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Leaders too must 
contribute 

by Dr Fidel Castro 
President of the Council of State of Cuba 

1 9 4 8 As the World 
OIGAHISATION MONOIAU DE l A SANH Health Organi-
_N~\1 zation marks its 
~) 40th anniversary , 

W0llO HEALTH OIGANIZATION the question has 
1 9 8 8 been posed : What 

role ought to be 
played by leaders at all levels of the 
health infrastructure and of other 
health-related sectors? There can 
be only one reply : Their role is 
to have confidence in ordinary 
people, and to entrust to their 
hands the cause of health. 

This is because the revolutionary 
changes that need to be carried out 
in the field of health demand the 
participation of an organized mass 
of the people . It involves not only 
the thousands of men and women 
who, as physicians, nurses , auxili
aries and research workers are 
directly engaged in seeking solu
tions to health problems and in ap
plying to the sick the fruits of their 
learning , but also the many thou
sands more who must collaborate in 
building up the infrastructure that 
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is needed to bring about more 
effective results through a common 
effort. 

And this is why the theme of 
the Technical Discussions during 
the 41st World Health Assembly
Leadership development for Health 
for all-seems to us most timely. 
Even more to the point is the 
theme chosen for World Health 
Day this year: Health for all-all for 
health. The experience of Cuba
even though this is just one small 
country-can serve as a practical 
demonstration of this global theme 
and may well stimulate some new 
thoughts about it. 

"Health for all" has been a 
watchword of the Cuban Revolu
tion from the very first. Back in the 
1950s, in the Sierra Maestra , the 
setting for our war of liberation, the 
field hospitals which we organized 
with the help of a small number of 
distinguished doctors who joined 
our rebel forces had as their mis
sion not only to treat our own 
wounded and those of the enemy ; 
they also sought to bring the heal
ing science to the peasant popu
lation living in those mountains 
under conditions of cultural back
wardness that stemmed from their 
virtual isolation from civilisation. 

After the Revolution had tri
umphed, we started a series of 
economic, political and social 
measures which responded to the 
needs of the great popular masses . 
The steps that we take in the field 
of health have an immediate impact 
on society because of their popular 
character. They have included cut
ting the price of medicaments, set
ting up the Rural Medical Service , 
starting many hospitals , increasing 
the budget for health, and creating 
in 1960 the "Health Units" with 
which we initiated the work of the 
Integrated Health Plan. 

It is not hard to find examples 
where the mass of the people have 
taken an active part in solving their 
own health problems. 

For instance , how else could 
we have organized on a country
wide scale the mass vaccination 
of children against polio and other 
infections, which has enabled us to 
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eradicate these diseases from the 
whole national territory? 

Or how could we have brought 
about an infant mortality rate as 
low as 13.3 for every 1,000 live 
births-comparable to that of many 
developed countries-if we had not 
had the participation of all sectors 
of the community and the determi
nation of ordinary people to carry 
it out? 

Leadership 
development for 
Health for all " 

Thi~ ct'is . the title of ,She Tech~ 
nical [)iscussions taking place 
during the 41st World Health 
Assembly in Geneva in May. 
Each year, delegates to the As
setr}bly, as well as representa
tives~1ff9m other fields outside' 
WHO, meet to discuss a key issue 
of political health. The theme of 
" leadership " reflects the need 
to create a critical mass of peo
ple in ach countrywho can in
spir d motivate,; .others ·toe 
wards the goal of Health for all. 

Yet another example is the suc
cess achieved by our Family Doc
tors , a model of structured commu
nity care which responded to the 
need to have a new kind of doctor 
who could understand , integrate, 
control and coordinate the health 
care of the individual and of the 
family , seeing health in the context 
of the family members and their re
lations with the community in 
which they live and with the society 
to which they belong. 

This new kind of doctor practises 
a scientific and humanitarian sort of 
medicine, with a profound social 
orientation. He or she relates to the 
whole community in an active way, 
sharing in and influencing decisions 
that will resolve the problems that 
affect the local environment. 

Could we have done all this with
out close coordination between the 
political leadership of the country, 
the health workers and the whole of 
the Cuban people? Remember, we 
had at the same time to set up con
sulting rooms and places for the 
health workers to live, and to do 
that we needed the efforts of the 
population itself, through the sys
tem of "micro-brigades" composed 
of workers and others willing to 

volunteer their cooperation for the 
building work . 

In short, there can be no Health 
for all unless All contribute to 
health. 

Since health is a fundamental 
component of the quality of life for 
mankind, protecting health every 
day calls for an ever greater social 
and economic determination to 
counter the problems of bad sani
tation, disease and both a quanti
tative and qualitative shortfall in 
health care-all of which are typical 
of the crucial situation throughout 
the developing world. 

Since development is conditional 
on peace, it cannot be guaranteed 
in any real and lasting form if we 
are not able to work in an atmos
phere of tranquillity , harmony and 
cooperation, so as to contribute 
actively to the strategy and plan of 
action for attaining Health for all. 
Nor can development be safeguard
ed if we do not allocate at least a 
part of the immense resources that 
are squandered today on the irra
tional arms race to pay for the 
development of social programmes. 

Without the New International 
Economic Order and the elimin
ation of external debts, the theme 
of Health for all will remain simply 
a pious expression of hope that can
not be converted into reality. 

Yes , we shall need a great many 
leaders everywhere in the world, 
even in developed countries as they 
become increasingly aware of what 
is needed to ensure that health be
longs to all; not just to all their own 
inhabitants, but to people in need 
of health in all corners of the globe . 

The Cuban people's dedication 
en masse to this noble cause has en
abled us not only to attain a high 
level of development ourselves but 
also to offer medical aid to coun
tries in Africa , Asia and Latin 
America , where thousands of 
Cuban health workers deploy their 
skills as an expression of the highest 
level of human solidarity. 

From the mass of our people have 
emerged new ideas for the strate
gies of yesterday and of today , and 
the levels of health that we have 
achieved reflect our resolve to at
tain new objectives in ways that 
take advantage of past experiences, 
introduce the latest findings of sci
ence and stimulate the involvement 
of the people in resolving their own 
health problems. • 
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Learning to lead 
by Sumedha Khanna 

F our hundred years ago, stone 
sculptors in the village of 
Tinjan , in the Istrian district 

of what is now Yugoslavia , hewed 
a granite table several metres in 
diameter, its surface carefully 
carved with floral designs. The 
round table was placed in a church
yard which had been formed by 
building a lofty stone retaining wall 
to wrest space in the mountainous 
terrain. Throughout the centuries 
squat segments of a cylindrical col
umn served as stools for the village 
leaders who gathered at the round 
table , taking counsel on the village 
problems and agreeing on solu
tions. The villagers sat about or 
stood and listened to the deliber
ations of the leaders , whose vision 
grew as they looked across the val
ley to the mountains rimming the 
horizon. 

Four hundred years later, a 
group of health leaders positioned 
themselves around this table , shad
ed by huge trees much younger 
than the table, to share their per
sonal experiences and exchange 
thoughts on initiating and sustain
ing leadership development. They 
came from Australia, Cameroon, 
India, Kuwait, Mozambique, Paki
stan, Somalia, Tanzania , Thailand 
and Yugoslavia , representing many 
and varied cultural backgrounds, 
each reflecting unique experiences, 
each drawing upon energy generat
ing from personal driving forces. 
They had evolved as leaders 
through developing their own life
time values and relied on these to 
guide them through the challenges 
they faced-challenges which evok
ed changes within themselves as 
they tried to help others too to 
become leaders. 

The roads in Don Yai village in 
the . Khong District of northern 
Thailand are not paved, but are cut 
from the same soil that the villagers 
till. Alongside one such road , 
adjoining a cluster of ten house
holds and nestling under the cool-
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ing shade of palm trees , is a small 
circular building. A used tyre fas
tened to a post is painted with Thai 
letters which identify the hut as the 
cluster meeting place. The thatched 
roof encircles a tree which serves 
as the main support and shelters the 
handmade wooden benches. A 
blackboard is fastened to the sup
porting tree. 

Imagine that you are a midwife: you H 

are .assisting at someone else's 
birth. Do good without show or fuss. 
Facilitate what is happening rather 
than what you think ought to be hap
pening ... When the baby is born, th.e 
mott:Jer will rightly,~.say: "We did it 
ourselves. " ' 

from The Tao of Leadership 

by Lao Tzu (5th century B.C.) 
adapted from the Chinese by 

mi Jgnn Heider (BaR~Er:n Books ©) 

Thai writing on the blackboard 
defines indicators for measuring the 
quality of life for the families 
comprising the cluster. The village 
leader has participated with the vil
lagers in defining these indicators , 
discussing with the heads of house
holds the status of progress towards 
their goals and determining what 
needs to be done by the cluster, 
individually and collectively, to 
generate further progress. 

Recently a group of health lea
ders from Bangladesh, India, Indo
nesia, Malaysia, Sri Lanka and 
Thailand sat on the benches under 
this thatched roof. Some remem
bered their own roots which had 
grown in villages such as this, re
flecting on the long, yet gratifying, 
road leading to their own achieve
ment of leadership. Through an in
terpreter, the village leader ex
plained how the basic minimum 
needs of the villagers, including 
health, were assessed so that the 
village could achieve an acceptable 
quality of life for its people. 

The masonry arches of the com
munity centre in the village of 

Tilonia, in the Ajmer District of the 
state of Rajasthan, India , hint at 
forme:r; Mogul influence. But the 
village lacks such pretension. Its lo
cation on a sun-baked plain allows 
few trees to afford shelter from the 
ubiquitous glare of sunshine. Goats 
close-crop that pasture which has 
not been mowed for cattle. To for
eigners the environment may seem 
somewhat forbidding, but to the 
families of Tilonia this is home . 

Seated on a mat on the floor of 
the centre , flanked by six other 
women, shawl-draped leaders from 
the Tilonia area, a social develop
ment worker explains how these 
women became leaders in a culture 
not readily conducive to such a hap
pening. She relates how these 
women-leaders had the determi
nation to learn to read before they 
could specify what activities would 
become the major focus of their 
work. She describes how , with her 
own urban middle-class back
ground, she had to change, to ac
quire new values, in order to gain 
the respect and confidence of the 
village people. For only in this 
way could she enable others to 
take charge and become leaders in 
determining their own well-being 
and quality of life. 

Seated on mats in the same 
room , a group of leaders of health
related and academic institutions 
from Australia, China , Indonesia, 
Japan, Kuwait, Pakistan, Saudi 
Arabia , Sri Lanka, Thailand and 
Yugoslavia listened to the experi
ences in leadership development of 
these women at the village level. 
The group learned that, even 
among illiterate and seemingly 
backward communities , there was 
potential for leadership. They ap
preciated that , in developing lead
ership, many intrinsic changes must 
be undergone in order to tune in to 
the local 'environment and to gain 
credibility among the local people. 

These and many other similar 
scenes have become the milestones 
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of the health leadership develop
ment initiative launched by the 
Director-General of WHO in 1986 to 
support Member States in their 
commitment to move from policy 
to action in pursuit of the goal of 
Health for all. The principal aim of 
this initiative is to create a critical 
mass of people capable of providing 
leadership within the Health for all 
movement in each country. 

It is not easy to learn to be a 
leader. There is no simple formula , 
no vigorous classroom exercise, no 
cookbook approach that leads to 
successful acquisition and develop
ment of leadership qualities. It is 
essentially a deeply human process, 
relying upon personal potential, 
resourcefulness, intuition and 
insight. It is both inward-looking 
and forward-looking. 

It is not easy to train others for 
leadership roles. There is much ex
perience worldwide in the training 
of managers and senior executives, 
but there is little for leaders, espe
cially leaders in the social develop
ment fields. Leaders engaged in the 
human aspects of the development 
process derive their principal ener
gy from the innate values which 
they acquire and hone during their 
lifetimes. They are also perpetual 
learners . Learning is the essential 
fuel for leaders because they learn 
from past experience and from re
sponse to the future. They know 
that the process involves "unlearn
ing" as well, the necessary discard
ing of irrelevant and orthodox 
knowledge. 

These leaders are not " born. " 
They are present in every setting, at 
every level. Once identified , they 
must not only be given suitable op
portunities , but their leadership . 
capabilities, which are value- or 
mission-oriented and based on per
sonal , real-life experiences, must 
be enhanced as well. 

What are these "qualities of 
leadership " which are understood 
to be crucial to the mission of 
Health for all? They are: concern 
for social justice ; compassion for 
the under-privileged; dedication to 
the growth of self-reliance; strong 
commitment; ability to communi
cate; courage to take risks and 
make bold decisions, and faith in 
people's potential. 

What are the specific " leadership 
tasks " related to the Health for all 
movement ? They can be summar-
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For four centuries, this stone table 
in Yugoslavia was the meeting 
groun.d~for village elders. Below: 
To ' "round table" -a 

'i~g :"leadership 
for, ealth " in nearby 
all the paraphernalia of modern 
technology. 

ised as follows: to be fully knowl
edgeable about Health for all and 
the strategies for its achievement; 
to be able to identify central issues 
affecting the carrying out of natio
nal strategies ; to realise and specify 
one's own personal role in resolving 
those issues which fall within the 
scope of one's responsibilities; to 
define strategic actions needed to 
resolve these issues, to involve and 
mobilise others by infusing a sense 
of purpose and a focus of action ; 
and to enable others to take charge 
and to lead. 

It is readily apparent, then, that 
the dialogue approach is both logi
cal for and relevant to leadership 
development. Designed to achieve 
maximum participation , the ap
proach has proved successful in 
stimulating the shift from intellec
tual to emotional commitment and 
the will to translate this commit
ment into action. Further, the phi
losophy of the dialogue allows the 
participant sufficient time , oppor
tunity and support for reflection in 

a relatively unstructured setting, 
within which each person can feel 
freed, opened and "unfrozen." 

Dialogue discussion is conducted 
in a comparatively informal, non
directive manner in which members 
of the group "set the course." The 
function of the discussion is to 
examine one's own ideas, feelings, 
attitudes and opinions with a view 
toward modifiying them and incor
porating insight as well as another's 
experience and ideas. Thus, the 
participants feel that they are in
volved in creating something from 
within themselves and for them
selves, and begin to see things in a 
new light. 

Exposure to real-life experiences 
of other leaders is an integral part 
of the dialogue process. Sharing ex
periences on how issues have been 
tackled, and how the difficulties 
and obstacles have been resolved 
generates consensus building. In a 
spirit of open cooperation, partici
pants reinforce each other's ideas 
and gain confidence and support. 

The dialogue also serves as a trig
ger for generating personal com
mitment to the leadership role . It 
sharpens the ability to identify re
quired changes and provides the vi
sion of how these changes can be 
effectively brought about. Because 
knowledge alone is not the princi
pal basis for development, leaders 
need "emotional energy" and an 
openness to self-appraisal to permit 
forward movement. Participants 
also realise that differences in opin
ions and experiences are opportu
nities for expanding one's own 
viewpoints and learning, that each 
is a reservoir of knowledge, skills 
and experience waiting to be drawn 
upon and shared. Participants in 
one such dialogue concluded: 
"They had so much to say, so much 
to share, so much to give, that the 
solutions were right there." 

These dialogues require very sen
sitive, perceptive "facilitators" 
who fully understand their role. 
Rather than trying to control the 
group's energy, they allow the 
group action to emerge naturally 
and learn to trust what is happen
ing. Such facilitating also requires 
the kind of leadership which does 
not impose a personal agenda or 
value system, which is open to 
whatever emerges, which judges no 
one ; in other words, leadership 
which enables others to lead. • 
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Spiritual leadership in health 
Primary health care is a people's movement. The leaders are 
ordinary people with human and spiritual values, who can move 
their communities towards the goal of health and a full life 

Since 1978, the Christian Medi
cal Commission (CMC) has 
pursued a study programme 

helping churches all over the world 
to reach a deeper Christian under
standing of health, healing and 
wholeness. On the basis of wisdom 
gathered from people in all walks of 
life and many different cultures, the 
CMC has come to believe that 
health is based on harmony with 
one's self, with one's neighbours , 
with nature and with God. It de
pends on the physical , mental , spir
itual, economic, political and social 
well-being of a person. We have 
learned that there is an inseparable 
unity of body , mind and spirit, and 
that disturbance in the harmonious 
relations of these factors can cause 
ill-health. 
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by Eric R. Ram 

The wise leader "'moclels spiritual 
haviour and lives in harmony with 
spiritual values. Ther.e is a way of 
knowing, higher than reason; there 
is a 15elf, greaterthan egocent.ficity: "" " 

"'Thedeader demonstrates the pOW§Jr 0 

bf selflessness and the unity of ""all 
creation. 

from The Tao of Leadership 

by Lao Tzu 

Science has concentrated on 
healing the bodies of men and, with 
the development of modern psy
chology, doctors have come to re
cognise that sickness of the mind 
can also be treated. And yet the 
spiritual dimension of man is diffi
cult for medicine to deal with , since 
precise measurement of the invis
ible aspects of spiritual sickness or 

health is impossible. Spiritual ill
ness may be expressed in feelings 
of emptiness , loneliness , violence, 
greed, or general meaninglessness 
of life. These may be indicators of 
broken relationships with man and 
with God. 

It is not always easy to distin
guish between spiritual and psycho
logical problems, yet psychologists 
frequently recognise that they are 
dealing with more than "mental ill
ness." The spiritual dimension may 
have to be experienced before it 
has much meaning, although it is 
usually the missing ingredient in the 
search for wholeness. 

It demands a special relationship 
between the doctor and the patient. 
It can be argued that both are, to 
some extent, sick and in need of 
healing, and that the idea that one 
is well and the other is sick is only 
illusory. Therefore, it requires an 
empathy between them. 

An increasing volume of medical 
literature is recognising the close 
relationship between the body and 
the mind or spirit , and is reporting 
exciting results. Dr Bernie Siegel , 
an oncologist and surgeon at Yale 
University, reports that he was very 
discouraged at the high surgical 
failure rate that was usual among 
cancer patients , so he began listen
ing to them. Over a period of years, 
he found that patients , given an 
opportunity to talk about their 
feelings and broken relationships, 
often discovered for themselves 
that they were in effect committing 
suicide. Then most patients either 
found another way to deal with 

A health team meets with village leaders 
in West Bengal. 
Photo WHO 

W o RLD HEALTH, April 1988 



problems and experienced com
plete resolution of their cancer, or 
they reaffirmed their desire for life 
to end and expired rapidly. The ba
sis for the Christian belief in the 
spirituality of man is biblical. In the 
Bible we read over and over again 
that there is nothing in the created 
world which is unrelated to God : 
whether it be matter, body or spirit, 
it is still of His creation. The book 
of Genesis tells us that spirit comes 
directly from God; it means the 
"vitality of the flesh" and man him
self becomes a spirit . When he dies 
he is a " dead spirit." 

Non-Christians , too, have recog
nised the essential unity of cre
ation. One of the guiding principles 
of Mahatma Gandhi's satyagraha 
(non-violent resistance) , was based 
on his belief that man is an indi-
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Ga'f! . believed that ma . . an&.indivisible 
whole, and of his own supporters in India he said: 
" I am their leader, I had better follow them. " 
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visible whole. He affirmed that 
even man's actions cannot be 
neatly compartmentalised. Albert 
Einstein's theory of relativity main
tained that the universe is one 
single whole. If any one part of 
the universe is affected, the rest of 
the universe is affected too. 

What difference does this make 
to the practice of medicine? It calls 
for recognition that each person is a 
part of God's creation , unique in 
one sense, and yet shaped by the 
community of which each is a part , 
so that individual and community 
can never be separated. Since all 
are of God's creation , all belong to
gether. A refugee woman eating 
her heart out in loneliness and frus
tration represents all the unre
solved tensions of our world, just 
like the boy with his needle on 

some Harlem rooftop, or a man in 
the Sudan quivering for want of 
chloroquine. No one can be fully 
healthy living in a sick society. 

Early practitioners of healing arts 
understood man as a whole being, 
whose body, spirit and mind were 
not separate. For them, all symp
toms of disease affected the whole 
person. A deep change occurred in 
the 19th century when medicine al
lied itself with the natural sciences. 
Advances in science and tech
nology have led to rapid perfecting 
of diagnostic , therapeutic and reha
bilitative skills. Modern medicine is 
able to transplant organs, replace 
joints and prolong life. In the pro
cess, however, the close relation
ship between doctor and patient 
has given way to depersonalised , 
sophisticated technology. 
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Spiritual leadership in health 

Discussing the villagers' needs in Sri 
Lanka. "No one can be fully healthy 
living in a sick society." 
Photo WHO/A. T. Ariyaratne 

We used to believe that more 
doctors and more hospitals would 
result in better health. As we look 
at today's world, we see that al
though health care is necessary, 
most disease stems from such fac
tors as poverty, poor housing, lack 
of safe drinking water, malnu
trition, illiteracy, loneliness or iso
lation. Modern health problems 
point to the need to recognise the 
unity of mind, body and spirit, and 
the essential unity of the universe. 
Just as man is a product of his total 
environment, dis-ease is a product 
of the whole man. We desperately 
need a new approach to health and 
healing in order to deal with it. 

Despite the wonders of modern 
medicine, we see that certain fun
damental diseases of today's society 
have not been cured because the 
best medicines of the best institu
tions are not capable of listening, 
caring, touching and loving. These 
are human attributes and only hu
mans can provide them. It is this 
dimension of human care that is 
so important in healing. Dr Paul 
Tournier called it the "third dimen
sion of medicine." Loving and car-

8 

ing involves one's entire being, the 
sharing of one's self with others. 
It requires humility, a continuous 
learning about the other person 
while respecting his or her human 
dignity. 

Loss of self-worth and human 
dignity, and abdication of personal
ity, have become major causes of 
unhappiness in most of the world. 
Those people who are able to face 
up to these challenges and move 
beyond them are those people who 
are possessed of the spiritual flame 
of faith, hope, love and zeal, a 
flame which burns brightly with
in them in the face of adversity, 
despite all odds. 

Within every person is a latent 
energy, normally dormant. This en
ergy has to be activated and then 
developed slowly and gradually. 
Once this "inner flame" reaches its 
efflorescence, one possesses amaz
ing strength and power, far beyond 
that of ordinary people. People are 
not born with special power that 
marks them out for leadership. 
Leaders are made, not born. Take 
for example Saint Peter, Mahatma 
Gandhi, Martin Luther King, or 
Mother Teresa- all were ordinary 
people at the beginning of their 
lives. Each of them had failures and 
serious problems. Peter betrayed 
his responsibility three times and 
ran away. Gandhi was an average, 

ordinary child in an ordinary family 
who grew up to be called "Mahat
ma," great spirit. We can affirm 
that there is the energy and poten
tial to be a leader in every person. 
The potential has to be enhanced 
and the energy released. 

The leaders cited above all culti
vated attributes of spirituality that 
gave them strength when they 
needed it. They exemplify the idea 
of health as a balance of the physi
cal, mental and spiritual. They hold 
the flame of faith in their hearts 
and are able to pass it on to others. 
As leaders, they are in direct touch 
with those they try to help, and 
they hold themselves accountable 
to the people. As Mahatma Gandhi 
once said : "I am their leader, I had 
better follow them." 

Such leaders are available in 
communities all over the world. 
They need to be energised by 
others who can pass along the vi
sion of health as a total concept, 
not just as freedom from disease. 
Ordinary people who develop spiri
tual and human values and hold 
them as a source of strength against 
the onslaught of their enemies be
come leaders in their own commu
nities. Not only are they examples 
of health, they are able to free 
others to search for a harmonious 
balance of mind, body and spirit 
and to become leaders in their turn. 

Communities who have under
stood that all have the potential of 
leadership might well emulate a 
flock of wild geese in flight. The V 
formation enables each bird, except 
the leader, to find an uplift in the 
slipstream created by the bird 
ahead of it. The lead bird quickly 
tires and its place is then taken by 
another while it moves back along 
the line to recover. Flying in for
mation, the birds can travel almost· 
twice as far as a single bird alone. 
If, for any reason, one of the birds 
must descend to the ground, an
other will accompany it in order 
to help and support it. Sharing and . 
caring are important elements in 
collective leadership. 

Primary health care has to do 
with people and it is a people's 
movement. What we need for lead
ership are the ordinary people with 
human and spiritual values-people 
who can help move their com
munities towards the attainment 
of the goal of health and fullness 
of life. • 
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Dynamism and change 
11 In short, health's hour strikes when the political clock shows 
that society is ready for global change, to the degree and in the 
direction that each national culture and circumstance determine 11 

T here is no simple way of un
derstanding the role of lead
ership in health service re

forms. Little is available in the way 
of specialised analytical studies on 
the subject, and opinions tend to be 
based far more on observation of 
specific experiments in institutional 
change, or on the direct partici
pation of the holder of the opinion 
in such processes. 

The necessary subjectivity of 
these views does not detract from 
their interest nor invalidate the 
conclusions, but it does limit the 
possibilities of extrapolating them 
to different contexts. 

Let me stress at the outset that 
various types of leadership are pos
sible in the health sphere , depend
ing on the level within the health 
system at which we are considering 
the possibilities and difficulties of a 
process of reform. The local level 
of the health services is one thing 
and the global level of the system in 
question is quite another. 

Nonetheless , there are certain 
general types or categories of lead
ership which , at some risk of over
simplification, can be identified 
and are found at the various levels 
of the health system, though of 
course they have varying degrees 
of influence or impact upon its 
development. 

There is firstly what I shall call 
bureaucratic leadership, which de
rives from the position held by 
the person concerned in the organi
zation and the degree of power that 
it confers on him. On that will 
depend , to some extent, his or her 
ability to induce or inhibit changes 
in that organization. 

But let us try to get our concept 
of leadership in general a little 
clearer. Leadership exists where 
there is an ability to convince 
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by Aldo Neri 

others and to get them to follow. It 
is the convincing that makes the 
real difference between leadership 
and the mere exercise of authority. 
This is no small distinction : some 
things can be changed by invoking 
obedience, but it rarely brings 
about the sort of far-reaching 
changes that really affect the run
ning . of an organization like the 
health service, where so much de
pends on human attitudes. 

Leaders who push think that they 
are facilitat ing process, when in fact 
they are blocking process.. . They 
think that their leadership position 
gives them absolute authority, when 
in fact their behaviour diminishes 
respect. 

from The Tao of Leadership 

Tzu 

Conversely, authority without 
leadership is often more than suffi
cient to repress any aspiration to re
form. In brief, we might say that he 
who inspires conviction in others 
has the power either to generate or 
to neutralise change , whereas he 
who only induces obedience is 
much more effective in inhibiting 
change than in bringing it about. 

A second form to be considered 
is what we might term prestige 
leadership. Essentially this is pro
fessional leadership, operating in
ternally within the various profes
sions; but its archetype, in view of 
its impact on the health service as a 
whole or on any local part of it, is 
medical leadership. 

The structure of the health sector 
has sometimes been caricatured as 
a "feudal caste system," both as 
regards the relations between dif
ferent professions and as regards 

the internal relations specific to 
each profession. To put it another 
way, the interests and values of 
those who attain the highest rank 
and distinction in each profession 
are accepted as the doctrine and 
viewpoint of that profession by the 
public at large , and even more so 
by other political sectors. The 
health professions- medicine in 
particular-vaunt an unchallenge
able aristocratic precedence over 
the others, while the differing social 
origins of those who hold certain 
posts oblige the health sector to 
reflect the social power structure 
prevailing in each country. 

Matters are made worse by two 
tendencies that are widespread in 
the medical profession: its conser
vative bent with regard to the prac
tice of medicine, and its frequent 
acceptance of the fallacy that 
changes which are good for physi
cians are also necessarily good for 
people's health and happiness. An 
extreme example of this attitude is 
the time it took to replace the old 
delivery bed , designed for the mid
wife 's convenience, by the present
day bed , designed for the birthing 
position which many primitive peo
ples already knew was the most 
suitable one for a woman in labour. 

A third model of leadership is es
sentially political in nature. What 
counts in this case is not so much 
direct authority exercised in the 
health structure, nor the prestige of 
professional opinion, but the fact 
of exercising power in society, in a 
context wider than just the medical 
field. 

This model can often be com
bined to a greater or lesser degree 
with one of the other two cited 
here . Nothing prevents the high
rank official and the prestigious 
physician from also wielding a more 
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global form of political power in 
their own community, but for the 
present let us try to distinguish 
what is peculiar to each individual 
attribute. 

As an example of this kind of 
leadership we might take Dr Fidel 
Castro, the President of Cuba, a 
political helmsman with views of his 
own in the health sphere , who initi
ates and carries out specific changes 
in the system. But there are other 
equally authentic though less prom
inent instances. They are to be 
found notably in countries that 
have a tradition of community in
volvement in health service man
agement, through lay people who 
enjoy a high social and political 
prestige in their own circles and 
who form boards or other non
bureaucratic bodies for partici
pation in the health system. The 
United Kingdom and the United 
States are examples of this model. 

The foregoing will suffice to give 
a schematic picture of the most ob
vious ways in which persons or 
small groups exercise, for good or 
ill, effective leadership in the health 
system. Let us go on now to consid
er the question of what conditions 
can actually help to bring about 
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those changes in the system that 
will benefit the community in gen
eral, by creating a context in which 
positive leadership can yield its fin
est fruits. Those conditions depend 
both on factors intrinsic in the 
health services themselves and on 
other factors that affect and typify 
society as a whole. 

Among the former, there can be 
no doubt that major technological 
innovations offer major opportu
nities to bring about qualitative and 
quantitative changes in the delivery 
of health services. The modern che
motherapy of tuberculosis is still 
one of the most obvious examples 
of this. 

How much benefit can result 
from these factors that are internal 
to the system will depend to a huge 
extent on those other factors that 
operate in society as a whole. There 
are periods when the majority of in
dividuals in a given society, or at 
least the main sectors of power that 
control it, lack all aspiration to 
change and are sunk in a sluggish 
conformity that greets with hostility 
any innovative proposals put to 
them. Such an attitude is engen
dered both by the kind of wide
spread prosperity seen in many de-

Nurses in training in Peru. "Leadership 
exists where there is an ability to con
vince others and to get them to follow. " 
Facing page: A traditional midwife in 
El Salvador gets a practical lesson in 
hygiene from a public health nurse. 
Photos WHOfT. Feynes and WHO 

veloped countries, and by the polit
ical dominance which closed mi
nority groups exercise, in many 
under-developed countries , over 
majorities which have neither real 
representation nor an informed 
awareness of the true situation. 

In either of those two cases, the 
health service will be strongly 
shaped by the corporate interests 
represented by professional bodies , 
industrialists , health-related enter
prises, trade unions with privileged 
social welfare schemes, business 
groups, and all the technical and 
administrative bureaucracies of the 
state and the social security system. 
In such circumstances the tendency 
to maintain the status quo is very 
marked, because often the indi
vidual sectors have insufficient 
power to make major changes but 
enough to frustrate any attempts at 
change by others. The result is a per-
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petual stalemate , with every group 
invoking the higher interests of the 
health of the people , while giving 
priority to its own sectional inter
ests. Only occasionally do those 
sets of interest coincide. 

Then there are times in the life of 
a society when the community is 
open to the spirit of innovation. 
This may be encouraged by revolu
tionary political situations-not a 
very frequent occurrence-or by 
some major global crisis that per
suades people of the need to clear 
away old structures and promote 
new attitudes. This felt need for 
change is contagious, spreading 
throughout the social fabric. And 
that is just when the political lead
ers should include health slogans in 
their innovative platforms. 

Let us not forget that , in normal 
circumstances, health is not a very 
paying proposition for the political 
leader. It is almost impossible to 
keep both the popular majority and 
the power interests satisfied. More
over, reforms in depth tend to pro
voke too many conflicts in the early 
stages , whereas their benefits are 
only felt in the longer term. 

In short , health's hour strikes 
when the political clock shows that 

W ORLD HEALTH, April 1988 

society is ready for global change, 
to the degree and in the direction 
that each national culture and cir
cumstance determine. And in that 
context the best health leadership, 
at whatever level , will be the lead
ership that is most consistently im
bued with the spirit of political 
change which is motivating society 
at that moment in history. 

We must bear in mind that Latin 
America is going through a period 
of severe crisis. What is more , 
owing to the widespread failure of 
authoritarian solutions, a majority 
of countries are now looking to the 
democratic system as the key to 
their future. Their social ineffec
tiveness, and the inefficiency of 
many of their economic, social and 
political institutions, cry to heaven 
for reform. Many countries have 
embarked on that reform or are 
about to. The debate on reform of 
the health system must be conduct
ed in the conclaves of the political 
parties as well as in the usual corpo
rate and academic circles, since it is 
largely from the political parties 
that will emerge the dynamic lead
ership we need if we are to succeed 
in promoting the health of our 
peoples. • 

A mental_ health 
component 

l?articularly in countries with a more 
devolved type of goverpment, responsi
bility for a health serviceJi.es at different 
points on the pe g Even with more 1 

centralised systems 'many decisions 
concerning local functioning are taken at 
the local level. lt follows that, for action 
to improve health, leadership develop
ment has to occur at all levels of the 
system, 

WHO has not the resources to take 
responsibility for organizing development 
workshops for all such personnel. But it 
can take the lead incc;Jeveloping a format 
for such activities wnic n be replicated 
by the relevant he 9rities in other, 
member countri . ; 11· 

Several countrie ave included men-
tal health within therr primary health care 
programme, in line with the recommen
dations of the .Aima-Ata Conference in 
1978. The implications of this have to be 
made plain to all those responsible for 
health care_ At the moment there are 
many mental health· professionals (usu
ally psychiatric nurses) working at district 
and other provincial levels of the health 
system, Their tr · · · has usually en
couraged them . ·provide a treat~ 
ment service for tho e patiemts who turn 
up at clinics. They are 'seldom aware that 
they could also be taking a leadership 
role in ensuring that the health service 
within their district contains a mental 
health component throughout. 

As a step towards overcoming this 
problem in one area of Africa, a WHO 

workshop on Leadership Development 
in Mental Health.w(;ls held last year in 

· Arusha, United R ublic of Tanzania, 
·· with finangil:ll '~u ' om the Danish 
:• Agency for lnt I 'D.evelopmentl' 

(DANIDA). 
lt was attended by 22 participants 

drawn from East and Central African 
countries of the African Mental Health 
Action Group. They came from regional 
or district levels within countries and 
were invited as teams consisting of a 
mental health worker and a more general 
health worker from the same administra
tive unit. The National Mental Health Co-
ordinators from :t pia .{whi<:;h helped 
to arrange the .. co' d from , Uganda. 
also attended. · 

The workshop .starte with an account 
of the Tanzanian 1mental health pro
gramme, which puts emphasis on 
including a mental health component 
within primary health care. lt then dealt 
with ways in which .. local projects could 
be planned, and underscored the need 
for community involvement in both plan
ning and carrying P.l!t projects. Finally, 
the teams preparecFproppsals for spe-

, cific projects ~~Riph1 th~Y themselves 
'could try to 1undertak~ Q,ver ~he next1 
12 months. SimHar~1courses are planned 
in the future, esp~ciall{one for the more 
southern countries of the African Mental 
Health Action Group. 

John Orley 
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Hatmony ... ~ ... at the 
village level 

by Anil and Lata Desai 

S aradi, a traditional birth atten
dant, a poor illiterate tribal 
woman garbed in her tradi

tional dress, sits cross-legged on 
the podium at a national conference 
on the care of new-born babies 
in Gujarat , India. With a confi
dent and assertive demeanour, she 
recounts her problems and con
straints as well as her vast experi
ence as a well-accepted obstetrician 
and birth attendant of her village, 
Uchedia. She demonstrates her 
"delivery pack," a disposable , 
cheap and convenient sterile pack 
-one solution for dealing with her 
day-to-day problems so that she can 
conduct home deliveries scientifi
cally, safely and smoothly. The au
gust gathering appreciates and 
applauds her courage, enthusiasm, 
adaptability, learning attitude and 
intelligence, but also her concern 
for her fellow womenfolk. She 
gives assurance that health for all is 
possible and achievable-provided 
the available leadership is utilised 
properly and adequately. 

Hiraben, another tribal woman, 
reports every birth and death that 
occurs in her village by a pre
addressed postcard to headquarters 
so that men and women field work
ers can visit each family for a check
up as well as to provide timely 
health education about maternal 
and child care. She also notes the 
exact cause of each death. She is a 
very important member of a system 
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which provides adequate, complete 
and reliable data and thus enables 
correct action to be planned. 

Ranjanben, who has studied up 
to seventh grade at school and who 
runs the Anganwadi health centre , 
is another important functionary . 
She helps to diagnose , monitor and 
take action to improve mothers ' 
and children's health and nutriti
onal status. 

E'~IJ~hterlecl leadership is 
not · selfishness. The leader 
more and lasts longer by 
well-being of all above the ,well
being of self alone. Paradox: by 
being selfless, the leader enhances 
self. 

from The Tao of Leadership 

by Lao Tzu 

All these three workers belong to 
the same village and along with the 
field workers form a team which is 
involved in programmes such as 
vaccination , health education and 
medical examination of children. 
They also have responsibility for 
identifying and referring any high
risk mother and child to a higher 
level of the health system -either 
to a mobile medical team or to the 
nearest hospital. These village
based workers are also important 
members of either the women's 
group or of the village health corn-

Men and women work together on a 
self-help project in an Indian village. 
The ideal health team takes an active 
part in such projects, and may mediate 
between the community and the policy
makers. Photo W HO/ILO 

mittee , on which every section of 
the community is represented. 
Here the needs, the problems and 
their solutions are discussed and 
decisions arrived at jointly for the 
future plan of action. 

Gayatri , a postgraduate in social 
work , Rajesh , a postgraduate in 
community medicine , Shridhar, a 
postgraduate student in paediatrics , 
and Kiran , an internee doctor in 
obstetrics-all four are enthusiastic, 
dedicated , hard-working persons 
with concern for the under-privi
leged, and all happen to come from 
the urban middle-class community. 
They enjoy being active partici
pants in the day-to-day work of the 
villages , helping people in the kit
chen or the field , staying with them 
and sleeping like them under the 
open starry sky, listening patiently 
and joining in with a story or a joke 
but at the same time respecting the 
villagers' dignity. Of course , with 
this informality also go health edu
cation messages given by puppet 
shows or little plays that tell a story 
relevant to the local custom, cul
ture and tradition. They aim at cre
ating awareness about their preven-
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tive health measures and character
building education, and seek to 
mobilise and use every available 
local community, government and 
non-governmental resource to meet 
the villagers' felt needs. 

The team members modify the 
existing system, the targets and 
strategies, search for new and more 
appropriate methods in technology, 
training, recording, reporting and 
health education material. Paying 
close attention to the details of 
logistics enables them to make their 
input more effective. They hold 
several meetings to get feed-back, 
to increase communication and co
ordination, at the same time offer
ing guidance and motivational 
training by their psycho-social 
approach. The needs, aspirations 
and interests of the community's 
youngsters are met by providing 
facilities for music, sports and other 
entertainment activities. 

The team also invites cooper
ation from indigenous practition
ers, local political and religious 
leaders, the education department 
for school health services, the pub
lic health department for water and 
sanitation programmes as well as 
rural development, and the mass 
media to spread information. All 
these activities have already started 
making some impact. The infant 
mortality rate has come down in 
five years from 17 4 to 60 per 1000 
live births, and the death rate in 
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children aged under six has fallen 
from 12 to 4 per 1000-all this ahead 
of the target year of 2000. 

In all our programmes, three 
basics are kept in mind-social ser
vice, a scientific approach, and a 
spiritual outlook. What we find eas
iest and most conducive to our cui-

ture and society is the spiritual out
look towards life and work. By spir
ituality, we don't just imply the tra
ditional or popular meaning. Are 
not the underlying principles of hu
manism in the atheist, love in the 
Christian, brotherhood in Islam, 
compassion in Buddhism, non-viol
ence in Jainism and Vedanta self
lessness in Hinduism one and the 

same thing? We believe these prin
ciples provide the key, whether 
the problem is putting into effect 
Health for all programmes or even 
issues like communal riots, nuclear 
armaments, human rights violation 
or exploitation of one human by 
another. 

In developing leadership, oppor
tunities should be given equally to 
all, but not privileges. After work
ing in the field at the grass-roots 
level for two or three years, visiting 
similar organizations, sharing and 
learning from the practical experi
ences of others, a health worker is 
given a responsible part in man
aging and organizing several 
activities. A non-medical person 
frequently proves a successful co
ordinator and mediator between 
the community and the policy
makers. Some have taken notable 
positions as head of a department, 
in our advisory committee and even 
in the governing body. 

There is still a long way to go be
fore ours is truly a self-reliant com
munity, but by correcting mistakes, 
self-analysis and learning from our 
various experiences, we have faith 
in our hearts-that one day it will 
surely be achieved. And if as in
dividuals we may not reach that 
perfection, we try to achieve it col
lectively by counteracting, equip
ping, adjusting to and fulfilling one 
another. Thus harmony can be 
achieved by the group. • 
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Towards a new generation 
of doctors 

Should there be a new role for 
medical practitioners? The 
answer to this question , com

monly asked in medical ·circles , is 
obvious for physicians working 
closely with WHO in many developed 
and developing countries all over 
the world, who are fully aware of 
the ambitious objective of Health 
for all by the year 2000 and the pri
mary health care approach. They 
tend to assume that all medical cir
cles similarly take "HFA/PHC" for 
granted. 

Unfortunately , this is not the 
case. Many medical practitioners 
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by Daniel Flahault 

have not yet heard of it, or have 
only a vague notion of what it 
means, or are still far from consid
ering HFA/PHC as a necessary al
ternative to the type of health care 
they provide. Being ill-informed , or 
not informed at all , they may seem 
reactionary and resistant to change 
or even hostile to the new concept. 
WHO and UNICEF , who were the in
stigators and promoters of the 
HFA/PHC approach, have prob
ably not given enough attention to 
providing medical practitioners 
everywhere in the world- either 
directly or through professional as-

sociations-with all the necessary 
information. A certain misunder
standing has been developed, to the 
point where WHO has even been re
ferred to as "anti-physician" and 
medical practitioners, in turn, as 
"anti-WHO " . 

Yet it is the dissatisfaction ema
nating from patients, communities, 
governments and physicians them
selves concerning health care and 
its system of delivery that prompts 
the need for a new role to be 
formulated. 

The patients' views vary accord
ing to the level of development of 
their country, the prevailing health 
care system, the density of the 
health infrastructure and health 
manpower, and the availability and 
cost of services offered. In affluent 
countries the most acute problems 
are probably those related to the 
cost of the services and their af
fordability by all concerned. In less 
affluent countries, the complaint is 
firstly about the availability of ser
vices ; it is not uncommon to find 
that only one quarter or one third 
of the population is reached by 
organized health services of an 
acceptable quality. Many commu
nities complain that medical practi
tioners have not been adequately 
prepared to meet their real health 
needs , or that-while a broad spec
trum of health services is available 
to a privileged minority- the vast 
majority have no access even to the 
most essential elements of care. 

Governments of all countries 
have difficulties, since their health 
services face problems of steadily 

Thai villagers meeting with a district
level medical officer. The medical prac
titioner today can no longer work in 
isolation, but must be part of a team, 
and this implies managerial abilities. 
Photo WHO/A S. Kochar 
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rising costs, the increasing sophisti
cation of care, the uneven distribu
tion of medical practitioners over 
their territory, and the adaptation 
of medical training to health service 
needs and to national strategies for 
HFA. 

Medical practitioners themselves 
perceive their role in a different 
way. Some are still satisfied with 
the classical practice they are accus
tomed to: treating individual pa
tients , curing diseases and , to a 
very limited extent, preventing dis
eases and rehabilitating the handi
capped. Others , more sensitive to 
society's changing needs, have 
come to realise that their classical 
training and practice do not help 
them to solve all the problems they 
are facing in the communities. This 
is particularly true of physicians in 
less developed areas where envi
ronmental, social and developmen
tal problems have to be taken care 
of at district or community level, 
with the help of teams whose mem
bers may or may not depend on the 
health sector and for whom the 
medical practitioner must be an ad
viser and often a leader. It is also 
true of those private practitioners 
in developed settings who have dif
ficulty in coordinating the different 
types of care and community help 
needed by their patients , educating 
them to adopt proper lifestyles, or 
contributing towards improving the 
environment. 

The progress made in clinical 
medicine and surgery during the 
last 50 years has been extraordi
nary, but there have been enor
mous changes too in public health. 
One such fundamental change, 
contemporaneous with the creation 
of WHO , was the shift of emphasis 
from the treatment of disease to the 
promotion of health. Another was 
the primary health care approach to 
solving priority health problems 
through a pyramidal system of com
plementary health services, active 
community involvement, recourse 
to various health teams, and coop
eration with socio-economic sectors 
other than health. 

As could be expected, adopting 
new policies and strategies has not 
always led to change. In some 
countries political and public health 
leaders have been able to introduce 
some of the changes needed. But 
progress has been slow, particularly 
in areas where the medical profes-
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sion, probably due to a lack of ap
propriate and accurate information, 
and sometimes because of conflict 
of interests, has not given full 
support to changing a situation to 
which it was accustomed or in 
which it felt comfortable. 

The classical role of the medical 
practitioner- to treat individual 
patients and cure diseases-remains 
very important in the PHC ap
proach, but it is now considered as 
definitely insufficient. The medical 
practitioner should now also be 
deeply concerned with the promo
tion of health and healthy lifestyles 
for individuals, in families, at work 
places, and in the community, as 
well as with solving individual and 
public health issues. He or she can 
no longer work in isolation but as 
part of a team or teams, depending 
on the health system of his country 
and on local conditions, and this 
implies managerial abilities. 

To carry out this new role medi
cal practitioners have to be trained 
appropriately. U nfortunatety this is 
not often the case. Traditionally, 
the " establishment " does not facili
tate change, new ideas are often 
looked upon with suspicion, and 
chairholders in medical faculties 
are not always quick to grasp new 
and disturbing ideas; as a result, 
traditional education is perpetuated 
and new ideas given only lip
service. Exceptions , however, exist 
and there are innovative schools of 
medicine and public health which 
have introduced new concepts in 
pedagogy as well as in curriculum 
content. For those already practis
ing, an adapted syst~m of continu
ing education has to be drawn up, 
so that they can add a new dimen
sion to their role and become indis
putable leaders for HFA/PHC. 

Only when the medical profes
sion has been convinced of the need 
for change and of the values of the 
solutions offered-in other words, 
only when the medical profession 
has been won over to the HFA/ 
PHC approach-will it willingly mod
ify its behaviour, request changes in 
policies and suggest changes in 
training and types of practice. We 
need a critical mass of newly con
vinced and trained medical educa
tors and medical practitioners who 
can take the lead in improving the 
health oonditions of individuals and 
_.populations-in short, who can 
keep up with the times. • 

A medical Rractitioner is a medical 
![;]doctor a~le to pro:Vide prim~f!t:V healt~, 

~~ care, either alone in direct cohtaet 
with the population or as the head of 
a PHC t~am del!yering at least the 

; ~ight etements 'ot primary healttJ ' 
'eare. His or her main functions and 
activities should be : 

-as a 
physician 

-as an 
educator 

sa 
manager 

an 
agent 
socio
economic 
development 

Activities 

-treatment of patients 
-promotion ot health at 

QQ!TJmunity'1'111d indi
vidual levels 

-prevention of diseases 
apd accidents 

- r~pabilitatiop 

-oneself, health staff, 
patients, community 

- r!3lationshipyvith 
ral services (district, 
regional. .. ) 

- relationship,with the 
dbmmunities and 
representatives 

-development of PHC 
~ctivities (including 
research) ' 

-leadership of PHC 
staff/teams 

-participate it::~ com
munity development, 
committee meetings 
and activities 

-advocacy fOr 
HFAIPHC ,. 

',. These . ,,., functi<:Jf)S and; activiti~s 
};' should . ~e complementeciP·adaptedl. 

.c and detailed further, as 11eeded, to' 
cope with loeal situations in various 

l''~ountri~;§;-

... agents of socio-economic develop
;;, ment ... 

Photo WHO/E. Schwab 
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INTERNATIONAL PHOTO COMPETITION: HEALTH FOR All 

THE PI FTHEE 
The International Competition announced last year, with WHO's 

40th anniversary theme for 1988: Health for all-all for health, 
attracted no fewer than 11,500 entries from 1, 725 photographers in 

127 countries. An international jury of experts unanimously picked six 
entrants for the " WHO Photo-Ambassador Prize" : Ko San Win (Burma), 
Oi Runhui (China), Tamas Urban (Hungary), Jose Hernandez-Ciaire (Mexi
co), Sergei Vasiljev (USSR) and Alon Reininger (USA). Some of 
Mr Reininger's colour series on AIDS appeared in the March issue of 
World Health. Here are just a few examples of the entries we received; 
later issues will include other photographs from the competition. • 

"A world of wonder. " Jose Hernandez-Ciaire (Mexico) 

"Children with cancer. " 

"Addiction brings only pain." 



_-ALL FOR HEALTH 

-i no Soriano (Spa in) (Special prize offered by Canon, Europe) 

Tamas Urban (Hungary) 



The Beersheva Experiment 

I n the late 1960s, I recognised 
that the framework of the medi
cal school in Jerusalem where I 

was working fulfilled only part of 
my medical ideology. An academic 
medical centre promotes science, 
educates highly specialised physi
cians but, at the same time, it 
neglects health for all. It immures 
itself in the ivory tower of a 
well-conditioned hospital, medical 
school and laboratories without 
opening a window to the commu
nity, and without sufficient aware
ness of preventive medicine, pri
mary care and the impact of the 
prevailing system of health services 
in the country. 

In 1970, Kupat Holim, the largest 
medical organization in Israel, 
covering 80 per cent of the general 
population, and the young Univer
sity of the Negev in Beersheva were 
both striving to establish a new 
medical school that would procure 
practitioners other than highly 
skilled sub-specialists . Both insti
tutions approached me, as profes
sor of medical education in Jerusa
lem, and asked me to prepare a 
draft for such a school. I have to 
admit that it was rather an easy 
task. I prepared a list of all the 
shortcomings of my highly scientifi
cally oriented medical school in 
Jerusalem, and the reverse of all 
that became the draft programme 
for Beersheva. 

The draft reflects the concept of 
the Beersheva Medical School of 
the Ben-Gurion University of the 
Negev as it was born in my mind. It 
had three major goals . The first, to 
develop an integrated programme 
for delivery of preventive , curative 
and rehabilitative care to the total 
population of the southern region 
(the Negev) . The second, to merge 
this integrated health care system 
with the University's Faculty of 
Health Sciences under a single 
authority (the Dean is the regional 
Director of Health Services). The 
third, to educate, in this new frame
work, a different type of physician 
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whose primary objective would be 
to provide service in an integrated 
hospital/community health care sys
tem. The curriculum is designed to 
reflect these three major institu
tional goals . 

Indeed, the decision to establish 
a fourth medical school in a country 
of about 3,500,000 inhabitants was 
predicated upon the assumption 
that the school's programme of 
studies would be responsive to the 
national needs in health care, and 

that it would play an active role in 
improving the health care system. 

Rarely has a medical school be
come deeply involved in the plan
ning and implementation of all lev
els of health service for an entire 
region. This has been the intent in 
Beersheva which, in the context of 
the Negev, implies involving in the 
educational process not only a ma
jor teaching hospital but all sectors 
of the health promotion and care 
system in the community. 

This draft, written by me in 1970, 
was submitted in 1972 to the Na
tional Council of Higher Education 
for approval. The Council , chaired 
by the Minister of Education and 
Culture, is made up of individuals 
appointed from universities, cul
tural institutions and public life. A 
period of hard lobbying started, 
and it became clear from the outset 
that the representatives of the uni
versities in the Council would 
rather oppose the project while the 
representatives from the public and 
lay people would support it. The 
"battlefield" was broadly opened 
and the struggle began. The best 
surprise was when the chairman 
switched the majority by voting 
himself in support of the project . 

I was nominated as first president 
of the Ben-Gurion University. In 
my acceptance speech, in 1972, I 
declared my readiness to serve 
as president until such time as the 
government would decide about the 
opening of the medical school, be
cause founding the medical school 
was the purpose of my leaving 
Jerusalem and going to Beersheva. 
Thus, inevitably, I was called to ful
fil leadership functions not only in 
academic fields , which were rather 
strange to me -like technology , 
science, humanities-but also the 
administrative and financial respon
sibilities of a university president. 

The positive recommendation of 
the National Council was approved 
unanimously by the government of 
Israel in March 1973 to open the 
medical school in 1974. But, alas, 
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a half a year later, in October, the 
Yom Kippur War started. Since all 
the budgets were frozen, I was 
pressed to delay the opening of the 
medical school at least for a year. I 
felt however that, once delayed, 
and with the kind of "support" we 
had in the academic medical com
munity in Israel, this delay might 
become an indefinite one. My col
leagues and I decided to start the 
school even without special budgets 
and to admit the first class of 30 in 
November 1974. I was elected as 
Founding Dean of the medical 
school and Director of Health Ser
vices for the Negev; in April1975, I 
resigned from my presidency of the 
University. 

For the years to come, I had to 
mobilise all my abilities not only to 
keep the faculty alert to the new 
concepts of the school but also to 
search for highly qualified staff for 
the clinical faculty and for the new
ly organized basic sciences. Assur
ing students' participation has been 
another high-priority task. Since we 
had no funds for the building, the 
school had to spread into any part 
of the hospital or anywhere else 
where medical services were given. 
The slogan of the school became 
"Whoever serves, teaches. Who
ever teaches, serves." Incidentally, 
the medical school today still does 
not have its own building. All that 
was not easy, but it was perma-
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nently full of challenges and quite 
often enjoyable. 

The first class graduated in 1981, 
and since then 300 medical gradu
ates have left the school with a new 
mission of practising medicine with 
new ideas and approaches as taught 
in their medical school. 

The Centre of Health Sciences 
has been designated by WHO as a 
Collaborating Centre for Integrated 
Health Services and Manpower De
velopment since 1973. As a result of 
the "Beersheva Experiment," the 
reorientation of medical education 
in the other three medical schools 
in the country is making some pro
gress. Internationally, Beersheva 
has had an impact on some new 
medical schools in Egypt, Spain, 
Sweden and the United States. 

Our experiences at Beersheva 
have taught us that leadership in 
health may include inspiration ; cre
ativity; vision linked with the abil
ity to carry things out ; a spirit of 
struggle for right ideas ; a rational 
determination and rational flexi
bility ; the ability to distinguish 
between important and secondary, 
and thus to set priorities; a sensi
tivity to time and people; integrity 
and truthfulness ; respect for people 
and confidence in their intentions ; 
delegating power and responsibil
ities; patience for long-term plan
ning and action ("don't push too 
hard") ; the art of survival ; know-

Part of the campus at Beersheva 
University in Israel. "Incidentally, the 
medical school today still does not have 
its own building. " 
Photo WHO/M. Prywes 

ing how to deal with subordinates , 
bosses and union activists ; a feeling 
of mission and concern for human 
well-being; charisma (it helps a 
lot); a capacity for absorbing, lis
tening and learning from situations 
and people ; an ability to qualify 
people and attract the right ones as 
your eo-workers; skills in strategies 
and tactics as well as audacity and 
courage while taking controlled 
risks. 

At the first World Medical Edu
cation Conference in London in 
1952, a session was dedicated to 
student admission and selection. 
Speaker after speaker went up to 
the. rostrum and cited the required 
qualities for admission into medical 
school: intelligence, scientific 
achievements, compassion, good 
behaviour and so forth. The chair
man of the session was the late 
Dr Samson Wright, Professor of 
Physiology at the Middlesex Hospi
tal in London. He summed the 
whole thing up by looking at the 
panel, first to the left, then to the 
right, and he said: "My dear 
friends, finally let's not forget that 
they are only us when young." • 
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Pioneers in Canada 
Rather than acquiring information from lectures offering an 
arbitrary sequence of courses, medical students at McMaster 
University in Hamilton, Canada, acquire most of their 
knowledge and skills from the study of problems or cases 

I n the global "long march" to
ward Health for all, universities 
can be active partners by con

tributing their academic perspective 
and leadership. This idea was elab
orated in 1984 through the technical 
discussions on the role of universi
ties in the strategies for Health for 
all, at the time of the World Health 
Assembly . Some additional poten
tial contributions by universities 
were suggested during the 1986 
technical discussions on "intersec
toral action for health." 

One Canadian university, 
McMaster University in Hamilton, 
Ontario, has long pioneered some 
new approaches to the education of 
health workers, to health research, 
and to partnership with community 
health services. In the mid-1960s 
there was a perceived need in 
Canada for more health profession
als, and in particular for more 
primary care physicians. As a re
sult , four new medical schools were 
established, bringing the total in 
Canada to 16, and the eventual an
nual output of medical graduates to 
about 1800. The Faculty of Health 
Sciences at McMaster University 
was one of these new institutions , 
and became the fifth medical school 
in the province of Ontario. 

The "founding fathers" of the 
Faculty made an early and critical 
decision to try something different 
from the usual. They analysed the 
past and present problems of medi
cal education, the current issues 
and trends in health and health 
care, and the special opportunities 
which presented themselves in the 
Hamilton community. They then 
formulated a "vision" of a health 
worker whose knowledge , skills 
and performance would be more 
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attuned to the health needs of the 
community. They saw the need for 
more interdisciplinary and targeted 
research. And they saw special op
portunities for the university as an 
academic partner for collaboration 
with regional health service agen
cies and institutions. By the time 
the first class of medical students 
began studies in the M.D. (Doctor 
of Medicine) Programme in 1969, 
the basic elements of an innovative 
approach to health sciences edu
cation and research were in place. 

Good leadership consists of motivat
ing people to their highest levels by 
offering them opportunities, not obli
ga~ioos. That is how things happ~Q 
na ly, Life is an opportunity 

0 

!;llfgati,on. 
0 

' , ... ! 

Among the various actiVIties of 
this new Faculty , five features stand 
out as departures from the norm in 
most other similar institutions. 

- Firstly, the university is situ
ated in a community of about 
300,000 people. Hamilton is an in
dustrial city, with several large steel 
mills and its citizens represent a 
rich blend of cultures from coun
tries around the world. The city 
also is fortunate to have forward
looking leaders in its hospitals and 
health agencies. Through their 
efforts, a city-wide coordinating 
group called the Hamilton and Dis
trict Health Council had been 
formed, to promote communication 
among health institutions and with 
the provincial government, and to 
help in collaborative long-range 
planning of regional health ser-

vices. The Faculty of Health Sci
ences became an academic partner 
in this Council, contributing its ex
pertise in health services research , 
training and health care evaluation. 
Rather than being situated in a 
" university hospital, " members of 
the Faculty are located in various 
health agencies and hospitals 
throughout the community, includ
ing academic primary care centres 
(family medicine units). This ap
proach to regional health planning 
has continued, with the university 
taking an active leadership and 
supportive role , consistent with its 
academic mission. 

- Secondly, the Faculty's inno
vative educational methods. When 
considering what competencies 
future health workers would re
quire, the first planners of the med
ical school curriculum made a care
ful analysis of their own experience 
as students and teachers. They all 
agreed that much of their previous 
experience was educationally obso
lete and not relevant to many of the 
health problems of the community. 
Several particular strategies were 
then introduced into the under
graduate medical programme 
including: 

Problem-based learning: Besides 
acknowledging that there would 
continue to be an ever-expanding 
volume of information in the health 
sciences this strategy recognised 
that human memory retained 
knowledge more effectively when 
learning occurred in the context of 
real-life experiences. Rather than 
acquiring information through lec
tures and laboratories offered by 
disciplines in an arbitrary sequence 
of courses , McMaster medical 
students acquire most of their 
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knowledge and skills through the 
study of problems or cases. These 
include both individual patient and 
community problems. 

Self-directed learning: Within a 
few years of practice, most health 
professionals become rapidly and 
progressively out-of-date. In fact, 
there is convincing evidence that 
the quality of medical care declines 
in relation to the interval since 
graduation from medical school. By 
allowing McMaster medical stu
dents to learn in a largely indepen
dent mode, and by providing spe
cial training in learning skills and 
in the critical appraisal of scien
tific publications, they will have as 
medical graduates the skills and 
confidence needed to continually 
change their behaviour in profes
sional practice in the light of new 
knowledge and new practice 
opportunities. 

Small group learning: Besides 
spending considerable time in inde
pendent learning, McMaster medi
cal students work in small groups of 
five or six students, together with a 
faculty tutor. Here they analyse the 
problems (cases) they are given, 
practice applying the knowledge 
they have acquired in solving or 
understanding the problem, and 
assess each other's contributions to 
this learning task. This forum of 
learning is active and participatory , 
and helps the students to acquire 
not only the needed knowledge but 
also the teamwork skills they will 
require in their future work. 

- Thirdly , an interdisciplinary 
research programme. The Faculty 
decided early on to concentrate its 
research efforts in a few major 
areas , with teams of scientists from 
different departments. The success 
of this strategy can be measured by 
substantial advances in knowledge 
in such areas as thrombo-embol
ism, host resistance, and education
al research . A committee for Scien
tific Development provides a wide 
range of logistic support for all 
researchers , and determines policy 
guidelines on behalf of the Faculty. 

- Fourthly, an alternative ap
proach to public health. In many 
universities, the "profile" of public 
health rates very low in the opinion 
of students and of many faculty 
members. Nevertheless, it was felt 
by the founders that a "population 
perspective" was essential, and had 
to be made attractive to the major 
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Old-style lecture-rooms like this are no 
longer seen as the best means of acquir
ing information. McMaster medical stu
dents acquire most of their knowledge 
and skills through the study of problems 
or cases. 
Photo W HO/E. Rice 

clinical groups. So a group of 
applied health research methodo
logists was assembled, including 
clinical epidemiologists , health 
economists , biostatisticians and 
behavioural scientists. These col
leagues collaborate with clinicians 
in a wide range of research and 
educational activities . 

- Finally, multi-professional col
laboration. Within a few years of its 
inception, the Faculty of Medicine 
was joined by a previously existing 
School of Nursing to become a Fac
ulty of Health Sciences. This has 
facilitated an inter-professional 
approach to educational planning, 
and to health research. The Facul
ty's activity will shortly include 
programmes in occupational health 
and physiotherapy. Working to
gether in a single Faculty makes it 
possible to address issues of com
mon concern to several health 
professions. 

No institution can rest on its past 
achievements without becoming 
complacent and obsolete. The lead-

ership of the Faculty has realised 
this and has encouraged new ven
tures and fresh ideas. Here are 
some examples : 
- The Faculty has entered into a 
contractual partnership with the 
city's Department of Health to 
form a " Teaching Health Unit," 
to strengthen community-based 
research and education. 
- Each year a cohort of young fac
ulty members are enrolled in an 
educational leadership develop
ment programme, consisting of 
selective courses, preceptorships 
and projects. 
- A major government grant has 
been awarded to set up an Educa
tional Centre on Aging and Health 
as a province-wide resource to en
hance the care of Ontario's elderly 
citizens through the improved edu
cation of health professionals. 
- The faculty is strengthening its 
capacity in the field of international 
health to ensure that its education 
and research programmes will have 
a global perspective. 

Many lessons could be drawn 
from this twenty-year experience of 
one institution, but just two will be 
stated here. Firstly, the preparation 
of ,faculty colleagues for new skills 
and perspectives in education and 
research requires sustained and 
sensitive effort. And, secondly, it is 
critically important to have an 
"outward view." • 
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The universal 
university 

Universities tend to be among the slowest 
social institutions in introducing change. Yet no 
other institutions are as suited to provide lead
ership for health and child survival as they are 

by Jerrold M. Michael 

I t is just ten years since health 
leaders at Alma-Ata declared 
that the health status of hun

dreds of millions of people in the 
world was unacceptable, and called 
for a new approach to health and 
health care to shrink the gap be
tween the "haves" and "have 
nots . " In recent years there has 
been some improvement in the 
world's health. Upward trends are 
apparent in life expectancy in many 
developing countries , and down
ward trends are evident in mortal
ity. But unacceptable gaps prevail. 

Health development in a nation 
can only occur if it is placed as a 
component and an integral part of 
national social and economic devel
opment. In the four decades since 
the end of the Second World War, 
economists and economic planners 
have dominated the world scene of 
development. Gradually , people 
are realising that while economic 
development is important, it cannot 
be at the expense of social develop
ment . In fact , it has now become 
clear that economic development 
can be accelerated with adequate 
and appropriate methods of social 
development. Development, in 
simple terms, implies social change , 
new values, and an improved qual
ity of life for all people. 

Bringing new values to a society 
requires social change. Leaders are 
vital to express those changes, and 
the processes and activities by 
which they can be brought about. 
Discovering, creating, nurturing and 
developing such leaders , whether 
they be found in institutions , polit-
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ical parties or villages , remain the 
key to the success of social change. 
But as Dr Halfdan Mahler, Direc
tor-General of WHO , stated during 
an interregional dialogue on Lead
ership Development for Health for 
All, held in New Delhi in 1986: 
"We do not have committed and 
dedicated leaders in the required 
numbers across the board: in the 
leading positions .. . who feel strongly 
about the issues and who can find 

The wise leader does not push to 
·· · things happen, but allows pro-

. /unfold en its own. Th i 

1f .. by e xample rathe~i t 
l.ec Q[irlg others pn how they oug t i 
to be. 

f(om The Tao of Leadership 

by Lao Tzu 

ways to motivate and mobilise 
others and channel the vital human 
energy in this direction ; at the com
munity level, who ... are prepared to 
adjust their own traditional values 
and approaches and are willing to 
take risks ; and in educational and 
scientific institutions, who can fully 
visualise the scope for improving 
human conditions and thus are will
ing to concentrate their intellectual 
energy and also to motivate others, 
especially the future generations of 
health professionals, towards the 
new social values inherent in the 
Health for all goals . 

"Therefore, we cannot limit our
selves to a monolithic technical and 
managerial approach , but we must 
place leadership in the balance as 

well. In recognition of the need to 
narrow the gap between policy and 
action , the Health for all Leader
ship Initiative has been launched 
with the principal aim of forming a 
critical mass of people throughout 
the world : people who are capable 
of assuming leadership in the HFA 
movement within their own coun
tries and internationally as well. " 

The universities , including · the 
schools of public health, medicine , 
and other health sciences, have re
mained largely untapped resources 
in developing and carrying out re
gional and national strategies to 
achieve Health for all. This is in 
spite of the fact that the three tradi
tional and basic university pur
suits-teaching, research , and ser
vice-may be applied creatively and 
productively to HFA goals , includ
ing the support of primary health 
care , as an important means of 
reaching them. 

The Asia-Pacific Academic Con
sortium for Public Health repre
sents one attempt to enlist a region
al group of universities in this 
effort. APACPH is a union of 
schools of public health or of com
munity and social medicine in 
China, Indonesia , Japan, Korea , 
Malaysia , Nepal , the Philippines, 
Singapore, Sri Lanka, Thailand and 
the United States represented by 
the State of Hawaii. The member 
schools are beginning to evaluate 
their roles critically and , through 
a mutual process of support and re
inforcement , are addressing key 
issues in training for primary health 
care leaders . 

The initiation of the APACPH in 
January 1984 was the culmination 
of a decade of informal and formal 
bilateral agreements among the fac
ulties of these universities in Asia 
and the Pacific. The Consortium 
brought together academic, public, 
and community health institutions 
who shared a common vision of the 
values derived from professional 
bonds . Such bonds are important in 
enhancing the individual schools as 
well as creating a strong regional 
resource to contribute to the HFA 
movement. 

It has been said that universities 
are among the slowest social insti
tutions in introducing change. They 
are agents of intellectual change 
but often resist efforts to reshape 
their own institutional boundaries. 
Witness the difficulties when a new 
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university president-or even a sit
ting president-attempts to break 
down disciplinary walls or propose 
new administrative shapes, so that 
old autonomies or empires are 
threatened. 

" We haven't done it that way be
fore" is the solemn refuge of the 
faculty, of department heads , even 
of dearis. To outsiders, many of 
whom are responsible for the finan
cial support of our schools, this re
sistance seems absurd in those who 
work in places devoted to pushing 
back the boundaries of ignorance, 
to honing fresh minds, and to de
manding scepticism towards pre
scribed truths. Why, they ask, 
should the shape of our universities 
be so sanctified, so inviolate? 

In the words of Dr Frank Van
diver, President of Texas A and M 
University in the United States: 
"Charting a new course of institu
tional development for the next 
generation of research universities 
is perhaps the most urgent need 
facing higher education at this time. 
Networks of research and instruc
tion may be one way to begin, with 
alliances developing through the in
teraction of faculty and students. 

"University consortiums ... may 
be the outline of what universities 
will become in the next century. 
Intellectually or geographically kin
dred campuses that are linked by 
agreements might be able cooperat
ively to exchange people, courses, 
and equipment to achieve a matrix 
organization that would provide 
wider research and educational op
portunities to students and faculties 
while still preserving separate cam
pus identities and loyalties. 

" Universities should lead the 
way toward a regional response to 
academic needs , toward a new alli
ance of campuses that will make 
possible the strongest base for 
research and learning. If this hap
pens , there will be a real chance to 
create world universities , institu
tional matrices capable of coop
erative, or even international, 
approaches to technological chal
lenges and to such fundamental 
problems as war, famine , pesti
lence , and death." And we could 
add : to Health for all ! 

Mrs Gladys Brandt, who chairs 
the governing body of the Univer
sity of Hawaii has set in motion a 
special direction for that university 
in a bold plan set out during an 
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International Conference on Lead
ership Development and Child Sur
vival held in Honolulu in February 
1987. The plan, which has found 
great favour among the other uni
versities of the Consortium, consid
ers the university not only as a re
pository of the collected knowledge 
and wisdom of the past, but also as 
a critical mass for mobilising the 
forces of technology and conscience 
so as to alter our future. In the uni
versity we have the opportunity for 
shaping young minds and for instil
ling in them a willingness to live 
within the passions of their time 
and to respond with a social interest 
and commitment. It is within the 
university that we can break the 
barriers separating disciplines and 
ideas, and pursue the integration of 
our understanding with our actions. 

We in our APACPH have begun 
to pursue a new strategy which will 
support changes both within our 
respective walls and across inter
national boundaries. Universities 
within our Consortium have been 
asked to re-conceptualise their 
activities and missions in the area 
of health. At the University of 
Hawaii , we have begun by making 
an inventory of our resources as 
they pertain to health leadership 
development and child survival. 
And, in doing so, we have looked 
beyond the more traditional de
partments of health sciences to 
business, to the social sciences, the 
arts, and the humanities . Econom
ics and political science are as im
portant for health leadership and 
child survival as are epidemiology 
and psychology. 

At a regional and international 
level, we will continue the univer-

A seminar of the Asia-Pacific Academic 
Consortium for Public Health discusses 
ways of developing health leadership. 
Photo WHO/J. Michael 

sity-to-university efforts which the 
Consortium makes possible. This 
union of schools of public health 
and community medicine has pro
vided the Asia-Pacific region with a 
wonderful resource for collabor
ation and cooperation across a 
broad spectrum of health problems. 
Our APACPH universities are also 
seeking new relationships with gov
ernments, business and the private 
sectors of our societies. We can en
visage that in some areas the uni
versity will serve as a focal point for 
bringing together not only their 
own international resources , but 
also the resources present in the 
community. 

In brief, the strategy that we 
have embarked upon suggests that 
the role of the university in provid
ing leadership for health and child 
survival begins with the recognition 
that a new philosophy for health 
care and services is needed, a phi
losophy which emphasises unity 
across mind, body and spirit, and 
unity across person, community 
and environment. The university is 
uniquely qualified to develop and 
promote such a philosophy. 

The task before us is great, and 
the solution will require a concert
ed effort involving understanding 
and cooperation at local, national 
and international levels. No other 
institution is as suited to provide 
leadership for health and child sur
vival as the university. It is indeed 
the most universal of institutions. • 
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Nursing leaders: 
adapting to change 

The most important contribution that any leader of nurses can 
make to community services is always to promote a philo
sophy of care in the community as a matter of policy and right 

by Marion K. E. Morgan 

T he nature of the leadership of 
Community Nursing Services 
in the United Kingdom has 

changed dramatically over the past 
three years since the introduction 
of new methods of general manage
ment. Before that time , and since 
the reorganization of the Health 
Service in 1974, nurses had held ex
ecutive authority at all levels of the 
service, and had formed part of the 
consensus management system re
sponsible for managing a tripartite 
system covering hospital , commu
nity and family practitioner ser
vices. Some of those nurse manag
ers who remain within the system, 
and indeed the profession itself, are 
having real difficulty in coming to 
terms with a nursing organization 
within which clear hierarchical , and 
sometimes rigid, control has been 
replaced by a system based on 
professional advice and support. 

Before examining the potential 
and actual effects of these organi
zational and leadership changes on 
nurses , nursing practice and there
fore on patients, it is important to 
recognise the context within which 
nursing care is provided. The 
United Kingdom's health service 
can no longer operate in isolation 
from the health care needs and 
problems of other developed coun
tries and of the Third World . 

There is an accelerated use of 
medical and information techno-

Nursing has to respond to the increasing 
number of very elderly people who 
may make greater demands on health 
services. 
Photo WHO/E. Schwab 
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logy from North America , and its 
application is limited only by the 
speed with which computer soft
ware may be adapted for use in the 
United Kingdom, and by its high 
cost. 

WHO's strategy for Health for all 
by the year 2000 is at last beginning 
to gain momentum, but there is still 
considerable concern that very little 
progress has been made in the 
United Kingdom in reducing peri
natal mortality and coronary heart 
disease. A special project in Wales 
on perinatal mortality and the 
"Heartbeat Wales" programme are 
expected to show that political 
determination and professional 
commitment can have the desired 
effect. The creation of a special 
Health Education Authority in 

England and in Wales to promote , 
develop and coordinate health pro
motion activities, as well as the 
specific problems of AIDS and sub
stance abuse, should provide in
creasingly powerful motivation for 
the education of the public and all 
health care professionals. 

The attempt by nurse leaders to 
translate these global policies into 
local actions has already had a sig
nificant effect on nursing practice. 
The Central Council for Nursing , 
Midwifery and Health Visiting 
(UKCC) has clearly identified ma
jor problems in the education of 
nurses , published as "Project 
2000-a new preparation for prac
tice." Those problems, together 
with increasing recruitment difficul
ties and nurse manpower shortages, 
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Practical trmnzng in infant hygiene. 
Nursing leaders must provide opportu
nities to review performance, encourage 
staff development and plan ahead for 
appointing successors. 
Photo WHO/E. Mandelmann 

are likely to seriously threaten the 
level and standard of nursing ser
vices to patients unless action by 
government and nurse leaders has 
an early effect. 

Nursing has to respond to such 
demographic and sociological 
changes as the increasing number 
of very elderly people who may 
make greater demands on health 
and social services, a relatively high 
level of unemployment which ap
pears to have an adverse effect on 
health status, and a need to exam
ine and adapt lifestyles which are 
not conducive to physical or mental 
health. 
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The only way in which a health 
service with limited resources of fi
nance and skills can respond effec
tively to such increasing demands is 
to try to ensure that the population 
which pays for the service has value 
for money, and that the population 
which needs to use the service has 
appropriate and cost-effective care. 
The critical position of nurses with
in the economy of the national 
health services deserves better rec
ognition; they represent almost 
half of the workforce and take deci
sions at the operational level which 
affect the level of ·spending, for 
example, on equipment and dis
posable goods. 

If global health initiatives are to 
be supported, if local objectives for 
health services are to be met, if 
increasing demands for health care 
are to be satisfied and if all of those 
things are to be achieved within 
limited resources , then the need for 
effective nurse leadership is greater 

The best placed 
profession 

The mornentu[ll gathering behind 
the global an(! Qational strategies 

'to achieve Heflitf)"fpr' all through pri~ 
mary health care will require nu'rses 
to alter their traditional roles so that 
they can assume a leading role 
in carrying out these strategies and 
in developing and expanding com
munity health. 

Nursing is the occupational group 
best placed to realise the social goal 

. of Health for all. .Nurses represent 
roughly a half · ealth personnel · 

·resources, and:: nowledge 91nd . 
skills can ensure e .most appropri
ate and cost-effective methods of 
delivering health services. So the 
nursing profession needs to produce 
leaders now; leaders who can moti
vate and mobilise others, and who 
can help to orient health care sys
tems towards he9lth promotion and 
• sickness preveptron, while at the 
.i same time acr· a balance be.-
··h ween ·· instit · · community, 
1treattnent an rev.en ion, manage-
• ment and cure. ... . ..... . 

Nurses are beginning to meet 
these challenges by exploring pri
mary health care technologies, while . 
new career structures are allowing 
them to introduce innovations ;. they 
are also moving ·out of institutional 
care settings an ·· taking on added 
responsibilities i. · i.de variety of 

~::1heal~h care si!.9.~ hose*nurses 
who are alrea · Sltions of lead-
ership can be instrumental in chang
ing the attitudes:: of nurses and 
equipping them with the skills to 
mobilise communities in their health 
development efforts. Nurse leaders 
can also influence political activities 
aimed at promoting changes in 
health care systems. 

A numbej •. . : ou'6trj~s have al- . 
·.. ready takeo · tive to show 11 
''JL,' ;:/ . . , , i'fl 

•·hew nursep e .. leaders for 
"Health for ' Zimbabwe, for 
example, since llie primary health 
care approach was adopted in 1980 

•and changes . were made in the 
' health sector, nurses have been 
playing a leading role in community 
health work. Nursing curricula have 
been revised to prepare nurses for 
these respons.i Hit'ies, and the 
government{sr asis on rural · 
development an motion of com-
munity projects . reinforcing the 
impot!:ance of the nurse in health 
development. 

Amelia Mangay Maglacas 
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Nursing leaders: adapting to change 

now than was the need for nursing 
management within the previous 
organizational structure. 

The key to developing and mak
ing the best use of the nursing con
tribution to health and health care 
has to be education. The prepara
tion of nurses must be based on 
health and not sickness, and must 
focus on a determination to provide 
care in the community wherever 
possible. Nurses also have an obli
gation to continue their own educa
tion so that they are able to develop 
knowledge, improve standards of 

Training midwives in West Africa. 
"The key to making the best use of the 
nursing contribution to health has to be 
education. " 
Photo WHO/R. C. da Silva 
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practice, and teach patients and 
carers alike how to participate in 
care. 

This commitment to education 
implies that all teachers of nursing 
should be graduates and that a 
greater part of the profession 
should achieve graduate status. The 
proportion is very low at present, 
and in Wales includes less than two 
per cent of all trained nurses. 

The contribution of nurses to 
community care has changed over 
the past decade. District nurses, 
district midwives and health visitors 
have been joined by nurses working 
with the mentally ill or mentally 
handicapped. An increasing phe
nomenon is "hospital outreach," 
with medical consultants and spe
cialist nurses coming out from hos
pital to provide care and advice to 

patients in the community . The 
"community " itself is becoming 
more difficult to define , but a re
view of nursing in Wales has adopt
ed a definition of community care 
which embraces that care provided 
in general practitioner hospitals 
and health centres, . and recom
mends that nurses working in the 
community should be organised on 
the basis of primary care teams. 
Each team should have a core of 
general medical practitioners, dis
trict nurses, midwives, health visi
tors and psychiatric nurses , and 
should be structured to meet the 
needs of the population it serves. 

The development and application 
of professional judgement is a basic 
tenet of nursing practice , as is the 
acceptance of accountability, and 
the willingness to act as the pa
tients ' advocate when necessary. 
The delivery of care increasingly 
depends upon collaboration with 
other colleagues and on inter-agen
cy working-with statutory, volun
tary and private organizations. 

Leadership needs to be exercised 
at all levels of any health service 
to ensure flexible, responsive and 
effective care. Locally , it needs to 
coordinate nursing activity , moni
tor standards, teach and support 
students and colleagues , and pro
vide a focus for public relations and 
a platform for recruitment. 

The leadership function at a pol
icy-making level requires sensitive 
assertiveness, political awareness, 
and the ability to determine prior
ities for service and professional 
development , to achieve new 
resources where necessary , and to 
ensure an effective input into stra
tegic and operational planning. 
Nursing leaders must provide op
portunities to review performance , 
encourage staff development and 
also to plan ahead for appointing 
successors. 

Above all, nursing practice 
should not be afraid of innovation 
to enable it to respond to changing 
needs and situations. In turn, nurs
ing structures must provide nurses 
with special experience and edu
cation to ensure that the needs of 
specific client groups are met. 

The most important contribution 
that any leader of nurses can make 
to community services is to con
stantly promote a philosophy of 
care in the community as a matter 
of policy, and of right. • 
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Twenty years after 
~"~~'"" another Assembly re-
~~ solved to eradicate 

1 9 4 8 

"'""""'""''!.,"" 'smallpox, the Thirty
I"•M:W:J ninth World Health 

Assembly (WHA) 
adopted a resolution which calls for 
the elimination of dracunculiasis 
(guinea worm disease), country by 
country. This is the first such reso
lution since the success of Small
pox eradication. The 1986 resolu
tion marked another milestone in 
the global campaign which began 
when the UN Inter-agency Steering 
Committee for the International 
Drinking Water Supply and Sanita
tion Decade (1981-1990) estab
lished eradication of dracunculiasis 
as an official sub-goal of the 
Decade in 1981. 

Since guinea worm can only be 
contracted by drinking water con
taining infected water fleas (cope
pods). it was reasoned that the 
Water Decade could have a dra
matic impact on the disease by 
providing safe drinking water to 
persons in endemic areas . A year 
after drinking contaminated water, 
victims endure the slow painful 
emergence of the one-meter-long 
adult worms through the skin. The 
temporary crippling associated 
with the worm's painful emer
gence over several weeks keeps 
farmers from farming and school
children out of school . 

Guinea worm occurs in 19 Afri
can countries, in India, Pakistan, 
Saudi Arabia, and Yemen . About 
140 million persons are at risk of 
infection, and about 10 million actu
ally suffer from the disease each 
year. lt can be prevented, firstly, by 
providing safe drinking water and, 
secondly, by teaching persons at 
risk to filter or boil their drinking 
water, or to treat the water with 
the chemical temephos (Abate). 

Shortly after the 1986 WHA res
olution was adopted, representa
tives of 14 of the affected African 
countries met in Niamey, Niger, at 
the first African regional meeting 
on dracunculiasis. Early in 1987, 
the United States House of Repre
sentatives' Select Committee on 

Guinea worm can be prevented by pro
viding safe drinking water (left), or by 
teaching those at risk (top) to filter or 
boil their water. 
Photos WHO/J. Bland 
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Guinea worm : The next to go ? 

Hunger held a public hearing on 
guinea worm disease, then urged 
the US Agency for International 
Development (AID) to help support 
eradication programmes in ende
mic countries where AID operates. 

Pakistan and Ghana both began 
national dracunculiasis eradication 
programmes in 1987, in collabor
ation with the Global 2000/Bank of 
Credit and Commerce International 
(BCCI) project of the Carter Presi
dential Center, and the wHo Col
laborating Centre for Research, 
Training and Control of Dracuncu
liasis at the Centers for Disease 
Control (CDC) in Atlanta, Georgia, 
USA. The same two institutions 
also expect to begin working colla
boratively with Nigeria on guinea 
worm eradication this year. 

The increased attention to this 
disease over the past few years 
has shed more light on the sub
stantial impact it has on school at
tendance. Several studies, mostly 
conducted in Nigeria, have shown 
that rates of absenteeism due to 
guinea worm may peak at over 
60 per cent in some schools, that 
affected children miss an average 
of nine weeks of schooling while 
more than five per cent in some 
areas drop out of school perma
nently, and that some children who 
do attend school in spite of their 
infections do so in great discom
fort. The impact of guinea worm on 
agricultural production is only now 
being adequately studied . 

There is beginning to be dra
matic evidence of progress in 
eliminating this ancient scourge. 
Nowhere is this more true than in 
India, which began its national 
Guinea Worm Eradication Pro
gramme in 1980. Since then, India 
has conducted village-by-village 
"active searches" for persons 
with guinea worm disease twice 
each year. The total annual number 
of cases found in India has fallen 
from 44,819 in 1983 to 22,610 in 
1986. The number of affected vil
lages has been reduced from 
11,544 in January 1984 to 7,017 in 
January 1987. And the disease has 
already been eliminated from Tamil 
Nadu, one of the seven original 
endemic Indian states. 

Pakistan, which conducted its 
first nationwide search for cases of 
guinea worm in 1987, found that 
fewer than 400 affected villages 
rema1n in the country. Thus the 
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two most seriously affected Asian 
countries are likely to interrupt 
transmission of dracunculiasis by 
1990. 

Cote d'lvoire has had one of the 
most successful national pro
grammes in Africa, with an aggres
sive rural water supply programme 
since 197 4 and a health education 
component since 1982. There the 
prevalence of the disease has 

plummeted from 67,123 cases in 
1966 to 1,889 cases in 1985. Guin
ea began an extensive rural water 
supply effort in the 1960s. Active 
surveillance in its endemic zone 
this year will ascertain whether 
transmission has been interrupted 
-and there is reason to believe it 
may have been. 

At the village level, two remark
able successes were recorded 
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Left : Crippled by the worm 's emer
gence on his foot, this boy is carried to 
school by a friend. 

Right : Prevalence of guinea worm 
plummets wherever there is an aggres
sive programme of rural water supply. 
Photos W HO!Fraternite Matin, Abidjan 
and V\lt10/M. Jacot 

recently in Kati, Togo, and Kankan, 
Nigeria . In Kati, a missionary group 
helped the 3,000 villagers to orga
nize, raise funds and contribute vol
untary labour so as to learn how 
guinea worm is transmitted and to 
build several walls. As a result, the 
incidence of the disease fell from 
928 cases in 1981 to just two cases 
in 1986. In Kwara State, Nigeria, 
large headlines about " Kankan, the 
City of Guinea Worm" in June 
1984 resulted in a decision to 
accelerate the provision of wells 
to that community before the next 
transmission season . By the end of 
1986, guinea worm had been 
totally "wiped out" in Kankan; no 
cases occurred that year! Overall , 
the UNICEF-assisted rural water sup
ply programme in Kwara State 
reduced the average prevalence of 
guinea worm in 20 communities 
(including Kankan) from 59 .6 per 
cent during the 1983-84 transmis
sion season to 11.3 per cent during 
the 1986-1987 season . Two other 
highly endemic communities be
sides Kankan reported the preva
lence reduced to zero. 

The UN lnteragency Steering 
Committee for the International 
Drinking Water Supply and Sani
tation Decade met last November 
in Santo Domingo, Dominican 
Republic, to review the situation . lt 
declared its strong support for in
creased efforts to eradicate dra
cunculiasis during the remainder of 
the Decade. Although all endemic 
countries will not be able to elimi
nate the disease by the end of 
1990, several will. 

Meanwhile, it is vital to redouble 
all efforts during the last three 
years of the International Drinking 
Water Supply and Sanitation De
cade to improve surveillance and to 
plan and carry out national eradi
cation programmes. Bilateral and 
international agencies and national 
institutions should ensure that all 
water, health, agriculture, educa
tion and other rural development 
projects in endemic areas incorpor-
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Guinea worm: The next to go ? 

ate appropriate elements so as to 
achieve a maximal impact on dra
cunculiasis. Guinea worm is an 
ideal issue around which to mobi
lise rural communities and to per
suade men, women and children to 
act to improve their own lives, 
quickly. Priority should be given to 
improving drinking water sources 
in villages where the disease is 
endemic, because those villages, 
by definition, suffer the most from 
lack of safe drinking water. 

The initiative to eliminate dracun
culiasis is to be reviewed at the 
World Health Assembly in May this 

year. Former US President Jimmy 
Carter was to attend the second 
African regional meeting on dra
cunculiasis held in Accra in March. 
All concerned have a special oppor
tunity to eradicate another loath-

. some affliction of mankind. As Mr 
G. Arthur Brown, Associate Admin
istrator of the UN Development Pro
gramme (uNDP) has stated : " No 
one country or agency acting alone 
can conquer this terrible disease, 
but together we can prevail ... This 
historic struggle will be one of 
the most enduring and important 
legacies of the Decade." • 
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Drinking Increases 
Along With Alcohol 

Production 

The rising consumption of al
coholic beverages throughout 
the world has been blamed on 
the ever-increasing production 
of hard liquor, wine and-parti
cularly in Africa-beer over two 
decades. 

Although alcohol has be
come more easi ly avai lable, in 
both developed and developing 
nations, "what is of greatest 
concern is that there is no sign 
of any loss of momentum in 
their sharply increasing rates of 
alcohol production and con
sumption," WHO says. 

Data from selected regions 
for commercially produced bev
erages show that the increase 
in production of wines was 
"s light", and of spirits "con
siderable" and "mainly con
centrated in the trad it ional 
w ine- or spirits-consumi ng 
countries in the developed 
world ." 

However, "the increase in 
beer production was, above all, 
due to an increase in less de
veloped areas." Beer account
ed for about 40 per cent of the 
worldw ide alcoholic beverage 
production, and African coun
tries particularly produced and 
downed greater quantities of it. 

According to WHO's World 
Health Statistical Annual, 1987, 
which gives the " best available 
picture of overall trends," beer 
consumption per person over 
the age of 15 increased be
tween 1960 and 1981 by the 
following amounts: 

• For countries in Centra l and 
Western Africa, by 52.9 lit res, 
rising from 8.2 to 61.1 litres, or 
by 645 per cent ; 

• For North America, by 36.2 
litres, rising from 84.5 to 120.7 
litres, or by 43 per cent; 

• For countries of South Amer
ica, by 25.9 li tres, rising from 

Photo: WHO/H. Anenden 

Africa : Beer consumption up 
by 645 per cent. 
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Photo: WHO/UK. 

• A Health Summit in London Declaring that 
"we can and w ill begin now to slow the spread " of AIDS, the 
largest number of hea lth ministers ever, meeting in London in 
January, stated that this can on ly be accomplished through 
increas ing knowledge about the disease. 

" In the absence, at present, of a vaccine or cure," they 
stated in the London Declaration on AIDS, " transmission can 
be prevented through informed and responsible behaviour." 

The ministers wound-up a three-day "summit," held under 
the auspices of the British government and of WHO, by pro
claiming 1988 a "Year of Communication and Cooperation 
about AIDS." 

Pictured here are three of the keynote speakers: Princess 
An ne of the United Kingdom who told participants: "We all 
need to learn. Ignorance, in this instance, is not bliss;" 
Dr Halfdan Mahler, Director-General of the World Health Or
ganization; and Dr Jonathan Mann, Director of WHO's global 
programme on AIDS. • 
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20.5 to 46.41itres, or by 126 per 
cent; 
• For countries of Centra l 
America and the Caribbean, by 
23.6 litres, rising from 12.1 to 
35.7 litres, or by 195 per cent; 
• For countries of East As ia, 
by 20 .7 litres, ris ing from 3.7 to 
24.4 litres, or by 560 per cent. 

Overa ll, howeve r, industria
lised countries still out-drink de
veloping ones, particularly in 
wine and spirits. 

The "continuation of current 
trends in alcohol production 
and consumption has far-reach
ing public health implications," 
WHO says in calling upon gov
ernments to take urgent action 
"to control the supply of alco
holic beverages." 

A major aim is to reduce 
alcohol-related problems in "at 
least one quarter of the affect
ed countries," and to arrest the 
"current unfavourable trends" 
in others by 1995. • 

New Smokeless 
Cigarette Called 
Hazard to Health 

A World Health Assembly 
resol ution w hich states that 
"tobacco in all its form is in
compatible w ith the attainment 
of health " commits nations to 
take action aga inst the new so
ca lled "smokeless cigarette," 
accord ing to Dr Roberto Masi
roni, chief of WHO's tobacco or 
health programme. 

The reso lution ca ll s for a 
worldwide campaign against 
the "current pandemic of 
smoking and other forms of 
tobacco use," he expla ined. 
Adopted in May 1986, its provi
sions are binding moral ly on 
governments. 

The smokeless cigarette was 
unveiled at a news conference 
in New York last September, 

and is expected to be test-mar
keted this year. lt has been de
scribed by the manufacturer, 
R.J. Reynolds Tobacco Com
pany, as " the world's cleanest 
cigarette," according to press 
reports. Although containing 
carbon monoxide and nicotine, 
it is being promoted as "ash
less," in addition to "smoke
less," and hence "clean." 

"Carbon monoxide is the 
same gas that emanates from 
a car's exhaust, and nicotine is 
as addictive as cocaine and 
morphine," the wHo official 
sa id. 

" The new product may be 
ashless, as claimed, which 
means it won't burn your table 
top or couch ; and it may be 
smokeless, which means that 
the non-smoker won't inhale 
smoke, but even the company 
doesn't say it is tobacco-less. 
And tobacco-related diseases 
take an estimated 2.5 million 
lives yearly," he states. 

In a reference to reports that 
the company is " conducting a 
battery of analytical and toxico
logical tests on the cigarette," 
Masironi says that "for f ind
ings to be credible, research 
should be carried out indepen
dently. How much credence 
can be placed in an industry 
w hose research is so fossilised 
that it still asserts that there is 
no link between tobacco and 
cardiovascular diseases or lung 
cancer?" 

He adds " The burden of 
proving that tobacco is not a 
cause of disease shou ld be on 
the industry, as only the indus
try denies the li nk." The new 
product, he concludes, " is an 
attempt to perpetuate an 
addiction." • 

2/3rds of Seniors in 
Developing World 

By Year 2000 

The greying of populations, 
commonly associated w ith the 
industrialised world, is fast be
coming a characteristic of the 
developing world, mainly be
cause of "the rapid growth ex
pected in the number of aged 
in China and India ." 

According to wHo, demo
graphic trends projected 
through the Year 2020 show 
that in absolute numbers: 
• By 2000, about two-th irds of 
the world's 600 mil lion popula
tion aged 60 or older-its senior 
cit izens-wi ll be in developing 
nations, while just a half were 
in that age group in 1960 ; 
• By 2020, the total population 
for those nations w ill increase 
by 95 per cent, while the num
bers of the elderly wi ll jump 
240 per cent -or nearly three 
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and a half t imes-over 1980 
totals ; 
• By 2020 also, the re w ill be a 
"further 270 mill ion elderly cit i
zens" in Chi na and India alone, 
the two largest developing 
nations ; a rise of " more than 
20 million in both Brazil and 
Indonesia," and rises of about 
10 mi llion in Mexico, Nigeria 
and Pakistan. 

" These developing nations 
w il l gradually replace the Euro
pean nations -where the pro
cess of population ag ing began 
much earl ier- in the ran king of 
countries with the largest el
derly populations," WHO says. 

The ag ing of populat ions, 
once the "privi lege of compar
atively few" societies, " is now 
a prospect for more and more 
people throughout the world." 

These are the top 20 greying 
nations, listed alphabetically: 

Argentina, Bangladesh, Bra
zi l, Canada, China, Federal Re-

Photo: WHO/Ind ia 

India, China : By Year 2020, 
with 270 million seniors. 

publ ic of Germany, France, 
India, Indonesia, Ita ly, Japa n, 
Pakistan, Poland, Soviet Un ion, 
Spain, Mexico, Nigeria, United 
Kingdom, United States, and 
Vietnam. 

" Not on ly is the aged popu
lation increas ing," WHO says, 
"but the elderly population is 
itself getting older as more 
people survive to the higher 
ages." Added to increased lon
gevity is the fact that in a num
ber of developing countries, 
notably Brazil, "declines in fe r
t ili ty are accelerating." 

Among the chal lenges facing 
public hea lth off icials is how to 
pay fo r the "ca re rather than 
cure " that aging populations 
need. " lt is unlikely that the 
financial resources needed to 
meet costs wi ll increase pro
portionate ly to the numbers of 
the elderly," wHo warns. 

In attempting to meet such 
challenges, WHO's World Health 
Assembly established an inte r
national research programme 
on aging, in May 1987, to deter
mine ways and means, in the 
word s of a resolution adopted, 
of "adding hea lthy li fe to 
years" of senior cit izens . • 
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Newsbriefs 
• Contributions for Cardiology. When the International Society 
and Federation of Cardiology, Geneva, raises $200,000 on its own, 
it will become the beneficiary of $800,000 more under terms of a 
pledge from a US donor. 

According to Heart Beat. the organization's newsletter, thus far 
$30,000 has already come in, thanks to three con tributors. Says 
Andrew Saxton, chairman of the fund-raising committee, earnings 
from the projected $7 million endowment funcj would go to "sup
port international programmes in cardiology, " as well as other 
programmes. 

• Dispensing Generic Drugs. Some seven million orders for 
medicines are filled yearly by the American Association of Retired 
Persons through pharmacy ser
vices, operated at no profit, in 72 
cities across the United States. The 
association promotes use of gener
ic drugs as a matter of policy; it 
stoutly resists advertising and mar
keting practices that tend to dis
credit the use of them. Senior citi
zens purchase at least 30 per cent 
of all drugs sold, which makes 
them a formidable economic group. 

Now 23 million strong, the as
sociation is growing as rapidly as the number of US seniors in
creases. Fifty is the age of eligibility for membership; fee: $5 
yearly which also brings a subscription to Modern Matu rity maga
zine, news bulletins, plus access to a host of insurance plans-car, 
home, for instance-and even to an investment programme. 

The editorial slant of the magazine, the US's third largest and 
fastest growing, is towards a fulfilled "maturity" -a concept that 
is particularly gaining across North America. A sign that old stereo
types are changing: the tee-shirt shown here saying "Sexy Senior 
Citizen ". The era of the " dirty old man " is gone. 

(For more information; write AARP, 7909 K. St. Washington, D. C. 200491) 

• People. Appointed as Assistant Directors-General: 
- Or Taguir Bektimirov (Soviet Union), formerly Director, Tarase
vic State Research Institute for the Standardisation and Control of 
Medical Biological Preparations, Moscow. 

He is now responsible for these units : communicable dis
eases, diarrhoea/ diseases, immunization, malaria, parasitic 
diseases, and vector biology and control. 
- Or Hu Ching-L i (China), formerly adviser in maternal and child 
health at WHO's regional office for the Western Pacific in Manila, 
and a staff member since 7979. 

He is now responsible for these units : diagnostic, therapeutic 
and rehabilitative technology, family health, mental health, and 
non-communicable diseases. 

• Promoting An Exchange. This is the masthead of a quarterly 
newsletter, just out. it 's aim is to promote an exchange of infor

mation on AIDS, and thus 
allay fears about the dis-

E AIDS HEALTH PROMOTION ease, which, says Or Jona-x C a n g e than Mann, director of 
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