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TOWARDS A PARADIGM FOR HEALTH

(Dizcussion paper)

Health for all remains the overall goal of WHO and countries, It was
2 vislonary concept when it was adeopted and remains se now. The concept
was well understood and widely accepted.  Since Alma-Ata dramatic changes
have taken place that alter some of the assumptions upon vwhich the strategy
for health for all was based. HNew efforts are needed to identify what the
problems in the primary health care approach have been and to analyse
approaches that have been successful, with a view te finding realistic and
practical ways to address prevailing health and health-related problems in
the light of present realities and continuing changes in political,
economic, social and technological conditions. A paradigm for health can
provide the framework for the development of operational approaches suited
to current realities at country and local levels in order to achieve health
for all.

This paper raises some questions for discuszion for the purpose of
resching & comuon uwnderstanding of the means ro achieve the pgoal of health
for all.
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I. INTRODUCTION

1.  The value system advocated by WHO and its Member States as embodied in its
Constitution, nameély that "The enjoyment of the highest attainable standard of health is
one of the fundamental rights of every human being", is clear, 1In 1977 the World Health
Assembly decided that the main social targets of govermments and WHO in the years ahead
should be "the attaimment by all the peoples of the world by the vear 2000 of a level of
health that will permit them to lead a socially and economically productive life". That
principle remains the overall goal.

2. The medel developed at Alma-Ata 13 years ago was based on the primary health care
approach and reflected certain ideals that remain valid. However some of the assumptions
made at rhat time no lenger hold tyue. Dramatiec changes have occurred in the health
supportive enviromment: the politiecal secene has changed rapidly; many developing
countries are facing economic recesszion and debt erises which have affected government
and individual expenditures for health; rapid environmental degradation has given rise
to new health concerns; population grewth has put an additional strain om resources,
especially in the health and social seectors; demographic and epidemiological shifts have
contributed to changing patterns of morbidity and morsality and thus ro the types of
services needed; scientific and technical developments have contributed to improvements
in health status and created inecreased expectations; at the same time, rising cests have
jeopardized the affordability and therefore the sustainability of health services and
health care systems,

3. In the light of these realities, new thinking 1s needed about what the problems in
implementing PHC have been, and about the best way te sovlve these while alse building
upon metheds that have been successful in order te find the most effective approaches for
centinuing to work toward the goal of health for all, The collection of ideas, values,
knowledge and methods meeded to provide the common framework for understanding, and for
dealing with prevailing pEDbIEms and finding realistic and practical ways to sclve them,
may be called a paradigm,

4. The second evaluation of the strategy for health for all (Eighth repert om the world
health situatien) is currently under way. Findings will be reported to the Executive
Board and the Health Assembly in 1992. While oot all the informatiom from countries or
on regional and glebal develepments and trends has been snalysed, certain preliminary
impressions emerge. Globally, health status has improved, with particularly notable
developments in many developing countries. Nonetheless, in many parts of the world,
evaluation reveals deterieration in the sense that the gap between rich and poor within
and between countries is not decreasing enough, There is persistent inequity in terms of
accesslbility to health care, which falls far short of the full szoecial justice intended
by the concept of health for all. National data, including those from developed
countrles, also show that even with the overall improvements in health status the gap
between social groups within many countrias has grown. In some instanees, thess marked
differences in health status can be directly artyibuted teo inequities in aceaszs to health
SEYVIiCeS,

1 Kuhnn, T. TIhe structure of scientific yevolutions. University of Chicago Press,

Chicage, 2nd edition, 1970. {(For a historical overview of paradigms in health see

Noack, H. "Concepts of health and health promotion®™, in Measurement ip health premotion,
WHO Regional Qffice for Europe, Copenhagen, 1987).

.
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5.  World economic output: World per capita output grew by about 1% a year in the
19805, compared with 2% per year during the previous decade. However, there have heen
wide divergences according te regioens. For example, in Latin America, per c¢apita Gross
Domestic Product (GDP) in 1990 was almost 10% lower than in 1980, while in Africa it was
almost 20% lower. By contrast, in South and South-East Asia, including China, it grew by
over 7% a year in the 1980s. The least developed countries in any region, however,
showed least progress and in many, GDP per capita fell.

6. bBuring the peried 1980 to 1985, developing countries have, in most cases, maintained
government health expenditure per capita at the same levels, although there has been

& slight increase in the percentage of GDP spent on health. There were, however,
disparities among different groups of countries with increases in per capita expenditure
in Asia, but declines in countries of sub-Saharan Africa, as well as in Latin Amerjca anpd
the Caribbean,

7. For the developed countries total health expenditure per capita in 1984 varied from
about US§ 275 to about US§ 1600, During the period 1970-1984 per capita expenditure on
health grew faster than per capita GDP, Significant differences in health expenditure
also exist between different social groups within countries.

8. Bagle health indlcators: Global average life expectancy at birth reached 65

years in 1990 as compared te €1 years in 1980, while the infant mortality rates in 1990
fell to 65 to 70 per 1000 live births from 83 per 1000 live births in 1980. The range of
these values between developed and developing countries also decreased during the 1980s.
By 1988, 87 Member States, with a tetal population of 3100 million had & life expectancy
gt birth of more than 60 years; in 68 Member States, with a total population of

2700 million, infant mortality rates were less than 50 per 1000 live births.

9. Populatlon growth: With the majority of the world's population expected to live
in urban areas by the end of the century, rapid urbanization, accompanied by urban
concentration, will have major implications for provision of adequate services. By the
year 2000 it is projected that 7% of the world's population, or more than 400 million
pecple, will be aged 65 and over. Services for the care of the elderly, taking inte
account the high incidence of disability at these ages, will become increasingly
nacessary.

10. Progress against major communicable diseases of childhood has been offset by
increages in chronic diseases in many developing countries. This epidemiological
transition will create the need for more appropriate health promotiom campaigns,
particularly in developing countries. At the same time, however, malaria, diarrhoeal
diseases, acute respiratery Infections and the vaccine-preventable diseases continue to
kill many young children,

11, By 1990, safe water supplies had been extended to 80Y% of urban dwellers and

aboutr 60% of rural iphabitants, and adequate sanitation to about 70% and 50%,
respectively. WNometheless, in developing countries, mearly 1200 million people remain
without safe water supply and about 1800 millien without adequate sanitaciom.

12. While acecess to local health services has incressed, millions of people,
particularly in the least developed countries, have no access to medical care or to the
support and education needed for preventive care. Immunization coverage had Increased
globally to about 70% for DPT, measles and polioc vaccines and BCG by 1988, but for the
least developed countries immunization coverage was only about half that. About 13
million children still die each year before the age of five years, almost all in
developing countries. Ilmmunization of pregnant women agalnst tetanus has increased, but
about half a million women die each year from conditions related to pregnancy and
childbirth, 992 of them in developing countries.
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I1. PRACTICAL QUESTIONS FOR HEALTH DEVELOPMENT

13. It may be useful to consider some of the majer practical questions that will need to
be answered by countries and WHO as they face the challenge of implementing and applying
the concepts and principles embodied in the HFA strategy. The relatien between four such
gquestions, mamely, health and populatien, human rights, technolegy and economics, is
cutlined in the diagram in Apmex 1.

Publiec policy, ethics and social values

14. Health i= a fundamental human right. Governments are committed teo implement
health-for-all policies to preovide eguitable access to health care. Yet in .scme social
and economic development models health care is seen more in terms of expenditure than as
an essential investment in human and social development. Measures to ensure equity in
health must involve many sectors and many different governmment ministries, with
encouragement from the highest autherity.

Health secience and technoelogy

15, There have been many developments in health technology in the recent past, but they
have not been matched by the ability to apply it. Technology creates opportunities and
new treatment possibilities, and adds to life expectancy. Developments in technelegy ean
pose new problems and questions about resource allocatlon, qualicy assurance and ethies,
Technelogy permits better projections and facilitates broader disseminatien of
information, But rhe developments may lead te increased expectations and increased
demands on the health seerer., If availabilicy of, and access to, sexvices do not also
increase, there may be dissatisfaction with the health sector or frustration with
government. "

Fopulation an a

16. Population structure dictates the type of demands on the health and social sectoxs,
and trend assessment shows that population structure {s rapidly changing. Tomorrow's
neads will not be the same as those of rtoday.

17. Rates of population growth remain high in many of the world's poorest countrles,
particularly in urban areas. Population growth can outstrip the benefits of economic
growth and this in turn may further jeopardize resources for the health sector. Altheough
population pressure may call for greater emphasis on family planning, it may be countered
that when populations are well fed, healthy, educated and emploved they constitute &
major national rescource for socioeconcmic development.

18. A range of opportunities for health prometion and disease preventioen, diagnesis and
therapy is available in all countries. Vulnerable groups and those with special needs
may require more health resources than the average - although they should not be provided
at the expense of quality of care. Individuals, families and communities, and - for
example - women's groups, need to be given more authority and respeomsibility in actlen
for health, Governments may need to find a new balance betwsen traditional appreaches
providing for centtalized authority amd decision-making and those that ensure a rapid,
efficient and pragmatic response to real needs.

19. Health status and disease patterns have been changing in response to gocial,
demographic, economic and technological developments. Quality of life, however, has not
always increased with increasing longevity., Envirommental degradation detracts from the
gquality of life. Health ztatus in the first years of life, or ewposure to certaln
diseases or risk factors, such as tobacco use, further influence the development and/or
expression of disease. Communicable diseases prevail in many develeoping countries, where
the burden of chronic diseases is now also increasing. Many chronilc dlseases are
associated with lifestyles (i.e. eating and drinking habits and tobacco use, exercise)
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and envirommental factors (i.e. exposure to pellutants and toxic agents, noise, stress,
unsafe surroundings). Unfortunately, individuals and communities cannot always avpid
such risk factors, make healthy choices or prevent conditions causing health problems
later in life,

20. While individual action is necessary, it is not sufficient. Changes may be needed
in public poliecy teo protect and improve the social, economic and physical envirerments
and positively to encourage healthy choices by individuals and communities. Information
from projections and trend analyses, combined with the inereasing knowledge of natural
histery of diseases and human life ¢ycles, must be the basis for future planning,
policy-setting and action.

formati nd communication

21. Information and communication are prerequisites for responsible planning and
decision-making. Information and the ways in which it is communicated can have either a
positive or a negative impact. Information for the publie should be reliable,
understandable and available when and where it iz needad ro help protect and promote
healrh and te help responsible decision-making. More effective ways need to be found for
providing the health sector with the information required for policy-setting and
managemant,

Orranization and maparement of health systems infrastructure

22. A fundamental weakness of the health secter in many countrias iz the
underdevelopment and lack of sustainability of health system infrastructure. This has
negative consequences for public and private institutional care (hospitals, ete,) as well
as for non-institutional care. At peripheral level, however, much preventive actien and
care for the sick are assured by individuals, families and commmities - and more could
be done; the community level is where Practical seolutions appropriate to local needs can
most readily be found and spplied. Nongovermmental organizations also make significant
contributions at this level. 1In order to maximize the impact of such action, however, i:
is essential that the expertise, knowledge and resources of trhe health system be made
available at the peripheral level and that integrated services appropriate to local needs
are ensured (see Amnex 2).

23. Although emphasis has been placed on decentralization of authority and
decision-making in the health sector, particularly to the peripheral level, in reality
lirtle atrention is paid to the practical ways of lmplementing this. Health systems
remain eoncentrated on institutions and government-provided services and actien. Health
Systems management as presently practised is too often e hierarchical process or a set of
bureaucratic procedures. For decentralization to be more than a trendy word, central
povernment must give lower politiecal and administrative levels greater responsibility and
sutonomy, appropriate resources and power, and the educational and training opportunities
to develop health and management skills. For example, more financial resources eould be
reallocated from central level to community level. While communities can - and
increasingly do - raise resources, the needs of those with fewer resources must ¢ontinue
to be met.

24. The benefits of community action include the possibility for greater responsibilicy
at peripheral level. Furthermore, community initiatives can build up a critical mass of
actlon and ideas to serve as examples for other parts of the country.

E omics nana

25. Two very different economic paradipgms have been dominant influences on government
approaches to policy-making, financing and management in this century, namely
centrally-planned and free-market economies. Each has had implications for health and
for the provision of health care, and each has faced serious problems of affordabilicy
and sustainability of health services. Both perspectives are now under challenpge in the
face of significant changes worldwide in the political, social and economic spheres. Yet
ne new economic paradigm has yet emerged.
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26_. The 1980z saw a stagnation of the economies of many countries due to high inceresr
rates, low commodity prices and large debts. The predominant rele of governments in the
management of the national economy has been reduced in many countries. Miniscries of
heaith may be severely constrained by resource shortages due to decisions taken by the
ministry of finance. In many of the countries where planning was formerly <entxal, the
sudden promotion of market-oviented economies may temporarily lead to an inequitable
distribution of wealth amd/or an increase in poverty. Countries faced with the need for
"etructural readjustment” may decide to allecate fewer resources to the health sector in
order to give more to the so-called productive sectors. Where this choice is made, it is
because health 1s seen only as an object of expenditure. However, te maintain current
improvement in health status and to ensure continued progress in health and social
development 1t is essential that individuals, communities and government continue te
invest in health.

27. Shortage of resources is not the only problem. Even developed countries suffer the
cansequences of lnefficient use or waste of resources, duplication of effert, and the use
of expensive technology where equally effective and less costly methods are avajlable,

28. 1In order to ensure sustainable development, governments will have Lo answer many
questions. For example, how can ministries of health influence other ministries and
other sectors to take policy decleions and measures with positive implications for health
and ensure adequate resources for health? What decisions must be taken by the health
sector itself in allocating resources? What models are being used in different countries
for ensuring an appropriate balance between the role of government, publie and private
sectors, between Institutions, communities and individuals, in raising and in alloecating
resources for health? Other questions are how to divide funds between hospital and
institutional care and the peripheral level; how to allocate additienal resources te
vulnerasble groups and groups with specific needs without depriving the rest of the health
sector; how to meet recurrent costs; what strategies to follow for centrolling health
care costs.

26, Another issue in sustainability of health development is the importance of health
infrastructure, Vertiecal programmes often have great immediate impact, and thle attracts
donors. But if improvements in health are to be sustained, a strong health
infrastructure is also required; the priorities of domors should net deflect national
authorities from this purpose. In their negotiations wirh donors, countries must insist
on & proper balance between national priorities and those of doners - recognizing that
the expertise, skills and capacities that result from the focus of energy and resources
on specific issues can profit the health system as a whole.

ITI. MAJOR ISSUES EMERGING

30. From the above overview of the global health situation, the different factors
contributing to health, and the analysis of practical questions, it iz possible to
jdentify a number of major concerns that countries and the international community will
have to face well into the twenty-first century. Many of these issues are familiar and
are being dealt with through action in the health sector and in other sectors. 3Some are
new, others may deserve a different emphasis, and yet otherg may not have been posed or
recognized.

(a) respect for human rights, espeeially for the underprivileged, in health and
social development,

{(b) the need to consider human health in a changing environment, taking into
account the new realities resulting from changes in the political, economic, soclal
and physical environments,

(¢} equity of access to care through sustainable health infrastructures, integrated
health services, and measures to "empower® individuals and communities to ensure
their own health through information, knowledge, skills and resources, &o that each
individual has the opportunity to meet his or her basic health needs:
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(d) continued development and communication eof scientific knowledge and improvement
of technieal interventiens for health; attention to scientific, technological and
economic trends, and to their implicatiens for health, for health system management
and for health ecare;

(e} promotion of healthy behaviour and lifestyles, ineluding nutritional habits,
using public pelicy te influence and shape the social, ecomomic and physical
envirenments and to enable individuals and communities to make healthy cheices;

(£} mobilization of sufficient resources for health, and measures to ensure optimal
use and sustainability of those resources, particularly for countries in greatest
need:

(g) the role of the ministry of health in influencing public pelicy and goversment
decision-making, including resource allocation for the health sector:

(h} global interdependence where health iz concerned, including internatienal
action to mitigate the effeets of epidemies and natural and man-made disasters;

3L. Questions for WHO include: the need ro relate directly to the ministry of finance
and to other minisrries, as well as to the ministry of health; how to better mobilize
and influence the allocation of international funds for sustainable health development;
and how to stimulate more concerted action for health within the United Nations system.

IV. CONCLUSION

3Z. In the light of the lessons learnt from the evaluation of the strategies for health
for all and in order te respond more effectively to changes that have occurred in the
world, inter alia by building upon successful approaches and methods already being used,
it would be useful to have a health paradigm. For WHO this would provide the framework
for its international health werk and would contribute to the development of the Ninth
General Programme of Work. Countries could adopt such a paradigm for their own needs and
in the light of their own secial, economic and political contexts and cultures. Eeonomic
realizies have to be a fundamental element of arty workable paradigm.
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