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'Health-for-All' in the twenty-first century: A global perspective*

DEREK YACH

ABSTRACT
Changes in the broad determinants of health since the Alma
Ata Conference in 1978 necessitate a renewed examination of
the underlying principles and focus of the Primary Health Care
(PHC) strategy. The PHC approach has been adopted by most
countries and has led to improved access to certain basic
health services. However, the health gains in other areas are
less encouraging. Some elements of the PHC approach, for
example, the effective implementation of equity-oriented health
policies and the need to improve management principles
within health services, have yet to be fully implemented.
Moreover, to address the underlying determinants of health
status, the World Health Organization's (WHO) renewed glo-
bal health policy will have to include certain issues that were
not considered at Alma Ata. For example, the health impacts
of global recession and globalization and the need for human-
centred sustainable development strategies were not consid-
ered at Alma Ata. A renewed global health policy will also have
to consider demographic, epidemiological, environmental and
technological changes that have emerged since 1978. It is
important that WHO's renewed policy be based on sound
evidence, a commitment to ethical principles and broad use of
partnerships for health at global, national and local levels. One
implication of this new context of health development for the
renewed health policy will be that 'thinking globally and acting
locally' will have to be complemented by stronger global action
to protect local and national health.
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INTRODUCTION
The purpose of this paper is to outline reasons for renewing the
'Health-for-AlI' (HFA) policy of the World Health Organization
(WHO), indicate who is involved in the process, identify major
achievements in international health since Alma Ata, comment on
issues identified at Alma Ata that need more attention, and
highlight new and emerging issues that will require consideration
in the twenty-first century. Finally, the consequences of change
for the WHO in future will be discussed.

Southeast Asia, home to 25% of the world's population, is
undergoing profound changes that will influence its ability to
obtain HFA in the twenty -first century. Poverty, demographic and
epidemiological transition, political, environmental, social and
economic factors have been highlighted by the WHO Regional
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Office for Southeast Asia as important determinants of future
health. I Most of these factors are also important globally.

WHY RENEW HFA AND WHO IS INVOLVED IN
THE PROCESS
Changes in the broad determinants of health (Table I) since the
Alma Ata Conference in 1978 demand a fresh look at the then
underlying principles and recommended strategies.' In doing so,
an opportunity has been created to critically evaluate which
components of the original Alma Ata policy and Primary Health
Care (PHC) strategy made a difference to health, which aspects
should be updated, and what additional or new components need
to be added.

In 1995, Member States unanimously requested the WHO to
carry out a global consultative process aimed at renewing HFA.3
This process includes countries, regional offices and global
agencies involved directly and indirectly in health. By January
1997 almost 90% of countries worldwide had participated in
various aspects of the process. Further, the consultative process
involves non-governmental organizations, United Nations bod-
ies, the World Bank and Regional Development Banks, private
sector, and academic/research organizations.

THE ACHIEVEMENTS IN GLOBAL HEALTH SINCE
ALMAATA
Several reviews have been carried out to identify achievements
since Alma Ata. The most extensive by Tarimo and Webster"
evaluated progress achieved in meeting the 22 recommendations
made to Member States at the Alma Ata conference. One of the
most important achievements of the last two decades has been the
growing acceptance ofthe concept ofHFA as a unifying concep-
tual framework for improving global health. The emphasis on the
'All' has been translated into a call for equity in health in develop-
ing countries and, more recently, in advanced industrialized
countries. Further, we now have UNESCO and FAO (at the World
Food Summit inRome) calling for 'Education-for-AIl' and 'Food-
for-All', respectively.

The PHC strategy has been adopted in some form by the
majority of countries. The very notion of national health policies

TABLE I. Determinants of health

Macro factors Proximate factors Biological factors

Political
Economic
Educational
Environmental
Technology

Safe, sufficient food
Water and sanitation
Industry actions
Social networks
Social capital
Behaviour
Culture
Health services

Genetic
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FIG I. Percentage of population covered by PHC activities in the developing countries, 1983-85 and 1988-904

and strategies, not widely accepted before Alma Ata, is now well
developed by most countries. The population's access to the PHC
elements defined at Alma Ata has steadily increased, albeit with
great variation in coverage between the elements, within sub-
groups of populations and between countries (Fig. 1). Access to
specific elements showing steady improvement between 1983
and 1990 include the overall per cent of infants who have been
immunized (increasing from 43% to 64%), access to safe water
(increasing from 55% to 60%) and access to basic health services
(increasing from 70% to 89%).5 It is likely that the results of the
Third Evaluation of the HFA policy. which will be completed in
early 1997, will show even more progress.

Overall, these improvements have contributed profoundly to
the control of infectious and childhood diseases.

Access to better excreta disposal, reducing childhood under-
nutrition and ensuring that women receive adequate maternal care
have shown slower progress. For example, globally, access to
sanitation services declined from 36% to 34% between 1990 and
1994 with coverage not exceeding 40% in Africa and South Asia.

Table II indicates that progress in improving the nutritional
status of children under five years of age has stagnated. with the
burden of undernutrition being particularly high in South Asia.
This is one reason why HFA targets for infant mortality rate (IMR)

TABLEII. Trends in child nutrition (per cent under-fives
underweight)

Region 1985 1990 1995

Sub-Saharan Africa 29 29 31
South Asia 57 5 I 51
All developing countries 34 30 31

will not be met for several decades (see later). Revised estimates
by the WHO and UNICEF of maternal mortality suggest that there
were 585 000 maternal deaths in 1990.5 Of these, 224 000 oc-
curred in South Asia and a further 219 000 occurred in sub-
Saharan Africa. Most of these deaths were preventable. The
persistence of high levels of maternal mortality indicates that the
integrity of the referral system in many countries requires consid-
erable improvement. Reduction in maternal deaths (and also in
perinatal deaths) depends upon permanently functioning links
between PHC services and secondary referral centres, and the
availability of good midwifery skills throughout the health sys-
tem.

In Table III countries are grouped by WHO region. The
number of countries per region currently meeting the HF A targets
for IMR and life-expectancy are shown. In general, there is a
strong relationship between the average gross national product
(GNP) per capita of the region and the proportion of countries
meeting the HFA targets. However, the average figures for both

TABLEIII. Average gross national product (GNP) per capita and
HFA targets by regions

Region Number of Member States not
meeting HFA target by 1995

GNP per
capita ($)

Life expectancy Infant mortality rate

Southeast Asia 440 4110 7110
African 621 38/46 40/46
Eastern Mediterranean 1029 5/22 10122
Western Pacific 3462 4/27 8/27
European 10425 0/50 2/50
AMRa 11341 1135 4/35
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GNP and HFA targets mask important exceptions. Some coun-
tries such as Sri Lanka, Vietnam, the People's Republic of Korea
and China, for example, have achieved good health at low cost,
while other countries with higher GNP per capita values still have
measures of health status that are poor.

Further, estimates by the United Nations of when countries
will reach the HFA targets for IMR suggest that 33 countries in
Africa are only likely to reach the IMR target (of less than 50
infant deaths per thousand live-births) by AD 2020 or beyond, and
that worldwide, a further seven countries in Asia, one in the
Caribbean and one in the Middle East will also only reach the IMR
target by or after AD 2020. Thirty-two per cent of the world lives
in countries where the IMR target will not be reached for at least
25 years. These estimates should not be regarded as inevitable but
rather as a spur to increased action by countries and the interna-
tional donor community.

While the impact of PHC is difficult to isolate from other
determinants of health, it has significantly contributed to the
declines in infant and child mortality and morbidity seen over the
past 20 years. Primary health care together with economic, edu-
cational and technological changes has also contributed to the
profound increases in life expectancy at birth seen worldwide
since the 1970s.6

WHAT ISSUES IDENTIFIED AT ALMA ATA HAVB YET
TO BE FULLY IMPLEMENTED?
The need to reduce poverty was recognized at Alma Ata. How-
ever, the hoped-for 'New International Economic Order' never
occurred. Instead, levels of poverty have steadily increased in
absolute terms. (Poverty is defined here as the proportion of the
population living on less than US $lper capita per day.) The
UNDP estimated that in 1993 there were 1.3 billion people living
in poverty, 70% of whom were women and children.' The distri-
bution of poverty is skewed towards three regions-South Asia
(with 515 million poor), East Asia (with 456 million poor) and
sub-Saharan Africa (with 219 million poor). The figure for East
Asia already needs to be revised upwards in the light of recent
evidence from the World Bank that the number living in poverty
in China is closer to 300 million than the current estimate of 70
million.

At Alma Ata the impact of global recession on poor countries
was not considered. Moreover, in 1986, the World Bank esti-
mated that the total debt of developing countries in 1996 would
reach $860 million when in fact it is now $1945 billion, and the
debt for low-income countries in Africa would reach $29 billion
when in reality it is $210 billion." Further baseline projections of
gross domestic product (GDP) per capita by region for 1990 to
2020 by the World Bank suggestthat, while there will be continued
steady growth in advanced industrialized countries and rapid
increases in China and India (albeit of low starting points), there
will be virtually no growth in sub-Saharan countries" (Fig. 2).

The over optimistic view of the future presented at Alma Ata
is an important lesson for policy- makers today. Unless the macro-
economic reality is seriously considered and addressed by all
involved in international development, many hoped-for gains for
health in the poorest countries and among the poor living in many
countries will not occur. That these gains could be substantial is
illustrated by UNDP's recent indication that income per capita,
social expenditure and income dlstribution are significantly cor-
related with health indicators. 6 For instance, a 1% increase in GDP
per capita is associated with a 0.13% increase in the 1992 life
expectancy and a 1% reduction in the 1993 child mortality rate.
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While equity lay at the heart of 'All' in the HFA, specific
strategies to ensure that equity-oriented health policies were
identified and implemented by all countries has yet to occur.
There have been serious discussions about the best approaches to
improve equity in health. Several reports by the WHO,8 UNDP7
and the World Bank? have indicated that inequalities in the burden
of disease exist between and within countries and within social
classes. In many countries, economic growth has been associated
with increased inequalities in some measures of health. This has
been most recently documented in China where rapid economic
growth in the cities has been associated with awidening of the gap
in child nutritional measures between rural and urban areas.I()-12

Health policy researchers have shown that inequalities in
wealth retard the long term growth of all subgroups of the
population, lead to political instability and are harmful to the
environment. Inequalities in health are both unfair and harmful to
the overall health status of populations.v-" Governments that
implement policies with a strong equity orientation, are more
likely to follow a path to sustainable human development.'
Investing in primary education and basic health services for all is
one of the best means of promoting equity and growth." The
WHO, many academic institutions and development agencies
(led by Sweden), are now working with several countries to
develop a stronger focus on equity. At Alma Ata the need to
reorientate health services, with a particular shift of resources
from tertiary care to primary care, was emphasized, but has been
poorly implemented in many countries. As commented on earlier,
the slow progress in reducing maternal and perinatal mortality is
an indication of this, Countries now recognize that the resource
burden of curative care services never diminishes. This means that
to reorient services tough choices have to be made. The analytical
basis for these tough choices has strengthened considerably now.
Action on the determinants of health is widely accepted as the best
long term means of reducing the incidence and overall burden of
disease. However, most efforts are made to reduce the prevalence
and in treatment of existing disease.

Shortly after Alma Ata, the need to strengthen district health
systems and ensure decentralization of power, finance and author-
ity to enhance prospects for local participation in health decision-
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making was advanced. Many ofthe original projects upon which
Alma Ata and PHC were based were derived from district-level
health initiatives in a wide variety of rural settings. Progress in
achieving decentralization in health has been slow and many
lessons have been learnt about the complexity of achieving the
gains hoped for in urban and rural areas. Despite this, the commit-
ment to decentralized local health systems remains strong.

Over the last few years, significant levels of technical and
allocative inefficiency within the health services of all countries
has been documented. A response to this has been to improve
basic management principles within health services, develop
cost-effective packages of clinical care and public health, use
financial incenti ves combined with a greater focus on quality and
encourage better use of PHC services by the public. It is still too
early to be sure about which of these aspects of reform best meet
the health needs of populations, and at the same time augment
efficiency.

Intersectoral action for health was identified as one of the core
principles underlying PHC. Indeed, it was explicitly stated that
health should be seen both as a contributor to socio-economic
development and the output thereof. Despite this, progress has
been slow. For this reason the 'Renewal of Health-for-AIl' pro-
cess includes a focus on trying to identify best practices at global,
national and local levels to ensure that sectors which could have
a major impact on health can work together.

One approach being developed to advance intersectoral action
involves defining the sectoral burden of disease (Table IV). For
example, in sub-Saharan Africa, undernutrition (the responsibil-
ity of the food and agriculture sectors), inadequate water and
sanitation, and failed rural development (using malaria as a
proxy) are major contributors to the burden of disease. For
advanced industrialized countries the major contributors are
considerably different and relate to tobacco, overnutrition (also
an example of failed food and agriculture policy) and occupation.
About 15% of disability-adjusted life years (DALYs) could be
avoided through direct health service action.

Refinement of methods that use data from The Global Burden
of Disease 14 should allow for the development of a balance sheet
for each sector that shows their impact (positive or negative) on

TABLEIV. Sectoral burden of disease

Sub-Saharan Africa
(% total DALYs)

Established
market economies

World

Determinant 70.5
Water and sanitation \0.1
Food/diet

overnutrition 1.0
undernutrition 32.7

Behaviour 9.7'
Transport I.9
Energy 1.4
Occupational I.7
Violence 2.4

Health services 17.2
Eradicable 1.0
Immunizable 8.3
Treatable 7.9'
Total DALYs (thousands) 295 294

53.1
0.1

49.6
6.8

13.0
0.0

26.4t
4.4
0.7
5.3
3.2

12.6
0.0
0.1

12.6'

98 794

4.5
15.9
10.21
2.5
1.4
3.2
2.6

14.9
0.6
4.1

\0.2"

I 379 238

'67% due to unsafe sex t44.5% due to tobacco; 39.1 % due to alcohol
'34.5% due to unsafe sex; 33.8% due to alcohol; 25.7% due to tobacco
I 20.7% due to maternal services '2.3% due to maternal services
"II % due to maternal services DALYs disability-adjusted life years
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health. This could lead to a better basis for dialogue between
health and other sectors and also help to quantify the contribution
of health services. The preliminary analyses here are in agreement
with other studies that have indicated that about 10% to 20% of
mortality is amenable to medical interventions. IS The low levels
of mortality in some countries are in part due to the effectiveness
of health care which addresses conditions amenable to medical
interventions. 15

WHICH ISSUES IMPORTANT FOR THE NEXT CENTURY
WERE NOT CONSIDERED AT ALMA ATA?
The rate of globalization of trade, travel and migration, technol-
ogy, marketing arid the diffusion and spread of ideas (through
mass communication and international conferences) has dramati-
cally accelerated over the last two decades. The interconnectedness
of countries and the complex linkages that exist between multi-
nationals' marketing, distribution and manufacturing systems
have meant that the world of the next century will truly be a
'global village' . The consequence ofthis for the role of the nation
state in general, and health in particular, is likely to be profound.
Whilst there will be countless benefits of trade liberalization,
there have already been losses. For example, many African
countries have been increasingly marginalized in international
trade owing mainly to their high dependence on production and
export of primary commodities. 16 This translates indirectly into
direct health effects. Further, globalization of market approaches
to health, including the effects of structural adjustment, have been
shown in several countries to harm the health of the poor. Long
term impacts still need study.

Products and services with negative consequences for health
are able to cross national borders easily resulting in, for example,
the spread of tobacco, psychoactive drugs and potentially danger-
ous and toxic environmental agents to a greater extent than before.
The case of tobacco has been best described. While tobacco
consumption has steadily declined in several advanced industri-
alized countries, the multinationals based in these countries
continue to aggressively seek new export markets. This is illus-
trated by the fact that 61.4% of all manufactured cigarettes
exported worldwide in 1994 came from just four countries-the
United States of America, United Kingdom, Germany and the
Netherlands. I? For these countries, gains in the local health status,
through declines in tobacco consumption, are translated into
worse health elsewhere because tobacco conglomerates have
tried to make up for lost markets by expanding to developing
countries. Thailand's valiant efforts to protect its population
against tobacco transnationals is an example all non-manufactur-
ing countries should consider.

Tourism, one of the fastest growing development sectors,
poses several potential threats for travellers (mainly from infec-
tious diseases) and for the host populations (mainly from non-
communicable and sexually transmitted diseases). Further,
increased transnational migration brought about by civil conflict
and natural disaster has contributed in part to the spread of
infectious diseases across national boundaries.

National boundaries are not impervious to the spread of all
threats to health, whether they are communicated by the media or
through direct person-to-person spread. As a result, the global-
ization of health will demand new approaches to health promotion
and disease control in future.

The concept of human-centred sustainable development which
emerged through the round of the United Nations conferences
over the last six years was not considered at Alma Ata. The need
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FIG 3. Percentage of the burden of disease attributable to maternal, perinatal and childhood conditions (in DALYs), 1990"

to see health as integral to sustainable development emerged
during the UNCED in Rio de Janerio in 1992. Since then, just over
one-third of the 74 countries that have reported on their progress
to the Commission for Sustainable Development have incorpo-
rated health in their reports. In some countries, health-and-
environment plans have been prepared for inclusion in the
national plans for sustainable development. In others, sectoral
plans have been reviewed and modified to include health-and-
environment concerns. This is apparent in Southeast Asia, for
example, in Indonesia's long term development plan for 1994-
2019 and Bhutan's, India's and Myanmar's five-year plans which
all include explicit attention to health.

A dramatic result of the Rio conference has been the large
number of local Agenda 21 initiatives, especially in cities, but
also in villages and even islands. Many of these feature health and
health-related objectives and activities. A parallel and closely
related initiative has been the 'Healthy Cities' movement active
in various WHO regions. This involves municipal authorities,
professionals and citizen groups. Much has been learnt about how
to promote health in cities by building on local resources and
capacities.

Overthe last few years there has been a growing awareness and
increased attention given to women and health. Initially, the focus
was on the underinvestment and inadequate focus on the prob-
lems of women and their weak participation in health decision-
making. More recently, a broader gender perspective is emerging
that will have a profound impact on health policy in the next
century. This has already resulted in the development of the
integrated concept of reproductive and sexual health. This con-
cept bridges vertical family planning, sexually transmitted dis-
ease, maternal and neonatal services. An important starting point
for developing a gender-oriented policy is to collect and analyse
sex-specific statistics. For example, recent data (unpublished
demographic and health surveys) indicate that immunization
rates favour boys by up to 10% in several Asian countries. This
has major implications for polio eradication and adirect impact on
girls' health. Reasons for the differences require study.

Some demographic, epidemiological and environmental
changes that have occurred since Alma Ata, and are likely to
accelerate over the next few decades, require urgent attention.

These include the impact of population growth on health, rapid
ageing in developing countries and the consequences for social
welfare systems; accelerated rates of urbanization in developing
countries; the need to adapt rural PHC models and concepts into
peri-urban systems for health; and the reality that for most
countries, infectious disease, non-communicable disease, inju-
ries and violence will coexist for decades to come.

Demographic factors will powerfully influence future health
status and the demand for services. Only the importance of ageing
will be briefly touched on here. Projections by the US Bureau of
the Census indicates that many developing countries (e.g., Indo-
nesia, Colombia, Kenya, Mexico, Zimbabwe and Brazil) will
show growth rates in excess of 250% of the population over 65
years between 1990 and 2025. This will place their health and
social security systems under severe pressure. Despite this the
implications of ageing have yet to be fully considered by most
developing countries.

Figure 3 indicates that maternal, perinatal and childhood
conditions are still the largest contributors to the overall burden of
disease in both sub-Saharan Africa and India. Recent projections
for DALY s lost in the 2020s suggest that there will be a profound
change in the overall causes of death and disability. 14 Figure 4, for
example, suggests that there will be steady declines in diarrhoea
mortality with a rapid increase expected in tobacco-related mor-
tality. For HIVIAIDS, projections suggest that a peak in incidence
will be reached soon after AD 2000 with subsequent slow declines.
However, one needs to be cautious in interpreting such global
estimates. Regional, country and subnational diversity will re-
main considerable. Therefore, for example, in many of the poorest
developing countries, where childhood mortality remains high,
infectious diseases and undernutrition will predominate. For
many other poor countries where life expectancy has already
exceeded 65 years, non-communicable diseases (including men-
tal disorders) will increasingly dominate the disease burden.

It is important to note, however, that projections are more
certain for non-communicable diseases than for infectious dis-
eases. For instance, at Alma Ata in 1978 there was no basis to
suggest that diseases like AIDS or Ebola would become impor-
tant, or that microbial resistance would be a major problem."
Thus, we need to both plan on the basis of certainty for particular
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conditions, and to ensure that surveillance systems and research
capacity is strengthened to prepare us for the unexpected.

In addition to ageing, two industry-related factors are driving
significant increases in non-communicable diseases, namely diet
and tobacco. Figure 5 indicates how underweight and obesity are
now common in developing countries. 19 This poses challenges to
those who still believe that epidemiological transition will be
smooth. In reality, the same countries still fighting childhood
infectious diseases and undernutrition are having to simulta-
neously address the consequences of tobacco use, obesity, vio-
lence and injuries. This problem clearly emerges when one
considers the estimated future impact of tobacco by 2020.16•11
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TABLE V. Per cent of all deaths attributable to tobacco, by region;
estimates for 1990 and projections for 2020

Region Deaths (% of total)

1990 2020

Established market economies
Fonner socialist countries
India
China
Other Asian countries and islands
Sub-Saharan Africa
Latin America/Caribbean
Middle East Crescent
World

14.9
13.6
1.4

9.2
4.0
0.9
3.3
2.4

6.0

14.9
22.7
13.3
16.0
8.8
2.9
9.4

12.3
12.3

Recent projections suggest that 25 years from now tobacco will
become the largest single cause of death accounting for 12.3% of
all death in the 2020s. Importantly, while tobacco accounted for
more than 10%of deaths in established market economies and the
former socialist economies in 1990, by the 2020s, in addition to
these countries, in India, China and the Middle Eastern Crescent
more than 10%of all deaths are estimated to be caused by tobacco
(Table V). By the 2020s the smokers of the 1990s will be dying
at a rate of 8-9 million a year with 70% of deaths occurring in
developing countries."

The opportunities arising from new technologies have never
been brighter and, simultaneously, more likely to increase in-
equalities in wealth and possibly in health. Certain technologies,
particularly those related to information systems and telecommu-
nications, have the ability to transcend time and space, and
thereby improve the efficiency, the learning capability and analy-
tical approaches to health policy, development and system man-
agement. Public health professionals need to become involved in

Overweight

BMI ~25

FIG5. Body mass index (BMI) distribution of various adult populations of both sexes worldwide

o 50
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ensuring that the existing platforms for telecommunications are
designed with health uses in mind. The possible use oftelemedicine
for remote diagnosis and distance learning needs to be adapted for
affordable use in developing countries.'

Advances in biotechnology require new forms of financing
and the development of new incentive systems if effective vac-
cines against malaria, HIV and tuberculosis are to be developed
at an affordable cost for populations in developing countries.
Similarly, advances in antimicrobial therapy are urgently needed
in many developing countries. At this stage, instead of progress,
there have been severe cutbacks in pharmaceutical research aimed
at developing new products that would have their maximum
benefit in the poorest countries of the world. Incentives for
pharmaceutical companies to link with development banks and
southern research partners to share the inherent risks in research
are urgently needed if the fight against infectious diseases in the
twentieth century is to be successful. The new policy will include
a broad focus on technology for health that explicitly addresses
the need for equity.

In the Alma Ata Declaration the need for PHC to be based upon
scientific knowledge was mentioned. However, the concept of an
evidence- or knowledge-based health system, one in which the
best evidence is made available for the public and politicians to
use as a basis for decision-making, has taken time to evolve. Our
clinical colleagues have led the way in developing the concept of
evidence-based clinical medicine. Canadian, Swiss and Swedish
donor agencies, many public health institutions in the USA such
as Centers for Disease Control (CDC), and researchers within the
WHO are committed to developing evidence-based approaches to
health policy development. The road, however, will be long and
complex. The type of evidence required extends beyond Burden
of Disease estimates and estimates of the cost-effectiveness of
interventions, to evidence on the determinants of public demand
for services, on what will actually be sustainable in the long term
and on how best to implement strategies for health that draw upon
other sectors.

The demand for humanitarian relief to populations affected by
natural and human-made disasters has increased over the last
decade. If the recent events inBosnia, Haiti, Iraq, Liberia, Rwanda,
Sierra Leone, Sri Lanka or Zaire, are predictors of the future,
greater attention will need to be given to predicting and prevent-
ing human-made disasters. When this fails, emergency relief and
post-emergency reconstruction will continue to drain resources
from a shrinking international development aid pool.

WHAT IS THE FUTURE ROLE OF WHO AND OF
GOVERNMENTS IN HEALTH-FOR-ALL?
Since the end of the 1980s, the importance of pluralism and
partnerships in international development and health has emerged.
The WHO's Constitution, written in 1946, gives tangible ex-
amples of how the prevailing language and perceptions of the time
are increasingly out-of-step with the way new partnerships are
forming. The WHO's Constitution spelt out its directing, coordi-
nating and controlling functions in international health. In a
pluralistic world it is essential that international agencies define
their unique and complementary roles. The WHO will thus need
to give greater emphasis to steering, facilitating, analysing, antici-
pating and advocating as opposed to acting alone.

A strong degree of convergence is occurring within and
outside WHO about its future role. The WHO remains the only
inter-national health organization capable of acting as the world's
health conscience. This requires that WHO continues to advocate
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for health as an integral component of sustainable human devel-
opment, and further that health is not a commodity to be bought
or sold in the market. The WHO is also uniquely placed to support
and provide guidance and direction to several areas of policy
analysis and development. This includes carrying out global
health foresight studies to anticipate the future, to strengthen
global monitoring and surveillance to ensure constant vigilance,
and to support global health research that aims to develop new
solutions for improving global health. These predominantly nor-
mative functions are best executed through strong country part-
nerships to ensure that they are based upon country needs.

Most aspects of technical cooperation will require strong
partnerships between the WHO, UN organizations whose work
impacts on the determinants of health, the World Bank, Regional
Development Banks, non-governmental organizations (NGOs),
the private sector, development agencies and academic/research
bodies. The precise roles of each partner will be determined by
their comparative advantage in specific settings and in relation to
defined problems.

At the national and local levels, governments will need to
define what it is that they do best. A fundamental redefinition of
the role of government, as well as intergovernmental agencies at
the global level is well advanced, and forms the basis for the
World Bank's forthcoming World Development Report in 1997.
The pendulum appears to be shifting away from severe cutbacks
towards an updated definition of State functions and roles. In
many instances, erosion of the power and efficiency of State
institutions in Latin America, Africa and in Eastern and Central
Europe, has severely hampered their ability to promote long term
public health.

What is emerging is that governments need to ensure that
certain Essential Public Health Functions are made available to all
its citizens. Table VI contains the current view of what a list of
such functions may contain. In summary, these are indispensable
functions required to maintain and improve population health.
This does not mean, however, that governments need to provide
or finance them. Rather, it is likely that the role of NGOs, private
and academic institutions in helping to provide these functions
will vary between countries.

EMERGING DIRECTIONS FOR FUTURE
HEALTH POLICY
At this stage in the global consultation, the unanimous view of
countries remains that HFA should be the overriding vision for
health development in the twenty-first century. Further, it is
apparent that underlying ethical values (equity, autonomy, for
example) and human rights need to be the basis for supporting this
vision. The implications of this are that countries would commit
themselves more strongly to explicit strategies to promote ethics

TABLE VI. Possible categories of essential public health functions

Health information management
Protecting the environment
Health promotion and education
Prevention, surveillance and control of diseases
Health legislation and regulations
Health research
Developing and implementing health policies
Developing human resources for health
Assessment and standardization of health technology
Occupational health
Delivering selected health services to selected populations
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and human rights through actions within the health sector and
within the broader context of sustainable human development. As
David Satcher from CDC recently said: 'Our ethics must become
as sophisticated as our science. '21

Five operational principles are being considered for the new
policy: First, the policy should be compatible with the concept of
human-centred sustainable development. This means giving pri-
ority to the determinants of health through intersectoral action and
to child health and lifespan approaches to health services. Second,
support for an evidence-based health policy would require an
increased investment in analytical capacity, research and science.
Third, a gender perspective has implications not only for repro-
ductive health and women's health but for all aspects of health
policy, including women's involvement in policy development.
Fourth, the PHC approach to health systems and services remains
valid. These include linking public health and personal health
services (i.e. taking a population perspective); ensuring access for
all to quality, cost-effective, efficient health services that give
priority to health promotion and disease prevention; and main-
taining and further developing the past priority given to commu-
nity participation. Fifth, the need for partnerships to achieve
health need to be emphasized. Here reference is made of partner-
ships needed at the global, regional, national and local levels.
Partners include the general public, NGOs, private sector,
academia, United Nations agencies and governments (with State
institutions), multilateral banks and donors.

To address the impact of globalization, a new global health
agenda needs to be defined. This could include new forms of
global surveillance and monitoring for the early changes in the
determinants that impact on health, extending beyond the more
traditional focus on infectious diseases, to also include, for
example, the agents of non-communicable diseases and food
safety and security. In addition to surveillance and monitoring,
there is a need for global health research to be given far greater
support.

Legislative and regulatory approaches to health at the global
level need to be strengthened to prevent the spread of infectious
diseases; the marketing, distribution and spread of tobacco; the
promotion of food-safety and security as well as the development
and export of technologies for health. There will also be a need to
ensure public health action in times of emergencies. This global
health agenda will be needed to ensure and protect national and
local health. Thus, the phrase 'thinking globally and acting
locally' needs to be complemented by acting globally to protect
local and national health. Global action does not and should not
reduce the responsibility of individual member states and local
governments to act in their populations' best interests.
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CONCLUSION
The effectiveness of the new global policy for health in the
twenty-first century will be measured in terms of sustained
improvements in the health of individuals, families and commu-
nities. This remains the challenge and the excitement behind
Renewal. All those committed to the powerful vision of 'Health-
for-All' should join forces to ensure that this vision can truly
become a reality for all.
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