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FOURTH MEETING 

Tuesday, 21 January 1992, at 14h30 

Chairman: Professor O. RANSOME-KUTI 

NINTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1996-2001): Item 7 of the 

Agenda (continued) 

A PARADIGM FOR HEALTH: Item 7.1 of the Agenda (Document EB89/11) 

The DIRECTOR-GENERAL said that the need for a paradigm for new public health action was 

prompted by far-reaching social, economic and political changes in the world as well as changing disease 

patterns which had severe implications for development. W H O must help its Member States to anticipate 

those changes and to take steps to mitigate their adverse effects, especially on health. The document before 

the Board (EB89/11) consolidated some of the implications of findings from the second evaluation of 

implementation of the global strategy for health for all and some ideas for reflection. 

So far, the health-for-all strategy was being implemented as it had been envisaged in 1979. In general, 

Member States had adopted the primary health care approach for the development of their health systems. 

The evaluation report showed that while there had been improvements in health, disparities between the least 

developed countries and other developed countries, within countries and possibly among certain population 

segments had increased. However，when the health-for-all concept was viewed in a broader context, it was 

clear that the indicators used for the evaluation did not cover the full scope of the strategy; health for all 

meant not only health for all people but also health during each phase of an individual life cycle. Such a 

broader vision brought to the forefront three major issues related to health systems development - coverage， 

accessibility and quality. 

Coverage was a question not simply of numbers but of proper facilities enabling health workers to be 

productive. Accessibility related not merely to the location of facilities but to whether they were acceptable in 

terms of local values and culture and were sustainable. Quality of care meant not just the availability of 

qualified health personnel and sophisticated technology but whether they served their purposes effectively and 

efficiently. Those three fundamental factors were unfortunately not given due consideration, especially in 

evaluation. Over the years, W H O had given insufficient attention to the diseases affecting the entire spectrum 

of the working population, from working children to adolescents, adults and the working elderly. 

Noncommunicable diseases, such as cancer and cardiovascular diseases, accidents, suicide, alcoholism and drug 

dependence, and psychosocial conditions such as dementia must now be given greater attention. 

The evaluation had clearly shown that there was commitment to primary health care at the highest 

political level, although it must be recognized that politicians, perception of health differed from that of health 

professionals. There was also some success in social mobilization at community level. The weakness lay in the 

translation of political commitment into an equitable provision of health services in the community, a weakness 

accentuated by global economic adjustment policies and situations of economic crisis. Too much emphasis was 

still being placed on care for the individual at the expense of public health measures benefiting the whole 

community, although the ethical aspect of the proper balance between the two needed studying. The training 

of the health workforce had to be changed to reflect those issues, with due regard for the remuneration of 

health workers, such as nurses, in terms of professional motivation and aspirations. 

The changes affecting health which were occurring in society would require the development of new 

indicators. Economic issues would be central to decisions in the health sector. Health financing, particularly 

government budget systems, were slow to follow changes in macroeconomic policies. Many developing 

countries still adhered to an approach in which responsibility for the provision of health care rested solely with 

governments through government health institutions; partnership with the private sector, including 

nongovernmental organizations，had been minimal. Similarly, even where there had been shifts to market-

based economies, medical care continued to be provided free. For example, the health budget in the Russian 

Federation remained the same as it had been in former Union days. The cost of pharmaceuticals and food for 

hospital patients had risen as a result of liberalization, with critical implications for hospital care, which had 

been the main way of providing curative care in eastern and central European countries. 

Only the working population was covered by health insurance, and not the unemployed. In some 

countries the uninsured might account for as much as 30% of the population. If they could not pay for their 
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health care or for insurance, who would pay and how much? Similar questions arose for retired persons, 

particularly women. 

The uncertainty he had observed among health professionals concerning the ability to achieve health 

goals was, he felt, the result of an inability to adapt to the rapid pace of change. To sum up, the goal of health 

for all and the primary health care approach were still as valid as they had been in 1978. The global strategy 

had，however, been a paradigm for advocacy. The Eighth General Programme of Work had been a good 

planning tool. What was now needed was a paradigm for public health action, to accelerate the achievement of 

health for all Member States and thus health for all people in the world over all the phases of their life cycles, 

which would be the essence of the Ninth General Programme of Work. The need to formulate a new 

paradigm for health was part of a broader paradigm shift in all sectors of society, resulting from the political 

implications of a changing economic situation and changing international relationships. Under the old 

paradigm for primary health care, programmes tended to be compartmentalized, constrained by limited 

resources and increasingly donor-driven. Planning had become almost an end in itself and little consideration 

had been given to implementation of strategies reflecting current or changing conditions, management styles or 

performance capabilities. There had been advocacy without support for action. The concern had been to 

extend coverage, without an adequate assessment of accessibility and acceptability to users. Concern about 

details of health care facilities had not been backed up by sustained support to ensure services of an acceptable 

quality. Insufficient emphasis had been laid on the special needs of vulnerable groups. The international 

development arena had been characterized by struggles for territory; many organizations of the United 

Nations system were themselves embarking on health activities that were totally uncoordinated, especially at 

country level. In that connection he was pleased to inform the Board that the World Bank's 1992 world report 

would be devoted to health and that WHO,s full cooperation was being sought in preparing the report. 

The new paradigm must therefore be formulated in a more genuinely democratic manner, the goal being 

to determine and rank priorities to meet basic human needs for development and to select and implement 

those that were compatible with available resources and had potential for success. That called for a thorough 

situation analysis and prospective forecast giving due consideration to human rights based on social justice and 

equity. He was convinced that W H O would rise to the challenge of responding to change and current realities 

and so sustain its leadership role in health and development. 

He then showed a number of slides, grouped under five headings, to illustrate the findings of the second 

evaluation of implementation of the global strategy for health for all and indicate future perspectives in the 

context of a paradigm for health. 

The first group of slides covered the achievements of the strategy, starting with a diagram giving the 

framework for monitoring and evaluation explained in section 7 of document EB89/10. The first evaluation 

had concentrated on the groundwork areas of health policy, resources mobilization, resource allocation and 

community involvement, whereas the second had been concerned with implementation, i.e. activities and 

services, coverage and some inquiry into health status. The second slide illustrated one of the most striking 

achievements of the strategy - the universal decline in infant mortality; that decline, however, had been lowest 

in the least developed countries which were falling further and further behind the other developing countries. 

Another achievement of the strategy had been the increased immunization of children; the third slide showed 

the spectacular increase in BCG coverage. Access to local health services had increased significantly in 

developing countries, as the fourth slide showed, although not in the least developed countries where such 

access had decreased slightly. Maternal mortality had decreased only marginally throughout the world since 

1983，as shown by the fifth slide, remaining high in the developing world and continuing to be low in the 

developed countries. The sixth slide，giving the estimated causes of death among children under 5 years in 

developing countries between 1985 and 1990, bore witness to the success of the Expanded Programme on 

Immunization (EPI) in lowering mortality from vaccine-preventable diseases. One exception to the significant 

decrease in the mortality figures for such diseases was tuberculosis. Deaths from acute respiratory infections, 

diarrhoea and in the neonatal and perinatal periods had increased. The final slide in the group looked at 

immunization coverage and childhood deaths; there again, with the exception of tuberculosis, increased 

coverage for the EPI target diseases had decreased the number of deaths. 

The second group of slides illustrated a number of additional findings. The first slide showed global 

trends in childhood and infant mortality rates in 1970-2000. The number of deaths among 1-5 year-old children 

had fallen perceptibly as had infant mortality rates, but it was significant that a third of all deaths in the age 

group occurred among children in the first to fourth week after birth. It was noteworthy that the death rate in 

the age group 1-5 years was decreasing more rapidly than that for children under 1 year. The second slide 

gave the estimated number of neonatal deaths by age and cause in developing countries in 1990, which, since 

most of those deaths were preventable, illustrated the need for a new approach to perinatal care in addition to 

the safe motherhood programme. The third slide gave the percentage of first births to women under 20 years 
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in selected countries, showing that a large proportion of first births continued to be among women in their 

teens, which had implications for the health of both mother and child and confirmed the need for the safe 

motherhood programme. The fourth slide gave the estimated distribution of deaths from major diseases in 

1985 in the developing countries and in the developed market economies，showing that developing countries 

faced a double burden of infectious and parasitic diseases as well as diseases of affluence, which were by no 

means the preserve of the developed countries. The fifth slide, comparing life expectancy and disability-free 

life expectancy over a decade in two developed countries, showed that an increase in life expectancy had not 

been accompanied by a significant increase in disability-free life expectancy. The sixth slide showed on the 

basis of age-standardized death rates per 100 000 persons in 25 European countries that although death from 

cardiovascular disease had significantly decreased there had been no perceptible decline in deaths from 

external causes, namely accidents and suicide, indicating a need for attention to psychosocial and other social 

aspects of such mortality. The final slide, giving the population aged 65 and above and health expenditure by 

age in the OECD countries, showed that increased life expectancy accompanied by unchanged life expectancy 

without disability in many developed countries had resulted in 1984 in a health expenditure per capita four to 

five times as high for those aged 65 years and above as for those below 65 years, making such expenditure a 

very significant proportion of all social expenditure and underlining the need for health education and 

promotion of healthy life-styles from childhood on. 

The third group of slides was concerned with prognosis and perspective in the context of a paradigm for 

health. The first slide, looking at total fertility rates per woman over a fifty-year period ending in the year 

2000, showed that fertility rates were beginning to fall in both developing and least developed countries, 

although in the latter they remained and were expected to remain high. In the less developed countries the 

decrease in fertility attained by family planning programmes was expected to slow down and remain between 3 

and 4，whereas in the more developed nations the rate was expected to remain constant at around 2’ although 

in some developed countries it had currently fallen below 1.5. The second slide, concerned with the population 

aged 65 years and above in the period 1950-2000, showed that the population in the more developed countries 

was expected to age significantly by the end of the period. That trend would also be evident, but to a lesser 

-«{tent, in the less developed and least developed countries. The third slide, comparing the percentage 

population aged 65 years and above with the percentage of females among those aged 65 years and above, 

showed that women would continue to form a large proportion of the elderly, although in the developed 

countries their overall percentage was expected to decrease slightly. The fourth slide, which looked at the 

population in urban areas, predicted increasing urbanization in all countries. The fifth slide, which considered 

the growth of cities with populations of 10 million and over, predicted that megacities would increase 

significantly in the less developed countries and at a much slower pace in the more developed countries. The 

sixth slide, prepared by the Global Programme on AIDS, looked at the projected impact of AIDS on infant and 

child mortality in a sub-Saharan African country and predicted that AIDS might well neutralize the gains made 

in infant and child mortality as a result of child care and child survival programmes. The seventh slide, looking 

at the refugee population, showed that the number of refugees in the world had more than doubled over the 

past 10 years. The last slide in the group, showing the aid from Development Assistance Committee Countries 

to the least developed countries over a decade, made it clear that, although aid overall was increasing, the 

percentage of it directed to the least developed countries was decreasing. 

The fourth group of slides provided a number of economic indicators. The first slide, on a topic of 

considerable interest in the United Nations arena, showed percentages of central government spending on 

defence, education and health over an approximately five-year period starting in 1983. It was evident that 

although many developing countries had increased expenditure on education, their expenditure on health 

remained relatively stationary. In developed market economies, on the other hand, expenditure on health was 

tending to increase and on education to decrease. The second slide looked at per capita GNP in 1987 and life 

expectancy at birth in 1990 and made the interesting discovery that higher per capita income did not 

necessarily imply better health status; although life expectancy at birth did rise as per capita income increased 

it levelled off once a certain figure, approximately US$ 5000，had been reached. The last slide in the group 

compared income ranges with corresponding ranges for life expectancies at birth and infant mortality rates in 

1988 and showed that the last two variables were not necessarily linked to size of income, proving that any 

country could attain a relatively high level of health with a judicious use of resources. 

i b e fifth and final group of slides were devoted to a paradigm for health. The first slide showed that 

equity and equality were two complementary but different aspects of human rights and showed how they 

related to the W H O Constitution and the Global Strategy for Health for All by the Year 2000. The second 

slide examined the issues, conceptual basis and implications related to a the health paradigm; they had been 

prepared for document EB89/11 and would perhaps require some revision in the light of the Board's current 

discussion of the subject. The final slide gave diagrammatic expression to the interrelationships between 
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resource allocation, equity and value system within the health paradigm. The peak of that paradigm pyramid, 

attained through the various inputs shown, was health status, which had such a decisive part to play in 

achieving peace and stability throughout the world. That was the reason a new paradigm was needed, 

especially at a time of rapid social and economic change. 

The CHAIRMAN thanked the Director-General for his thought-provoking presentation which, he 

believed, had paved the way for an open and constructive exchange of views on the many issues raised and 

should enable the Board members to assist him in steering the Organization on the best possible course 

through a rapidly changing environment. 

Dr GONZALEZ POSSO commended the Director-General's presentation of the item. The paradigm 

for health was obviously important for the broad lines of WHO policy and would have far-reaching 

repercussions in each of the Member States. What was fundamental in the Director-General's approach was 

its optimism about the possibility of achieving the goal of health for all and of keeping the year 2000 as the 

focal point for WHO's efforts. It was also vitally important that the question of resources had been tied in 

with basic concepts: the paper before the Board pertinently asked what WHO's resources were and how they 

were to be invested, how expenses were to be managed and how cost-benefit ratios might be determined. 

Health for all raised the question of resources and orientations; it was more a matter of social realities that 

must be altered than of mechanisms for advocacy. 

In the conceptual part of the paper, due importance was attached to the principles of equity and social 

justice, but there was a need to integrate them within guidelines that could actually bring about change. The 

ideas of equality and equity had been talked about ever since the eighteenth century; what seemed to be new 

in the concept of health and its social dimension which the United Nations had recognized in speaking of 

"third-generation" rights, was comprised in what the United Nations system had termed the right to solidarity. 

The principle of solidarity could flesh out and give new significance to equality, equity and democracy itself as 

the basis for health care. Moreover, the universalization of health coverage in conjunction with social security, 

which had been shown to be conceivable for developing as well as developed countries, could only be achieved 

through solidarity, not just in international or interstate cooperation but also in the formulation of domestic 

models; that implied solidarity of the highest income groups with the poorest sectors in each country. 

New concepts, then, had to be grafted on to eighteenth-century principles in order for the latter to bear 

fruit, and many countries were acting accordingly, actively seeking to create a completely new health culture. 

Strategies for change were required; for example, primary health care and prevention had been talked about 

since Alma-Ata but, in his own region at least, 80% of the budget was still devoted to curative care. New 

attitudes were called for, too, in the attitudes of institutions, in the thinking of individuals directly responsible 

for health care and in communities, so that the issue of health might be properly related to life-styles and 

community participation, and infused with a genuine philosophy of change. That was the spirit required to 

revolutionize the situation: routinely repeated principles alone could not transform reality. 

Dr LU Rushan praised the concepts embodied in the Director-General，s paper. The second evaluation 

of the implementation of the Global Strategy for Health for All by the Year 2000 had found there to be a 

substantial improvement in the health status of populations and in health service coverage through primary 

health care. However, disparities among regions and countries persisted; although basic health care had been 

extended, millions of people were still deprived of necessary health services and there was a very long way to 

go before equity and social justice were attained. The Director-General had described the obstacles and 

constraints that remained both outside and inside the health sector in implementing the health-for-all strategy: 

overcoming them would undoubtedly be the crucial problem in the coming years. 

Against that background, the discussion paper proposed that the road of primary health care be taken to 

the goal of health for aÛ, together with the launching of public health actions. That was indeed necessary and 

inevitable; as the Director-General pointed out in his conclusion, health was intersectoral and knew no 

boundaries in scope and action. It demanded a breakdown of traditional barriers and the involvement of 

society as a whole, with concerted action among countries on the basis of solidarity and partnership and full 

support of WHO's and national governments，authority. Only thus could the challenges in health work be met: 

it was crucial to modify attitudes, strengthen health concepts and set up holistic health care models which took 

account of the individual, of the collectivity, of behaviour and of the ecological environment, and mobilized the 

whole of society. Political will on the part of governments and authorities was essential. Further, the current 

bias in favour of therapy over prevention had to be overcome, and attention shifted to systematic health 

promotion and improvement. Health care delivery was indeed a basic right of peoples; but they must actively 



EB89/SR/3 
page 6 

assume responsibility for their own health. The promotion of health activities was not just the affair of the 

health sector; other sectors such as education, food and nutrition, and the environment must also be involved. 

In evoking the launching of public health actions, the discussion paper was indicating what must be the 

obligatory trend of health development. The document had a powerful central theme and had reached the 

heart of the matter: the transition from theory to practice. In giving impetus to health development on a 

global scale, it could not but advance the cause of placing health at the centre of human development. 

Dr VIOLAKI-PARASKEVA, congratulating the Director-General, welcomed the frank analysis of the 

reasons for the insufficient implementation of the health-for-all strategy. With regard to emerging issues she 

submitted that what were referred to as "diseases of affluence" were in reality the product of industrialization 

and urbanization, and the consequence of life-styles and the poverty, poverty both in value systems and in 

income levels, which constrained people to live in heavily polluted areas close to industrial plants for reasons of 

economy and exposed them to greater health risks; a further example was the consumption of unhealthy 

foods, often not by choice but because they were all that was available or affordable. Such issues had been 

raised at the International Forum at Accra, which had thrown into relief the relationship between economic 

policies and health status. She took the point by the Director-General that there was a "double burden", 

involving communicable diseases on the one hand and those increasingly associated with the phenomena to 

which she had referred, on the other. 

The Director-General had rightly called attention to the appearance of new vulnerable groups and the 

worsening of the health status of existing ones. Reference was made in paragraph 27 of the discussion paper 

to women and children, but, as pointed out in other paragraphs, the elderly and other marginalized groups 

were equally affected. 

Concerning key orientations for new public health action, she endorsed the emphasis laid on community 

participation, intersectoral cooperation, and protection and promotion of health; however, those objectives 

were far from new and were, moreover, still far from attainment; WHO must consider carefully what would 

make a difference in the coming years. She urged the members of the Board to join in a quest for greater 

pragmatism, asking themselves - for example - how WHO could increase its technical credibility and political 

visibility, and whether it should do more in the political arena, as some members advocated, forging alliances 

with different partners and at the same time concentrating on a limited number of approaches at grass-roots 

level to provide the necessary leverage in negotiating for health. She hoped that some of those questions could 

be pursued, so that the paradigm might be taken further in charting specific courses of action. 

Mr MORTENSEN (alternate to Mr Varder) recalled that, when the paradigm had been discussed at the 

Board's eighty-eighth session, Mr Varder had expressed some anxiety because the concept had seemed rather 

vague; however, the Director-General's discussion paper had shed much more light on the ideas and purposes 

of the paradigm, which he now fully supported. It was important that the overall strategies should be formed 

always in the mould of the goals of health for all and equally important to pursue the objectives of primary 

health care. 

There had been some rigidity in health systems and difficulties in involving national authorities, 

organizations and relevant health personnel in health care delivery. It was also true that W H O could not 

confine its work purely to the prevention and treatment of disease. He strongly supported the idea that 

WHO's failures called for an adjustment of its previous orientations so as to adapt its work to present and 

future challenges. The ideology of the new orientation seemed to him to be very wise; public health actions 

should be oriented towards, and integrated in a wider social, political and economic context. He looked 

forward to seeing that wise ideology translated into concrete activities. The widespread understanding of the 

ideas of the paradigm, if implemented appropriately, could lead to a general improvement in global health 

status. However, its concrete results remained to be seen; he therefore asked the Director-General to explain 

how the paradigm was to be implemented. 

Finally, he supported Dr Mason's proposal that a subcommittee should be set up. 

Dr TAGUIWALO said that what was needed was a consensus that would lead to action. Above all, he 

feared drift and lack of direction; partial directions were preferable to a prolonged search for truly 

comprehensive ones. 

He had been struck by the comment that WHO's previous paradigm had been a paradigm for advocacy, 

as opposed to the new paradigm for action. The Director-General had shown that the conditions now facing 

WHO were very different from those it had faced when the health-for-all strategy had been formulated. 

However, there was no detailed critique of WHO's current paradigm in the discussion paper. Why was that 

paradigm inadequate to meet the new conditions that had to be faced? The fact that conditions had changed 
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did not necessarily mean that current ways of looking at things could not take those conditions into account. 

How did the new paradigm enhance WHO's leadership function? Under the current paradigm, the main 

challenge was not inequality and inequity as such but the fact that they adversely affected human survival, 

hence the insistence on a minimum level of health. That paradigm did not simply speak about differences 

between nations and peoples; it stressed that such differences determined who lived and who died. If 

humanity was regarded as crossing an ocean, the current paradigm insisted that everyone should cross safely, 

hence the insistence on health for all. Underdevelopment was then the decisive challenge to WHO's health-

for-ail strategy, and socioeconomic development the main task, but it would not be allowed to determine who 

survived and who did not. 

Despite poverty and underdevelopment, every human being had the right to health. That priority had 

not been made clear in the new paradigm, which provided a basis for making choices but did not indicate what 

kind of choices needed to be made; it spoke of value systems without asserting any particular value. Whereas 

the current paradigm offered a window through which one could see, the new one was like a mirror that 

reflected whatever was placed before it. If that paradigm became a basis for future action the consensus that 

health for all was a matter of survival might be weakened, and WHO, instead of leading, might allow the 

leadership role to be taken by others. 

Professor JABLENSKY observed that the diagnosis and prognosis presented by the Director-General 

were both timely and relevant. The time had come for drawing up a balance sheet and analysing the results of 

the health-for-ail policies that had been pursued by countries and by WHO before the Ninth General 

Programme of Work. 

The health-for-ail concept had been a blend of three elements, the first of which was public health with 

its emphasis on prevention as better than cure, the need to eradicate whatever was eradicable, and the 

expansion of primary health care. The second was the development ideology of the 1970s and early 1980s, 

promoted by influential international organizations and expressed in such key documents as the Brandt and 

Brundtland reports. Finally, the third element was the emphasis on individual responsibility for health and the 

resulting place given to life-styles and health in the paradigm. That combination of three elements had had a 

powerful appeal because it had emphasized social equality and the international dimension of health, and had 

resulted, e.g., in appeals to developed countries to transfer 1% of their resources to the developing world, 

which unfortunately had not taken place. It had become clear, 15 years later, that, in spite of the achievements 

outlined in the Director-GeneraPs report, there were important constraints and obstacles, because WHO was 

facing a situation that could not have been foreseen, as exemplified by the emergence of AIDS and the 

political changes in the former Soviet Union. Some current problems were refractory to the health-for-ail 

approach in its original form; they could be termed the "failures of success". Many developing countries had 

to bear the double burden mentioned by the Director-General. Little attention was paid to the increase in 

absolute poverty in the so-called least developed countries, which accounted for one-fifth of the world's 

population. There was also an increasing tendency to look the other way when man-made disasters occurred. 

The total number of refugees according to some data was 30 million, and not 17.2 million, as given on one of 

the slides shown by the Director-General. Finally there was the dramatic increase in the cost of medical 

technology and care, so that much of what was available and feasible was beyond the reach of developing 

countries. 

In addition, new factors to be taken into account included the exponential growth in knowledge and in 

biomedical science and technology, so that interventions unthinkable 20 years ago were now feasible. At 

present, at least theoretically, a defined level of health for a population could be purchased. Health therefore 

did have a cost, and in many countries a price, so that many thinkers and politicians saw health for the first 

time as an economic investment; that was one of the major problems faced by WHO in developing the Ninth 

General Programme of Work. The global situation was characterized by the end of the cold war and the 

resulting changes in the role of the international organizations. In addition, it could be expected that in the 

coming decade there would be no increase either in the WHO regular budget or in the Voluntary Fund for 

Health Promotion, but there would probably be an increase in the total global expenditure on health 

development, including greater interest in providing funds to deal with emergencies, and a diversification of the 

channels and funds available for health. What were the implications for WHO and the new paradigm? Firstly, 

the right balance had to be sought between goals and targets, on the one hand, and processes, on the other, 

including political processes, for achieving those goals and targets. Secondly, should WHO have a political role 

or should it be restricted to its technical role? Thirdly, the role of governments in health had to be 

reconsidered: were there limits to State interventionism in health policies? Fourthly, how could 

nongovernmental health sectors be integrated into a common health policy? Fifthly, there was the question of 

centralization and decentralization in WHO. 
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Finally, a paradigm could not be changed by fiat or by a decision of the Executive Board or the Health 

Assembly; it was a complex set of beliefs, assumptions and premises on which WHO acted. In his view, WHO 

was already half way into the new paradigm, so that it was a question of identifying what was already 

happening. 

The CHAIRMAN drew attention to paragraph 55 of document EB89/11 which stated that the goal of 

health for all was as valid today as when it had first been proclaimed in 1977, although some approaches 

needed to be strengthened and new ones devised to respond to the changes that had occurred. The 

Director-General was therefore suggesting that the current paradigm needed to be adjusted to meet changing 

needs, notably by making better use of the skills available in sectors other than the health sector, and by better 

integrating WHO's activities with those of other United Nations agencies. 

Dr MASON asked how the new paradigm was related to the Public Health Summit held in Omiya City, 

Saitama, Japan, in September 1991, and to the Ninth General Programme of Work. 

Dr SIDHOM said that the Director-General’s report showed that, while there had been some progress 

over the past 11 years, the world was now facing a number of new health problems, notably in community 

participation and intersectoral collaboration, both essential elements for the success of any health programme. 

Under the new paradigm as just described, the role of health workers at every level would be crucial, since 

health promotion and access to health care would require their active participation. Were health workers 

being made aware of their new role, and were they being properly trained for it? The main obstacle to 

effective social mobilization and intersectoral collaboration was the inability of health workers to mobilize 

support from other sectors. If the new approach was to succeed, such workers must be properly trained. It 

was also essential to mobilize further resources, both human and material, and make better use of existing 

resources. The evaluation showed that personnel costs accounted for 80% of resources, so that, at most, only 

20% remained for actual health activities. 

Professor BORGONO said that the new paradigm was a new frame of reference to take into account the 

changes that had occurred since Alma-Ata, though without altering the basic goal of health for all through 

primary health care. However, the aspects that had been stressed by the Director-General in his analysis 

seemed to suggest that health should be regarded as a kind of spearhead for development. While that did 

arouse some enthusiasm, it also required further clarification. 

Nobody could disagree with the Director-General's intentions in proposing his new paradigm, but for that 

paradigm to become a reality, leadership was needed, both in the health sector itself and multisectorally, in 

order to pursue development-related objectives - and at present, such leadership was lacking. That was 

important, since an idea would remain a dead letter unless proper steps were taken to implement it. The 

scope of the new paradigm was vast: how were priorities now to be decided, in light not only of the magnitude 

of the problems, but also of the resources available for solving them? That would somehow have to be 

reflected in the Organization's budget; there was no point in defining new goals if nothing was done to 

mobilize the resources needed to achieve them. 

The problem had to be faced not only by the Director-General, but also by Member States: if they really 

accepted the new idea, they had to have the political will to put it into effect. They would also need to adapt 

themselves to the new structure, although the margin of flexibility was not great. 

The question deserved careful study, and he supported Dr Mason's suggestion that a subcommittee of 

the Board be set up for that purpose. The new paradigm could not be separated from the Ninth General 

Programme of Work; the two should be considered together. It was most important that the new paradigm be 

clearly defined so as to avoid the confusion that had arisen initially in the case of health for all. 

The Director-General's proposal constituted a challenge, which the Board, as a major governing body of 

the Organization, should accept. 

Dr CABA-MARTIN said that the debate had helped to break down the barriers standing in the way of 

innovation. While he did not wish the Organization to remain stagnant, once a basic concept had been 

accepted, it should be retained and its scope enlarged, rather than its validity questioned. Adaptation of the 

concept to changing conditions was the best way of meeting new needs as they arose. 

Changes in the world situation required the Organization to adopt new approaches and to discard 

outdated theories. Could that not best be done simply by adding to the framework that already existed? As 

Dr Taguiwalo had asked, what, in fact, were the outdated values which were so in need of replacement? An 

urgent need for change arose only when informed observers had become convinced that existing institutions 
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were inadequate to meet current needs. A new paradigm could be defined as one that made it possible to 

solve problems that the old paradigm could not. Although the model developed at Alma-Ata was based on 

ideals that were still valid today, the recent spectacular political changes must affect health strategies. Both 

political changes and changes in the economic relations between countries called for new approaches. 

The gulf between rich and poor countries was widening, and inequalities in the former were increasing. 

The world was moving ever further away from the social justice inherent in the concept of health for all. 

Economic recession in the developing countries and their debt burden both affected health expenditure. 

Environmental degradation, population growth, and rapid urbanization had altered epidemiological patterns at 

a time of rising health costs and zero real growth for the Organization, so that new technologies could not be 

introduced and the very existence of some health systems was in doubt. 

For decades, two different economic and political systems, namely the centralized, planned economies 

and the less centralized, market economies had dominated the world stage. Both systems had experienced 

insuperable difficulties in achieving an acceptable level of health, and both needed to be revised in order to 

adapt to the profound changes that had taken place. Enormous advances had been made in technology, but 

there had been no progress in mobilizing resources for their application. In some countries, the main problem 

was the lack or poor quality of health services, while in others it was excessive bureaucracy leading on the one 

hand to wastage and on the other to the use of costly and unnecessary technologies. Greater decentralization 

was needed to remedy the situation. 

There was indeed a need for a new health paradigm, which countries could apply in accordance with 

their own needs and their own level of development. Such a new paradigm should focus on equity in health 

care; the development of health strategies based on new political, social and cultural policies; the promotion of 

healthier life-styles; the mobilization of sufficient resources for health, and the adoption of measures to ensure 

the optimum use of those resources; and a strengthening of interdependency in health matters between 

countries in order to mitigate the effects of wars and disasters. 

The Director-General's proposal would open up the debate on the global crisis faced by humanity. If 

that was to be avoided, advances in science and technology would have to be used to benefit mankind as a 

whole, rather than a particular country or social group. The new paradigm should give priority to such values 

as equity, solidarity, and peaceful relations between peoples, all of which were essential prerequisites for 

health. 

Professor G IRARD noted that there were many points on which consensus had not been reached, one 

being the previous paradigm of health for all, on which divergent views had been expressed, not on the basic 

concept itself but on the way in which it had been managed. The present situation called for greater openness 

on three levels: firstly concerning values, in which ethical and economic considerations now had to be taken 

into account; secondly concerning health professionals, where collaboration with other disciplines such as 

anthropology and demography and with decision-makers, was now required, although health manpower as a 

dynamic social force should not be overlooked; and thirdly, with regard to other partners, not as a struggle for 

power but as an opening towards other organizations. It was clear that political leaders were taking an interest 

in health both from the economic point of view and as an integral part of development. In developing 

countries, health, nutrition and the environment were inextricably interlinked. It was WHO's responsibility to 

strengthen its expertise and technical competence, but not solely in order to exclude other organizations. 

He supported the proposal to set up a subcommittee, and suggested that it should confine itself to five 

objectives, namely to determine the role of country policies in future health development; to give a clear 

definition of priorities in the Ninth General Programme of Work, and to draw the relevant conclusions for 

programme organization; to review the functioning of WHO in terms of decentralization, budget allocations 

and greater flexibility; to improve coordination with other partners, e.g., nongovernmental organizations, each 

having its own roles and responsibilities; and finally to provide the means to modernize WHO's expertise in 

research and training. 

Dr KIM Won Ho thanked the Director-General for having presented a paradigm for health which 

deserved careful consideration, especially with regard to the implementation of the health-for-all strategy and 

primary health care. In view of its importance, a clearer definition of the paradigm and its implementation 

was needed. He was therefore in favour of establishing a special study group and informing Member States of 

the outcome of its work so that they could approve them unanimously. The idea of providing all people with 

equitable health care, already embodied in the health-for-all strategy and primary health care, should be given 

firm support. 
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Dr AL-SAKKAF thanked the Director-General for having presented a framework for new public health 

action that reflected reality and the changing world situation, including problems such as the lack of 

cooperation between the different sectors and between Member States. He hoped that the document would 

provide initial guidelines for future activities that would be applied in practice and not only in theory. 

Dr SAVELIEV (adviser to Dr Kosenko) said that document EB89/11 raised a number of very important 

problems which, though not new, had recurred because of current changes in the political and economic 

situation at all levels, which made it necessary to review the degree of priority to be given them. The search 

for a paradigm or concept of the development of health care and WHO's role in such development was an 

ongoing process which should be reflected in WHO's Ninth General Programme of Work covering the period 

1996-2001. 

He agreed with the Director-General that the basic concept of health for all and of primary health care 

as the key element in achieving that goal would not require any substantial review in the near future, but some 

adjustments might be required in the light of the changing world situation. 

Paragraphs 3-12 of the document reflected both the achievements and the obstacles to implementing the 

health-for-all strategy. The latter should be covered by the action programmes set out in paragraphs 37-54 of 

the document. The emerging issues and trends described in paragraphs 13-36 of the document, such as respect 

for human rights and problems of equity, deterioration of the environment, natural and man-made disasters, 

the aging of the population, and the increasing cost of medical services in the light of new technological 

developments, were not new. They must be properly reflected in the Ninth General Programme of Work. He 

had no objection to the grouping together of the main areas of WHO's activities. 

WHO's role within the United Nations system was defined in WHO's Constitution; its main field of 

activity was in health, and it should not try to be a major actor in socioeconomic development, as suggested in 

paragraph 41. It would be far more useful in achieving such development to harmonize the efforts of all the 

organizations in the United Nations system and strengthen cooperation with them. He endorsed the view 

expressed in paragraph 43 as to the responsibility of governments not only for health but also for the quality of 

life, and also agreed that health could not be left solely to market forces. The problems of financing health 

must be solved on the basis of the principles of equity, ethics and human rights, as stated in paragraph 51. 

Under "Resources for health" (paragraphs 49-51), the role and concept of satisfying basic needs, technical 

and economic cooperation with developing countries, and support for national efforts to implement the health-

for-all strategy, should have been defined; they had repeatedly been the subject of Health Assembly 

resolutions in recent years. 

He supported the views expressed in paragraph 58 concerning WHO's role in the creation of a new 

system of values centred on health. It was an appropriate time to discuss new health activities in line with the 

paradigm for health; that would be useful in defining WHO's role in international cooperation in health in 

what was a new period in human history. 

Dr KHAIRY thanked the Director-General for his presentation of a new paradigm for health. The 

political application of the paradigm was acceptable, as both primary health care and health for ail contained a 

political element, even though their application had not led to the desired results, but he had some concern as 

to the professional commitment of those working in the field of health and those who prepared and 

implemented health plans and programmes. 

It was important to adopt a very broad approach which would link the health sector to all related fields, 

such as those of the environment and population planning, so as to ensure that the same problems did not 

arise as with previous paradigms. The regional offices had so far been successful in applying such an approach 

through workshops, seminars and symposia encompassing all the health-related sectors. 

He endorsed the proposal to establish a working group to consider the implementation of the 

Director-General's proposals, as well as all their financial implications, which would have to be reviewed 

together with all other aspects, if success was to be achieved. 

Dr BUNNI welcomed the Director-General、proposed new paradigm for health. The concept of health 

for all by the year 2000 through primary health care had been effective, and he would welcome a comparison 

in tabular form between the old and new paradigms. Although the health sector must have the primary role, 

that did not exclude cooperation with other sectors as well as with nongovernmental organizations - an area of 

cooperation which should be expanded because of the willingness of those organizations to help governments in 

their efforts and their ability to do so. 
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Mr CARTER shared the appreciation already expressed of the Director-General’s discussion paper. So 

many aspects of the state of health in the world today were highly unsatisfactory, and WHO must achieve 

greater coordination so as to direct world attention to specific areas in which the health situation was 

unacceptable. It was essential that WHO should reorient its actions with a view to eliminating the inequalities 

between regions and adapting to the present world situation. The Director-General had asked the right 

questions - it was now for governments to seek the right answers. 

The meeting rose at 17h35. 


