems thought likely to be of 
main concern during the next twenty-five years and questions relating to 
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these problems were asked. This document was circulated in December 1974 
to all Member States, the regional officesy experts selected either by the 
Pirector-General or by the Regional Directors, and members of the Advisory 
Committee on Medical Research. They were invited to reply to the questions 
and to submit their further comfflents and suggestions. More than one hundred 
replies were received. 

A preliminary analysis of these replies was made in 1975 and used in 
elaborating the Sixth General Programme of Work. A more detailed analysis 
has now been made and is presented in synoptic, narrative form below. In 
compiling this synopsis, three considerations were paramount: 

i) to reflect as accurately as possible the balance of the replies; 
ii) to include all viewpoints that received wide support； 

iii) to include views that, while expressed by only one respondent 
(or a few respondents), qualified or complemented views that 
were more frequently expressed. Isolated views that appeared 
to be totally counter to the consensus were usually disregarded. 

Although the need for long-term planning was recognized, it was judged 
to be a very difficult task to undertake and attention was drawn to the 
risks incurred if the plan is too rigid and if rapid and unexpected changes 
occur. It was emphasized that devising long-tenn plans must have well-
defined aims. Almost any social or economic aspect of life can influence 
health； the boundaries of WHO'S work should therefore be defined more exactly 
and priorities established within these boundaries. 

In its long-term planning, WHO should also take into account long-term 
plans in other fields in which there should be a health component. 
Moreover, as WHO is the only technical specialized agency with responsibilities 
in the broad sociomedical field, during the next twenty-five years it will 
have to deal more systematically with sociomedical problems, both globally 
and as they affect individual countries. 

Finally, it was suggested that by the year 2000 very great social changes 
will have occurred throughout the world as society adapts to the many crisis 
situations with which it is confronted today. These social changes will 
bring with them equally profound changes in the health situation. Proper 
consideration should therefore be given to socio-political changes and to 
the effect of economic reforms on the production and growth rates of countries. 

2. Historical, political, social and economic factors 

It had been proposed in the document circulated that the countries of 
the world could be grouped into four broad categories : 

i) industrialized countries with a centrally planned economy; 
ii) industrialized countries with a predominantly market economy； 

iii) "developing countries,, rich in natural resources that are in 
high demand, and 

iv) "developing countries" poor in natural resources. 

While most respondents agreed that this classification represents 
reasonably well the present situation, it was repeatedly pointed out that 
over the next twenty-five years there is likely to be considerable mobility 
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among the categories, particularly in regard to the possession of natural 
resources. These developments will be brought about mainly by the using 
up of traditional energy resources and their replacement by new ones. 

There were strong reservations about the relevance of the categories 
to the development of health and social services. For example, it was 
pointed out that in a country in which all the wealth was concenttrated in 
1% of the population, the majority of the people would be malnourished and 
unhealthyf whereas in another country with a similar per capita productivity 
but more even distribution of wealth, the population would be relatively well 
nourished and healthy. The lack of natural resources was not in fact the 
deciding factor in holding back the development of countries, as witness the 
prosperity and high level of health services in some countries with practically 
no natural resources. It was necessary to take account also of traditional 
attitudes, political and social structures and natural aspirations, especially 
in regard to the level of health protection to be offered to the population. 
While WHO will have to give high priority to countries that are too poor to 
afford the provision of extensive health coverage to the population, it will 
also be required to give extensive support to those countries that, although 
weal thy in terms of material assets, are poor in social assets. In many 
countries, the problem is one of poor utilization of existing material and 
manpower resources, rather than a lack of resources. 

It had been suggested in the document that historically the development 
of health programmes, especially in industrialized countries, has conformed 
more or less to the following chronological pattern； 

i) attempts to cure individual diseases； 

ii) improvement of environmental sanitation； 

iii) nutritional improvement, albeit not as conscious health 
promotion； 

iv) development of complex health services and systematic education 
and training of health personnel； 

V ) h e a l t h education of the public. 

Respondents had been asked, inter alia, whether such a chronological 
development was an historical imperative for all countries and, if so, 
whether the duration of each phase could be drastically reduced. 

There was widespread disagreement with the above chronological order of 
developmertt and few thought that it could be considered an historical imper-
ative . Many respondents pointed out that most or all of the developments 
tend to occur similataneously rather than in succession, vi th perhaps cyclical 
variations in emphasis. The priorities in the developing countries will be 
different from those in the indu striaiized countries, and there will be 
differences between individual developing countries, but health education of 
the public and improvements in environmental sanitation and nutrition (i.e. 
preventive medicine) were frequently mentioned as the main priorities. 

The importance of national health planning and the need for an 
integrated approach were frequently stressed. Opinions were divided on 
whether the duration of the different phases of development of health 
programmes could be drastically shortened but, on the whole, the view 
seemed to be that the application of past experience to future problems 
should accelerate the process, even if it did not do so "drastically". 
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3. Demographic considerations 

It was generally accepted that WHO needs demographic forecasting if 
it is to plan effectively for the future and that the figures prepared for 
the United Nations World Population Conference held in Bucharest in August 
1974 could be taken as representing valid projections. However, many 
respondents warned against placing too much reliance on the figures - they 
are projections rather than predictions. It was widely assumed that birth 
rates would tend to fall fairly rapidly over the next twenty-five years in 
countries where they are at present highest. Furthermore, it was pointed 
out that demographic changes are influenced by a variety of political, social, 
economic, scientific, and educational developments, and by such eventualities 
as population growth outstripping food-producing capacity. Some respondents 
thought that WHO should try to take these factors into account, but the 
majority seemed to think that the projections could be used by WHO as a 
basis for future planning, provided that the above reservations were kept 
in mind and the situation reviewed frequently. 

It was agreed that in prospective health planning it is necessary to 
consider not only population numbers but also the age structure of the 
population, but opinions differed as to the importance to be attached to the 
problem of aging, particularly in developing countries. The consensus 
seemed to be that aging was unlikely to be a major problem in developing 
countries over the next twenty-five years, although it would probably become 
one in the longer term - say forty years. This is mainly because the present 
expectation of life is so low that even with a falling mortality the proportion 
of old people in the population will increase only slowly. 

It was considered feasible and worthwhile for WHO to follow closely 
national, regional and global trends in relation to the age pyramid but some 
respondents suggested that consideration should be given not only to changes 
occurring at the apex of the pyramid but also to those affecting other age 
groups. Thus; developing countries were likely to see big increases in the 
40-60 age groups during the next twenty-five years with a consequent increase 
in the potential for productivity. It was also pointed out that although 
the percentage of children in the world under the age of fifteen is likely 
to fall from 40% to 35% by the year 2000, their actual numbers will increase. 
Thus, in the developing countries, in which WHO is particularly interested, 
the health of the young age groups and those of childbearing age will remain 
the first priority. 

Since aging is unlikely to be an important problem in developing 
countries during the next twenty-five years, the majority of respondents 
believed that WHO should continue to concentrate its efforts on the control 
of communicable diseases in those countries. As one respondent put it : 
"As regards tbe problem of non-communicable diseases, it seems likely to be 
an uneconomic use of resources to provide for the prevention and care of 
conditions which are so closely linked with social and environmental 
factors, in ways not yet fully understood, and which are accordingly difficult 
to predi et." Nevertheless, there was considerable support for the gradual 
introduction of measures for the prevention and care of chronic non-communicable 
diseases concurrently with measures for the control of communicable diseases. 

In the industrialized countries, the problems of aging are already 
assuming critical proportions, with social as well as medical implications. 
Although the extended family, which still persists in most developing countries, 
is not found in the indiB trialized ones, the advantages of preserving the 
family unit intact and avoiding overmobility were emphasized. Rehabilitation 
should be perceived as an integral part of family and community health care, 
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not merely as the provision of special institutions and services for the 
disabled. The challenge to the social and welfare services will be to 
provide old people with socially acceptable roles other than economic product-
ion . Policies should be directed at maximizing the independence of old 
persons and encouraging them to help one another. 

It was not considered desirable to provide different health infra-
structures for the aged from those provided for the rest of the adult 
population, and it was emphasized that there should be a basic integrated 
system of health and social care. Special short-term programmes to meet 
the needs of the aged might sometimes be necessary, but it was urged that 
these be integrated into the main programme as soon as possible. 

Attention was drawn to the need for a fundamental study of the phenomenon 
of aging and of the specific mechanisms and factors influencing it. It was 
suggested that WHO should stimulate and coordinate international research, 
in countries at various levels of development, on the influence of the 
environment and human behaviour on the morbidity and mortality of non-
communicable diseases. 

While most respondents thought that during the next twenty-five years 
family structures are likely to be modified throughout the world by the 
increasing number of women going out to work and the absence of women from 
the home, some thought this unlikely to occur in developing countries where 
women are traditionally the breadwinners. In such countries, the home is 
taken care of by the older women who are not working. Respondents seemed 
undecided about the probable effects on morbidity and mortality. Some 
thought the mental health of children would suffer, but it was also pointed 
out that the deprivation syndrome occurs even in families where the woman is 
at home all the time� There was a more general feeling that increased 
absences of the woman from the home would have an adverse effect on children1 s 
education and upbringing. Against this, some drew attention to the advantage 
that accrued to the family from the additional income of the working mother. 
It was also noted that prolonged absences of the woman from the home were 
likely to result in smaller families. 

There were many suggestions for substituting for the role of the mother 
in educating her children and protecting their health, of which the most 
frequently mentioned was the provision of creches and day-care centres. It 
was noted by one respondent that in some European countries mother substitutes 
have been found to be of value in preserving the mental and physical 
health of children. In New Zealand, close medical and nursing supervision 
of all day-care centres and schools is ensured and it is hoped to encourage 
private enterprises employing mothers to provide such custodial and medical 
supervision. The provision of such services was definitely considered to 
be the proper concern of national health administrations and it was suggested 
that WHO should assist countries to help organize simple measures for the 
protection of the health and welfare of the child. 

There was a clear-cut consensus that, irrespective of the economic 
role of women, men should assume equal responsibility for contraception as 
soon as satisfactory male contraceptives were available. It was generally 
considered to be a proper concern of national governments and of WHO to 
educate men to assume equal responsibility for fertility control, and it 
was suggested that WHO was in a unique position to give such advice without 
being accused of trying to gain political advantage. The possibility was, 
however, also mooted that organizations such as IPPF and UNFPA might more 
suitably undertake this task. 

1 IPPF = International Planned Parenthood Federation 
UNFPA = United Nations Fund for Population Activities 
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4• Nutrition 

Almost all respondents were in agreement that the gap between the 
size of the world population and the global capacity to feed it is likely 
to increase during the next two decades unless drastic action is undertaken 
to redress the situation. It was also the general opinion that a redistrib-
ution of available protein would not be adequate to overcome local deficits. 
Consequently, it was strongly advocated that WHO should intensify its research 
on unconventional sources of protein. Attention was, however, drawn to the 
importance of testing new protein sources and evaluating their safety, 
especially with regard to toxic impuritiès arising during their manufacture. 

Several respondents warned against WHO trying to perform functions for 
which otte г United Nations agencies have been made responsible. Its role 
was seen to be principally that of technical adviser and catalyst for inter-
national action. It was repeatedly urged that WHO must act in close concert 
with FAO. One respondent summed up WHO，s role as follows : "The particular 
WHO interests should be in the field of redefining need, research into the 
improvement of quality, acting as a watchdog for the protection of whole-
someness and defence against the deleterious effects of modern methods of 
preparation and storing of food•“ Frequent reference was made to WHO'S 

responsibility to stimulate research in the field of nutrition and its 
influence on health. One of the most urgent research needs is accurate 
information on the nutritional requirements of different populations, by age 
groups, occupation, environment, etc. This information is fundamental to the 
establishment of balanced diets for vulnerable groups of the population, such 
as children and pregnant and nursing mothers. In thi я connexion also it 
was widely held in a number of countries that current nutritional principles 
would need to be modified in the face of the growing transition from physical 
to machine-aided labour and to mental activity. 

There was considerable support for the suggestion that WHO, in 
collaboration with other agencies, should initiate a long-term programme of 
research, information and public education on nutritional questions. In the 
industrialized countries one of the aims of public education would be to 
encourage people to eat less fat and animal protein, thus reducing the 
prevalence of atherosclerosis and other chronic diseases, and to redistribute 
the resulting surpluses to less favoured countries. It was pointed out, 
however, that food habits are difficult to change and that, especially in 
some of the developing countries, cultural taboos might hamper educational 
efforts. It was also noted that, while improved nutrition has a profound 
influence on child mortality, other measures aimed at improving health can 
contribute indirectly to better nutrition, since diseases impair the product-
ivity of agricultural workers and since the elimination of endemic infections 
and infestations favours the biological utilization of food. 

Questions relating to the environmental pollution of food and to the 
potential risks from pesticide residues, food additives, and pharmaceuticals 
were dealt with rather summarily in most of the replies. WHOT s main roles 
were again seen to be giving advice and promoting research. It was suggested 
that WHO could help to find acceptable compromises between the use of fertil-
izers and pesticides to increase food production and their restriction in the 
interests of safety. It was pointed out that food might be contaminated not 
only with environmental pollutants, pesticide residues and food additives, 
but also with micro-organisms, parasites, and other biological agents. There 
was also a need to pay increased attention to the evaluátion of the wholesome-
ness of irradiated food. More research should be conducted on these questions 
and efforts should be made to discover new pesticides that are non-toxic to 
man, especially those that are eliminated from the plants before their produce 
is marketed for consumption. It would be desirable to introduce strict 
testing for pesticide residues of all foods destined to be preserved. 
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Most respondents believed that national health services and WHO would 
have to intensify their programmes for the protection of food quality and 
food safety, including the establishment or expansion of food and drug laborat-
ories and the tightening up of legislation. WIíOfs role would be to participate 
with countries on the setting up of food hygiene and quality control services 
and, together with FAO, to continue its work of establishing safety limits for 
food additives and pesticide residues. It was also felt that WHO and other 
specialized agencies of the United Nations should assist in the training of 
personnel in food production, storage and preservation. With the changes in 
family structure in certain countries already referred to, consequent upon the 
increasing numbers of women going out to work, new types of nutritional problems 
were likely to arise (owing to a greater use of convenience foods and larger 
numbers of people eating in canteens and restaurants). There would therefore be 
a growing need for education of the public and,especialy, of canteen and restaur 
ant personnel in the basic principles of food hygiene. 

Most replies stressed that developing countries with potentially adequate 
food supplies should give high priority to achieving self-sufficiency. The 
adaptation of sound nutritional principles to the proper utilization of local 
foods was much to be preferred to the importation of foreign foods and food 
standards. It was noted that regional coordinating committees of the FAO/WHO 
Codex Alimentarius Commission are receiving financial support from UNEP for 
studies along these lines. There was also a suggestion that research on the 
processing, preservation and marketing of local foodstuffs should be 
given assistance by international organizations. The solution of nutritional 
problems requires a muítidiseipiinary approach and it was considered vital 
that any nutrition programme envisaged by WHO should have the cooperation of 
FAO. 

In developing countries that are not potentially self-sufficient the 
problems are entirely different. Assisting these countries to increase 
food production ani advising them on which crops to grow were considered to 
be exclusively FAO responsibilities. On the other hand, there was agreement 
that WHO should be instrumental in promoting research in these countries aimed 
at improving nutritional quality and achieving more balanced diets� Concur-
rently WHO and FAO should collaborate with developing counties in the applic-
ation of existing knowledge in a culturally acceptable form, using foods that 
are, or could be, produced locally. WHO could ad vise governments and 
interested international organizations on the foods best suited to particular 
countries. At the same time, it should motivate governments to organize 
educational campaigns aimed at correcting peoplef s eating habits. 

5• Environment 

This wide-ranging subject elicited a corresponding diversity of view-
points . The keynote of the replies was that the solution of environmental 
problems demands a multidisciplinary approach. The health services were 
seen as playing a leading role and it was considered important that represent-
atives of the health services should be members of all bodies set up to make 
plans affecting the environment. Although this implied increased involve-
ment of health authorities in solving environmental problems there were 
warnings against their usurping the functions of other services. 

It was stressed that it is not possible to draw absolute dividing lines 
between the functions of the health authorities and those of the authorities 
responsible for environmental questions. What is essential is that there 
should be permanent and close collaboration at all levels between the health 
services and other services concerned with the environment. New national 
agencies might be created with overall responsibility for ensuring such 
coordination and the environmental authorities might be represented on health 



EB61/pc/wp/7 
page 9 

planning teams at a high level. WHO could act as a bridge between the various 
interests. 

An important function of WHO is the collection and analysis of the 
experience of industrialized countries and the dissemination to the developing 
countries of recommendations that would help them to avoid the mistakes made 
in the past. WHO could also collaborate with other agencies (e.g. FAO, ILO, 
UNIDA) in arranging the exchange of experts and local personnel to discuss 
mutual problems. It was suggested that the developing countries could derive 
the benefits of industrialization without adverse environmental consequences 
by (a) adopting low-impact, labour-intensive technology based on local 
resources; (b) concentrating development to meet basic needs for food, water, 
accommodation and energy; (c) planning development on the basis of total 
impact rather than single-purpose objectives； (d) avoiding the establishment 
of industries based on imported raw materials or potentially toxic substances, 
and (e) controlling population growth and industrial development at levels 
commensurate with the ability to provide adequate health programmes. 

The health authorities are responsible, inter alia, for determining 
permissible levels of pollutants and approving measures designed to prevent 
or reduce pollution of the environment. WHO should continue to establish 
standards and safe levels of substances that degrade the environment and are 
harmful to health. Attempts should be made to forecast environmental 
hazards and take preventive measures. There is a need for prospective 
epidemiological studies along ecological lines to determine not only the 
risks of envrionmental pollution but also the possible harmful effects of 
other changes in the environment brought about by man1 s intervention. 

While there was general agreement on the importance of environmental 
sanitation and the provision of water, there was less unanimity about the 
most suitable technological approaches. There was some support for the 
progressive application of current technologies in urban areas, but for 
rural areas the emphasis was rather on simple, relatively cheap water supply 
and sanitation projects, with a high labour content. It was urged that 
WHO should establish research centres for community water supples and publish 
manuals on techniques for water supplies to small rural communities. The 
best results, it was suggested, would come from practical research and devel-
opment in developing countries with maximum assistance from international and 
bilateral agencies. Attention was drawn to the need for the conservation of 
water supplies in countries with little water and for rationalization of its 
use, with perhaps separate lines for drinking water and water for other 
purposes. It was suggested that WHO should encourage research on the 
recycling of municipal water supplies. The importance of involving agric-
ultural ,irrigation, river and engineering authorities in water supply schemes 
was also mentioned. 

It was urged that research be intensified on ways and means of cheaper 
sewage disposal, perhaps linked to attempts to meet agricultural needs for 
fertilizer. In small village communities in developing countries with plenty 
of sunshine, sewage pools and pit latrines are satisfactory means of sewage 
disposal. Health education is particularly important in this context, 

There was a general feeling that health considerations should be given 
more importance in urban planning and again it was emphasized that health 
authorities should have close relationships with town planning and housing 
authorities at both national and local level. National authorities and WHO 
should make an intensive study of urbanosocial epidemiology. Towns should 
be planned to ensure the best possible protection of man and nature, with 
wide arteries, green spaces, airy housing etc. It is necessary to consider 
the amount of space needed by the individual during different activities 
(work, family life, leisure occupation, etc.). 
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For the developing countries, the need is principally the application 
of known technology and its adaptation to the local scene. There seemed to 
be little fear that in most of these counties urbanization would attain the 
extremes to which the industrialized countries are tending. It was suggested 
that, in countries wheï*e the growth of "megalopoles" could not be averted, 
their inconveniences might be partly overcome by reconstituting small towns 
within these immense agglomerations. Industrial zones should be broken up 
as far as possible to reduce the impact of pollution. 

It was pointed out that the human habitat represents a micro-environment 
which influences the type of health care system. Health authorities should 
be represented on all national bodies concerned with housing and should pay 
more attention to the physical and mental comfort of the individual. The 
influence on health of factors external to the dwelling unit (open spaces, 
housing density, privacy, etc.) needs further study. WHO could advise on 
new approaches to the development of human habitations and should indicate 
how health authorities could make useful contributions at the planning stage. 

There were signs that in the mo e affluent countries the emphasis is 
gradually shifting from continuous economic growth and consumption to 
improving the quality of life. The role of the health authorities and WHO 
is to promote research on ways in which the quality of life could be improved 
without causing pollution and other harmful environmental changes. Clear, 
simple and unequivocal advice should be given on the direct and indirect 
consequences for health of increased consumption and the concomitant impact 
on the environment. WHO should cooperate with UNEP in the monitoring of all 
systems of production and other human activities to detect harmful effects. 
The establishment of health protection criteria, with adequate scientific 
justification and data, would permit health authorities to require certain 
levels of sanitary services and environmental quality. 

There was general agreement that the health authorities should play 
a more active role in the prevention of accidents and should give greater 
attention to the creation of public concern over accidents and their prevention. 
Health authorities should also be prepared to advise on the drafting of 
legislation designed to prevent accidents. WHO should bring to the notice 
of governments the most effective methods of accident prevention and should 
insist on the application of safety measures by the controlling authorities. 
The health services and WHO should act in partnership with other authorities 
in developing educational programmes and publicizing accident risks. In 
relation to accident prevention in industry, WHO could cooperate with the ILO 
by giving advice on safe levels of exposure to noise, humidity, heat, radiation, 
glare and toxic substances. More attention should be paid to accidents in 
the home, particularly those affecting young children. 

6• Disease pattern 

It was generally agreed that it was reasonable to expect that there 
would be no universal pattern of disease in 20-25 years1 time, but that 
there are still likely to be wide differences between countries, especially 
between the developed and the developing countries. In the latter, communic-
able diseases will doubtless continue to be the main health problem, even 
though some of the more easily controlled diseases might virutally have 
disappeared. 

There was a strong feeling that the mass campaigns are too expensive and, 
in some cases, insufficiently effective to be relied on as the main weapons 
against communicable diseases. Every effort will therefore have to be made 
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to foster the progressive development of the general health services, although 
mass campaigns might still have to be used in the short run. Emphasis was 
also placed on the importance of improving the nutritional status of populat-
ions and of overall socio-economic development. The latter is essential 
for securing more active community participation in disease control programmes. 
which could not be achieved by health education alone, important though this is. 
Socio-economic progress was seen as the only really effective way of reducing 
the prevalence of most of the parasitic diseases, which are not readily 
accessible to other means of control. 

There was considerable optimism that by the turn of the century progrees 
in immunization will have secured the virtual elimination of a number of diseases, 
especially dijártiBria, whooping cough, measles and tetanus, in addit ion to 
smallpox. Some included poliomyelitis and yellow fever in the list, with 
cholera, influenza, dysentry, and cerebrospinal meningitis as other possibili-
ties . It was, however, also pointed out that the enteric diseases 一 notably 
cholera - were best controlled by sanitary measures. A great future for 
vaccines acting on the mucosae was forecast in one reply. 

It was considered that indepently organized immunization programmes for 
different diseases are undesirable； immunization should be an integral element 
of the basic health services. WHO should intensify research to develop more 
effective and cheaper vaccines against measles and some other virus diseases. 

The majority view was that compulsory vaccination should be encouraged 
and that the problem of conscientious objection need not be considered, but 
a minority thought it was inappropriate for WHO to be concerned with this 
problem at the pre sent time• While it was considered desirable in the 
interests of the community that everyone should be vaccinated, it was also 
pointed out that if the number of conscientious objectors was small they would 
have no influence on the outcome of a mass vaccination campaign. Another 
point made was that immunization in the future wouldbe aimed at bringing about 
changes in personal immunity (as with poliomyelitis) rather than at eliminating 
reservoirs of infection (as with smallpox), so that issues such as compulsory 
immunization wDuld be less relevant. It was not generally considered practical 
to prepare plans for mass immunization on a world scale against diseases for 
which vaccines do not yet exist, although there was limited support for the 
preparation of such plans once effective, harmless, and easily administered 
vaccines become available. 

There was strong support for the suggestion that vigorous attempts should 
be made to develop vaccines against venereal diseases, and it was also urged 
that research be intensified on vaccines against viral hepatitis and meningo-
coccal infections. Most respondents considered that the advantages of 
vaccination against venereal diseases would outweight the disadvantages. 
The' possibility that the control of venereal diseases by vaccination might 
offend the susceptibilities of certain social groups was not considered a 
sufficient reason for withholding this measure. Attempts to forecast the 
social problems and to incorporate solutions for them into immunization 
programmes were generally considered desirable. There were, however, some 
dissenting views on this question. 

It was thought probable that new strains of bacteria and viruses would 
emerge during the next twenty-five years, either as a re suit of man's 
intervention or through the operation of natural forces, or both. New 
strains of dengue and dengue haemorrhagic fever have apparently emerged in 
recent years, while Lassa fever and Marburg disease are possible examples 
of new diseases. The conjectural risks of new bacterial strains arising 
through genetic engineering were recognized, and it was suggested that the 
voluntary moratorium on this type of research declared by leading scientists 
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should be made into an international obligation, preferably through a 
convention introduced by WHO. Extraterrestrial sources of new strains were 
considered rather unlikely, but the mutagenic potential of cosmic radiation 
might be a real hazard. 

Although Communicable Diseases will still be the main problem for most 
countries, there was agreement that the non-communicable diseases are likely to 
assume growing importance in the developing countries as the diseases that 
at present shorten life are gradually brought under control. With the 
exception of cancer, which is probably due to a combination of factors, most 
non-communicable diseases are of genetic and behavioural origin. A determined 
attempt should therefore be made to change the damaging components of the 
life style. Experience in the developed countries has shown, however, that 
it is very difficult to modify established living habits. Education aimed 
at the control of such problems as obesity and smoking should therefore be 
begun in childhood, when the life style can be more easily altered. WHO 
should be instrumental in bringing to the attention of the developing countries 
the lessons to be learned from the experience of the developed countries, but 
it must be remembered that these lessons have to be applied with caution and 
adapted to local conditions and social attitudes. Cancer is already a 
problem in the developing countries, but the pattern may change with increasing 
industrialization and changes in dietary habits. To detect such changes a 
reliable system of cancer registration is vitally necessary. 

In the developed countries, the pattern of norï-communicable diseases is 
likely to continue unchanged over the next 25 years, although their prevalence 
may increase with the aging of populations. One problem that is likely to 
become acute is the conflict between the use of high-cost technology to 
sustain life and the right of the patient to preserve his dignity and to 
determine how and when he should be allowed to die (see section 10). On the 
other hand, the possibilities for prevention of certain diseases might be 
improved by early diagnosis, or even "pre-diagnosis", through the use of 
simulation models, computers, and more refined biochemical and biological 
screening techniques. The incidence of some diseases - notably cardiovascular 
diseases - might be reduced through health education aimed at the adoption of 
healthier diets and life styles. If community follow-up of patients could 
be assured, this could lessen the consequences of morbidity. WHO could make 
a contribution here through the retraining of social and public health 
nursing auxiliaries in mobilization of the elderly. 

It was admitted that current methods of treating certain hereditary 
diseases might lead to an increase in the defective gene pool, but the precise 
impact of such a change is in considerable doubt. Genetic counselling should 
seek to persuade carriers of hereditary diseases from having children and 
should assist them in the choice of suitable partners. There is a real 
danger that increased survival of patients with cancers might have 
detrimental effects on their future health and that of their offspring. 
For example, new mutations caused by therapeutic agents or ionizing 
radiation might be transmitted to future generations. The survival of 
patients with retinoblastoma is a classical example of increase in the 
defective gene pool. 

There was considerable scepticism about the prospect of countering the 
sequelae of diseases through organ transplantation or the use of artificial 
organs. While it was conceded that scientific and technological advances 
would broaden the scope of such procedures - especially the use of artificial 

1 Editor's note: In the meantime, guidelines have been developed in many 
countries to assure that the benefits of genetic engineering can be controlled, 
WHOTs ACMR is planning an active role in this development. 
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organs - during the next twenty-five years, it was believed that their use 
would be restricted to the favoured fê v because of their high cost (see also 
section 7). It was suggested that the development and application of these 
techniques would represent a waste of resources, which could be better spent 
on preventive medicine and conventional methods of treatment. Nevertheless, 
several respondents considered it worth while for WHO to study in advance 
the medical, psychological, social and economic implications of an increasing 
availability of artificial organs and improvements in the success rate of 
organ transplantations. 

The prevalence of mental diseases was generally expected to increase 
during the next 25 years, in both developing and developed countries. An 
increase in the frequency of accidents and in alcoholism, drug abuse, and 
violence was also anticipated by some. One the other hand, it was suggested 
that the discovery of physical mechanisms in the pathogenesis of mental 
diseases might revolutionize their treatment and it was considered likely that 
there would be improvements in drug therapy, including possibly a more specific 
treatment for schizophrenia. There is also some reason to think that more 
might be done for the prevention or postponement of senile dementia. The 
most important health measure is the organization of an efficient system of 
primary care, coordinated with the specialized development of hospital s. 
Sufficient account must be taken of the human as opposed to the limited 
scientific outcome. In general, mental disease, alcoholism, drug abuse, etc. 
were seen as social ills requiring social remedies and a redefinition of the 
healthy environment to include psychosocial and socio-economic factors was 
considered to be fundamental. It was urged that more studies be undertaken 
on the origins of the social pathology of mental illness and violence. 

Reference has already been made to the relationship between life style 
and certain diseases. Not everyone was in agreement, however, that health 
authorities should undertake educational or other activities designed to 
change peopleTs life style. Some thought this was a social problem, outside 
the competence of health authorities, and others thought that such efforts 
would be largely wasted because life styles were the product of so many 
interacting environmental factors that were outside manf s control. On 
balance, however, the consensus was that it is a proper function of national 
and international health authorities to explore methods of changing life 
styles and to cooperate with educational and other appropriate authorities 
in seeking to bring about healthier living. This presupposes, of course, 
that the connexions between certain life styles and diseases have been establ-
ished. It was urged that more research should be undertaken on the relation-
ship between life styles and health and it was recommended that WHO should 
support multinational epidemiological studies into diseases of later ages, 
similar to that already being undertaken into the causes of cardiovascular 
disease. 

7. Health Services 

Predictably, this subject gave rise to a wide variety of viewpoints9 
reflecting, on the one hand, the divergencies in present trends in different 
countries and, on the other hand, the disparities in the health service 
needs, depending on the health situation, the available resources, the 
economic system, and the degree of urbanization. To do full justice to 
such a profusion of ideas would be beyond the scope of this analysis. Some 
broad generalizations are, however, possible. 

There was agreement that rising costs would make it necessary, even in 
countries with a market economy, for governments to become more directly 
involved in the planning and delivery of health care. It was also the 
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general opinion that the trends towards the creation of large hospital 
centres with in-patient and out-patient facilities for all the known specialities 
is likely to continue in the industrialized countries and in some developing 
countries as well In the poorer developing countries, however, where 
health infrastructures are still very deficient, the creation of such large 
hospital centres would be not merely undesirable but impossible for economic 
reasons• 

Practically all respondents stressed the need for decentralization of 
health services, both with respect to the country as a whole and within 
large urban agglomerations. In spite of the tendency towards the creation 
of large hospital centres, it was claimed that : "Most countries with sophist-
cated services are developing some form of regional organization for hospital 
and other specialized services and a district organization where community 
services relate to an appropriate general hospital which now usually incor-
porates psychiatric and geriatric services." Such a regional organization, 
fully integrated with the primary delivery of health services, was considered 
by most respondents as the desirable goal, although there were different views 
on how it should be implemented and it was pointed out that any such scheme 
would need to be adapted to local circumstances. On© suggestion was that 
in the industrialized countries hospitals would tend to be sited around the 
periphery of large towns, instead of at the centre, and would fall into two 
categories: those for treating acute diseases of short duration, and long-
stay hospitals for chronic cases, which would be situated in rural areas. 
Another view was that there should be three levels of hospitals : (a) a 
limited number of base hospitals in which there would be a concentration of 
super-specialities, (b) district hospitals, closely linked to the base 
hospitals and offering less comprehensive care in the broad specialities, and 
(c) community hospitals, the level at which most patients would enter the 
system. There was also a suggestion that for chronic, long-term conditions 
needing only minimal nursing attendance, use could be made of special hostels 
or of homes run by charitable institutions. 

Without exception, respondents wanted to see greater emphasis on provision 
of health services in the community, with maximum use of auxiliary health 
workers and with preventive measures accorded high priority. It was not 
thought that a lowering of the quality of medical care would be a necessary 
consequence of greater emphasis on community medicine. In any case, the 
risk of such a lowering of quality would be largely offset by the advantage 
of greater accessibility. It was considered by many desirable that WHO 
should provide a lead in standardizing health technologies to make them more 
economic and of universal application. 

The importance of the role of the general practitioner, or family 
doctor, was repeatedly emphasized, but it was thought undesirable that he 
should work single-handed. Rather, he should be a member of a small inter-
disciplinary team, including health visitors, midwives, nurses, and social 
workers. It was emphasized that, in all cultures, health work should be 
probleip-oriented and patient-oriented, not discipiine-orientede Community 
group clinics (polyclinics) and health centres should be closely integrated 
with the community hospital and with the rest of the health service. 
Patients whose cases were too complicated to be dealt with by the community 
health centre would be referred to the appropriate specialist or hospital. 

Although the concept of community medicine implies a return to family 
medicine, factory medical officers and school health clinics will still be 
needed. In the opinion of one respondent, family medicine would in the 
future become less important than medicine organized in different social 
groupings - at work, at school, at the village level, etc. 
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One way of easing pressure on the health services, is the encouragement 
of all age groups to accept more responsibility for their own health. They 
should be educated not only to lead healthier lives but also to be more self-
dependent as regards treatment, including perhaps self-medication with some 
now controlled drugs, and to make the best use of family medicine and the 
health services in general. 

The attitude to routine health check-ups was generally negative. The 
statement : "Research has proved that routine health check-ups are highly 
overrated and use an excessive amount of health resources... in terms of 
real health benefit" seemed to reflect the majority view. However, many 
thought that systematic screening for selected diseases might be of value, 
particularly when confined to high-risk groups. One suggestion was that 
screening should only be performed in ante-natal, post-natal, paediatric and 
school health clinics where it could be combined with health education and 
vaccinations. Routine annual check-ups for executives and senior government 
officials over 40 years of age was another possibility mentioned. Screening 
programmes based on individual family history and the use of epidemiolgical 
probability techniques (e.g. screening of families and friends of contacts) 
were also favoured by some. In general, it was thought likely that the 
conclusions reached in the review of mass health examinations published by 
WHO (Public Health Papers, No. 50) would remain valid for at least ten years. 
There was overwhelming support for the creation of standard records of individ-
ual health profiles to facilitate diagnosis and follow-up, and it was suggested 
that record linkage facilities should be developed where funds permitted. 

Opinions were divided on whether it would still be necessary in twenty 
years1 time to distinguish between rural and urban health services in developing 
countries : almost as many thought the distinction would or should tend to 
disappear as thought it would persist. On the other hand, a majority thought 
it would be advisable to distinguish between less privileged and more privileged 
populations for delivery of health care, irrespective of their location in 
industrüL or agricultural zones. An isolated rural population, it was 
pointed out, is just as much a disadvanteged group as a slum or shanty town 
or an economically depressed area in a large urban centre. 

With regard to increasing consumption of pharmaceutical preparations, 
there was general agreemait that no solution to the problem could be expected 
from self-control by the medical profession or the pharmaceutical industry or 
from any other self-regulatory mechanism. Limitation of consumption by 
price would be the worst possible solution. It was considered essential that 
there should be increased government control of production and imports. 
Control of advertising and of pricing policies was also advocated. Excessive 
prescribing of drugs and prescribing of excessively costly drugs were seen as 
the main sources of waste in the health servi ces of many countries. It was 
likely that the number of drugs marketed would need to be strictly controlled 
on the basis of their safety, quality, and effectiveness. The WHO Drug 
Information Service could play an important role here, especially for develop-
ing countries that do not have their own evaluation schemes. In addition, 
it was advocated that the medical profession should supplement government 
control of expenditure on drugs by medical audit, which would require a 
regulatory body to set minimum standards and examine the prescribing habits 
of physicians. 

Education of the public and of doctors was considered a necessary part 
of a campaign to reduce the consumption of pharmaceuticals - a campaign that 
would call for cooperation between the government, the medical profession, 
and the pharmaceutical industry. Although the problem in the developing 
countries was considered to be essentially the same as in the developed 
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countries, the developing countries were regarded as in some ways more 
fortunate in that it is perhaps easier for them to set up a control system. 
On the other hand, they are less able to afford wastage. 

The question of a maintenance service for people with artificial or 
transplanted organs was judged to be of very low priority, except perhaps 
with regard to the provision of artificial limbs for the rehabilitation of 
amputees. However, one respondent foresaw the need for special centres with 
facilities for functional tests, analytical laboratories, radiological services, 
and artificial organ banks. There was also a suggestion that eventually a 
new profession, the bio-engineer/immunologist, might be created. 

8. Education 

It is seldom possible to arrive at a consensus on any question relating 
to education, even when the economic, social and cultural conditions are 
clearly defined. It was surprising, therefore, that although the present 
enquiry produced a wide spectrum of viewpoints, a considerable measure of 
agreement emerged on many aspects. 

One desire that was manifest throughout the replies was to reverse the 
trend towards increased specialization and to broaden the training of health 
personnel in all disciplines and at all levels. In many developing countries, 
the first need is for a basic training of multipurpose village health 
workers, whose responsibilities would include social and other community work. 

The primary aim in all countries shoald be to’ have a flexible education 
system, designed to develop health manpower capable of responding to advancing 
technologies and the demands of populations. The period of formal education 
should be reduced in favour of in-service training and more emphasis should 
be placed on developing interdisciplinary and intersectorial problem-
anal ysis and problem-solving skills that foster team work. Much importance 
was attached to postgraduate education and to the need for continuing 
education of health personnel at all levels. 

The curriculum should be based on a careful assessment of the health 
needs of the community and of the skills required to supply those needs. 
Training in community medicine is essential at all levels and there is an 
urgent need for all health personnel to receive in-depth training in compre-
hensive health planning. It will become increasingly important for people 
from different disciplines to cooperate in solving broad problems involving 
health, education, welfare, agriculture, economics and social development. 
Therefore, more contact in the training setting with town and economic 
planners, agricultural authorities, and community development authorities 
will be necessary. 

The importance of educational technology should not be over-emphasized. 
Expensive forms of programmed learning were considered unnecessary at the lower 
levels of education, although they could have considerable merit for advanced 
study. In any case, the techniques could be simplified and standardized. 
However, there appeared to be some uncertainty among respondents as to what 
precisely constituted ’，educational technology". 

On the question of the distribution of health manpower, it was pointed 
out that there is no real abundance of auxiliaries and general service personnel 
in developing countries t but only a relative one due to the dire shortage of 
doctors and nurses. In fact, it is likely that far more auxiliaries will be 
needed in the future, especially, but not only, in developing countries and 
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highly trained professional staff will have to delegate more of their respons-
ibilities to less highly trained staff. It was repeatedly urged that in 
order to increase the number of auxiliaries there should be a proper reward 
system, conditions of work that create job satisfaction and promote retention 
in the service, a levelling of hierarchical structures and# above all, opport-
unities for career mobility and development. In the future, it might be 
necessary to reconsider entirely the function of auxiliaries and to enable 
them not only to achieve promotion within their own category but to take 
further educational courses in order to acquire higher professional qualifi-
cations . 

The division of responsibilities between professional staff and 
auxiliaries should be defined by the health authorities of each country 
according to local needs. It was noted, however, that the distinction 
between auxiliary and professional staff was purely artificial and many 
thought that the term "auxiliary" was a misnomer; in fact, auxiliaries more 
often replace rather than assist professionals. 

A more balanced distribution of health personnel could only be achieved 
by detailed health manpower planning by individual countries. The balance 
will probably be different in each country but it is possible that a balanced 
distribution might be achieved by the end of the century. 

The role of social workers is potentially very important. They should 
be trained in the collection of data and in the evaluation of psychosocial, 
and socioeconomic factors. This would enable them to feed the medical profes-
sion with information that would permit doctors to intervene effectively 
where necessary. 

Because social workers are in direct contact with the community, they 
are in a favourable position to impart health education and they should be 
members of all health teams as part of any system of community medicine. 
However, social workers in the sense understood in the industrialized 
countries do not exist in many developing countries. It was suggested that 
WHO might have a unique contribution to make in ensuring the receptivity of 
health administrations to the idea that there needs to be close cooperation 
between the health and social services. 

On the question of public education on health matters, the general 
view was that this could be effective whatever the educational level of the 
public, provided that the methods employed were suitably adapted to the 
understanding of the audience. A high degree of civic maturity is not 
a prerequisite for the success of public education, but such education could 
be a means of developing civic maturity in relation to personal and environ-
mental health. 

The role of the mass information media in health education of the public 
is generally unsatisfactory. They are apt to laud the wrong thing, to 
raise needless alarm over others, and to neglect major health problems. It 
would help to correct this if health authorities took pains to provide the 
media with precise information on health matters, including the conclusions 
to be drawn from new data. The information should be provided in language 
that is easily understood and avoids sensationalism. It was suggested that 
health authorities should have coordinating officers attached to mass inform-
ation centres； possibly, also, local news media could nominate one reporter 
as the sole contact with the health authorities. An important role for 
the mass media was to promote community participation and the utilization of 
existing resources. 
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Health education should include health economics and should teach the 
public to weigh .health expenditure against other national investments and 
consumption expenditures. WHO could help government bodies to understand 
correctly the relationship between investment in health and the medical and 
social benefits. Health education could also be the answer to the problem 
of achieving a correct balance between the legitimate demand of the public 
for adequate health care and excessive demands on health services. 

As regards advertising relating to health matters, it was considered 
to be the responsibility of the health authorities to control any excesses, 
if necessary by legislation, and to stop misleading advertisements. 

There was complete unanimity on the need to expand programmes of health 
education in schools and universities beyond the confines of traditional 
education on such matters as personal hygiene. Such enlarged programmes 
should introduce concepts of the responsibility of the individual for his own 
health and that of the community and should include information on human 
sexuality and parenthood. It is not likely that such teaching will increase 
the problems of hypochondriasis and self-medication； on the contrary, the 
risks of self-medication could be reduced by better knowledge. 

It is probable that the volume of international travel will continue to 
grow and it has considerable educational potential. No major health problems 
were foreseen, but it was considered that tourism would he hampered in 
countries with unsatisfactory sanitary conditions and that experts and 
technicians being sent to countries for extended periods would demand the 
availability of adequate health care as a prerequisite for their visits. 
However, modern air travel makes it easy to transport a sick person to a centre 
with appropriate facilities, if necessary. It was considered good for experts 
from the developing countries to visit those that are more developed and see 
the health services they offer. Their impressions would spur them on to 
improve the health services in their own countries. But they should not be 
expected to transfer structures from one society wholesale to another - they 
should be able to understand the need for adaptation, improvisation and 
innovation. It was not thought that it would be either desirable or feasible 
to establish internationally accepted minimum standards of health care. 
However, the idea that some of the money earned through tourism should be 
invested in necessary improvements in environmental sanitation and other 
health measures was favourably received. 

9. Research 

A certain delay in the application of research findings is no doubt 
inevitable, and as some respondents noted, may even be desirable* too hasty 
an application could sometimes be wasteful and perhaps dangerous. More 
frequently, however, the delay is unnecessarily long, mainly because of 
organizational problems and lack of financial resources； manpower shortages 
probably play a less important role. It is undesirable that, in an effort 
to remedy this situation, basic research on health problems should be curtailed, 
but greater importance should be given to applied research and more manpower 
should be devoted to the application of research findings. There is a need 
for greater emphasis on operational research. Funding agencies should give 
more support to research aimed at adapting known technology to local situations. 

It was considered preferable that research institutions dealing with 
health problems in developing countries should be located in those countries, 
but they should not be established at the expense of basic health services. 
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They could be created with bilateral and multilateral aid; WHO and the 
developed countries, in addition to giving financial aid where appropriate, 
could help by providing sophisticated equipment, by arranging training program-
mes ,and by seconding key staff, who would be replaced progressively by 
national counterparts. In many instances it would be more practical and less 
costly to create regional rather than national research institutions. These 
could be linked with research institutes or universities in developed 
countries. 

Research in the developing countries should concentrate on public 
health or community health problems rather than "elite-type" problems. 
Health practice research is particularly important. Biomedical research 
should be concentrated in universities or university一linked institutions； 

the more advance biomedical research should be pursued only in the developed 
countries, with the cooperation of the developing countries, It was 
suggested that in the long-term it would be desirable to have a planned 
series of specific research goals or programmes using the most effective 
resources available, wherever these may be. WHO could play a major role in 
selecting the goals and designing the programmes. 

The proliferation of medical specialities is undoubtedly an inevitable 
and interminable trend, which can, in some ways, be profitable for research. 
However, holistic concepts of health do require a synthesis of research 
findings and there is unfortunately no self-regulating mechanism that will 
bring this about. One way of encouraging such a synthesis is to set up 
research institutes provided with adequate resources in terms of equipment 
and personnel and try to attract to them research workers in a variety of 
disciplines. This will encourage multidisciplinary team-work and cross-
fertilization of ideas. It will be desirable, in funding research to 
encourage those projects that are concerned with problems to which solutions 
are most urgently needed. Selective encouragement of research on priority 
problems and coordination of research in different centres are among the 
most important aspects of WHO*s activities. 

Although the amounts spent on research may be considerable, they will 
necessarily be small in comparison with the cost of delivery of health 
services, which must, in any case, always have priority. Consequently, any 
economies made in expenditure on research will have relatively little effect 
on the delivery of health services. Nevertheless, some countries with very 
low health budgets have found it necessary to abandon part of their research 
programme in view of the increased demand for health services. In such 
situations, cost-benefit studies may be attempted to determine whether the 
research is bringing advantages and is worth continuing. Research on methods 
of delivery of health care needs to be emphasized in this context. 

Because of the very high cost of pharmaceutical research, it is largely 
confined to the pharmaceutical industry. This means, however, that the 
anticipated returns have to be large and it has been stated that there roust 
be a potential market of 500 million before it is economically feasible for 
the pharmaceutical industry to undertake the development of a new drug. 
Research that does not meet this condition may have to be sponsored by govern-
ments or by national or international agencies and carried out either by the 
pharmaceutical industry under contract or by official institutions. For 
this purpose, it might be feasible to establish national or regional research 
centres charged with responsibility for pharmaceutical research to meet the 
specific needs of the area. 

It seems likely that pharmaceutical research will continue to be concentr-
ated in the small number of countries that have the resources in capital and 
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manpower to support large pharmaceutical industries. Though there are signs 
that the law of diminishing returns is operating, some major breakthroughs 
can be expected in the next 25 years. These include improved drags for the 
treatment of cancer and chronic degenerative diseases, anti-viral drugs, 
and more effective drugs for the prevention and treatment of parasitic 
diseases. Other possibilities mentioned were new drugs for use in 
pediatrics, in psychiatry, and in the treatment of certain allegies, parti-
cularly those caused by atmospheric pollution. 

Concern was expressed about the value and safety of many of the drugs 
at present on the market. It has been estimated that in some developing 
countries 80% of the drugs sold are either worthless for treating the 
conditon for which they are employed or are actually harmful. Drugs should 
not be put on the market in a country until they 
under the conditions prevailing in that country. 
with the massive misuse of proprietary medicines 
and should not hesitate to publicize negative as 
results. 

have been tested clinically 
WHO should concern itself 

in developing countries 
well as positive research 

10. Economic Considerations 

Economic considerations, it was agreed, are likely to influence greatly 
the scope and content of health programmes in all countries; they may be 
considered the key to organizing community health services. In most develop-
ing countries, however, rigid and cumbersome administrative services are an 
obstacle to the efficient utilization of existing resources. 

With the broadening interpretation of health and the means of achieving 
it, it is becoming increasingly difficult to measure health expenditure as a 
percentage of the gross national product. The validity of such a procedure 
was questioned for several reasons, and it was not considered meaningful to 
attempt to determine a maximum feasible limit. Moreover, in developing 
countries with inadequate resources, whatever percentage is earmarked for 
health services is likely to be too little. The amount allocated to health 
development is, in any case, likely to be decided mainly on political consider-
ations . 

As noted in section 6, it is likely that one of the most difficult 
economic decisions of the future will be whether or not to allocate scarce 
resources to complex, highly expensive medical procedures for achieving a 
marginal prolongation of physical life in individuals who have already reached 
a state of "social death". It was generally agreed that technical criteria 
alone would not be adequate for making choices in such circumstances. Socio-
cultural criteria will have to be developed, based on the principle of the 
greatest benefit to the largest number. Consideration should also be given 
to the resultant quality of life, not merely to the prolongation of life• 
It is probable that the criteria developed will vary from one country to 
another. In any event, it seems likely that political considerations will 
also influence the decisions taken. It was suggested that WHO should endeavour, 
in all haste, to discourage developing <and other) countries, from yielding to 
the temptation to introduce these procedures to the detriment of more widely 
useful medical services. Equal minimum care for everyone must be achieved 
before expensive, marginally useful procedures are considered. 

Opinions were divided on whether it is reasonable to forecast that 
those developing countries rich in natural resources will make the necessary 
capital investments for health promotion in the next two decades. On 
balance, it seems likely that the oil-producing countries, at least, will 
do so, particularly if suitably guided, for example, by WHO. A large invest-
ment in basic health protection and improved nutrition for the entire popul-
ation is a first requirement of the developing countries, and it was pointed 
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out that the cost/benefit ratio of such an investment is much lower than 
that of the same amount spent on providing sophisticated services for the 
privileged few. Of course, it will be necessary to strike a proper balance 
between the development of the health services and other socio-economic 
developments, which must go hand in hand. There is a need for research 
into approaches for the provision of economically efficient health services, 
such as the desirability of employing categories of health personnel different 
from those traditionally used in the developed countries. 

It seems improbable that the richer developing countries will be able 
to attract sufficient health personnel for their needs from countries well 
supplied with health manpower. Such a "brain drain in reverse" might be 
a necessary stop-gap, but as soon as possible the developing countries 
should train their own health manpower. WHO should help developing countries 
to devise good training programmes, in particular to design curricula to 
meet the specific needs of the country. The developed countries and WHO 
could also help by providing teaching staff and offering fellowships for 
training abroad. Special attention should be given to identifying and 
training potential leaders. 

It was considered unlikely that in the developing countries with only 
limited natural resources an increasing awareness of potential health benefits 
beyond the reach of the country would lead to social upheavals. In these 
countries, the overriding concern is with shortages of food and it is these, 
rather than lack of health services, that are likely to lead to social 
upheavals. WHO'S main roles are to focus international attention on the 
major health problems of these countries and to provide them with technical 
advice : they should be helped with health planning, with adapting health 
methods to their own needs, and with utilizing the results of medical, bio-
medical and public health research. Assistance through capital investment 
in health development will also be needed on a large scale, but it would be 
unwise to channel massive bilateral and international sources of funds into 
such capital investment without at the same time participating in broader 
international programmes for economic and social development. WHO and other 
United Nations agencies should assist countries to exploit what natural 
resources they have so that they can support the health and social services 
when these have been developed. It was pointed out that WHO1 s own resources 
are puny compared with the needs of the developing countries with limited 
natural resources and that it would be wrong to use WHO as a bank to provide 
funds: it must remain a technical and scientific organization. 

Most respondents agreed that the obstacles to a reasonable improvement 
in health conditions during the next quarter of a century will be more economic 
than technical. This was strongly contested by one respondent, however, who 
pointed to a recent study by the Swedish Peace Research Institute, 
which showed that the world was investing more capital in armaments than in 
health and education combined； the need, therefore, he maintained, is for a 
change in mankind 1 s list of priorities, not for false economies. Another 
respondent suggested that the obstacles to the attainment of higher standards 
of health are fundamentally social and political, rather than economic, but 
he too emphasized that ultimately it is a question of priorities and of 
encouraging people to do what is realXy in their own interests. However, as 
already noted, most respondents thought that the economic constraints were 
likely to remain paramount and that the need for more economical attitudes 
towards the development of health programmes and the utilization of health 
services should be widely publicized. It was suggested that the relationship 
between health promotion and resource constraints would become even clearer 
and more intimate in the future. 


