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ACCRA INITIATIVE ON HEALTH:

I Wethe participants in this International
Forum who have come together as
representatives from various regions of the
world, have discovered and expressed a new
and profound sense of human solidarity; a
solidarity which stems from our common
concern for the protection, improvement and
enrichment of the quality of life of our people.
We have realized that quality of life is
intrinsically linked to our capacity to protect
human health. We are aware that all our
societies aremanifestingacrisisin health status
which is global in its dimensions. It is a crisis
which subjects people in large parts of the
developing world to persistent ill-health,
unnecessary suffering, and islinked to extreme
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poverty and illiteracy. It is a crisis reflected
innew conditions of sickness and vulnerability
that are an outcome of our present modes
of development.

B Development strategies have failed to
make a significant impact on the highly
vulnerable groups which comprise nearly one-
fifth of the world's population. The size and
conditionofthese groupsare thebestindicators
of the effectiveness of development strategies.
Thealleviation of their vulnerability demands
a strategy that can simultaneously deal with
their conditions of poor health status, low
income and productivity, lack of access to
knowledge and skills, and a state of
powerlessness that exist together and are
closely interlinked, mutually reinforcing each
other. Such a strategy brings health status to
the centre of development both as an essential
meansas wellasa vitallyimportantand desired

outcome.

I Development as conceived in the past
tended toassume insomewhat simplistic terms



DECLARATION AND AGENDA FOR ACTION

that economic growth would by itself improve
health status and raise the quality of life.
The protectionand improvement of the quality
of life have proved to be much more complex
and challenging than envisaged in past
strategies. The path that has been followed
by developed countries has led to conditions
of vulnerability and hazards to health and
quality of life which are growing in diversity.
They are reaching the limits of sustainability.
These conditions have to be remedied in
the countries themselves and avoided in
the developing world. The search for
the appropriate balance in development,
for globally acceptable human life-styles is
one which has to be undertaken together by
rich countries as well as poor, the developed
and developing. In this search the global
concern for human health must take a central
Pplace.

| Our concern is similar and linked to the
concern for the environment. No doubt the
environmentaldegradationand pollution that
has accompanied industrialization has been

one of the principal causes in the generation of
new health hazards and theimpairment of the
quality of life. But the health issues as they
have emerged in health-damaging life-styles,
the creation of vulnerable groups, the rapid
spread of diseases suchas AIDS, the persistence
of malnutrition with low mortality but high
morbidity, have an identity of their own and
cannot be subsumed in the environmental
issues. They demand global attention in
themselves. In this manner the concern for
human health becomes a profoundly unifying
force in a divided world.

1 Development plannersand policy-makers
need to be constantly reminded that health is a
unique good. It is integral to the state of well-
being that is the final goal of all development. It
cannot be substituted or traded off for economic
gains. Health objectives have therefore to desci-
pline development policy-making. In this sense,
economicdevelopmentdecisions should be sub-
ject to health conditionalities. This principle, if
accepted, leads to far-reaching adjustments and
changes that are needed in national and



internationalapproaches to developmentandin 1
the policy frameworks that guide resource
allocations and investment decisions.

Based on the above we urge that:

I health status be given an equal place
with other major criteria in assessing the
quality of development strategies;

] each society identify and define its own |
profile of vulnerability using health status
as a key indicator;

1  development strategies act on the inte-
gral links between health status and
economic well-being and productivity,
especially in the case of highly vulnerable

groups;

B health-related knowledge becomes
accessible to people in a form that
increases their health self-reliance and
their capacity to manage and cope with
arapidly changing health environment; 1§

1 health—promoting activities be linked to
investments, to income-generating

activities and economic enterprise.

Toattain theabove objectives, this International
Forum proposes the following agenda:
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A representative group of countries
should collaborate with the World Health
Organization and relevant international
agencies in applying the principles of

. health conditionality to national
situationsand providing themodelsand

systems that will bereplicableona global

‘scale.

To facilitate this, the establishment of an
international health fund will be
explored. This fund would play a
catalytic role in linking health objectives
to lending operations for economic
enterprises, particularly those whichare
designed to benefit vulnerable groups.
Such a fund could take the form of a
financial institution or a non-
governmental organization which would
work through, and collaborate with

national lending agencies and non-

governmental organizations.

A special effort should be launched at

~ the international level to develop the

necessary systems and mechanisms to
introduce health criteria to processes of
resource allocation, financing and bank
lending both at the macro and micro
levels. These should attempt to link
health protective and promotive activ-



ities to economic investments and
economic enterprise.

The global concern for the protection
and promotion of health and quality
of life, the commitments to health-
oriented strategies of development,
and the search for common solutions
to the emerging health crisis by
developed and developing countries
acting together, could be embodied in
a global health convention. This
would incorporate the essential safe-
guards to health.

The agenda that has been outlined should
be considered at a summit conference in
1994. This would give time for the World

Health Organization and the Member
States to initiate action on some of the
proposals that are included in the
agenda.

An international task force should be
established to examine the implication
of the above and to design an appropriate
programme.

The International Forum requests the
World Health Organization to forward
this Declaration with other relevant
documentation to the World Health
Assembly, the Economic and Social
Council of the United Nations and,
through them, to the General Assembly
of the United Nations.
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Introduction

The World Health Organization, in
collaboration with the Government of Ghana,
and under the auspices of the First Lady of
Ghana, Mrs Nana Konadu Agyeman-
Rawlings, organized an International Forum
on "Health: A Conditionality for Economic
Development - Breaking the Cycle of Poverty
and Inequity"” in Accra, Ghana from
4 to 6 December 1991.

Objectives

Theobjectives of theInternational Forum were

to analyze ways and means to:

a)  protectand promote the health status of
vulnerable groups when formulating
economic policies and development
strategies;

b) encourage countries, agencies and
organizations to utilize health status
indicators, especially of the most
vulnerable groups, as an important
indicator ofdevelopmentin general,and
economic development in particular;

¢)  prevent and/or mitigate the potential
negative impact on health status of
economic policies, and ensure that both
economic and health objectives are

pursued simultaneouslyindevelopment
planning and implementation;

d)  utilize health status criteria in lending
operations for the most vulnerable and
disadvantaged groups;

e) utilize functional literacy as an
empowerment process in enabling
vulnerable groups to acquire the
economic and health skills and
knowledge they need to improve their
health status and quality of life.

Documentation

The documentation for the International
Forum consisted of a background document
entitled "Health Dimensions of Economic
Reform" and an issues paper relating to the
key themes under discussion. In addition to
this background document, reports of national
experiencesand videos onfive country projects
in Egypt, Ghana, Nigeria, Zambia and
Zimbabwe were made available. These five
country projects worked with vulnerable
women in disadvantaged communities and
introduced economic activities, functional
literacy classes and community-based
health activities as the principal pillars in



improving the health status and quality of life
of the most vulnerable women.

Participants also had the opportunity to visit
an exhibition related to these projects where
functional literacy materials developed and
examples of the health activities carried out
were on display. Goods produced as a result
of the women's economic activities were on
sale.

Attendance

Participants included policy- and decision-
makers from countries of all regions of the
world, nongovernmental organizations and
institutions representing a wide range of areas
of work including grassroots organizations
involved in health, education and economic
activities,and those providingloans and credit
to vulnerable groups.

In addition to special guests of honour
including heads of state and wives of heads
of state, sectors such as agriculture, educa-
tion, environment, finance, foreign affairs,
health, interiorand planning were represented
at the highest level. Major bilateral and
multilateral agencies including a number of
agencies of the United Nations system also
attended.

Mrs Nana Konadu Agyeman-Rawlings, wife
of the Head of State of Ghana, and President of
the 31st December Women's Movement, was
the overall chairman of the Forum with
Mr Godfrey Gunatilleke as overall rappor-
teur. Dr Aleya El Bindari Hammad and
Ms Franceska Issaka were the general
secretaries.

Opening Ceremony

The keynote speech was given by His
Excellency Flight Lieutenant Jerry John
Rawlings, Head of State of Ghana and
Chairman of the Provisional National Defence
Council (PNDC).

Addresses of welcome were given by
Mrs Nana Konadu Agyeman-Rawlings and
Dr Hiroshi Nakajima, Director-General of the
World HealthOrganization. The voteof thanks
at the opening session was given by Her
Excellency Dame Nita Barrow, Governor-
General of Barbados.

Addresses

Addresses on each of the themes under
discussion were given by the following:
MrsNana Konadu Agyeman-Rawlings, Ghana
-'The Concept of Vulnerability;



Mrs Suzanne Mubarak, Egypt - Health Status of
Vulnerable Groups: An Indicator of Development;
Mrs Maryam Babangida, Nigeria - Health
and the Role of Banks and Financial Institutions ;
Ms Tsungirai Hungwe representing
Mrs Sally Mugabe, Zimbabwe - Functional
Literacy: An Empowerment Process.

Following each address, representatives of
agencies of the United Nations system gave
remarks. These included:

Mr Idriss Jazairy, President, International Fund
for Agricultural Development (IFAD);
DrKenneth Dadzie, Secretary General, United
Nations Conference on Trade and Develop-
ment (UNCTAD);

Dr William Mansfield III, Deputy Executive-
Director, United Nations Environment
Programme (UNEP).

Closing Ceremony

The closing ceremony was chaired by Colonel
E.M. Osei Owusu, Minister of Health of Ghana.

A draft declaration and agenda for action
entitled the "Accra Initiative on Health" was
solemnly read by Her Excellency Dame Nita
Barrow. In the preambular paragraphs of
this declaration the main conclusions of the
themes were reiterated and concrete

suggestions for actions were made.

The Deputy Director-General of the World
Health Organization, DrM.L. Abdelmoumeéne,
gave the closing remarks on behalf of WHO
and Dr (Mrs) Mary Grant, PNDC Member for
Health and Education, delivered the closing
address onbehalf of the Government of Ghana.

Organization of Work

The method of work consisted of three plenary
sessions which revolved around the four
themes under discussion. Each theme was
then discussed by a group of panelists with
participation from the audience. The chair-
persons and panelists were the following:

Panel on The Concept of Vulnerability
and the Health Status of Vulnerable Groups
as an Indicator of Development

Chair:

Dr (Mrs) A. Novello, Surgeon General,
United States of America

Panelists:

Dr A.R. Ababio, PNDC Deputy Secretary for
Health, Ghana

Mr C. Castellanos, Minister of Health,
Honduras



Baroness Gloria Hooper, Parliamentary Under
Secretary of State for Health, United Kingdom
Mrs A. S. Murpratomo, Minister of State for
the Role of Women, Indonesia

Professor O.Ransome-Kuti, Minister of Health,
Nigeria

Dr P. Silva, Vice Minister of Health, Chile

Dr (Mrs) V. Sekitoleko, Minister of Agri-
culture, Animal Industry and Fisheries,
Uganda

Dr (Mrs) M. Violaki-Paraskeva, Honorary
Director General of Health and Adviser to the
Minister of Health, Greece

Mr H. Voigtlinder, Director of Inter-
national Relations, Ministry of Health,
Germany |

Resource People:

Mrs A. Gindy, International Steering
Committee for the Forum , Egypt

Mrs M. Mpare, Intercountry Team , Ghana
Dr (Mrs) G. Hafez, Regional Adviser WHO/
EMRO

Panel on Health and the Role of Banks
and Financial Institutions

Chair:

Dr (Ms) M. Thorpe, Ambassador, Perma-
nent Representative, Trinidad and Tobago
Mission to the United Nations, New York
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Panelists: |

Mr K. Amissah-Arthur, Deputy Secretary for
Ministry of Finance and Economic Planning,
Ghana

Mrs Y. Aissatou, Minister of Socxal and
Women's Affairs, Cameroon

Mr D. Berk, World Bank

Mr E. Douglas, Minister of Health, Jamaica
Professor (Mrs). M. Gadreau, University of
Bourgogne, France

Dr (Mrs) N. Hahn, Internatmnal Fund for
Agricultural Development

Dr 1. Kamel, President and Chief Executive
Officer, Kamel Corporation, Egypt

Mr P. Mocumbi, Minister of Foreign-Affairs,
Mozambique

Mrs M. Walsh, Women's World Banking

Dr M. Yunus, Managing D1rector, Grameen
Bank, Bangladesh

‘Resource People:

Professor (Mrs) B. Awe, International Steering
Committee for the Forum, Nigeria

Ms C. Mkwananzi, Intercountry Team,
Zimbabwe

Panel on Functional Literacy as an
Empowerment Process

Chair:
Mr P. Busquin, Minister of Social Affairs and
Health, Belgium



Panelists:

Dr (Mrs) S. Al Abdel Razak, Counsellor,
Permanent Mission of the State of Kuwait,
Switzerland

Ms M. Haslegrave, International Federation
of Business and Professional Women

Dr (Mrs) V. Lawson, Minister of Health,
Benin

Mrs A.A.B. Poole, Chief Nursing Officer,
Department of Health, United Kingdom
DrM. Sherif, Minister of Local Administration,
Egypt

Mrs D. Singh, Founding President of Nepal's
Women's Sangha, Nepal

Mr A.L. Thoahlane, Minister of Finance,
Lesotho

Mrs V. Yeboah, PNDC Deputy Secretary for
Education, Ghana

Resource People:

Mrs J. Kadandara, International Steering
Committee for the Forum, Zimbabwe

Mr R. Mettle-Nunoo, International Steering
Committee for the Forum, Ghana

Dr (Mrs) R. Thapa, WHO/HQ

Field Visits

Upon completion of the International Forum,
field visits to the project sites were organized
for participants. The Government of Ghana
also organized field visits to various projects
for members of the press, television and radio
media, both international and local, who were
invited to cover the Forum. Several media
events took place including press conferences
and interviews.






Summary of Discussions

The Concept of Vulnerability and the
Health Status of the Vulnerable Groups as
an Indicator of Development.

The concept of vulnerability and the health
status of vulnerable groups were combined
for the first panel discussion which followed
theaddresses of Mrs Nana Konadu Agyeman-
Rawlings and Mrs Suzanne Mubarak. Panel
members highlighted the fact that several
conditions combine to create a state of
vulnerability. Among the conditions
mentioned were poor health status, lack of
knowledge, information and skills, low
purchasing power and income earning
capacity and lack of access to basic services. It
was felt that these conditions produced a high
state of vulnerability manifested in
powerlessnessand lack ofaccess toand control
of resources.

It was noted during the discussions that the
conditions which lead to vulnerability cannot
be considered in isolation from each other;
they are integrally linked and constantly
reinforce each other, perpetuating conditions
such as low productivity and social
marginalisation. Therefore, it was felt that the
development strategy which seeks to trans-
form these vulnerable groups and lift them to
a higher state of human development will

have to act simultaneously on all these main
conditions which are responsible for their
vulnerability.

Special focus was paid to women as a
particularly vulnerable group both because
numerically they represent the largest group
of providers of all types of health care
everywhere in the world, and because, while
they make an essential contribution to
economicdevelopment, they are often the first
to suffer in times of economic adjustment and
the last to reap the benefits of development.

Examples of the disadvantaged situation of
women all over the world were given and the
ways in which this is reflected in their health
status. Women in developing countries
produce 70% of the food but they still suffer
from high rates of anaemia and malnutrition
and die unnecessarily during pregnancy and
childbirth. Several panelists pointed out that
indeveloped countries womenmay livelonger
than men but the quality of their lives may be
impaired due to higher rates of chronicillness
and disability, alienation, widowhood,
loneliness and poverty.

Aging, however, was rapidly increasing in the
developing countries and it was cautioned
that sufficient attention had to be paid now to



this problem in order to avoid the pitfalls and
the mistakes which had often been made by
theindustrialized world inrelationto theaging
population. The contribution of older people
and the sense of belonging that they feel is a
positiveelement that exists inmany developing
countries. These positive elements should be
retained in any strategy to deal with aging
populations.

It was felt that increasing vulnerability was a
preoccupying phenomenon of serious
magnitude which manifested itself in poor
health status. It was noted that, while the
magnitude and severity of vulnerability is
highest in the developing countries, it exists in
all societies and at all levels of economic
development. It was recommended that each
society identify those groups who are the most
vulnerable and develop their profile.

Participants agreed that poor health status is
the result of many social and economic
processes acting together. It was felt that,
since health status is a multi-sectoral product,
other conditions of vulnerability which
contribute to poor health status could be
uncovered quickly by using health status
indicators as an entry point when addressing
vulnerability. Similarly it was felt that health
status provided the best point of exit from the

condition of vulnerability since significant
improvement in health status signals that
otherconditions of vulnerability, whether these
be illiteracy, poverty or powerlessness have
also been overcome.

Country experiences were provided regarding
the utilization of specific health indicators, the
processutilized for collecting dataonindicators
and the feedback procedures. Other examples
were provided on attempts made to address
the issue of vulnerability by increasing
accessibility to services through structural
reforms and decentralization processes thus
enabling the users to be closely involved in the
decision-making processes. These examples
were provided from both industrialized and
developing country situations.

People's involvement in the decision-making
process was cited as pivotal in the way people
protected their health and quality of life, even
during times of crisis. While the provision of
basic services and ensuring their accessibility
are important, the involvement of the people
themselves, including the vulnerable groups,
is necessary to ensure the wise utilization of
these services. Political empowerment of
vulnerable groups was emphasized, especially
as they relate to women and women's
status.



In light of the discussions, the following key
points were retained. Vulnerability in any
society whicharisesasaresult of development
processes is reflected in poor health status. In
order to focus attention on the development
policies and strategies that will lead to
a decrease in vulnerability, countries and
the international community must identify
and use critical indicators of health status
to monitor and assess the quality of
development.

Vulnerable groups are the mirror of society
and reflect the most significant aspects of its
health and well-being. Since the health status
of vulnerable groups is the most revealing
indicator of development, it would be
worthwhile for each country todevelop profiles
of their vulnerable groups in society prior to
each planning cycle, using health status as a
critical indicator of development. This will
facilitate the identification of the measures
that must be taken by all relevant sectors
concerned to diminish vulnerability.

Viable Economic Ventures: Health and the
Role of Banks and Financial Institutions

The tone for the discussions was set by the
speech of Mrs Babangida who posed a series
of questions to be addressed. Discussions

therefore centred around the concept of health
conditionality, bothat the national macrolevel,
and at the micro level in communities. Many
participantsaddressed themselves to theissue
of the continuing economic crisis in countries
and theresulting effects of austerity measures,
especially on the weakest segments of society
who suffered the most. One of the most
widely felt effects was the cutbacks in public
expenditure which resulted in significant
reductions in basic services, including health
services. Insome countries theintroduction of
cost recovery schemes had led to an inability
on the part of the poorest segments of society
to utilize health services where payment was
required, even where this was minimal.
Deterioration in health status had been
recorded in some cases.

With increasing poverty, the deterioration of
healthservices was cited as one of the principal
reasons for the inability to cope with, or to
contain major epidemics that had flared up
in some of the countries concerned.
Representatives of multilateral lending
agencies explained the recent orientation of
their lending operations to take into account
the needs of the vulnerable groups, as well as
the efforts being made to diminish worldwide
poverty by adopting anti-poverty strategies,
particularly in the developing countries.



It was asserted that poverty and low
purchasing capacity were among the most
vital contributors to the condition of
vulnerability. At the same time, it was
emphasized by participants that the majority
of the poor had repayment rates of 90% or over
and that these loans represented an essential
means of empowering the poor and
disadvantaged.

It is against this background that health
conditionality on lending institutions was
discussed as an essential means of protecting
the health- and quality of life of the most
vulnerable segments of society. Lending
institutions needed to broaden their scope in
order to ensure that health and quality of life
do not suffer from economic conditionality.
At the micro level numerous examples were
given of credits and loans specifically
addressed to the poor. Some of these examples
illustrated the capacity to utilize such funds
with a degree of flexibility, such as for
improving the housing conditions of the poor.
Other credits and loans included covering the
cost of the provision of basic services such as
sanitation and safe water supply.

The mushrooming of banking institutions in

the developing countries that enabled groups
to setup microenterprises, and which targeted
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their activities to specific population groups
such as women, accounted for much of their

- success by remaining independentand cutting

down on bureaucratic procedures. However,
these institutions had clear-cut objectives,
many of them linked to the establishment of
profitable business enterprises.

The reluctance to introduce health
conditionality on. the part of some of the
successful existing banks who engaged in
providing credits for the rural poor arose from
their fear that this conditionality would be
interpreted as an additional burden on the
vulnerable groups, or that it would act as a
penalty for their low health status. It was
pointed out by some participants that the
health conditionality was, in fact, the reverse
scenario in that it imposed a conditionality on
the lending agencies themselves to broaden
theirscopein order toaccommodate thehealth
needs of the most vulnerable groups as part of
their lending operations. In addition, it
provided a framework for theloanees who are
exposed to health risks and who suffer from
ill-health to adopt a more self-reliant stance
and take responsibility for improving their
own health. Institutions would then have to
expand their mandate to provide credit to
vulnerable groups and ensure the provision of
apackageof supportactivities suchastraining,



technology and input for economic activities
as an important component for transforming
the economic conditions of vulnerable groups,
diminishing the health risks facing them and,
in the final analysis, improving their health
and quality of life. Some agencies referred to
this as "additionality" rather than
"conditionality".

Examples were drawn from the industrialized
countries whereit was observed thatsomewelfare
recipientsutilized the financial support provided
to purchasedrugs orengageinhealth-destructive
behaviours. It was suggested that the frame-
works described above could enable vulnerable
groups such as youth who are unemployed,
or who adopt destructive habits such as drug
abuse, to pull themselves out of their condition of
economic vulnerability and at the same time
to seek help in overcoming some of their health
problems and engage in healthier life-styles.

Participants raised the concern as to whether
this health conditionality is only for the poor
and other vulnerable groups, or whether it
could be seen in a wider context where it is
applicableto any group. Thisapplies not only
to the loanee, but also to enterprises in
determining whether or not activities are
harmfulto health. Many participants described
their modest attempts in experimenting with

grassroots organizations. But the lack
of financial resources that could nurture
these attempts was lacking and the rigidity of
existing financialinstitutionsand thecollateral
requirements acted as impediments.
The concern was expressed by some
participants with regard to whether existing
banks, financial institutions, agencies and
organizations would be willing to explore
further lending aimed at both economic
activities and improvement of health status
and quality of life using health criteria. These
loans would go towards supporting simple
but economically viable projects.

If this could not be accommodated within
existing financialinstitutions, it wassuggested
that the establishment of an independent
financial institution which would provide
loans to the poor and disadvantaged, and
which would work through national and local
banks, might be a more feasible option. This
institution would have the dual objectives
of simultaneously improving economic status
and health and well-being. Proposals
were made on possible scenarios such as
the establishment of a world neighbourhood
fund.

Many proposals were put forward but it was
agreed that they all required furtherstudy and

11



in-depthconsiderationwherethevariousoptions
would be explored. Coordination between all
agencies involved with providing financial and
other support would need to be ensured.

Health conditionality was also discussed in a
broader contextat thelevel of macro-economic
policies, similar to the concern for the
environment. Participants provided vivid
illustrations of the negative health
consequences which emanate, for example,
from water development projects which are
implemented without taking the appropriate
measures to prevent and control the negative
health consequences, even where these are
known and the technology exists to mitigate
orprevent them. Amajorefforthastobemade
to document the implications of neglecting
health considerations from the outset in
economic development projects and work
towards a more global position on these issues.
The ideas, many of them novel, were
challenging enough to warrant the formation
of a small group of eminent persons, some of
whom participated in the International Forum,
to work together on following up some of the
proposals made in order to ensure that they
culminate in feasible strategies at the global
level. The commitment expressed by the
participantsdemonstrated that themomentum
generated can be carried through.

12

Functional Literacy as an
Empowerment Process

Theaddress of Mrs Mugabe dealt with various
aspects of functional literacy as a global issue
of concern to all countries. In the light of
worldwide scarcity of resources, both in
industrialized and developing countries,
functional literacy was seen to offer one of the
most effective means of utilizing these scarce
financial resources to their maximum benefit.

Thediscussion thatensued addressed theissue
of functional literacy in its widest context and
highlighted functional illiteracy as it exists in
all societies. Lack of basic skills and capacities
required to utilize available knowledge and
information contributes to the condition of
high vulnerability.

The well-known link between the education of
womenand improvementin healthindicators,
including a reduction in infant and child
mortality, was reaffirmed. Several participants
therefore put special emphasis on the urgent
requirement to accelerate basic literacy of
women as an essential means of improving
their own self-care, care of their families,
childrearing practices, increasing their self-
reliance and in improving their overall status
in their homes and communities.



The discussions went one step further in
visualising functional literacy for women as a
means of empowerment and as a critical link in
improving women's capacity to increase their
income and to use this income judiciously to
improve their standard of living and quality of life.

Whileit was generally agreed that the need for
functional educationis mosturgentinsocieties
where conditions of basic illiteracy prevail
such as the inability to count, read and writein
a local language, many examples were given
from both industrialized and developing
countries of the illiteracy that results when
groupsofindividualslack thebasiccapabilities
and life skills to cope with their specific
conditions of vulnerability. Atthe same time,
the conditions of vulnerability may themselves
be constantly changing as a result of
thedevelopment process, changinglife-styles,
value systems and the emergence of
technologies requiring a new set of skills and
competences.

Examples were cited of countries which have
highly literate populations, but which
nevertheless included important numbers of
people who were considered functionally
illiterate. This illiteracy manifests itself in
inappropriate life-styles, dramatic increases
in the incidence of cancers linked to diet, and

theadoption of habits such as tobacco, alcohol
and drug abuse.

In this light participants felt that the specific
literacy and functional education needs should
be brought out when the vulnerable groups
are identified and their profile drawn for use
in development planning. Furthermore, the
need for a strategy of continuing education
wasstressed. This continuing education would
be aimed at raising the health and economic
literacy of the vulnerable groupsand increasing
their capacity to manage and cope with new
forms of vulnerability in their rapidly changing
environment.

Functionalliteracy was considered asa process
of empowerment through the influence it
exerts on behavioural change, and through
the inculcation of attitudes which increase the
value accorded to health and which leads to
the adoption of more responsible behaviour
patterns. The challenge raised was to use
more effectively functional education in
enabling people to deal with new forms of
vulnerability such as the AIDS pandemic which
has placed the global society atrisk, regardless
of educational achievement.

The relevant messages to be incorporated in
functional literacy require a multisectoral
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approach, and this necessitates the setting up
ofappropriateinstitutionalarrangements. The
forms of organization and coordination of
functionalliteracy programmes will vary from
one situation to another and in different
countries. Examples were given of councils
that had been established for this purpose in
order to ensure appropriate modalities for
coordination.

Universities and other institutions of learning
played a role in providing educational services
for those who wished to enhance their practical
knowledge and. improve their skills and
competence. These programmes were tailored
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to people’'s needs and were provided outside the
regular programmes to accommodate working
populations.

Several nongovernmental organizations active
in the area of functional education lent their
support to the broad context of issues being
discussed. It was felt that these and other similar
organizations might be further mobilized to
become key actors in the design and imple-
mentation of functional literacy programmes,
especially where these are undertaken at the
grassroots level and targeted at increasing the
health and economic literacy skills of the most
vulnerable groups in communities.



Opening Remarks by Mrs Nana Konadu Agyeman-Rawlings,
President of the 31st December Women’s Movement,
Republic of Ghana

¢ —

On behalf of all our people, on behalf of the
dynamic and energetic women of Ghana and
on my own behalf, I extend a very warm
welcome to all our distinguished guests and
participants to this historic event which I am
privileged to co-host with the Director-General
of the World Health Organization.

We are honoured by your presence here in
Ghana which is also proof of the high priority
you have accorded this Forum. We
acknowledge yourinterestand solidarity with
our efforts tobring to the forefront, the concept
of health as a conditionality for economic
development and with our determination to
break the cycle of poverty and inequity.

Wesincerely trust you will find your stay here
enjoyable as well as fruitful and that you will
carry away with you happy memories about
our country.

Your Excellencies, theinterestand deep concern
of Ghana towards the deprived and dis-
advantaged is demonstrated by the presence
with us this morning of my dear husband, my
friend and my comrade, Flight Lieutenant
Jerry John Rawlings and by that of numerous
senior officials of the Government. Iam grateful
tothemand toallindividualsand organizations
for the strong support and encouragement
they have offered throughout the preparation
of this meeting which willno doubt sustain the
momentum of our collective effort. I should
also express my appreciation and thanks to the
World Health Organization, and in particular to
its Director-General, Dr Hiroshi Nakajima, the
organizer of this Forum in collaboration with
the Ghana Government.

The issues before us at this Forum have a
bearing on our common struggle for progress,
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prosperity and world peace. It is indefensible
for extreme and dehumanizing poverty to
continue to exist, and for these to continue to
grow, alongside extreme affluence which is
concentrated in the hands of people
advantaged by their developed environment.

We must view with concern the depressing
human degradation and deprivation existing
in the world, particularly in the rural sector,
among women, children as well as among
the urban poor. There are very few
opportunities for the poor and vulnerable in
our communities - rural and urban - to attain

any reasonable standard of living and unless -

the world adopts new approaches to
development - that is development with a
human face - then mankind and womankind
included, will preside over our own gradual
but certain retrogression.

Itisnolonger enough for the world community
to adopt declarations, make resolutions and
exhort national actions which are never
effectively taken. A new sense of urgency has
tobeintroduced into the processes of tackling
these issues of economic development. I
believe thatsucha process must first recognize
that the individual man, woman and child
must have the opportunity and capacity for
full development and productivity.
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Our own experience has shown that an effort
to solve one problem will have unexpected
inter-linking benefits. The partial eradication
of Guinea worm disease for example has, in
some parts of Ghana, already resulted in
increased production of food crops, as farmers
have the health and strength to work harder.
Similarly, the two areas under the WHO-
sponsored Pilot Project for Women’s
Functional Literacy have shown positive
results in improved health conditions and an
expansion in economic activities among
women.

Vulnerability is a product of poverty and poor
health driven by ignorance. This problem, I
am afraid, is being accentuated by some of
the present strategies for economic
development which lay too much emphasis
on economic growth. While economic growth
is necessary it has to be understood as an
instrument of human development. There is
theneed therefore fora purposeful orientation
of the programmes of international institutions
placing emphasis on investment in the people
and a conscious effort to rectify the injustices
that have brought about so much deprivation
and hunger. Naturally, our focus must be on
the rural areas where more than seventy per
cent of the world population live in conditions
of stress and poverty.



Wehavemethereunited in ourcommonquest
for a better life for the disadvantaged and
marginalised peoplesinoursocieties. Wehave
set ourselves the task of finding practical
solutions to the problems of vulnerability and
it is the expectation that this Forum will not
only adoptadeclaration and plan of action but
also initiate concrete proposals for effective
structures that would have relevance in the
fight against the scourge of vulnerability.

Iam encouraged in this expectation by the fact
that my sister First Ladies who are already
dealing with these problems have come
together in this conference to share their
experiences on these issues of development
which sensitively touch onthelives and dignity
of the teeming masses of vulnerable people of
this world. To me, this is an indication of the
dawning of a new era of commitment and
involvement. First Ladies must now be
intimately concerned with andinvolved in the
promotion of the welfare of the people of their
countries. Indeed it certainly shows that we
have moved away from the era when First
Ladies werelargelyidentified with performing
ceremonial public functions and participating
in glamorous social occasions.

I have personally found nothing more
spiritually satisfying than helping to untie the
knots that hold down the social and economic

potentials of our less fortunate women. This
work cannot, in my opinion, be done from a
detached and luxurious platform far removed
from the daily realities of the people. It means
literally and seriously living with and sharing
in the difficult circumstances of our people as
we discuss and inform, as we educate and
search for resources to make good our efforts.

Our personal involvement must give our
efforts the needed genuine human touch and
must provide a catalytic effect. No amount of
dollars or cedis or any currency can buy or
take the place of our personal involvement in
the difficult circumstances of our people. I
would however venture to say that our ability
tomobilize and harness the voluntary spirit of
our people even with our bare hands can best
be achieved under a healthy political climate
of justice and integrity.

My fellow sisters, First Ladies, your presence
here today to participate in this function is a
sign of your support and commitment to the
cause of human dignity and well-being.

The tasks before us during the next three days
are difficult but vital. I am confident that it
shall be said that Your Excellencies opened a
new vista of hope for the balanced develop-
ment of the world through ourdeliberations in
Accra.
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Opening statement by Dr Hiroshi Nakajima,
Director-General, World Health Organization

I should like to express my sincere thanks to
the Government of Ghana for acting as host to
this International Forum which is being held
under the auspices of Mrs Nana Konadu
Agyeman-Rawlings. The Government of
Ghana's dedication to the ideals we are
pursuing, and the untiring work undertaken
tomakethemareality, have beeninstrumental
in bringing us together on this occasion.

It is our common concern to preserve the
health of all the people on this planet. Thatit is
a legitimate concern is clear from evidence
that the health of millions of people is being
menaced daily. I have cautioned that, if we
are not careful, we shall have to face a

global health crisis of serious proportions.
For all countries, this crisis would be
characterized by increasing health hazards
resulting from industrialization, rapid
urbanizationand changinglife-styleand value
systems, including an increase in the elderly
population. But the developing countries
would carry an additional burden of poverty-
related communicable diseases.

Let me give you some figures of about five to
six years ago which serve to give prominence
to the situation wenow face. In the developing
countries, diarrhoeal diseases kill 5 million
children and adults, whilemeaslesand malaria
are each responsible for 1.5 million deaths.
Pneumonia kills 5 million in the developing
world, compared with 400 000 in the
developed countries. Tuberculosis is
responsible for 3 million deaths in the
developing world compared with 40 000 in
developed countries. Cardiovascular diseases
kill 6 million in developing countries and
6 million in developed countries. Cancer
kills 2.5 million in the developing coun-
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tries and 2.3 million in the developed coun-
tries.

The trend is towards a continuing increase in
the global incidence of cancer. These figures
arebleak testimony to thedoublehealthburden
faced by many developing countries. This is
without reference to newly emerging diseases
such as AIDS, especially in Africa. But the
death toll is on the increase and will have
serious socioeconomic consequences, par-
ticularly in the sub-Saharan region.

Everywheredevelopmenthashad unintended
negative consequences, with repercussions for
both health and the environment. While in
some countries, and for some segments of the
population, development policies have
contributed to major improvements in overall
standard of living, there are still about 1.2
thousand million poor peoplein thedeveloping
countries. Even in the western industrialized
countries, about 100 million people live below
the poverty line. Poverty has become
particularly entrenched inyoung, single-parent
families, and among ethnic minorities. The
linkage between poverty, poor health status
and environmental degradation has been
underscored in numerous international
forums.
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The relationship between poverty and health
is very striking. Countries with a per capita
gross national product of US$ 15 000 and
above have a life expectancy of between 71
and 78, or even 80 years, and infant mortality
rates of between 5 and 25 per 1 000 live births.
But at the other end of the spectrum there are
countries with a per capita gross national
product ranging from US$ 100 to US$ 499,
wherelife expectancy isaslowas 43 years, and
the infant mortality rate may be as hxgh as 168
per 1000 live births.

Maternal mortality provides us with another
revealing figure. Absolute numbers of
maternal deaths actually increased slightly
between 1983 and 1988, from 500000 to 509 000
globally. In Africa there were an estimated
150 000 maternal deaths in 1983 but in
1988 there were about 169 000. Comparable
figures for the developed countries were 6 000
in 1983 and 4000in 1988, which means that the
gap between developed and developing
countries is widening. This is indeed
a remarkable increase in maternal mortality.

Raising per capita gross national product,
increasing life expectancy,and lowering infant
mortality rates, are major accomplishments,
onwhichgovernmentshave tobecommended.



But, as we enter the twenty-first century, is it
acceptable that we should be considering only
the barest minimum criteria for mankind
to survive? Surely we should be looking
at what fulfilling the human potential
means. This goes beyond survival, to ensuring
thatindividuals and communities candevelop
in an environment that allows them to realize
their full physical, emotional, intellectual and
economic potential.

People may be living longer, but they are not
necessarily living better. Evenin thedeveloped
countries, we must struggle to ensure that not
only are years added to life, but life to years.
We must work towards reducing preventable
deaths, but we must also ensure that those
living do not suffer from diseases and
disabilities that destroy the quality of their life,
and yet could be prevented or mitigated.

Studies carried out in England and Wales in
1976 and 1985, and in the United States of
Americain 1970and 1980, show that disability-
free life expectancy has remained stagnant, or
has increased much less quickly than life
expectancy. This means that the majority of
yearsadded to life expectancy have been years
marked by some type of disability.

The quest for longevity is futile if it is not also
linked to animprovement in the quality of life.
Furthermore, quality of life cannot be sepa-
rated from the state of the environment. In the
light of evidence that economic development
need not take place at the expense of health,
quality of life and preservation of the
environment, policy makers must face the
challenge of accommodating health, as well as
economic objectives when economic policies
and development strategies are formulated.
Programmes such as the Onchocerciasis
Control Programme in West Africa have
already provided us with experience in this
area. Through such programmes, which attack
the roots of ill-health, the affected commun-
ities have been able to reap economic benefits,
since new possibilities for development have
been opened up in previously infected
areas.

Much has been said about the effects of
economic austerity and adjustment prog-
rammes on health. As we all know, the social
sectors, and health in particular, are the first
to feel the adverse effects of such austerity
measures. Here again, the challenge is to
explore ways in which measures to put
right the ills of the economy can
be introduced without sacrificing health
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status, especially of the most vulnerable
groups.

It is, therefore, particularly fitting that this
International Forum is being held in Ghana.
Ghana, like many other countries throughout
the developing world, has been faced with
a deep economic crisis, and has had to
introduce adjustment measures aimed at
redressing the situation and putting the
country on the path to development and
growth. The initiatives that Ghana has taken
to protect the health and well-being of its
most vulnerable groups, and at the same
time accelerate economic growth, are
commendable and well worth studying
carefully. :

It is my great pleasure, as Director-General
of the World Health Organization, to wel-
come you to this International Forum,
which may well be considered as a turn-
ing point in future approaches to health
and development. It is indeed a turning point,
in that the inter-dependence of develop-
ment and health is being made explicit, and
that urgent action is being called for, in terms
of policy objectives, targets and strategies,
with a view to averting the impending health
crisis.
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It also stands as a symbol of the unifying force
that health represents. That we are gathered
here today demonstrates to the world that,
where health is concerned, there can be no
division between North and South,
industrialized and developing, poor and rich.

ButIam sure you agree that it is not enough to
remember this meeting only as a turning point.
Over the next two and a half days it is within
your power to build a road that leads to a
brighter future forall of us. Youhaveto outline
the actions required to ensure that economic
and helathstatus objectives aresimultaneously
accommodated in policy formulation, and that
they become mutually reinforcing. The
recommendations that you will develop over
the next days will be the means for global
commitmenttobuildinganew "health culture”
which will govern all development action.

I'look forward to receiving, for submission to
the World Health Assembly, your concrete
recommendations foraction,and todissemina-
ting the decisions taken here as widely as
possible throughout the United Nations
system. In this way I hope we can ensure that
the simultaneous attainment of economic and
health objectives is placed high on the political
agenda, in all countries, at all levels.



Keynote Address by
Flight Lieutenant Jerry John Rawlings, Head of State
and Chairman of the Provisional National Defence
Council, Republic of Ghana

N s b

It gives me great pleasure to extend to all of
you a very warm welcome on behalf of the
people and Government of Ghana, and on
behalf of Nana and L

We are happy to have you here as guests and
partners in the search for an improved quality
of life for the disadvantaged of the world.

This Forum seeks to draw the attention of the
world yet again to the steadily growing
problem which may well come to characterize
the decade of the 1990s and dominate our
common future unless bold and urgent action
is taken nationally and internationally.

This problem s the ever widening gap between
richand poor. It exists internationally in the gap
between North and South, characterized
by inequitable terms of trade which benefit
the already rich industrialized nations, and
which leave the developing countries struggling
under the effects of increasing debt burdens and
falling commodity prices. It also exists within
individual nations of both North and South.

In the industrialized countries, prosperity and
wasteful consumerism live side by side witha
growing army of poor homeless. In the
developing countries, the elite continue to
enjoy secure and comfortable lives modelled
on western life-styles, whilst the majority live
or merely survive in what might almost
be a different world.

Madam Chairperson, in 1961, Ghana hosted
the international conference on "The World
Without a Bomb", which sought to secure
international action to redirect resources away
from the nuclear arms race towards peaceful
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uses which would improve the lives of the
world’s millions rather than destroy them.

It has taken almost three decades before
significant and practical action towards
disarmament hasbecomeareality. During those
thirty years, the vast sums spent on nucleararms
could have eliminated diseases, turned
arid wastes into rich farmlands, and educated
and trained millions of children and adults.

In 1976, the International Labour Organisation
organized a conference in Geneva on Income
Distribution. This meeting examined thecrisis
of poverty and of thedisad vantaged insociety,
and adopted the Basic Needs Strategy which
called on all nations and international
organizations to make the provision of
adequate basic shelter, food, health and
education for the disadvantaged a specific
component in development planning.

Fifteen years after the Geneva Declaration on
Basic Needs Strategy, conditions of poverty
and inequity in the world have, if anything,
worsened. ‘

Whilst thecapitals of Europeand North America
have their "cardboard cities" of the destitute and
homeless and their decaying and crime-ridden
housing estates which were once hopefully
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built to provide workers with better shelter,

thedevelopingcountriesfacetheconstanterosion
of each small economic advance by the rapid
population growth which has hardly responded
to the efforts to promote family planning.

In many countries of the North, there is
recession, unemployment and disillusion-
ment. In the South, there is a net outflow of
funds to the international lending agencies, a
growing debt burden, the imposition of
political and economic conditionalities by
donor countries, and a widening gap between
the world prices of our exports and the cost of
our essential imports.

Our situation, in the developing countries, is
rather like a man trying to run up an escalator
which is going down. By running very hard,
we can just about manage to stay in the same
place. If we expend every ounce of our energy
in a burst of effort, we can even manage to
moveupwardsa little, but whether or not such
extraordinary effort can be sustained for long
may depend on many factors, some of them
outside our control. If we do not run hard
enough, or if our efforts are interrupted, the
escalator will carry us backwards. The lever
which controls the speed of the escalator is in
the hands of the industrialized nations, those
who control commodity prices and formulate



the policies which govern world trade and
international relations. Those hands have the
power to slow down the escalator, or even stop
it so that we can climb the stairs with normal
effort. They also have the power,as we know too
well, to speed up the escalator, so that no matter
howhard wetrytoclimb, we willslipbackwards.

Madam Chairperson, the cycle of poverty
which entraps the peoples of the developing
countries can be broken in two ways. Neither
way is enough in itself. We need both to
complement each other.

One, which s the creation of a more just world
economic order, is outside our control. Only
the major economic powers can take the
necessary steps, which would require
summoning the needed political will ata time
when several of them are facing recession and
economic problems of their own. But it must
be evident that our problems will also become
theirs unless some decisive action is taken to
restructure the world economy.

We could passively and despairingly
await suchaction, and blame all our problems
on circumstances beyond our control. But we
must take action of our own to alleviate the
plight of the poor and disadvantaged in our
societies, even whilst we hope for our actions

to be complemented by the industrialized
nations.

Madam Chairperson, within the limitations of
our very scarce resources, there is a great deal
wecando toempowerand assist the vulnerable
groups in our society to break out of the cycle
of disadvantage and poverty. We must focus
on enabling individuals to be instruments of
their own upliftment, so that they canimprove
their lives with dignity and self-respect, and
not as objects of charity.

Sometimes all that is needed is to give
individuals who have come to accept the
oppression of hardship and deprivation as
their lot that little spark of confidence in their
own capabilities which will enable them to
free themselves.

Sometimes it is access to modest credit, or a
functional literacy course, or basic training in
someincome-generating venture. Butwhatever
is needed to unlock the potentials of the poor
and deprived, it cannot have the needed effect
unless health is also on the agenda.

A woman who is anaemic, worn down by
frequent child-bearing, infested with parasitic
diseases caused by unhygienic surroundings,
and malnourished due to a combination of
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poverty and ignorance of basic nutrition can
hardly be expected to obtain the full benefit from
opportunitiestobetterherlot. Shehasneither the
energy nor the peace of mind to take advantage
of the efforts we may make to help her.

Health must therefore be an integral part of
every effort to empower the disadvantaged and
vulnerable groups to help themselves.

Basic health educationand all aspects of primary
health care must be the foundation on which our
efforts are built. This alone can have widespread
economic effects.

In Ghana, for example, the virtual eradication of
Guinea worm in somedistricts by acombination
of health education and the provision of safe
drinking water, has released energies in the
farming sector, resulting in substantial increases
in production. This means moreincome for rural
families and, hopefully, better nutrition. Chil-
dren may be better able to take advantage of
educational opportunities, since they will be
morealert and missfewerdays of school through
sickness. Theeventual results willbefar-reaching.

Madam Chairperson, we in Ghana are in the
process of restructuring our political and
development planning institutions within the
framework of decentralised management of
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public affairs. We believe that once decision-
making is managed by local level political
institutions, the process of empowerment of the
people to take developmentactions to cope with
the problems of poverty will be facilitated. This
is the rationale for our concerted effort to
modernize and strengthen the structures of our
local government institutions and community
organizations to be the agents and coordinators
of intersectoral development interventions at
the local level.

The structure of local government has been
reorganized for each district level to have a
well-organized and representativelocaladmin-
istration that involves the people in develop-
ment, management and decision-making on
matters that affect their welfare. Levels below
the district have been similarly reorganized.

The decision-making processes themselves
have also been restructured to draw heavily
on our culture of consultation which involves
all members of a household or community.

We have sought to overcome the limitation
imposed on our people by the high level of
illiteracy by allowing for the use of local
languages as well as English in the debating

‘halls of the District Assemblies. We believe

that lack of the English language does not



block the expression of the desires of people
on their welfare.

It is through this process of empowerment of
our people at the local level and through their
own institutions of District Assemblies, Town
and Area Councils and Unit Committees that
webelieve wewillbeableto deal with the basic
developmental problems of our people and
involve them in the development process.

Your Excellencies, in the existing situation in
which countries of the world are relentlessly
struggling to cope with national economic
problems, let it not be forgotten that the future
progress, prosperity and peace of the
world depend on the development of all.
A world that can cope with or eliminate
injustice and violence and promote prosperity
on the international, national, household, and
the individual levels should devise strategies
that empower the individual to achieve self-
realization.

Such strategies must enable the individual,
man or woman, to cope with both the benign
and menacing aspects of scientific develop-
ment; empower her withknowledgeand skills
that enable her to utilize the beneficial aspects
of science and technology to conquer poverty,
hunger and disease. Towards this, the

individual and the household must be enabled
to have access to:

I basic human needs of food, clothing and
housing;

1 basic services of primary and adult
education, safe drinking water, preven-
tive and curative health and
sanitation facilities;

| an infrastructure capable both of
producing the goods and services
required; and

] participation in decision-taking, review
and implementation.

Itisonly through this process of empowerment
of theindividualman and woman, village and
the nation states, that the world can hope to
eliminate poverty.

Madam Chairperson, itis my expectation that
this Forum will adopt an agenda for dealing
with the problem of vulnerability during the
remaining years of this last decade of the 20th
century and that such an agenda will receive
the full support and participation of both the
industrialized and developing countries, and
also multilateral financial institutions, donor
agenciesand nongovernmental organizations.
I wish you very successful deliberations.
Thank you.
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Address delivered by Mrs Nana Konadu Agyeman-Rawlings,
President of the 31st December Women’s Movement
Republic of Ghana

The Concept of Vulnerability

Itis my pleasure to welcome you once again to
this International Forum on Health and
Economic Development which has brought
together such an able and distinguished
gathering, united in the noble quest for a
better life for the disadvantaged and
defenceless.

I further wish to acknowledge the invaluable
contributions of numerous individuals and
organizations, at home and abroad, for their
vision, drive and industry as well as for the
materialand moral supportthat has facilitated
our preparations for this meeting and has
helped sustain themomentumof our collective
effort. In saying this, I should also add that no

effort is too great in our cause of seeking a
life of true fulfillment and dignity for the
suffering and disadvantaged billions of our
world.

Ashasbeen stressed time and again in several
other fora, the precarious condition of the
perennially marginalised and disadvantaged
groups hold no hope for modern society;
it constitutes a barrier to social progress
and poses a threat to the future stability of
organized society and its cherished values.
These dangers are real and cannot be wished
away or suppressed indefinitely by
mere political manoeuvering or empty
gestures.

Your Excellencies, distinguished guests, we
must not allow the persistence of the illusion
that the very urgent problem of breaking the
vicious cycle of poverty, degradation and
inequity can be treated at a leisurely pace and
subordinated, in the order of priorities, to
matters which appear urgent to the already
prosperous nations.
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The subject matter of this Forum is of such
direct and immediate significance to
the harrowing existence of countless
people throughout the world - a great many
of whom, as we all know, have neither
the means nor the opportunity to arti-
culate their inner yearnings, hopes and
aspirations.

How could they, when they are held captive
by ill-health, illiteracy, hunger and other
forms of deprivation?

Besides, being so far-removed from the
decision-making process, they tend to be
ignored, until some precipitate crisis brings
them to public attention on the TV screens of
the world.

Friends and colleagues, as an appropriate
reference point to an explanation of
vulnerability, Member States of the World
Health Organization in 1977 set the goal
for securing for all people by the year 2000 -
that level of health which enables them to
lead a socially and economically productive
life. : ‘

Better still, the United Nations-sponsored

Human Development Report (1991) refers to
the ultimate purpose of all human
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development; a situation where the creative
energies of the peopleareunleashed to generate
economic and social opportunities for
themselves and their societies.

These two references point to the need to
establish a firm link between individual
capabilities, individual welfare and overall
social advancement. Emerging from all these
declarations is a delicately balanced cycle of
well-being, human dignity and equity as
opposed to the vicious cycle of poverty,
indignity and inequity.

It is appropriate to define vulnerability in
terms of the stated worthy objectives
of realizing for all individuals an effective
or optimal participation in socioeconomic
life, upon which their well-being and capa-
city to rely on themselves depends. This
in turn depends upon, among other fac-
tors, sound health. The overall result is
what has been termed the process of
empowerment.

Distinguished participants, we may then
embody in our concept of vulnerability
the totality of all identifiable negative fac-
tors or causes which work against
the realization of a meaningful socio-
economic life by individuals and groups. We



can go a step further to extend the concept
of vulnerability to our concern about the
presentsystem of international relations which
seems to reinforce the dichotomy between
strong, rich and powerful nations, on the one
hand, and weak, powerless and vulnerable
nations on the other - a situation which in turn
impinges negatively on the fate of billions of
people.

Theconcept of vulnerability may be applicable
toseveralsituations, globally as well aslocally,
where people become the victims of
international, governmental and local policies
that have not had any significant impact on
the plight of the poor, landless, homeless,
disabled, jobless, mentally retarded, aged,
displaced and marginalised persons, victims
of war, drought, famine, international
sanctions, natural disasters, tribal wars and a
breakdown in law and order of a domestic
nature.

In the context of this Forum however, the
concept of vulnerability leads us to focus on
policies and provisions that guarantee safe
motherhood, basic food supply, clean
environment, access to health education, safe
drinking water, health services, credit,
appropriatetechnologies, stable market prices,
and so on.

Atthelocal or community level, it isimportant
to have a clear picture of the varied types of
situations that make an individual vulnerable.
Scenarios of vulnerability based on the WHO
efforts in promoting health through women'’s
functional literacy and intersectoral
collaboration perceived women, for example,
as vulnerable if they lacked basic education,
regular incomes above the poverty status,
had lost two or three children due to
preventable circumstances, practised no
family planning, had inadequate access
to medical advice or services, lacked
basic health knowledge and management
skills.

Dueto theirlow educational status these women
often lacked any economic skills for self-
employment and operated in primary econo-
mies largely based on agricultural production,
informal sector employment or were simply
unemployed except for the duties of mothers
and housewives.

The disconcerting fact is that this body of
women and their dependants come to feel that
their circumstances will never change; and
that fate has ordained this. They are thus
resigned to these circumstances and live in
perpetualinsecurity, withoutasense of human
dignity and self-worth.
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Distinguished delegates, the world is faced
with a deepening and growing deterioration
in human status. Tremendous national efforts
at economic and sustainable development
may be wiped out overnight through natural
disasters and wars, or by political
instability and deplorable producer prices for
primary commodities and growing debt
burdens.

When we begin to rethink development priori-
ties, we are too often faced with the fact that
available resources continue to be misapplied
and misdirected, and fail to address the most
basic health, educational and agricultural needs
of the poor in developing countries.

Urban biased development often continues to
deprive rural communities of their share of
national and external resources.

It is useful at the end of the first year of the
countdown to the year 2000, whichmany of us
have pledged will serve as a litmus test of our
ability toaddressissuesof healthand education
for all, as well as the rights of women and
children, to take stock of our common
problems and strategies.

Individualsand societies whichare vulnerable
show relative amounts of deprivation
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in relation to health knowledge and
education, purchasing-power and income-
earning capacity. Vulnerability leads to
a general condition of helplessness
and dependancy. Individuals within
such societies usually have no access to, or
control of, economic and other material
resources.

There is, in a sense, a relationship between
vulnerability, marginalisation and poverty.
The vulnerable are usually poor and do not
fully participate in the social process. It is in
the area of health that their vulnerability is
most apparent. Having few financial and
material resources, their nutritional status is
low, and they therefore have poor health, and
little access to medical care. They may lack the
knowledge to make the best use of available
resources, to prevent illness, or to know what
to do when it occurs. Where educational
opportunities are available, the children of
such groups may be too debilitated to take full
advantage of them. They are trapped within
this knot of circumstances, unless ways can be
found to cut through it.

Ladies and gentlemen, Ghana’s Economic
Recovery Programme required a number of
actions to rationalize our economy. Though
necessary, some of these actions had con-



sequences which hit hardest at the most
vulnerable groups, at least in the short term.
TheGovernment therefore instituted the Prog-
ramme to Mitigate the Social Cost of Adjust-
ment, or PAMSCAD, to cushion the effects of
such actions. In 1987, the PAMSCAD docu-
ment identified the major vulnerable groups
in Ghana as the target groups for social
intervention:

1. rural households who have low
productivity, poor access to social
services and income-increasing oppor-
tunities,and whosuffer particularly from
unemployment and hunger during the
lean season;

2. low income un- or under-employed
urban households, who lack productive
economic opportunities and have
suffered from the increase in prices of
basic commodities; and

3. redeployed workers fromthe previously
over-staffed civil services, state enter-
prises and private enterprises, who lack
productive employment opportunities.

The document also noted that the regional
dimension of poverty was also important.

Standards of living vary a great deal between
urban and rural areas and across different

regions of Ghana. For example, the rural per
capita consumption level was estimated to
be only 60% of the urban level in 1974-75.
Within rural areas, the poorest regions are
the northern and upper regions, with per
capita consumption well below the rural
average.

The situation of chronic household food
insecurity is most serious in the north, which
suffers from a long dry season, very
little irrigated land, rapid desertification,
and a generally difficult agro-climatic
environment.

In addition, the problems of malnutrition
among pregnant women and preschool
childrenare mostacute during the pre-harvest
season in the north. These regions are also
less well served in terms of infrastructure
and social services. Under these conditions,
the emphasis of the early phase of the
Economic Recovery Programme on reviving
the social sectors did little for these regions.

The source of vulnerability of each of these
groups points to areas where targeted

interventions would prove to be most beneficial.

For the small rural households in the
north and in other regions, income
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and nutrition supplements are required in
the lean seasons; in the long term, their
productivity needs to be increased and environ-
mental problems addressed. :

For the low income un- and under- employed as
well as for the redeployed from the public and
private sectors, productive employment
opportunities are needed. For each of these
groups and more generally for the poor as a
whole, access to social infrastructure in the form
of health and education needs to be improved.

The inadequacy and high cost of shelter
constitutes an additional problem for the urban
poor.

Distinguished participants, perhaps the most
conspicuous and most economically important
vulnerable group in developing countries
is women.

Despite some positive results from the United
Nations Decade for Women, it has become clear
that overall progress has been slow and patchy.
The poor condition of women with regard
to health and development generally persists
or has deteriorated, though it is no longer seen
as trivial or "merely" a question of prejudice,
inequity and injustice, but as a major
contributor to ineffective development.
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The poor health status of women begins in
childhood. Inequity among male and female
children is widespread, even at the level of
sharing family resources such as food. As a
result, many girls enter the reproductive age
without the physical and social maturity
needed for the task of child bearing and
parenthood. More than 60% of pregnant
women in Asia and Africa suffer from
nutritional anaemia. Theincidence of low birth
weight averages 15% in Africa and 20% in
Asia, compared with 7% in developed
countries. Low birth weight not only threatens
the survival of children but also impedes their
growth and development.

Existingand emerging factorssuchasmaternal
anaemiaand malnutrition, drugand substance
abuse, HIV infection and AIDS, sexually
transmitted disease and repeated unwanted
pregnancies combined with inadequate
maternal and child health and family
planning services, threaten bothwomen’sand
children’s chances of survival. The girl child
who survives infancy must still face the
challenge posed by the long-term implications
of the risk factors a woman faces in society.

A growing problem that affects the health and
productivity of women in every society is
teenage pregnancy, often as a result of



breakdown of family and social values, which
inturn can be attributed, at least in part, to the
pursuit of material values, be they the daily
struggle for survival of the poor, or the pursuit
of even more consumerism by the already
prosperous.

The incidence of pregnancy among teenagers
isontheincreasein most countries. Inthe USA
for example, in 1988 both the number of births
to teenagers and the teenager birth rate
increased. Therate of increase was greatest for
15-17 year olds, for whom the rate rose from
31.8 births per 1000 to 33.8. These young
mothers are even less likely than older
teenagers to have finished high school or to be
married, and their children therefore confront
grave health risks.

Despite the dearth of comparable statistics in
Ghana, thereis no doubt that similar problems
exist here. Another increasing phenomenon
especially as society becomes industrialized
is child vulnerability. The document, State
of America’s Children (1991), prepared by
the Children’s Defense Fund, shows
dramatically that vulnerability is not confined
to the low income developing world.

A probing analysis of growing child poverty
and diminishing social services reveals that

thenumbers of vulnerable childrenand youths
are reaching alarming levels. For example,
despite continuing improvements in
the general economy, a total of 12.6 million
children now live below the poverty line, an
increaseof morethan 2.5 million fromadecade
ago.

One of the principal causes of child
vulnerability in developing countries is the
falling income of parents, especially the male.
The falling price of commodities, inflation and
unemployment have meant that fewer and
fewer men can take on parental respon-
sibilities. The phenomenon of middle-aged
single female headed households is becoming
a global issue.

The connection between poverty and child
health is borne out further by statistics which
show the following:

1 Children younger than five living in the
poorest families are one-third less likely
than children in more affluent families
to be in excellent health.

i The poorest 5-17 year olds lose more
days of school because of acute or chronic
health conditions.

1 Poor children are twice as likely as
affluent children to have physical
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or mental disabilities or other chronic
health conditions that impair daily
activity.

Perhaps the most dramaticsituationsarethose
facing homeless children - a growing
phenomenon of the 1980s. Today families with
children make up one-third of the homeless
population worldwide. Insome countries they
make up the majority.

Another vulnerable group is made up of the
aged. Over the years the number of 0ld people
has been on the increase, due to improving
health status. However, with modernization
and urbanization, families are breaking up,
leaving the aged lonely and unsupported.

Friends and colleagues, the vicious cycle of
poor health, poor nutrition, low productivity
and lack of knowledge relevant to change
cannot be broken by action on any one of those
elements independently of the others.

With economic recovery and therestoration of
growth, after 1983, the Government of Ghana
resolved toaddress morespecifically the plight
of those living in absolute poverty with cost-
effective programmes that would increasetheir
access to basic services, improve their
productivity, and enhance their opportunities
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for obtaining gainful employment.
Government recognized from the very outset
that the only way to alleviate poverty is to
foster an economic environment in which the
people, especially the poor and vulnerable,
can find jobs and earn regular incomes.

As I mentioned earlier, it was in pursuance of
these objectives that the Government estab-
lished the Programme of Action to Mitigate the
Social Costs of Adjustment (PAMSCAD).
PAMSCADsoughtto enhancethesustainability
and acceptability of the Economic Recovery
Programme (ERP), by responding to the social
needs of the vulnerable who needed to restore
and improve their economic status. General
improvements in the economy must be related
to the condition of specific groups within
the economy, bearing in mind that the exper-
iences of some groups may create resistance
to the implementation of the whole prog-
ramme. PAMSCAD has provided, and
continues to provide, funds, materials and
technical advice for projects initiated by local
communities in response to their own perceived
needs. Such projects include the provision of
better sanitation and waste disposal, school
buildings, health posts and clinics.

‘In addition to these projects officially

supported by PAMSCAD, anumber of projects



aimed at alleviating poverty and hardship in
many Ghanaian communities have been
initiated and implemented through the
assistance of various international, local and
community organizations.

The WHO-sponsored project, Promoting
Health through Women'’s Functional Literacy
and Intersectoral Action in the Hodzo area
is one classic example of cooperation
between international and local associations.

The 31st December Women’s Movement has
alsoinitiated many community-based projects
throughout the country for the emancipation
of vulnerable groups, especially women and
children. These programmes have sought
to provide children with day care facilities
in order to allow working mothers sufficient
time to concentrate on their domestic and
economic activities. In addition, outstanding
women’s groups which mobilized their
members along cooperative lines were
provided with inputs to make their operations
more viable. This package has allowed the
Movement to create gender awareness and
organize special training for women leaders
in management and skill development.

Distinguished guests, inalmostalldeveloping
countries, the gains achieved by many social-

sector organizations are being steadily eroded
by several factors, both internal and external.
Perennial emphasis on macro-planning as
against systematic efforts to develop
programmes geared towardsthedevelopment
and well-being of under-privileged people as
individuals and communities has often had
adverse effects.

To help their populations, well-meaning
governments assisted by donors and
nongovernmental organizations have
attempted to provide hand-outs, aid relief of
various kinds, cash incentives, subsidies and
so on. The effect of this approach has been to
deepen dependency on external institutions,
and undermine local initiative in both
agricultural and industrial activities.

Could the problems have been solved with
moredialogue with the local beneficiaries and
a combination of functional literacy and
empowerment strategies that put the
management of these programmes directly in
the hands of the local management and
programme beneficiaries?

Now, in most developing countries, the rural-
urban differentials remain high. National
development strategies are often inherently
biased in favour of the small organized urban
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sectors. They do not adequately cover the
poorerrural majority, and within this majority,
they tend to by-pass the most vulnerable and
deprived groups. :

This is evident in some of the key indicators
relating to social infrastructural development.
At the end of the 1980s in the 44 developing
countries which have the lowest indicators of
human development, (according to the UNDP
Human Development Report 1990), the share
of the rural population having access to health
services, safe water, and sanitation was 37%,
38%, and 6% respectively. The comparable
figures for the urban population in these
countries were 81%, 74% and 39%.

In most of these countries, government
priorities have often been misplaced. These
priorities have shown gross insensitivity to
the plightof the poorand the vulnerable. Most
governments havealsoshownalack of political
will to tackle the real development problems
of their respective countries and very little
commitment to channel the resources of their
countries to the strengthening of their weak
domestic economies.

I hope therefore that the preoccupations of

this Forum will include strategies to be adop-
ted by various governments and donors to
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ensure an increase in the domestic product of
our individual countries. It is necessary that
the Forum comes out with measures which
governments canadopt to ensure the judicious
application of national revenue and resources
in our efforts to address the problems of the
vulnerable in our respective countries.

Distinguished delegates, I venture to make a
few suggestions.

It has already been noted that macro-
development policies deepen the plight of the
vulnerable sectors. Governments must begin
to planat themicro-level, adopting the bottom-
up approach to planning and project
formulation. Individuals must be made to
have access to credit, health facilities, basic
education, marketing opportunities and
protection against precarious pricing policies.

Butaboveall, their self-esteem and confidence
in their own ability to create change must be
enhanced. They must beinvolved in planning
and decision-making at the community and
local level.

To break the vicious cycle of volatile
international financial arrangements, high
interest and lending rates and minimize the
strain of debt servicing, this Forum must



address issues that worsen the already fragile
economies of impoverished countries.

The struggle must be seen in its global and
international perspective. Thereis no doubt that
the international financial system currently in
place puts the efforts of genuine governments in
developing countries out of gear. International
manipulation of the producer prices of most of
the produce from developing countries has
worked against such countries. Trade restric-
tionsand other economic barriers haverendered
mostdeveloping countries permanently indebted
and dependent on developed countries - with
disastrous consequences for the people in these
countries.

If we genuinely pledge to create a new world
order where the vulnerable will play their role
in nation building then surely the factors that
create the vicious cycle must be broken.

Distinguished delegates, it might be naive to
suggest that all these problems can
be overcome at this Forum, or even that

solutions to them can be proffered here. But
we need to begin to talk about them.
We need to shareinformation and ideas about
them, and we need to sensitize the world’s
community the consequences of those
structural arrangements at the international
level that contribute to the vulnerability of
individual human beings. Meanwhile, in our
individual countries, localities and
communities, we must make the vulnerable
and marginalised members of society
full participants in the process of change.

Aswemove towards the year 2000, we need to
ensure that individuals have equal access to
the resources of our lands, and are able to
utilize theseresources torealize their maximum
potential. How this ideal can be attained is the
challenge of this decade and it is my hope that
the outcome of this meeting - The Accra
Initiative - will make a permanent mark on
future policy-making and implementation,
both in our countries and also internationally.

Thank you.
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