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STATEMENT BY 
THE DIRECTOR-GENERAL 

TO THE EXECUTIVE BOARD AT ITS 
EIGHTY-NINTH SESSION 

Geneva, 201anuaiy1992 

i V l r C h a irman, distinguished members of the Executive Board, ladies and 
gentlemen, 

I believe this may be an appropriate moment to reflect on the current 
situation and the key factors that will have an important bearing on our 
action in the coming biennium. 

As we start a new year, it seems a very good time to stand back and take a 
look at what has so far been achieved, and what still needs to be done. It is 
particularly important that we should do so at this juncture, since we have 
just completed the second evaluation of implementation of the Global 
Strategy for Health for All, and are embarking on a new biennium of the 
programme budget. The evaluation shows that there have indeed been 
achievements over the past few years; it also reveals just what gaps remain, 
especially between the rich and the poor. To close these gaps is the challenge 
facing us in our commitment to social justice and equity. Of course, the 
evaluation was not intended to find solutions to inequities, but this is 
precisely what WHO and its Member States must address if we are to attain 
our goals. 

It is my conviction that we have arrived at a critical juncture in world 
history. With the ending of the cold war, the world is turning towards greater 
democratization and pluralism. However, this itself is giving rise to a wide 
range of conflict among national, ethnic, cultural, and speciaUgroup inter-
ests. An increasing number of political and economic groupings, and also 
regional and within'country conflict, greatly influence the health conditions 
of specific populations. Yet there is a globalization of the world economy that 
is making us more interdependent, and this augurs well for world peace and 



prosperity for all. The nature of man, by its very diversity, makes conflict 
virtually inevitable. Our interdependence makes it imperative that we 
should resolve such conflict, by non-violent means. It is not only the 
economy that brings us together; environmental problems, and nutritional 
and indeed all health problems, do not respect national boundaries. Yet we 
are playing a "minus sum" game if environmental governance does not 
ensure both the equitable sharing of nature's riches and sustainability. 

Therefore, the future of the world depends on what we do and how we go 
about solving problems and conflict - redressing social imbalances and 
wrongs - both today and in the coming years. There is a compelling need to 
find a common language and a universal set of values which will serve as 
foundations for global dialogue. In this I feel that we who work in health are 
fortunate, because what better universal value is there than good health? For 
health to serve as a bridge for this purpose we, the health professionals, must 
open up our sector to interaction with all parts of society, and move from the 
arcane language of our professional peers to one that can be understood by 
all. Madame Simone Veil spoke eloquently on this point at the Public Health 
Summit held in Omiya City, Saitama, Japan, in September 1991. 

Ladies and gentlemen, these are the developments that are impelling me 
to suggest that there is a need for new public health action. You will be 
discussing this suggestion in the course of the current session of the Board, 
and I look forward to hearing your comments and views. I am sure you have 
noticed that I have not even touched on the specific health problems diat 
WHO should traditionally address. Some people may feel that I am going 
beyond WHO's health mandate; but it is precisely to ensure that this 
mandate is carried out successfully that I feel it is imperative to confront the 
broader issues of society, on which depends the health of every woman, man 
and child. As Dr James Mason wrote in the January 1992 issue of the Journal 
of the American Medical Association, WHO's work is essential to the peace 
and stability of the world through, I should add, good healthy human 
development which will be the key to socioeconomic development during 
this decade and in the coming century. My colleagues, the Regional Direo 
tors, will be reporting to you on the specific work accomplished in their 
respective regions. 



The burden of disease carried by each country can ultimately be expressed 
in quantitative terms, not only of the cost of treatment but also of lost social 
and economic development. I can think of no better example than AIDS to 
illustrate the multisectoral ramifications of disease - health certainly, but also 
socioeconomic, educational, environmental and political 一 and how can we 
ignore the moral and ethical ramifications and issues? Some of you may recall 
that just after the Second World War many countries faced such a situation 
in respect of tuberculosis, and public health action started with tuberculosis 
control as national development strategy, with some success. What is intoleiv 
able is the fact that still too many people, especially children, are suffering 
and dying from diseases which we have the technology to prevent or to treat. 
For example, it is absolutely unacceptable that, as compared with pregnant 
women in developed countries, pregnant women in developing countries are 
several hundred times more at risk of dying from the greatest natural event of 
life - the birth of a child. 

Certainly, many health problems could be solved, or at least attenuated, if 
more resources were available. But the global economic situation remains 
uncertain; at a time when there are great needs the world over, there is a 
concomitant absolute shortage of financial capital. We must therefore see 
how to use whatever resources we have in the most effective and efficient 
way. Management needs to be improved, but innovations are needed in the 
delivery of health services. Better data are needed to help decision-making 
for the optimum allocation and utilization of resources, as well as for measure 
ing progress. Most of all, we must harness the energy and will of the people we 
serve. 

These issues are touched upon in the discussion paper on a paradigm for 
new public health action.1 I look to the Board for guidance in confronting 
questions as to what WHO and its Member States should do, individually 
and collectively. Your views and guidance are also necessary for preparing the 
Ninth General Programme of Work. Member States have shown the greatest 
courage and foresight in committing themselves to the goal of health for all. 
Today, development agencies are stressing that people 一 men, women, 
children, adolescents, the working population and the elderly, that is, all men 
and women - are central to all development endeavours. In countries, 

1 See document EB89/1992/REC/1, Annex 9. 



national health development administrations must take the lead in socioeco' 
nomic development work, in the same way as WHO is expected to lead at 
global level as the directing and coordinating authority on international 
health work, not simply "normative" work but work for development as well. 

How WHO responds to this will decide whether it continues to be the 
leader in the progress that started with the Declaration of Alma-Ata in 1978. 
I am confident that our collective experience will lead us to the best decisions 
and to implementation of the most effective programmes. What is needed is 
a close partnership which coordinates nationally executed health policies 
and programmes with international health policies and programmes. For 
this, it will be necessary for governments to determine, quantify and analyse 
their health problems, and to establish priorities. The establishment of 
priorities constitutes a decision made on the basis at least of information 
available and perceived capabilities. But we have the option to choose how 
to implement priorities: "Décide, si tu peux, choisis, si tu l'oses" ("Decide, if 
you can, choose, if you dare”). The implementation of priorities indeed 
requires clairvoyance and courage. 

We also need to be aware that economic development by itself does not 
automatically lead to good health. We saw this very clearly at the interna-
tional forum which was held in Accra in December 1991. During the forum 
it was shown that economic policies and development strategies have 
resulted in increased vulnerability or the marginalization of certain sections 
of the population, with consequent poor health status. By putting human 
health at the centre of development we hope to avoid this tragedy. You will 
be reviewing information on the outcome of the Accra Forum later on in the 
session.1 

As a result of the dramatic changes that have occurred in central and 
eastern Europe, including the former Soviet Union, we are welcoming a 
number of new Member States in WHO, and others are reactivating their 
membership. At the same time, just when WHO is taking on most difficult 
health development challenges, it is confronted with a major financial crisis, 
resulting from rising costs, zero real growth budgets and non^receipt, or 
delayed receipt, of assessed contributions. This crisis is affecting the entire 

See document EB89/1992/REC/1 • Annex 8. 



United Nations system, not only WHO, and I have informed the Secretary-
General of the United Nations of our readiness to cooperate in finding a 
coordinated solution. 

On his retirement, Mr Pérez de Cuéllar has left the world a safer place. 
The threat of nuclear conflict is receding 一 the nuclear clock has been turned 
back from three minutes to zero hour to more than 15 minutes. But new 
problems, particularly problems relating to economic change, are replacing 
the old. I am sure I speak for everyone in this room and for the entire 
Organization when I wish the new Secretary-General, Mr Boutros Boutxos-
Ghali, success in overcoming the heavy burdens he will be carrying. I wish to 
assure him of WHO,s strong support in his endeavours to ensure that each 
and every one of the principles of the United Nations Charter become reality 
for all humanity. In April, it will be my pleasure and privilege to welcome to 
WHO Mr BoutroS'Ghali and my counterparts in other United Nations 
organizations and bodies, for an important session of the Administrative 
Committee on Coordination. 

Indeed, the coordinated action of each organization and body of the 
United Nations system 一 particularly WHO, IMF, the World Bank and 
GATT - other international organizations, such as OAU, the European 
Community, OECD and the Red Cross, Member States, nongovernmental 
organizations and individuals, are essential today for the effective and effi-
cient implementation of action for health and socioeconomic development. 





A PARADIGM FOR HEALTH 
Introduction by the Director-General 

21 January 1992 

Chairman, distinguished members of the Executive Board, ladies and 
gentlemen, 

It is a year since I shared with you my perception of how changing 
socioeconomic and political realities are affecting health development, and 
of the need for a paradigm for new public health action. Of course, not only 
influences external to health, but relatively new diseases, such as AIDS, 
established diseases such as tuberculosis and malaria, and diseases of the 
elderly, have severe implications for development. Astounding changes are 
taking place around us - at global, regional and national levels - and they will 
have major implications for the way people live and function. ‘The old order 
changeth, yielding place to new” is certainly true, but generally, while having 
little chance as individuals to influence change, people absorb and adapt to 
changing realities. I feel that WHO must help its Member States to antic“ 
pate these changes and to take steps to mitigate their untoward effects, 
especially on health. Unless we take steps to ensure these linkages, mere 
prevention for solution of health problems need not affect socioeconomic 
development or the social policy, and will lead to further marginalization of 
the health sector and weaken the sustainability of our efforts. I presented 
some of my ideas to the Executive Board in January 1991 and to the Pro 
gramme Committee of the Executive Board in July 1991. I have spoken 
about them at some sessions of the regional committees. In document 
EB89/111 attempt to consolidate some of the implications of findings from 
the second evaluation of implementation of the Global Strategy for Health 
for All, and ideas that I would like you to reflect upon.1 

So far, the health'for'all strategy is being implemented as envisaged at the 
time it was formulated in 1979. It is clear that, in general, Member States 
have adopted the primary health care approach as described in the Declara^ 

1 See document EB89/1992/REC/1, Annex 9. 



tion of Alma-Ata, and in accordance with WHO'S guiding principles, for the 
development of their health systems. The evaluation report shows that, 
while there have been improvements in health, the gap between die least 
developed countries and other developing countries has widened, and dis-
parities have increased within countries and possibly among certain popula-
tion segments. However, when the healdvfor'all concept is viewed in a 
broader context, it is clear that the health-for-all indicators used for the 
evaluation do not comprehensively cover the full scope of the strategy; 
health for all means not only health for all people but also health during each 
phase of an individual life cycle. Such a broader vision brings to the forefront 
three major issues related to health systems development; coverage, accessi-
bility and quality. Let me elaborate. 

It has traditionally been assumed that coverage is simply a question of 
numbers 一 the greater the number of people trained appropriately in health, 
the more extensive the coverage. But we know from experience that this is 
not so. What is just as important is the existence of proper facilities which 
allow health workers to be productive. Accessibility requires consideration of 
not only where facilities are located within the community but also of 
whether they are acceptable to local values and culture and whether they are 
sustainable. Quality of care goes beyond having available highly trained 
health personnel and highly sophisticated technology, to consideration of 
whether they do what they are meant to do effectively and efficiently. These 
three fundamental fectors are unfortunately not given proper and balanced 
attention. 

We have to admit that, over the years, WHO has given insufficient 
attention to the diseases affecting the entire spectrum of the working 
population 一 from working children, to adolescents, adults and the working 
elderly. It is socioeconomically and perhaps politically essential that, in 
developed and developing countries alike, noncommunicable diseases, such 
as cancer and cardiovascular diseases, accidents, suicide, alcoholism and drug 
dependence, and psychosocial conditions such as dementia, now be given 
greater attention. 

The evaluation has shown clearly that there is commitment to primary 
health care at the highest political level. This does not mean diat health is in 
the hands of the politicians - but we must recognize that the politician's 
perception of health is different from that of the health professional. There is 



also some success in social mobilization at community level. The weakness is 
the translation of political commitment into an equitable provision of health 
services in the community. This weakness is accentuated by global policies 
on economic adjustment; we need to see how public health action can 
mitigate it. 

Too much focus is still being given to providing the best possible care for 
the individual, at the expense of public health measures that would benefit 
the whole community. But the ethics need to be studied of what constitutes 
a proper balance among these. The training of the health workforce has to be 
changed to reflect these issues. However, we should also remind ourselves 
that the way health workers, nurses for example, are paid, will influence their 
professional motivation and affect their aspirations. 

The changes impinging on health which are occurring in our society will 
require the development of new indicators, since the existing indicators are 
not able to reflect or capture them. Economic issues will be central to 
decisions in the health sector. Health financing, and government budget 
systems in particular, are slow to follow changes taking place in macrœconomic 
policies. Many developing countries still adhere to an approach that gives 
responsibility for the provision of health care solely to governments through 
government health institutions; partnership with the private sector, nongov' 
emmental organizations for example, is minimal Similarly, even where there 
have been shifts to market-based economies, medical care continues to be 
provided free. For example, I have been told that, in the Russian Federation, 
the health budget remains almost the same as it was during the earlier Union 
days which, of course, does not meet changing economic reality and is 
insufficient for the provision of medical care. With liberalization the cost of 
pharmaceuticals and food for hospital patients has risen, following increases 
in market prices. With what is left in the budget, how can health care be 
supported? One can imagine the havoc this will cause, particularly for 
hospital care, which has been the main way of providing curative care in 
eastern and central European countries. 

Health insurance is confined to only the working population. What 
about the unemployed? In some countries the uninsured may be as high as 30 
per cent of the population. How will these people pay for their health care or 
for their insurance premiums, and if they cannot, who will pay, and how 
much? The same situation pertains for retired people, particularly women. 



I have noticed at the various meetings I have attended that there is 
despondency and uncertainty on the part of health professionals about our 
ability to achieve health goals. I feel that such uncertainty is not because 
there is felt to be a lack of technical ability or ability to find financial 
resources, but rather it is a result of the rapidity with which changes are 
taking place, exceeding our ability to adapt. 

To summarize, the goal of health for all and the primary health care 
approach remain as valid today as they were in 1978. The Global Strategy for 
Health for All by the Year 2000 was, however, a paradigm for advocacy. The 
Eighth General Programme of Work was a good planning tool. What we 
need now is a paradigm for public health action, to accelerate the achieve-
ment of health for all Member States and thus health for all people in the 
world over all phases of their life cycles, which will be the essence of the 
Ninth General Programme of Work. 

There is a need to formulate a new paradigm for health as a result of 
changes that are occurring as we move from the 1980s into the 1990s and 
beyond. Interestingly enough, this paradigm shift is not confined to the 
health sector but is taking place throughout society, since it is driven by the 
political implications of a changing economic situation and changing inter-
national relationships. You may call it transition, mutation, a crisis of change, 
reform, restructuring or whatever you will. 

Looking back at our old paradigm for primary health саге, I sense that our 
programmes tended to be compartmentalized horizontally and/or vertically, 
constrained by limited resources and increasingly donor driven. Planning 
became almost an end in itself; little consideration was given to implements 
tion of strategies which reflected current or changing conditions, manage-
ment styles, or performance capabilities. We advocated without providing 
support for action. 

Our concern was to extend coverage; accessibility and acceptability to 
the users was not adequately assessed. There was much concern about details 
of the health care facilities, but less about their sustained support to ensure 
services of an acceptable quality. We did not stress sufficiently the special 
needs of vulnerable groups in our societies. In addition, the international 
development arena was characterized by in-fighting and struggles for terri-
tory. You may have noticed how many of the organizations of the United 



Nations system are themselves embarking on health activities, with a com-
plete lack of coordination, which is particularly obvious at country level. 

The new paradigm must therefore be formulated in a more genuinely 
democratic way, using change as the opportunity, not reacting to crisis. The 
objective is to determine and rank priorities to meet basic human needs for 
development, and to select and implement those that are compatible with 
resources generated and available and have the possibility of success. This 
can be done only by means of a thorough situation analysis and prospective 
forecast, using currently available data, information and technology, giving 
due consideration to human rights based on social justice and equity. If 
WHO, with its Member States, is able to build a new health paradigm, then 
its leadership in health and development will be secure. 

I know that to embark on such a challenging exercise to respond to 
current realities will be painful, but I am convinced that, with your support, 
we shall achieve our ends and WHO will keep its position as leader in this 
rapidly changing world. 





STATEMENT BY 
THE DIRECTOR-GENERAL 

TO THE FORTY-FIFTH 
WORLD HEALTH ASSEMBLY 

Geneva, 5 May 1992 

President, excellencies, honourable delegates, ladies and gentlemen, 

I have the honour to address the Forty^fifth World Health Assembly, and 
to present my report on the work of the World Health Organization during 
the period 1990-1991. First, allow me a few reflections on the current 
international situation, since it is in this context that WHO's achievements 
and future plans of action must be weighed and understood. 

This is the first World Health Assembly to take place since the end of the 
cold war. Now that there is no longer superpower confrontation, with its 
threat of another world war, it is natural for us to look foward to a new era of 
healing and rehabilitation, an age of global peace and prosperity. Yet, as it 
appears to us, the world in this post^cold war period is proving to be totally 
unpredictable. Political events and social developments can no longer be 
predicted or understood by referring to an accustomed rational order, com-
manding stereotyped answers to stereotyped questions. Indeed, this is a 
period of mutation, as some political observers have commented. Because 
the word “mutation” has a very specific meaning in medical English, I would 
rather use the term “transformarion", transition, or more simply “change”. 
This change is likely to be profound and manifold, evolving over a prolonged 
period of time, according to patterns that remain unpredictable. 

The paradox is that while change, of any type, of any scope, is a 
manifestation of life, an opportunity for growth, it is also a factor of risk and 
destabilization. Change can and should be regarded as a challenge, however 
unpredictable its nature and consequences. The end of superpower confirons 
cation has triggered the search for new alliances and opened up new avenues 
for political and economic cooperation. It has also resulted in the break-up of 
States, and the emergence of local and intercommunal conflict, with its 



tragic toll of death, destruction, and human suffering. At a time when 
national economies are increasingly dependent on, and integrated into, 
world trends and markets, we are witnessing a parallel tendency towards a 
regionalization of economic development, around two or three main poles. 
These may act as regulating or stimulating mechanisms, but they are not 
without their own shortcomings. Economic development has yet to solve the 
problems of unemployment, poverty, and marginalized populations and 
countries. There can be no true process of democratization or liberalization 
without a genuine and successful fight against social inequity. 

The post-cold war period has brought about renewed trust in the United 
Nations system, and new expectations from it. Greater responsibilities, in 
peace-keeping, in social and economic development, and in the provision of 
a social safety net, are being entrusted to the United Nations; and it is rising 
to these new challenges. Under the leadership of Mr Boutros Boutros-Ghali, 
the new Secretary-General, an internal reorganization is taking place which 
should lead to a tighter and more responsive structure. Needless to say, any 
restructuring of the United Nations itself must be accompanied by, and 
consonant with, improvements in the coordination of the work of the 
specialized agencies, such as WHO, and other Charter organizations dealing 
with food, education, labour, industry, transport, finance, banking, trade, 
children, population, the environment, and other aspects of development. 

What we are seeing, throughout the entire United Nations system, is an 
increased demand for intervention in response to local crisis, often at the 
expense of long-term development. For example, the peace-keeping mis-
sions of the “blue-berets” in Europe, Asia and Africa can be thought of as 
“curative” responses. So too can the many humanitarian assistance,, mis-
sions sent to relieve the immediate effects of natural or man-made disasters in 
different countries. These activities, like the curative aspects of health, are 
dramatic and visible. Often, there is immediate improvement in the "pa-
tient". So they attract resource contributions. But, like many curative medi' 
cal interventions, they provide but temporary respite, attacking symptoms 
rather than causes. Besides, they are costly. Avoiding conflict by active 
prevention, what Mr Boutros-Ghali calls “preventive diplomacy”, would 
definitely seem a much better course of action. We in the health sector have 
always maintained that prevention is better than cure. We should go further, 
and combine “preventive diplomacy" with "peace and security building” by 



promoting equitable social and economic development. This includes health 
development; what health for all” is all about. 

In a world of constant change and uncertainty, prevention, promotion 
and development are the key to ensuring sustainable peace and security. 
They constitute the action which aims at long-term, consolidated, and 
therefore more effective, results; but they are more time-consuming and less 
visible than short-term, curative measures. We must also recognize that there 
are urgent needs to be met, and that the men and women who are in need 
cannot afford to wait. What must therefore be worked out, in cooperation 
with Member States, is an appropriate balance of care, prevention, promo-
tion and development, according to the specific responsibilities and expertise 
of the many parties involved. This should be based on a common acceptance 
and understanding of the universal principles that are upheld by the United 
Nations. 

This convergence of action, within the United Nations family, towards 
common goals and principles, such as peace, security, human rights, equity 
and social justice, must allow for cultural diversity, and pluralism in belief and 
value systems. Throughout history, what is called "the West" has largely 
determined the features of our present-day economic and technological 
world; to that extent, the world has become more homogeneous. However, 
we should recognize that people's lives, their ideas, emotions and aspirations, 
their world views, their determination to act and respond to new initiatives 
一 for example in the fields of health, human rights and development 一 are 
shaped by their own cultures, languages, and value systems. If we want our 
common goals and universal principles to be pursued throughout the world, 
we must work together towards making them meaningful for all peoples and 
cultures, within their own value systems. We must be careful not to confuse 
universality of principles with uniformity of action. In that sense, again, we 
should ‘Think globally, act locally”. This does not preclude global action. On 
the contrary, global action is essential, but it should be expressed so that in 
national programmes it is relevant to, and respectful of, local cultures. 

For us working in the field of health, local characteristics are of para-
mount importance if we want to succeed in creating a ‘health culture" which 
addresses individual, social and personal behaviour and government policy, 
and which will serve and respect the integrity of the human being-mind and 
body - as an individual, and as a member of a social group, in harmony with 



the total environment. With this in view, we should further elaborate on 
what we mean when we speak of ‘^health as a basic human right". We should 
further analyse the ever^changing balance of rights and obligations among 
individuals, social groups and governments, in each society. We have to work 
towards a new social covenant, and explore new modalities of cooperation 
among partners in health development. Ultimately, any health action will 
have to derive from an international consensus that human beings must be 
placed at the very centre of development. People are our most precious 
resource. Simultaneously, globally and in each country and culture, a neces' 
sary balance will have to be found between economic and social develop-
ment. In order to be able to provide the required social and health safety net, 
we will need to anticipate the health problems that may arise, and their long-
term implications for prevention and promotion. We must take a new look at 
management issues, programme issues and work issues, and develop new 
means of dealing with them all. This is becoming particularly important 
since, in the past few years, there have been significant changes in our 
society. The epidemiological and demographic transitions that have taken 
place will require changes in the types of service we provide. New technology 
comes daily onto the market, much of it of doubtful efficacy, generally adding 
to the already heavy burden of health costs. No country can afford to provide 
the whole range of services that are now technically possible. Under these 
circumstances, how do we order our priorities? 

I feel that at this point I should pause to pay tribute to my predecessor, 
Dr Halfdan Mahler, and all WHO,s Member States for their foresight in 
aiming our collaborative action at what was the fairly removed future, the 
year 2000. In fact, in his address to the Fortieth World Health Assembly in 
1987,1 Dr Mahler already spoke of “• • • a new paradigm for health, a new 
health culture whose influence will not be easily effeced • • •”, quoting from 
Shakespeare's Hamlet the famous lines "To be, or not to be: that is the 
question". Now the question is "To do, or not to do’’. "Health for All by the 
Year 2000" was a lofty and ambitious objective; it expressed the determina-
tion of the World Health Organization to see health as a long-term strategy 
for both social and economic development. On the basis of that strategy and 
your collective political will it is possible for all of us to claim a number of 
achievements. The details of what has been done during the years 1985' 1990 
are contained in the report on the second evaluation of implementation of 

1 See document WHA40/1987/REC/2. 



the Global Strategy for Health for All by the Year 2000 which will be 
discussed during this Health Assembly. However, I should like to highlight 
some of these details. 

Overall, there has been progress in coverage by primary health care and 
improvements in quality of care. Half of the developing countries have 
achieved a life expectancy of 60 years and above, 21 of them having reached 
70 years or more. 

Globally, infant mortality has fallen from 76 per 1000 live births in 1983-
1985 to 68 in 1988-1990. Developing countries are evenly divided into two 
groups, those with an infant mortality rate of 50 and above per 1000 live 
births and those with less than 50. Eleven developing countries have already 
attained an infant mortality rate below 20 per 1000 live births. 

Globally, world population growth is almost down to 1.7%, compared 
with 2.1% in the late 1960s. 81% of urban dwellers and 58% of those living 
in rural areas now have safe drinking-water, and 71% and 48% respectively 
adequate sanitation. There has been a fall in the number of cases of 
dracunculiasis 一 from over 10 million in 1985 to fewer than 3 million in 1990. 
By 1990 in the developing countries over 85% of children reaching one year 
of age had been immunized with a third dose of poliomyelitis vaccine, 83% 
for DPT, 90% for tuberculosis (BCG) and 79% for measles. Almost all 
countries have adopted new disease reduction targets for the diseases of the 
Expanded Programme on Immunization. These include the elimination of 
neonatal tetanus by 1995 and the eradication of poliomyelitis by 2000. 

Significant declines in cardiovascular disease mortality have continued 
to be registered in a number of developed countries. Globally, cancer and 
cardiovascular diseases are also emerging as leading causes of mortality in 
developing countries. We can no longer think of them as diseases of affluence 
occurring in the industrialized countries alone. 

In addition, the pandemic of AIDS, with its trail of human and socioeco-
nomic consequences, has once again brought about a resurgence of tubercu-
losis in a particularly aggressive form, which is also often resistant to our 
existing range of drugs. Similarly, malaria has once again become serious in 
many countries, whereas a few years ago we were optimistic that it might 
even be eradicated. The developing countries are the most adversely affected 
by these new and old problems. 



In summary, there has generally been good progress towards health for all, 
as seen in improvement in health status and in other health care coverage 
indicators. The gap between developing countries and the developed coun-
tries is closing. What has struck me, and I am sure all of you, is the situation 
in the least developed countries, where progress has been generally much 
slower. As a result, the gap between them and the rest of the developing 
countries has widened. Something must be done, and urgently, to address the 
needs of the least developed countries, so that they can overcome their 
severe disadvantages and make real advances towards the fulfilment of their 
own destinies. 

First and foremost, WHO remains concerned with improving the health 
of all peoples of the world. We must recognize, however, that the year 2000 is 
just around the comer, and that long-term action must look way ahead into 
the twenty-first century. Our goal 一 health for all - remains intact. Yet, we 
must acknowledge that the world has changed radically in the past few years. 
This period of rapid change is likely to continue for some years to come, 
leaving us uncertain as to the possible future configuration of the world. 

We need to incorporate this global transformation and uncertainty into 
our plans for the health sector of the future, because of the close interaction 
between the different sectors. There is no country in the world that can 
afford the full range of technology now available to the health sector, and the 
rising cost of health care has made it necessary for countries to ration the 
services that can be provided. Changes in mortality and morbidity patterns 
will require increased attention to lifestyle and personal choices. Emerging 
needs of the elderly and other groups will require changes in the way health 
care is delivered. 

It was with a view to incorporating these issues, directly or indirectly 
affecting the health sector, and hence our work, that last year I proposed we 
should shift to a new paradigm for health action. What I mean is a framework 
to be used as a reference for ensuring continuity amid change. 

Our paradigm for health is not a fixed and rigid model. Under the present 
circumstances a rigid model would quickly become obsolete. Multidimen-
sional, integrating a variety of parameters, our paradigm is essentially dy^ 
namic. It provides strong direction but allows for flexibility. It assures linkages 
and transition between the old and the new and it accommodates the “time” 



factor and the largely unpredictable process of change. I am pleased that, at 
its session last January, the Executive Board agreed that it is a valid frame-
work within which to consider our future programmes of work. 

In the past four years, recognizing that the limited availability of resources 
is a critical constraint facing countries and their health services in the 1990s, 
I have strengthened WHO's capabilities for dealing with issues related to 
health and the economy. Unfortunately, in many cases, even the limited 
resources that are available are not being used to the optimum. In the post-
cold war world, we have to make an argument for, but be realistic about, the 
prospect of a "peace dividend” for health and social development. If there is 
indeed a peace dividend, how much is actually flowing into the health and 
social sector? Any assessment should take into account how other policy 
issues 一 in agriculture, industry, and other sectors 一 impinge on the health of 
a nation, and how they can either jeopardize or enhance the sustainability of 
health action. Just as WHO cannot remain isolated in the traditional narrow 
definition of health, ministries of health have to reconcile themselves to 
interdisciplinary thinking, and intersectoral planning, action and coordina-
tion. Furthermore, they should build up their own expertise and capabilities 
to participate fully in such intersectoral cooperation. Since the financial 
resources available for international aid are limited and strained, it might 
seem advisable to redirect part of them to the strengthening of developing 
countries' capabilities for fianancial and economic planning and evaluation 
in health. 

I have continuously stressed the need for equity and social justice, in 
other words "health for all”, as the fundamental principles ofhealth develop-
ment, and the basic conditions for world peace and security. These principles 
have been incorporated in primary health care action, particularly in coop' 
erative activities in countries most in need. They were also fundamental in 
establishing the indicators for measuring progress towards health by and for 
all peoples". WHO's intensified cooperation with countries most in need 
reaffirms a "social ethic”, which requires that special attention be given to 
the underprivileged and to vulnerable groups. More than this, vulnerable 
groups must be allowed and encouraged to participate in decision-making 
that affects their own destiny. At the International Forum held in Accra, 
Ghana, last December, the role of women was stressed as providers and 
decision-makers in health and socioeconomic development not just passive 



recipients. This issue will be discussed further during the Technical Discus-
sions to be held during this Health Assembly. 

Consciousness must be raised, and a “new deal" worked out, for the 
sharing of responsibilities among developed and developing nations, in order 
to conserve resources and control the pollution of air, water and the earth, for 
the sake of future generations. Who will act, who will pay and how should 
they pay? These are among the major challenges for the forthcoming United 
Nations Conference on Environment and Development. The report of the 
WHO Commission on Health and Environment will make a special contri-
bution to this Conference. The problems of biodiversity and of sustainable 
development for the environment apply equally to health. 

The prerequisite for health and human development in a changing world 
is the continuous and effective participation of the people, with a widening 
of their practical options. This has implications for individual countries as 
well as for the work of WHO. We are promoting, and providing support to 

self-sustaining health care activities in every village or urban neighbourhood 
in every country of the world. But we must go beyond health care, if we are to 
ensure the desired health outcome. There is a wide range of required 
activities to achieve the goal of health for all These activities can perhaps be 
grouped under four major headings, or what I would call 4<key orientations for 
new public health action". These are: 

(1 ) the protection and promotion of health; 
(2) ensuring access to health care that results in desirable outcomes; 
(3) mobilizing resources for health and ensuring their optimum use; 
(4) the monitoring and evaluation of public health action, not only in 

epidemiological terms, but also in terms of impact on socioeconomic 
development. 

These orientations have a bearing on the role, functions, structure and 
management of our Organization. Later this year I shall be looking for 
guidance to the Executive Board and its Working Group on the WHO 
Response to Global Change. Your discussion during this Forty-fifth World 
Health Assembly will be critical for analysing the challenges, and setting the 
overall policies to be implemented in future international health work. You 
have all received my report on The Work of WHO, 1990-1991. You will be 



discussing the report on the second evaluation of implementation of the 
Global Strategy for Health for All by the year 2000. On your agenda this year 
are many related technical programme items, as well as a review of the 
continuing difficult financial position of our Organization. I am confident 
that, with increased responsiveness to the challenges of the times, with 
increased transparency in our action, with a renewed emphasis on collabora' 
tion aimed at strengthening the ability of the health professions to undertake 
economic analysis in relation to health, we shall be able to elicit further 
investment in health. With this, I am also confident that it will be possible to 
mobilize extra resources, at least for the countries or vulnerable populations 
that are most in need. 

There will be many formidable tasks for us to accomplish in the months 
and years to come. As I have said in the past, we should not feel daunted by 
so many problems, which I personally prefer to see as challenges—opportuni-
ties for action and cooperation. This will require a special and considerable 
effort on the part of the Organization, and it is for the Organization to 
demonstrate that it, too, can adapt to change and rise to the challenges of the 
times. We must stand ready to accept drastic adjustments in our working 
procedures, should such adjustments prove necessary and functional. In this 
we shall look to Member States for their support and collaboration, as we 
shall look to the United Nations to ensure convergence of action. 

I wish to express my appreciation, my hopes and my confidence that your 
deliberations during the coming two weeks will contribute measurably to the 
attainment of world health, peace and security. Let us all together strive 
towards our common goal, which is to achieve optimum health status for all 
peoples of the world by the year 2000. Thank you. 


